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Foreword

Given my commitment to the study of aging and diversity, it is truly an honor to be
invited to write the foreword for this extraordinary and innovative book that
focuses on aging and old age from varied perspectives and gives voice to people
who have been overlooked in the past. The underlying premise of this text is that
integrating a chorus of voices will enrich readers’ knowledge, understanding, and
practices by highlighting the commonalities and differences across diverse
segments of the older population in the contemporary United States.

As the distinguished contributors to the volume have demonstrated, different
elements of diversity—such as gender, race or ethnicity, religious affiliation, social
class, community location, and sexual orientation—are not independent of one
another. In day-to-day life, as well as within institutions, each of these elements
interacts with the others and adds to the complexity of individual and collective
experiences in our society. Focusing on just one element of diversity in isolation
can create an inaccurate and incomplete picture of lived realities. The intersections
between social categories create a complex and dynamic set of experiences,
strengths, and challenges for individuals and social groups which may be
completely missed if we focus our analysis and practices on a single social
category (such as race or age only). Considering the experiences of older adults
through a more complex and intersectional perspective, as is illustrated in the
chapters that follow, has the potential to deepen readers’ understanding of diverse
elders and strengthen interventions for these populations.

Instead of reinforcing the ‘‘multiple jeopardy’’ perspective, this book empha-
sizes strengths and resources, as well as challenges facing older populations. To be
sure, it is essential to recognize the problems faced by those coping with the effects
of disadvantaged status. But, it is equally important for the readers to develop an
understanding and appreciation of how diverse elders create meaning in their lives,
how they draw upon their past experiences, cultural traditions, and values, and
how they demonstrate resilience and strengths in addressing barriers such as those
based on gender, race, class, sexual orientation, and other social identities. Thus,
reading the large variety of chapters included in this timely book will deepen
readers’ understanding of aging and old age in our pluralistic society and this, in
turn, would influence the research they undertake, the programs they design, and
the services they provide for older adults from diverse ethnic and cultural groups.
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Another strength of this volume is that the contributors have taken a
multidisciplinary approach to the study of aging and diversity. This approach is
indeed consistent with gerontology’s focus on biological, psychological, and social
aspects of aging. Today’s gerontologists include researchers, instructors, and
practitioners in such diverse fields as biology, medicine, nursing, dentistry, social
work, physical therapy, sociology, psychology, economics, physical science,
pharmacy, architecture, and anthropology. Given their commitment to teaching,
research, and service, scholars from these disciplines would benefit from engaging
with the ideas that the authors have presented in their chapters. Having reviewed
these chapters, it is my assessment that this book would be of interest to a wide
range of audiences such as social service providers, health professionals, policy
makers, faculty members, and students interested in aging and diversity. They will
find that the book includes relevant topics, incorporates current research and
scholarship, and presents the material in an easy-to-understand language and style.

Reading the Collective Spirit of Aging Across Cultures and listening to the
voices of the contributors who themselves represent different elements of diversity
and bring varied viewpoints is likely to yield new insights, create a unique fusion
of horizons, and provide new lenses through which to view multiple social worlds
that exist within our communities and/or places of work. The editors and the
contributors hope that providing multiple perspectives can help illuminate
significant aspects of social reality and experience that may have been overlooked
in the past.

Congratulations to the editors and the chapter authors for writing a book that
students, faculty, service providers, and other professionals will want to keep close
at hand for regular consultation and use. If this book helps generate new research
and affects how diverse elders are viewed and served, it will have achieved its
purpose.

Chandra M. Mehrotra

Chandra M. Mehrotra is a professor of psychology and dean of special projects at
the College of St. Scholastica in Duluth, Minnesota. He is a fellow of the
American Psychological Association (APA) and the Gerontological Society of
America (GSA). He received the mentor award from APA Division 20 in 2003 and
Outstanding Mentorship Award from the GSA Task Force on Minority Aging in
2011. With support provided by the National Institute on Aging, and the Office of
Behavioral and Social Sciences Research, National Institutes of Health and the
John A. Hartford Foundation, he directs faculty training programs in aging
research.
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4th Generational Theories of Intersection:
Multicultural Aging

Gaynell M. Simpson, Nancy Giunta and Halaevalu F. Ofahengaue
Vakalahi

Abstract In this chapter, authors asserted that the multifarious reality of older
adults’ social positions offer unique opportunities and challenges to our traditional
gerontological theories. Authors presented intersectionality as an analytical
framework to move readers beyond their disciplinary boundaries towards a 4th
generation of theories for co-creation of innovative theories, methods, and inter-
ventions. In the co-edited book, The Collective Spirit of Aging Across Cultures, we
critically reflect on how chapter authors integrated gerontological theories guided
by the philosophical assumptions of intersectionality for addressing multicultural
issues of aging, including caregiving, intimacy, elder mistreatment, financial crisis,
housing transitions, and technology that span and interact with all social identities
at multiple levels. We have invited readers to embrace a lens of intersectionality,
and provided a discourse towards a 4th generation of theories to inform trans-
disciplinary professionals on how to co-create with collectivist communities aimed
at addressing social justice, health and well-being of multicultural older adults.

In the United States and globally, empirical data indicate older adults are the
fastest growing population, and within this population, racial and ethnic groups,
are projected to increase at even a faster rate (Vincent and Velkoff 2010). The
emerging racial and ethnic population growth of older adults may even be larger as
census reports may not account for inter-racial marriage, persons with mixed
ancestry, and immigrants (Perez and Hirschman 2009). In this book, authors
recognize that older adults are not stagnant classifications but represent ‘‘multi-
dimensionality’’ of lived experiences (Crenshaw 1989). Older adults’ multiple
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social positions, diverse cultures and values, historical and political cohort
experiences, challenges our traditional approaches (i.e., methods) and explanations
(i.e., theories) to address ‘‘…difference while also strategically mobilizing the
language of commonality… in the service of constructing a coherent theoretical
and political agenda’’ (Nash 2008, 4).

In this book, The Collective Spirit of Aging Across Cultures, authors challenge
the boundaries of ‘‘third generation’’ theories (see Bengtson et al. 1997) by
‘‘bridging’’ (see Marshall 1995) aging phenomena at both the micro-level (indi-
vidual, group, and family) and macro-level (social structures and social constructs)
of analysis. The following authors address the call by Gans et al. (2009) that
multiple disciplines must collaborate to co-create different theories, methods and
interventions to address the bio-psycho-social-spiritual life-long transitions of
older adults. This is done by moving the discourse towards a 4th generation of
theories through integration of multiple gerontological theories guided by inter-
sectionality as an analytical framework for deconstructing multiple social cate-
gories, at multiple levels, simultaneously (Crenshaw 1989, 1991; McCall 2005).
This collection of works, reflect a multidisciplinary perspective guided by the
following philosophical assumptions of intersectionality: (1) understand that older
adults come from a diverse and varied background; (2) refrain from viewing any
one category of social identity as primary over any other; (3) all elders from the
same social group do not have equal or the same shared experiences as we are all
shaped differently by cohort historical events; (4) elder’s analytical framework
must include ‘age’ at the axis of two or more areas of intersection (e.g., age,
ethnicity, and sexuality), at the same time; recognizing they are inseparable, inter-
connected and linked; (5) researchers recognize their own position of power and
status, particularly with individuals we seek to undertake research, as well as,
critically reflect on our own personal and collective reasons (implicit or explicit)
for engaging a community and/or individual in seeking scientific ‘truth’; and (6)
we actively engage in collaborative relationships with elders and various com-
munity stakeholders for co-creating social change; thus we must make sure that
our engagement with all elders do not end when funding ends and that we remain
committed to addressing needs of elders’ communities (see Collins 2000; Cren-
shaw 1989, 1991; McCall 2005).

Three chapters have been selected to represent the spirit of this book as they
move us beyond the binary boundaries of disciplines and static social categories
toward a 4th generation of theories through integration of multiple gerontological
theories guided by an intersectional analytical framework: A Profile of Rural
African American Lesbian Elders: Meeting Their Needs (Harley, Stansbury,
Nelson and Espinosa); LATIN@1 ELDERS: Securing Healthy Aging In Spite of
Health and Mental Health Disparities (Medina and Negroi); and City Life—What

1 As cited in Medina and Negroi referenced chapter, the @ sign is the deference to the quite
recent determination to develop and use nonsexist language and to identify with Latin America
(Wallerstein 2005).

2 G. M. Simpson et al.



a Wonderful Way of Life: Aging in the Urban Environment (Yancy, Baldwin,
Saran, and Vakalahi).

In the chapter, A Profile of Rural African American Lesbian Elders: Meeting
Their Needs, Harley and colleagues integrates different theoretical concepts from
multiple disciplines to examine inseparable and linked axes of difference, such as
age, race, gender, sexual orientation and geographic location. They do not yield to
an easier interpretation of assuming that all rural, African American, lesbian elders
who hold these multiple spaces have a shared same experience nor do they give
primacy to gender or race. Instead, they recognize how these mutually interde-
pendent and interactive positions often relegate rural, African American lesbian
elders to positions of ‘‘intersectional invisibility’’ (Purdie-Vaugns and Eibach 2008)
by critiquing the social, historical, and political contextual experiences. These
authors provide supportive evidence to demonstrate how the mechanism of
‘intersectional invisibility’ have removed the concerns of rural, elder, African
American lesbians from being adequately addressed in the fields of gerontology,
healthcare, education, public policy, and many other organizations and disciplines.
Harley and colleagues critically analyze historical and current contextual influences
that required older African American lesbians to constantly negotiate their multiple
identities and struggle for acceptance within and across race, age, sexual orienta-
tion, and geographical locations. In their conclusion, authors exemplify serving as
social change agents as they call upon all of us to engage in educating each other,
and ourselves by providing resources to guide us in this journey of aging.

Medina and Negroi continue with the intersectionality of social determinants of
health for advancing Latin@ elders’ right to Securing Healthy Aging In Spite of
Health and Mental Health Disparities. These authors critique and analyze how the
socio-historical–geographical and cohort experiences impact Latin@ elders’ health
and well-being. This analysis was achieved through an intersectionality framework
that is integrated from social justice, health disparity, and acculturation to dem-
onstrate the complex interplay of how both micro- and macro- levels of influence
can create challenges or opportunities for healthy aging of Latin@ elders. Medina
and Negroi suggest that the social health determinants for promoting healthy aging
of Latin@ elders will not be successful unless we extend our lenses to their unique
and varied experiences, including consideration of an elder’s country of origin,
socio-political context, colonization history, ethnic identities, and generational
status. They highlight how both their country of origin and United States’ context
interacts with Latin@ elders’ cultural and life transitions. Medina and Negroi
conclude with examples of how Latin@ families and communities work with
inter-disciplinary collaborations to positively shape the physical and emotional
well-being of Latin@ elders.

Yancey, Baldwin, Saran, and Vakalahi’s chapter, City Life—What a Wonderful
Way of Life: Aging in the Urban Environment, invite readers into the world of
elders who are indigenous to urban communities through their use of the elders’
voices and depictions that represent how elders indigenous to an urban community
make meaning of their environment. Authors transform our worldview about what
it means to live longer and healthier lives in an urban environment through
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integration and analysis of theories and conceptual frameworks from Intersec-
tionality, Systems/Ecological, Strengths Perspective and resilience. They help
readers understand that despite how ‘outsiders’ may view an urban environment,
which is often conflated with negative characteristics, exclusionary and margin-
alize language, urban elders are defining their own ‘‘spaces’’ as they work col-
laboratively to embrace the positive spaces of an urban environment while at the
same time employ collective action on challenges from within and external to
urban communities. Yancey and colleagues re-position our critical lenses to
uncover the ways that indigenous urban elders negotiate micro- and macro-level
structural constraints and opportunities by analyzing from, within and across these
multidimensional levels. These authors conclude with indigenous elders’ world
view of the urban environment as a collective, inclusive, community enriched with
strengths and extraordinary people. Their recommended strategies for working
with the elders in multicultural urban environments draw on intersectionality
theory by maximizing resilience and collective wisdom and minimizing the use of
dominant cultural approaches to service delivery.

Each chapter in this book, although not all discussed here, clearly have cross-
cultural implications to consider, particularly around issues that touch all elders,
including caregiving, intimacy, elder mistreatment, and technology which are
issues that do not choose one social identity or culture over another, but span and
interact with all social identities at multiple levels. The application of intersec-
tionality is illustrated throughout this book as authors integrate different theoretical
perspectives from various disciplinary backgrounds. Authors throughout the book
recognize that the real intention of cross-fertilization of various theories and
disciplines is to create points of interventions and future directions. They move us
from theorizing or acknowledging aging issues to recommending points of inter-
vention that are multidimensional, cross-disciplinary and collaborative. They
answer questions that are often neglected after engaging in multidisciplinary
research, questions such as: Where do we intervene? And how do we co-create
with community to create culturally, appropriate interventions?

Readers of this collection are invited to embrace a lens of intersectionality.
Explore the multiple dimensions at play in the lives of our elders. Use their stories
to hold multiple perspectives and build knowledge using their collective wisdom
by piecing together these intersecting narratives. It is through this collective
process that we will begin to build the fourth generation of gerontology theories
that truly embodies multicultural aging.
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A Historical Perspective in Aging
and Gerontology

Patsy R. Smith

Abstract The chapter provides the reader with an historical view of aging and
gerontology in the United States by focusing on pioneers in the field of geriatrics
and groundbreaking contributions to the field. Research leaders who explore how
older adults find success in managing the aging process are presented with
exemplars of the work that has catapulted gerontology to the forefront of social,
political, and healthcare agendas. Highlights capture the work of pioneers across
multiple disciplines and presents select accomplishments in research, education,
and policy. Milestones include development of organizations focused on aging and
gerontology resulting in a proliferation of forums for research support and dis-
semination of findings. Brief descriptions of the contributions of such organiza-
tions provide an overview of growth in the field of aging and gerontology with
transcendence of race and ethnicity, economic or political status, or physical
ability. A timeline presents notable events in recognition of the legacy established
by the collective contributions of others, and inspiration toward the achievements
of future generations that focus on aging and gerontology.

Introduction

Providing a foundation upon which to build the diverse content and multidisci-
plinary relevance of this book, this chapter provides historical perspective on aging
and gerontology, highlighting examples of pioneers and groundbreaking work in
the field. This chapter intentionally broadens the focus beyond geriatrics
(the health and care of older adults, the ability of older adults to function in daily
life, and the quality of daily life for older adults) to applications of research about
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the aging process and how older adults manage. This chapter offers no lists of
interventions or expected outcomes for specific pathological conditions; instead,
the focus is on gerontology as purposed by the National Institute of Aging, Clinical
Gerontology Branch (http://www.nia.nih.gov/research/dgcg/clinical-gerontology-
branch). Important aspects of gerontology include the influences of how change
occurs within a disease or physiologic condition and its relationship to the char-
acteristics of that condition in later years. Gerontology integrates the biology of
aging, the psychology of coping, and social science of living in an environment
that is unique for each individual (Ruiz 1990). Such variability occurs across and
within populations, and may be related to genetic conditions, early-life influences
or other factors and may remain asymptomatic until later years. Despite the
unknowns of aging, the population of centenarians rapidly increases while con-
tributions to the science of aging and gerontology continue to develop.

The study of aging cells and genomics has produced an evolutionary portrait of
germ plasm, cell division, mutation accumulation, late life mortality, and other key
research findings (Ljubuncic 2009). The pioneering work of scientists who develop
evolutionary theories of aging provides the underpinning for understanding lon-
gevity (Ljubuncic 2009). Notwithstanding those developments, the aging of
populations across the world provides a ripe field for study.

Examinations of gerontological publications reflect a need for greater use of
theory to support research (Alley et al. 2010; Fry 1992; Hendricks et al. 2010).
Theoretical foundations for research in aging and gerontology appeared approxi-
mately 12 % more frequently as the years progressed through publications that
were examined in a study of relevant publications in social gerontology from 1990
to 2004 (Alley et al. 2010). These researchers’ review of studies in eight major
journals revealed an increase of at least 20 % explicit sociology of aging theory
use in four of the journals, and a decrease or no change in sociology of aging
theory in two of the journals. The most frequently used theories were life course
perspective theory and life-span developmental theories. Models of aging were
also used in the studies examined, including successful aging models and
Andersen’s behavioral model of health services use. These researchers discussed
the importance of using theory to guide research, explained the findings of
research studies, and helped researchers develop interventions (Alley et al. 2010).
Study findings supported the work of other researchers (Hendricks et al. 2010) who
recognized and recommended greater use of theory to support research that
expands understanding and improving of the lives of older adults.

Similar advice was recommended in the early 1990s for counselors preparing to
work with older adults (Fry 1992; Qualls 1992). The advice included sharpening
knowledge of the developmental stages of adulthood, including knowledge of
aging, assessment, and intervention. The focus of Fry and Qualls attests to the
heterogeneity of older adults and encourages health workers to engage in learning
about what happens among older adults throughout the aging process: aging occurs
differently among different populations and within populations. Another important
aspect of Fry’s work was acknowledgement of the contribution that activity and
interactivity make toward life satisfaction among older adults. Fry concludes by
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espousing socio-environmental theory as encompassing three factors that influence
adjustment to older adulthood: physical living space, psychological abilities and
coping mechanisms, and economic resources which support life choices.

The more recent work of Hendricks et al. (2010) supports the continuing need
for researchers to include theory as a foundation for gerontological research. The
authors examined literature published over a 5-year span in three journals per-
taining to the inclusion of theory-based research. Findings indicate the need for
application of theoretical foundations in social gerontology research. Hence, the
authors called for researchers and journal reviewers to conduct and disseminate
theory-based research that clearly demonstrates application to practice. Such has
been the focus of the pioneers and leaders in ethnogeriatric research.

Select Highlights of Pioneers and Policy

Leaders in social gerontology, psychology, medicine, education, and nursing set
the stage for groundbreaking work to enhance knowledge in gerontology. The
progress in the field is the result of the groundbreaking and phenomenal work of
many pioneers both living and those who have passed on. A few contemporary
pioneers in the field are highlighted in this chapter only as an initial gesture of
celebrating and honoring those whose shoulders this generation stands. These are
but a few of the pioneers who have paved the way for a focus on the intersections
of aging, culture, and interdisciplinary practice. These highlights are not presented
in any particular format or importance rather they are presented as a starting point.
The author of this chapter encourages each reader to consider who could be added
to this list of leaders and pioneers.

Author and educator, Gwen Yeo is Senior Research Scholar Emerita of Stan-
ford University School of Medicine (http://med.stanford.edu/profiles/Gwen_Yeo/).
Her pioneering work in ethnogeriatrics encourages the delivery of culturally rel-
evant care. She emphasizes that the experience of aging must be recognized in
context with the unique influences of each person’s culture and environment (Yeo
2003, 2009). Noting that the population of older adults is increasing rapidly,
Dr. Yeo and colleagues at the Stanford Geriatric Education Center urge interdis-
ciplinary and interprofessional collaboration to embrace the increasing ethnic
diversity among older adults by recognizing implications for older adult services in
a way that is culturally meaningful. Geriatric Education Centers (GECs), awarded
through the U.S. Department of Health and Human Services (HHS), Health
Resources and Services Administration, support education and training in geriat-
rics. The GECs promote engagement with community members to develop care
processes and information delivery to enhance understanding, improving the
likelihood that health decisions are well informed.

Barbara Berkman is an iconic leader in geriatric social work having been
Associate Director of the Geriatric Education Center in the Division on Aging at
Harvard Medical School, and having led the Geriatric Social Work Faculty
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Scholars Program funded by the John A. Hartford Foundation (http://
www.gswi.org/programs/Barbara_Berkman.html). Through programs such as the
GEC and Faculty Scholars, Dr. Berkman has mentored and launched numerous
social work scholars and educators in aging. Another prominent contribution to the
field, Dr. Berkman mobilized and connected a host of experts to produce a ref-
erence book addressing the care and services needed by older adults, major dis-
abling physical and mental health conditions, and how social workers might better
serve the aging population (Berkman 2006). The text, Handbook of Social Work in
Health and Aging, provides a pathway to enhance knowledge across disciplines
regarding older adults with needs related to poverty, abuse and neglect, immi-
gration, prison, and cultural diversity. Her career includes time as Director of the
Ruth D. and Archie A. Abrams Interdisciplinary Research Program at Massa-
chusetts General Hospital, and Professor of Health and Mental Health at Columbia
University School of Social Work.

Universities across the country have established centers or institutes of aging
excellence. One such Institute on Aging is at the University of North Carolina, and
is led by Peggye Dilworth-Anderson, Interim co-Director and co-Lead of the
Institute’s Aging and Diversity Program. Dr. Dilworth-Anderson is an expert in
issues related to health disparities and the care of older adults (http://www.aging.
unc.edu/bio/dilworthanderson.html). Research in the Aging and Diversity Program
is aimed at reducing or eliminating health disparities in dementia care, cancer
conditions, and stroke, among other conditions. The work of the Aging and
Diversity Program at the Institute on Aging demonstrates the importance of
researcher-community collaboration, which benefits local and national
communities.

Another example is the University Center on Aging, established at San Diego
State University, where E. Percil Stanford is professor emeritus and Charter
Director of the Center. Dr. Stanford developed the National Institute on Minority
Aging at the Center. A former AARP Senior Vice President and Chief Diversity
Officer, he founded Folding Voice to influence the development of policy, busi-
ness, and agency outcomes related to minority aging. He supported the inclusion of
all adults over age 50-years in the AARP business and political agenda, including
gay, lesbian, bisexual or transgendered (LGBT) individuals and groups, and other
minority communities (http://www.aarp.org/politics-society/rights/info-06-2009/
wisdom_of_the_elders_aarp_and_sage.html). Dr. Stanford demonstrates commit-
ment to work in gerontology, recognizing the experience and life wisdom of older
adults. He has contributed to or served on numerous governmental programs,
including work in the Department of Health, Education and Welfare with the
Administration on Aging, and Social Rehabilitation Service Programs.

Sandra Crewe, Interim Dean at Howard University School of Social Work, is
Director of the Multidisciplinary Center on Gerontology at Howard University
(HU-MCG). The HU-MCG began with a $900,000 Health and Human Services
award in 1992. The HU-MCG mission is to conduct and support professional
preparation in geriatrics and gerontology through education and training, collab-
oration and research, and faculty development. Under the leadership of Dr. Crewe,
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the HU-MCG supports a variety of seminars featuring academics and practitioners,
and boasts partnerships with nationally recognized organizations including the
National Caucus & Center on the Black Aged, Inc. (NCBA) focusing on housing,
employment, health promotion, and disease prevention among minority and low-
income seniors (http://www.ncba-aged.org/about.php).

The work of Thomas LaVeist, author and educator on issues of public health,
helps to identify health disparities, the causes that influence disparities, and
problems directly linked to health disparities (http://thomaslaveist.com/). His work
at the Johns Hopkins Bloomberg School of Public Health includes Director of the
Hopkins Center for Health Disparities solutions, and the William C. and Nancy F.
Richardson Professor in Health Policy, which afford him opportunity and influence
to address major health disparities issues. Dr. LaVeist has produced textbooks
relevant to the exploration of health disparities among minorities (LaVeist 2005;
LaVeist and Isaac 2013). In the second edition of a textbook used across the
nation, he and co-editor Lydia A. Isaac, and a group of talented experts, examined
the impact of aging, ethnicity, and healthcare within the United States, and the
ensuing minority majority demographic transition (LaVeist and Isaac 2013).
Minority Populations and Health: An Introduction to Health Disparities in the
United States (LaVeist 2005) remains relevant as a primer on contributors to the
disparities of the health of minorities in America, including health issues specific
to the most prevalent minority groups in America, and recommendations to
address identified disparities.

Important contributions to aging and gerontology have occurred through indi-
vidual participation in crafting guidelines and policy recommendations. Fernando
Torres-Gil has a multitude of contributions to aging and gerontology through
academic positions in social welfare, public policy, gerontology, and public affairs
at UCLA (http://luskin.ucla.edu/fernando-torres-gil). Dr. Torres-Gil is recognized
for his research related to aging and diversity issues. His laudable public service
includes national appointments under three United States Presidents: 1978 Federal
Council on Aging under President Carter; U.S. Assistant Secretary on Aging under
President Clinton; Vice Chair of the National Council on Disability under Presi-
dent Obama. Additionally, Dr. Torres-Gil has held positions through which he
advocated on behalf of the citizens of Los Angeles, and Salinas, California and
California Veterans.

The National Association of Social Workers Foundation recognizes member
contributions to policy development on aging (www.naswfoundation.org/pioneers).
Among them, Elaine Brody, DSc (Honorary), MSW, is known for voicing concerns
about women who provide care for aging parents amid responsibilities for families,
jobs, and careers (http://www.gswi.org/careers/Brody_profile.htm). Further, Dr.
Brody’s contributions to gerontology and aging studies include mental health,
caregiving to aging parents, and Alzheimer’s Disease. Her past, present, and future
perspectives on aging and gerontology are cleverly documented as she describes the
importance of listening to what older adults have to say as a strategy for gaining
information about the concerns or what affects life for older adults (Brody 2010).
Once President of the Gerontological Society of America, Dr. Brody gained early
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recognition as one of the first social workers in favor of aging as an area of central
focus, a specialization.

Claire M. Fagin, a Fellow of the American Academy of Nursing, former Dean
of the University of Pennsylvania, School of Nursing worked with the National
Hartford Centers of Gerontological Nursing Excellence (formerly known as
BAGNC) and garnered the honor of a fellowship named for her: the Claire M.
Fagin Fellow Award Program. The purpose of the program is to build academic
geriatric nursing capacity (hence, the former title BAGNC) by providing 2-year
fellowships in advanced research training for doctorally prepared nurses who focus
on gerontological nursing research. The program, coordinated in cooperation with
the Gerontological Society of America, prepares nurses committed to academic
research careers (http://www.geriatricnursing.org/applications/cmf-fellowship.asp)
and promotes advanced training through its nine academic centers.

Nancy R. Hooyman, Hooyman Endowed Professor in Gerontology and Dean
Emeritus, University of Washington School of Social Work (http://socialwork.
uw.edu/faculty/nancy-hooyman), is a prominent leader and pioneer whose works
advance social work contributions in gerontology and the care of older adults. Dr.
Hooyman is a mentor to the next generation of social work scholars, faculty, and
researchers. Her prolific writing in journals, texts and reference books chronicle
and enhance the foundation that builds and transforms engagement of social
workers in social gerontology.

Letha Chadiha, professor and principal investigator, is Co-Director of the
Community Liaison Core in the Michigan Center on Urban African American
Aging Research (http://ssw.umich.edu/faculty/profiles/tenure-track/lethac). Her
contributions to aging include research-based knowledge about differences in
caregiving among older adults in rural and urban settings. Dr. Chadiha also
researches issues related to recruitment of ethnically diverse older adults in
research. She serves as a mentor for many social work scholars in aging.

Linda M. Chatters is a researcher, professor, and proliferative writer in the
School of Public Health and School of Social Work at the University of Michigan.
Dr. Chatters focuses on adult and older adult African Americans, spirituality and
religious involvement in well-being, and intergenerational issues that affect
families, relations, and health (http://ssw.umich.edu/faculty/profiles/tenure-track/
chatters). Her book contributions provide insight into the lives of Black and
African American families in America regarding issues of aging, religion, psy-
chology, sociology, and health (Jackson et al. 1993; Taylor et al. 1997, 2003).

Dorothy Smith-Ruiz is a Fulbright Scholar and Associate Professor of Africana
Studies at the University of North Carolina, Charlotte. Her major research interests
are custodial grandmothers in intergenerational families, the impact on family of
the incarceration of American women, and the cultural differences among women
of African American, Afro-Caribbean, and African immigrant heritage. Her books
focus on the role of African American grandmothers who provide care to family
members, and how traditional values are conveyed, and the mental health of
persons in the African American community (Ruiz 1990, 2004).
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Innovation in social work education with a focus on gerontology is represented
in the research expertise of Andrew Scharlach, the Eugene and Rose Kleiner
Professor of Aging and professor of Social Welfare at University of California-
Berkeley. Dr. Scharlach’s interests include aging and aging-friendly communities,
families and the issues that affect them, and policies related to informal caregivers
and long-term care. He is the Director of the Center for the Advanced Study of
Aging Services, which is leading the way in research on innovations within
communities to become better places to live and to age.

Joanne Damron-Rodriguez, Professor, the University of California, Los Angeles
(UCLA), has participated in numerous advisory capacities to influence geriatric
education for social work and nursing students (http://www.geronet.ucla.edu/
component/content/article/96-general/104-academic-geriatric-resource-program).
Dr. Damron-Rodriguez’s publications and participation on the Council of Social
Work Education helped shape curriculum for social work careers with a focus in
gerontology (http://luskin.ucla.edu/joann-damron-rodriguez).

The leaders and pioneers named above are only a few of the experts whose
dedication, commitment, and accomplishments in aging and aging issues have
helped to improve the lives of older adults. These experts and allies from the
culturally diverse families and communities of the elders helped to shape and
implement policies and practices that benefit older adults as well as educate
professionals to practice and conduct research in aging and gerontology. Mile-
stones in aging policy, gerontology, education and research mark the contributions
and commitment of pioneers to the advancement of this field.

Select Milestones in Aging and Gerontology

National interest in aging and gerontology resulted in major milestones and con-
tributions to older adults through a proliferation of research and dissemination of
findings. Such milestones include establishment of the Social Security Adminis-
tration in 1935 (see Timeline, Table 1) and the National Institute on Aging (NIA) in
1974 as a part of the National Institutes of Health. The Code of Federal Regulations,
[statute] 416.110 describes the purpose of the social security program: ‘‘to assure a
minimum level of income for people who are age 65 or over, or who are blind or
disabled…’’ (http://www.socialsecurity.gov/OP_Home/cfr20/416/416-0110.htm)
without resources that meet a federally defined standard of living or minimum
income. Few officially recognized federal agencies on aging were in existence
before the Social Security Administration (originally named the Economic Security
Act by the Committee on Economic Security) was enacted. The age 65 was chosen
as a reflection of the age used by retirement, or pension, systems that were in place:
private industry and state systems. The notion of income security, however, was
described in 1796 by Thomas Paine who recognized the need for a method by which
to assure a reasonable income for older adults (http://socialsecurity.gov/history/
tpaine3.html). Several aging-related organizations developed over the decade and a
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half after the development of the Social Security Administration, and more were
established after the Older Americans Act of 1965. This section presents an
overview of select organizations and milestones established over the last three-
fourths of a century with a focus on the well-being of older adults.

Interestingly, the Gerontological Society of America (GSA) had its inception
among a group of scientists and physicians in 1939, just 4 years after the signing of
the Social Security Act, but was not formally established until 1945, after which a
journal dedicated to scientific and applied research related to aging was launched
(http://www.geron.org/About%20Us/history). Later, the GSA divided its mem-
bership into two primary sections, basic sciences and applied sciences, each of
which was further divided into two sections, making four sections of members. The
mission of GSA is to support the science of research related to aging, to disseminate
new knowledge generated by aging research, and to influence higher education and
public policy to support programs in gerontology (http://www.geron.org/
About%20Us/Our%20Mission). The GSA supports research funding through its
affiliation with the Hartford Geriatric Social Work Initiative and the National
Hartford Centers of Gerontological Nursing Excellence, and maintains a policy
institute, the National Academy on an Aging Society, to achieve its mission.

The Brookdale Foundation Group, founded in 1950, is a combination of two
foundations and a trust, and offers seed grants for its major initiatives related to aging,
geriatrics, and gerontology (http://www.brookdalefoundation.org/aboutus.html).
Based on endowments from the Schwartz family, The Brookdale Foundation Group
supports caregiving across generations through its National Group Respite Program,
disseminating information for raising the children of relatives through the Relatives
as Parents Program (RAPP), and for developing the next generation of leaders in
geriatrics and gerontology through the Brookdale Leadership in Aging Fellowship
Program.

The National Council on Aging (NCOA) was formed in 1950 by the National
Social Welfare Assembly (NSWA; name includes the 1967 change to the
National Assembly for Social Policy and Development and in 2005 became the
National Human Services Assembly—NHSA) and was renamed the National
Council on Aging in 1960 (http://www.ncoa.org/about-ncoa/ncoa-history.html).
The founding organization, NSWA, began in 1923 as the National Social Work
Council which existed to support organizations aimed at addressing social needs,
with specific attention to issues that surfaced after the Great Depression (http://www.
nationalassembly.org/About/History.aspx). The focus of the National Council on
Aging is to improve the lives of older adults through education and program initia-
tives that support healthy aging, helping older adults gain access to and learn more
about Medicare benefits including the BenefitsCheckUp program, and helping older
adults to plan for and make decisions about remaining independent in a way that is
right for each individual. The NCOA has helped to make a difference in the lives of
older adults since 1950, more than 60 years.

The American Society on Aging (ASA) was started in 1950 and was originally
named the Western Gerontological Society (http://www.asaging.org/about-asa).
The purpose of the organization is to work with its members to improve the lives
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of older adults by supporting individual and collective commitment, knowledge,
and skills. ASA provides education for professionals across disciplines through
print material, webinar technology, and conferences. The organization boasts a
membership that includes clinical practitioners, educators and researchers, agency
and educational administrators, people involved in developing policy statements,
and the next generation of students.

The American Association of Retired Persons (AARP) was founded in 1958 by
a retired high school principal, Dr. Ethel Percy Andrus, who also started the
National Retired Teachers Association about a decade earlier (http://
www.aarp.org/about-aarp/info-2009/History.html). The aim of both organiza-
tions was to promote healthy aging because of the lack of health insurance for
retired teachers and to build the ability to negotiate with insurance companies to
cover older adults. Although her initial concerns were for retired teachers, she
learned over the course of the first decade that there were similar concerns about
health benefits after retirement among older adults all across America and in other
countries. Not only does AARP promote healthy aging, it helps to disseminate
research findings that support informed decision-making for management of
chronic conditions, economic security, and physical ability. AARP also aims to
serve as the voice for persons aged 50-years and over for policy issues related to
Social Security, Medicare, age discrimination, gay rights, and livable communi-
ties, to name a few (http://www.aarp.org/politics-society/).

An organization was developed in 1970 when a group of religious and social
work retirees were invited into a conversation by founder Maggie Kuhn (http://
www.graypanthers.org/). The purpose of the organization was to become advo-
cates for issues of importance to retirees and the general public, including issues of
financial or economic security, health care as a right, and opposition to the
Vietnam War. After several national presentations, the organization was nick-
named the Gray Panthers in 1972 and the name was retained. The Gray Panthers is
formed for younger and older adults willing to advocate for justice, peace, and
multiculturalism, recognizing and respecting the strengths in the differences
among peoples.

Established in 1974, NIA supported research on aging for decades before its
official establishment as an Institute (http://www.nia.nih.gov/about/nia-timeline).
The founding director of NIA, Robert Butler, physician and Pulitzer Prize winning
author (for his book Why Survive?: Being Old in America) coined the term ageism
and advocated for establishing geriatrics as a medical specialty. The current
mission of NIA is to support research to develop and disseminate knowledge about
the influences and processes of healthy aging as well as the diseases and conditions
that contribute to disabilities among older adults (http://www.nia.nih.gov/about/
mission).

Area Agencies on Aging (AAAs) and its national constituents aim to represent
the collective voice of local offices and Title VI Grants for Indian Tribal Orga-
nizations. AAAs were written into law in the Comprehensive Services Amend-
ments (1973) to the Older Americans Act (1965) that established Medicare and
Medicaid as part of the Social Security Act (http://www.aoa.gov/AoARoot/
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AoA_Programs/OAA/resources/History.aspx). Title VI of the Older Americans
Act supports the provision of comparable services to older adults who are
American Indians, Alaska Natives, and Native Hawaiians (http://www.n4a.org/
about-n4a/).

The Resnick Gerontology Center was established in 1980 with an endowment
to the Albert Einstein College of Medicine in partnership with Montefiore, the
University Hospital, in the early years of increasing concerns about the rising
numbers of older adults in the population (http://www.montefiore.org/research).
The program promotes collaboration across health disciplines to prepare medical
practitioners in the study of aging and geriatric care. The continuing goal is to
strengthen education and research among medicine disciplines: geriatric psychi-
atry, bioethics, geriatric medicine, and neurology.

Geriatric Education Centers (GECs) are awarded through the U.S. Department
of Health and Human Services, Health Resources and Services Administration, and
began in 1983 to support education and training in geriatrics for health profes-
sionals across disciplines (http://www.hrsa.gov/advisorycommittees/bhpradvisory/
acicbl/reports/thirdreport.pdf). GECs are awarded to health professions training
programs including but not limited to health administration, clinical psychology
and social work, professional counseling, and marriage and family therapy (http://
bhpr.hrsa.gov/grants/geriatricsalliedhealth/gec.html). GECs also support contin-
uing education for professors, researchers, and practitioners, and supports clinical
training in the places where older adults obtain health care: senior centers, clinics,
and long term care.

Established in 1986, Generations United (GU) is an organization focused on
quality of life across generations from children to older adults (http://www.gu.org/
ABOUTUS.aspx). GU is a coalition of organizations that collaborate to achieve
goals to benefit all the individuals the organizations represent. The first two entities
to collaborate in forming this organization were the National Council on Aging
and the Child Welfare League of America; however participant organizations grew
to include AARP and the Children’s Defense Fund, among others (http://www2.
gu.org/PRESS/PressKit/History.aspx). Simply stated, GU encourages an inter-
generational approach and intergenerational collaboration to achieve goals in
public policy and application of resources across all levels of aging; across
generations.

The Substance Abuse and Mental Health Services Administration (SAMHSA)
was established by the United States Congress in 1992 (http://beta.samhsa.gov/
about-us/who-we-are). The agency is part of the U.S. Department of Health and
Human Services (HHS) and was developed to increase public access to and
availability of research related to substance use and information about mental
health issues and services to treat related disorders. The overall focus is on
improving the mental health of Americans, and reducing drug and alcohol abuse
and misuse through appropriately targeted education and treatment programs. The
age groups targeted include youth who engage in risky behavior, veterans of all
ages, families of military personnel, and members of tribal communities. Research
documenting under-use of mental health services by older adults highlights agency
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efforts to reduce stigma and negative attitudes toward mental health and substance
abuse issues by community members, families, health professionals, and persons
who suffer with mental illness. Consequently, SAMHSA established the Resource
Center to Promote Acceptance, Dignity and Social Inclusion Associated with
Mental Health to focus on older adults where they reside or gather, in the home,
senior centers, healthcare settings, and in nursing homes (http://promote
acceptance.samhsa.gov/audience/adults/default.aspx) with the goal of addressing
ageism, perceptions of older adults with mental health or substance use issues,
recovery, and access to treatment programs.

The National Institutes of Health, National Institute on Aging and National
Institute of Nursing Research issued a request for applications (RFA) in January
1997 (http://www.grants.nih.gov/grants/guide/rfa-files/RFA-AG-97-002.html) to
develop Resource Centers for Minority Aging Research (RCMARs). The National
Institute on Aging (NIA) supports efforts to not only address older adult health
throughout the aging process, but to also reduce health disparities by supporting the
dissemination of information, education of researchers, scholars, and health pro-
fessionals, with particular attention to under-represented minorities (http://www.
rcmar.ucla.edu/RCMAR_EVal_Final_Report_4-9-08.pdf). Seven centers are fun-
ded for 2012 through 2017 and are located at universities in Alabama, California,
Colorado, and Michigan. The mission of the RCMARs is focused on minority older
adults: developing and improving knowledge by preparing researchers in minority
older adult health research; improving recruitment and retention of older minority
older adults in research studies; encouraging the development of instruments and
measures that are culturally sensitive to the health status of minority older adults;
and investigating interventions designed to improve health status to learn of ways to
improve effectiveness among older adults in minority populations. The RCMARs
produce a vast array of data-based research reports that cover statistical approaches
to measurement review, educational presentations in association with GSA con-
ferences, and papers that focus on race and cross-cultural measurement in research
(Sood and Stahl 2011; Stahl and Vasquez 2004; Teresi et al. 2012).

The American Geriatrics Society (AGS) supported the 2008 establishment of
an interprofessional workgroup to develop geriatric competencies for inclusion in
educational programs that prepare healthcare professionals to work with an aging
population (http://www.americangeriatrics.org/files/documents/health_care_pros?
PHA_Multidisc_Competencies.pdf). Organized into six domains, the competen-
cies drive advanced education and training in geriatrics and gerontology across
disciplines, and are aimed at doctors, nurses, pharmacists, psychologists, and
social workers. The six domains are: Health Promotion and Safety, Evaluation
and Assessment, Care Planning and Coordination across the Care Spectrum
(including End-of-Life Care), Interdisciplinary and Team Care, Caregiver Sup-
port, and Healthcare Systems and Benefits. Health disciplines and regulatory
bodies have established education program guidelines for training professionals
in gerontology by developing competencies that reflect these and additional
domains, including Caring for the Elderly Patient, System-Based Care for
Elder Patients, or Geriatric Syndromes (http://adgap.americangeriatrics.org/
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Table 1 Notable events related to aging and gerontology in the United States

Date Notable events related to aging and gerontology

1920 The Civil Service Retirement Act provided a retirement system for many
governmental employees

1930 The first concept of a National Institute of Health is developed
1935 The Social Security Act passed; provides for old age assistance and old age

survivors insurance
1937 The first Institute (Cancer) is established

Railroad Retirement Act provided pensions for retired railroad employees and
spouses

1940 A Unit on Aging is established in the NIH division of chemotherapy. Head:
Edward J. Stieglitz

1941 The Unit on Aging (evidently, later the gerontology branch) moves to Baltimore
City Hospital under the direction of Nathan Shock

Surgeon General Thomas Parran forms the National Advisory Committee on
Gerontology

1948 The gerontology branch is moved to the National Heart Institute. (Note: There
had been an effort to establish an Institute of Aging with the Heart Institute as
a subsidiary! This failed when a physician to the Senate opined ‘‘We don’t
need research on Aging. All we need to do is go into the library and read what
has been published.’’)

1950 President Truman convenes the first national conference on aging, sponsored by
the Federal Security Agency

The American Society on Aging (ASA) and the National Council on Aging
(NCOA) are established

1951 In his trends in gerontology, Dr. Shock outlines his recommendations for a
National Institute of Gerontology

1952 First federal funds appropriated for social service programs for older persons
under the Social Security Act

1956 Federal Council on Aging is convened by President Eisenhower. Department of
Health, Education, and Welfare established a special staff on aging to
coordinate aging details; Center for Aging Research exists within the National
Institute of Mental Health

1958 Baltimore Longitudinal Study of Aging established; legislation introduced in
Congress calling for a white house conference on aging

1959 A Section on Aging established within NIMH (James E. Birren, head)
Aging research conducted through NIH intramural programs (Gerontology

Branch of the National Heart Institute and NIMH Section on Aging)
Almost 600 research and training grants on aging are under way through the

Center for Aging Research, ‘‘the focal point for information on the NIH
activities in gerontology’’

Housing Act of 1937 authorized a direct loan program for non-profit rental
projects, for the elderly at low interests rates, and lowered eligibility ages for
public-low-rent housing, for low-income women to age 62

1960 Social Security Administration eliminated age 50 as minimum for qualifying for
disability benefits, and liberalized the retirement test and the requirement for
fully insured status

(continued)
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Table 1 (continued)

Date Notable events related to aging and gerontology

1961 First White House Conference on Aging recommends creation of an Aging
Institute. Their report reads, in part, ‘‘a National Institute of Gerontology
should be set up within the National Institutes of Health to conduct research
on aging; Federal financial support should be increased for biomedical
research in governmental agencies, universities, hospitals, research centers
and for building necessary facilities; human population laboratories should be
established to study problems associated with aging’’

Social Security Amendments lowered the retirement age for men from 65 to 62,
liberalized the retirement test, and increased minimum benefits and benefits to
aged widows

1962 The Gerontology Research Center Nathan Shock Laboratory facility is donated to
NIH by the City of Baltimore (deed dated 12/6/62; recorded 2/1/63)

Legislation introduced in Congress, to establish an independent and permanent
Commission on Aging

1963 The National Institute of Child Health and Human Development is established to
focus on health issues across the life course, including in old age. President
John F. Kennedy remarks, ‘‘For the first time, we will have an Institute to
promote studies directed at the entire life process rather than toward specific
diseases or illnesses’’

1965 The Older Americans Act establishes the Administration on Aging as ‘‘the
Federal focal point for activities in aging.’’ It established the Administration
on Aging within the Department of Health, Education and Welfare, and called
for the creation of State Units on Aging

Medicare, Title XVIII, a health insurance program for the elderly was established
as part of the Social Security Act

Medicaid, Title XIX, a health insurance program for low-income persons, was
added to the Social Security Act

1967 The Gerontology Research Center in Baltimore, long a part of the National Heart
Institute, is transferred to NICHD

Older Americans Act extended for 2 years, and provisions made for the
Administration on Aging to study the personnel needs in the aging field

Age Discrimination Act signed into law
Administration on Aging moved from the Office of the Secretary of HEW and

placed in the newly created Social and Rehabilitative Service Agency within
the Department

1968 The Division of General Medical Sciences has responsibility for research grant
projects in aging. Aging-related research is conducted and supported
throughout NIH—primarily NICHD, but also NCIA, NIAID, the National
Heart Institute, and the National Institute of Arthritis and Metabolic Diseases

Construction of the Gerontology Research Center (GRC) in Baltimore is
completed

1969 Older Americans Act Amendments provided grants for model demonstration
projects, foster grandparents, and retired senior volunteer programs

1970 The Gray Panthers are started by Maggie Kuhn with a group of five friends
1971 The second white house conference on aging once again recommends creation of

a separate National Institute on Aging
1972 A new Title VII is created under the Older Americans Act authorizing funds for a

national nutrition program for the elderly

(continued)
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Table 1 (continued)

Date Notable events related to aging and gerontology

1973 President Richard Nixon vetoes a bill for the creation of a National Institute on
Aging

Older Americans Act Comprehensive Services Amendments established area
agencies on aging. The amendments added a new Title V, which authorized
grants to local community agencies for multi-purpose senior centers, and
created the Community Service Employment grant program for low-income
persons age 55 and older, administered by the Department of Labor

Comprehensive Employment and Training Act was enacted; included older
persons

1974 May 31, 1974—Public Law 93-296 authorizes the establishment of a National
Institute on Aging and requires that the institute develop a national
comprehensive plan to coordinate the HEW (Health, Education, Welfare)
agencies involved in aging research. October 7, 1974—The National Institute
on Aging is established

Title XX of the Social Security Amendments authorized grants to states for social
services. These programs included protective services, homemaker services,
transportation services, adult day care services, training for employment,
information and referral, nutrition assistance, and health support

Older Americans Act amendments added transportation under Title III model
projects

Housing and Community Development Act enacted; provided for low-income
housing for the elderly and handicapped, pursuant to the Housing Act of 1937

Title V of the Farm and Rural Housing Program of 1949 expanded to include the
rural elderly as a target group

1975 April 23, 1975—First meeting of the National Advisory Council on Aging
Older Americans Act Amendments authorized grants under Title IV to Indian

tribal organizations. Transportation, home care, legal services, and home
renovation/repair were mandated as priority services

July 1, 1975—The Adult Development and Aging Branch and Gerontology
Research Center are separated from their parent institute (NICHD) to become
the core of the National Institute on Aging

1976 May 1, 1976—Dr. Robert N. Butler appointed first NIA director
December 8, 1976—The research plan required by P.L. 93-296 goes to Congress

1977 Older Americans Act Amendments required changes in Title VII nutrition
program, primarily related to the availability of surplus commodities through
the Department of Agriculture

1978 Older Americans Act Amendments consolidated the Title III area agency on
aging administration and social services, the Title VII nutrition services, and
the Title V multi-purpose senior centers, into a new Title III and added a new
Title VI for grants to Indian Tribal Organizations. The old Title V became the
Community Service Employment grant program for low-income persons, age
55 and older (created under the 1978 amendments as Title IX)

Congregate Housing Services Act authorized contracts with local public housing
agencies and non-profit corporations, to provide congregate independent
living service programs

OAA amendments required each state to establish a long-term care ombudsman
program to cover nursing homes

1981 Third White House Conference on Aging held in Washington, D.C.
Older Americans Act reauthorized; emphasized supportive services to help older

persons remain independent in the community
Act expanded ombudsman coverage to board and care homes

(continued)
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Table 1 (continued)

Date Notable events related to aging and gerontology

1982 September 20, 1982—NIA Laboratory of Neurosciences Clinical Program admits
the first inpatient to a new unit at the NIH Clinical Center

1984 The first Alzheimer’s Disease Centers are established
1986 November 14, 1986—P.L. 99-660, section 951-952, authorizes the NIA’s

Alzheimer’s Disease Education and Referral (ADEAR) Center as a part of a
broad program to conduct research and distribute information about
Alzheimer’s disease to health professionals, patients and their families, and
the general public

Reauthorization of the Older Americans Act clarified and reaffirmed the roles of
state and area agencies on aging in coordinating community-based services,
and in maintaining accountability for the funding of national priority services
(legal, access, and in-home)

1987 The first annual Florence S. Mahoney Lecture on aging is held. This series was
created in honor of Mrs. Florence Stephenson Mahoney (1899–2002), a
woman who tirelessly campaigned for increased Federal spending for medical
research and steadfastly championed for the creation of the NIA

NIA holds its first Summer Institute, a 1-week event to provide junior
investigators, particularly those from underrepresented groups, an opportunity
to learn about the substance and methodology of aging research from
recognized experts in the field

Omnibus Budget Reconciliation Act provides for nursing home reform in the
areas of nurse aide training, survey and certification procedures, pre-
admission screening and annual reviews for persons with mental illness

Reauthorization of the Older Americans Act added six additional distinct
authorization of appropriations for services: in-home services for the frail
elderly; long-term care ombudsman; assistance for special needs; health
education and promotion; prevention of elder abuse, neglect, and exploitation;
and outreach activities for persons who may be eligible for benefits under
supplemental security income (SSI), Medicaid, and food stamps. Additional
emphasis was given to serving those in the greatest economic and social need,
including low-income minorities

The Nursing Home Reform Act (Omnibus Budget Reconciliation Act) mandated
that nursing facility residents have ‘‘direct and immediate access to
ombudspersons when protection and advocacy services become necessary.’’
Simultaneously, the OAA reauthorization charged states to guarantee
ombudsman access to facilities and patient records, provided important legal
protections, authorized state ombudsmen to designate local ombudsman
programs and required that ombudsman programs have adequate legal counsel

1988 November 4, 1988—P.L. 100-607 establishes the Geriatric Research and Training
Centers (GRTC)

1990 The GRTCs are expanded and renamed the Claude D. Pepper Older American
Independence Centers and charged with conducting research in diseases that
threaten independent living

Americans with Disabilities Act extended protection from discrimination in
employment and public accommodations to persons with disabilities

Cranston-Gonzalez National Affordable Housing Act reauthorized the HUD
Section, 202 Elderly Housing program, and provided for supportive service
demonstration programs

Age Discrimination in Employment Act made it illegal, in most circumstances,
for companies to discriminate against older workers in employee benefits

(continued)
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Table 1 (continued)

Date Notable events related to aging and gerontology

1992 The Health and Retirement Study, the leading source of combined data on health
and financial circumstances of Americans over age 50 and a valuable resource
to follow and predict trends and help inform policies for an aging America, is
established

The Substance Abuse and Mental Health Services Administration (SAMHSA)
was established by the United States Congress as part of the Department of
Health and Human Services (HHS)

Reauthorization of the Older Americans Act places increased focus on caregivers,
intergenerational programs, protection of elder rights and calls for a 1995
white house conference on aging

The elevation of Commissioner on Aging to Assistant Secretary for Aging
OAA amendments added a new Title VII ‘‘Vulnerable Elder Rights Activities’’

which included the long-term care ombudsman; prevention of elder abuse,
neglect and exploitation; elder rights and legal assistance development; and
benefits outreach, counseling and assistance programs. The legislation
emphasized the value of the four programs coordinating their efforts. The
amendments highlighted the role of local ombudsman programs and the state
ombudsman’s role as leader of the statewide program and advocate and agent
for system-wide change

1993 Six Edward Roybal Centers for Research on Applied Gerontology are authorized
to convert research findings into programs that improve the lives of older
people and their families

NIA funds six Exploratory Centers for Minority Aging and Health Promotion in
collaboration with the NIH Office of Research on Minority Health

1994 Nine demography of aging centers are funded by NIA to provide research on
health, economics, and aging to make more effective use of data from several
national surveys of health, retirement, and long-term care

1995 Three Nathan Shock Centers of Excellence in Basic Biology of Aging are
established to further the study of the basic processes of aging

White house conference on aging convened May 2–5, 1995 in Washington, D.C.
Operation restore trust initiated

1996 NIA introduces its Exercise: A Guide from the National Institute on Aging,
providing encouragement and evidence-based guidance for older adults to
engage in exercise

1997 The Resource Centers for Minority Aging Research (RCMARs) program is
established through a call for applications by the National Institutes of Health,
National Institute on Aging, and National Institute of Nursing Research to
investigate the variability of health differences experienced across racial and
ethnic groups, as well as the mentoring of new scholars in health disparities
research

1999 As part of NIA‘s 25th anniversary celebration, a strategic plan is formulated and
made available for public comment. The plan addressees scientific topics
holding the greatest promise for advancing knowledge in areas such as the
basic biology of aging, geriatrics, and social and behavioral functioning

International year of older persons: a society for all ages
2000 Older Americans Act Amendments of 2000 signed into law (P.L. 106-501),

establishing the new National Family Caregiver Support Program, and
reauthorizing the OAA for 5 years on November 13, 2000
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Table 1 (continued)

Date Notable events related to aging and gerontology

2001 In a unique private–public partnership, NIA joins the osteoarthritis initiative to
bring together resources and commitment to the search for biological markers
of osteoarthritis

NIA and the Icelandic Heart Association announce collaboration on a vast study
on the interactions of age, genes, and the environment. The collaboration
extends 34 years of data on the health of 23,000 Icelandic residents into the
new millennium

HHS Secretary Tommy G. Thompson released $113 million for first National
Family Caregiver Support Programs grants to states on February 15, 2001

2002 NIA begins to offer a selection of its health communications materials in Spanish
The SardiNIA project, a study to determine the genetic bases for a number of age-

related traits and conditions, begins. This 5-year project is a collaboration
between the NIA Intramural Research Program and the Italian National
Research Council

2003 Enactment of the Medicare Prescription Drug, Improvement and Modernization
Act (MMA)

NIA and the National Library of Medicine (NLM) launch NIHSeniorhealth.gov, a
web site designed to encourage older people to use the Internet

The NIA, joined by the Alzheimer’s Association, expands the Alzheimer’s
Disease Genetics Initiative to create a large bank of genetic materials and cell
lines for study to speed up the discovery of risk-factor genes for late-onset
Alzheimer’s disease

NIA and the American Federation for Aging Research—in collaboration with the
John A. Hartford Foundation, the Atlantic Philanthropies, and the Staff
Foundation—establish the Paul B. Beeson Career Development Awards in
Aging Research program, a public–private partnership to support clinically
trained junior faculty to pursue careers in aging research.

The NIA IRP’s Advanced Studies in Translational Research on Aging (ASTRA)
unit, a state-of-the-art facility located at Baltimore’s Harbor Hospital, opens in
January and becomes the new home of the BLSA

2004 NIA launches the Longevity Consortium, a network of investigators from several
large-scale human cohort studies working in collaboration with individual
basic biological aging researchers to facilitate the discovery, confirmation,
and understanding of genetic determinants of healthy human longevity

NIA begins the Long Life Family Study, an international multicenter research
project to examine families with high numbers of long-lived individuals to
better understand the genetic and environmental contributions to exceptional
long life in families

NIA, in conjunction with other Federal agencies and private companies and
organizations through the Foundation for the National Institutes of Health,
leads the Alzheimer’s Disease Neuroimaging Initiative

NIA launches Healthy Aging in Neighborhoods of Diversity across the Life Span
(HANDLS), a multidisciplinary community based, longitudinal,
epidemiologic study examining the influences and interaction of race and
socioeconomic status on the development of age-associated health disparities
among socioeconomically diverse African Americans and whites in Baltimore

(continued)
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Table 1 (continued)

Date Notable events related to aging and gerontology

2005 NIA’s Alzheimer’s Disease Preclinical Drug Development program is
established. Fourth white house conference on aging

2006 NIA leads the NIH conference ‘‘AD: Setting the Research Agenda a Century after
Auguste D,’’ to assess the state of current Alzheimer’s disease research and
the most promising routes to progress

Medicare Part D Prescription Drug program (part of MMA) went into effect
Enactment of the Lifespan Respite Care Act (administered by AoA)
Older Americans Act Amendments of 2006 signed into law (P.L. 109-365),

embedding the principles of consumer information for long-term care
planning, evidence based prevention programs, and self-directed community
based services to older individuals at risk of institutionalization. OAA was
reauthorized for 5 years on October 17, 2006

2007 ‘‘Living Long & Well in the 21st Century: Strategic Directions for Research on
Aging,’’ which outlines broad goals and objectives for aging research, is
published

U.S. Secretary of State Condoleezza Rice sponsors the summit on global aging in
collaboration with NIA to call attention to challenges and opportunities
worldwide from population aging

A Spanish-language version of the NIA web site (http://www.nia.nih.gov/Espanol)
goes live

2008 A biology of aging summit is convened to review NIA’s research portfolio,
identify areas of opportunity, and facilitate the formulation of cohesive and
comprehensive plans for the future

NIA celebrates the 50th anniversary of the Baltimore longitudinal study of aging
NIA’s five extramural programs (aging biology, geriatrics and clinical

gerontology, neuroscience, behavioral and social research, and extramural
activities) are reorganized as divisions

2009 An updated version of NIA’s award-winning exercise guide for older Americans
is published

2010 Enactment of the Affordable Care Act
2011 NIA launches the Go4Life campaign, to promote exercise and physical activity

nationwide for people 50 and older, with public and private partners from a
variety of aging, fitness, and provider organizations

NIA and the Alzheimer’s Association lead an effort to update diagnostic
guidelines for Alzheimer’s disease to reflect the full spectrum of the disease,
marking the first time in 27 years clinical and research criteria are changed

First of the nation’s baby boomers turn 65
CLASS (community living assistance and supports) program, part of the

Affordable Care Act, is designated to be administered by the Administration
on Aging (the CLASS Act was repealed in January 2013)

The National Alzheimer’s Project Act is signed into law. Dubbed NAPA, it
requires a coordinated national effort to find ways to treat or prevent
Alzheimer’s disease and related dementias and to improve care and services.
NIH, represented by NIA, participates in the federal Advisory Council on
Alzheimer’s Research, Care, and Services

The Trans-NIH GeroScience Interest Group is formed, with leadership from the
NIA. The group promotes discussion, sharing of ideas and coordination of
activities within the NIH research community working on mechanisms
underlying age-related changes, including those which could lead to increased
disease susceptibility
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Table 1 (continued)

Date Notable events related to aging and gerontology

2012 HHS Secretary Kathleen Sebelius announces the NAPA-required national plan to
address Alzheimer’s Disease. NIA plays a critical role in developing the first
goal of the plan—to effectively treat or prevent Alzheimer’s by 2025

The NIA Intramural Research Program (IRP) was reorganized to recognize new
paradigms in the field of aging research. The program now integrates labs and
resources bringing together people who share a similar research interest, but
are coming at it from different vantage points

NIA organizes the Alzheimer’s disease research summit 2012: path to treatment
and prevention. Some 500 researchers and advocates attend the meeting,
which results in recommendations aimed at advancing Alzheimer’s disease
research

The international Alzheimer’s disease research portfolio is launched. Built in
collaboration with the Alzheimer’s Association, the database captures the full
spectrum of research investment and resources and enables public and private
funders of Alzheimer’s research to share and review funding data

NIA leads development of the NIH toolbox for neurological and behavioral
function. Unveiled in 2012, the toolbox offers researchers a free set of brief
tests to assess cognitive, sensory, motor and emotional function in people
from toddlers to older adults

The Administration for Community Living (ACL) was established, bringing
together the Administration on Aging, the Office on Disability and the
Administration on Developmental Disabilities to focus on reducing
fragmentation in community living service and supporting needs of aging and
disability populations; enhancing access to quality health care and long-term
services and supports; and promoting consistency in community living policy
across the federal government

The National Institute on Aging was established in 1974. This timeline provides a snapshot of
important dates in the history of aging and policy work in the United States through the National
Institute on Aging and later, the Administration on Aging (NIA Timeline, http://
www.nia.nih.gov/about/nia-timeline; Historical Evolution of Programs for Older Americans,
http://www.aoa.gov/AoA_programs/OAA/resources/History.aspx)
Adapted from http://www.nih.gov/about/almanac/archive/1998/property/acquisition.html and
from http://www.aoa.gov/AoA_programs/OAA/resources/History.aspx
Sources Administration for Community Living, U.S. Department of Health and Human Services.
http://acl.gov/About_ACL/Organization/Index.aspx
Freeman (1980) and Morley (2004)
National Institute on Aging: Important Events in NIA History. NIH Almanac, 1998. http://
www.nih.gov/about/almanac/archive/1998/organization/nia/history.html
National Institute on Aging. NIH Almanac, 2008–2009. http://www.nih.gov/about/almanac/
archive/2008-2009/Almanac_2008_2009.pdf
NIA Congressional Justification narratives for FY 2009 and FY 2010
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academic-resources/competencies/geriatric-fellowship-curriculum-milestones-
december-2012/#top). These domains include competencies in gerontology,
medication management, functional impairment and rehabilitation, or diseases in
older adults.

Conclusion

Leaders and pioneers in the field of aging and gerontology continually achieve
phenomenal milestones in improving the economic, physical, and environmental
living conditions of older adults in America. The research in aging and geron-
tology, however, remains sparse in terms of addressing the diversity of cultures
and populations that make up the United States. A search for research specific to
African American and Hispanic older adults reveals the work of academicians,
practitioners, and government funded programs aimed at developing new knowl-
edge. Titles show that research is focused on comparisons among Hispanic and
non-Hispanic populations, leaving questions regarding how race and ethnicity best
add value to current knowledge. This book seeks to encourage recognition and
celebration of what is unique and different about individuals as aging occurs, and
the experiences in the aging process that unite. The collective spirit of aging
transcends race, ethnicity, economic position, political affiliations, physical ability,
and culture.

Table 1 presents a timeline of notable events related to aging and gerontology
in the U.S. This table is offered as a foundation upon which to continue to build on
the legacy and rich histories passed on from leaders and pioneers in the field and
particularly, the elders, their families, and communities. It is the hope of this work
for continued collective contributions and achievements in aging and gerontology
for future generations.
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The Fourth Hill of Life: American
Indian/Alaska Native Elders

Priscilla A. Day

Abstract The experience of American Indian/Alaska Native Elders is explored
through an Indigenous lens from early childhood through the end of life. As the
transmitters of culture and knowledge, Elders gain wisdom from a lifetime of
experiences embedded in traditional culture and community. Intergenerational
trauma has impacted Indigenous communities with 22 % of the population
experiencing Post Traumatic Stress Disorder. In spite of this trauma, the role of
Elders in Indigenous communities has remained strong. Elders play a critical role
in passing on traditions to children and insuring that tribal communities retain their
history and identity. The Anishinaabe Grandfather teachings of wisdom, love,
respect, bravery, honesty, humility, and truth are shared as examples of the lessons
that Elders learn throughout their lives and pass on to future generations.

I have been fortunate to have known my grandmother and great-grandmother. I can trace
the women in my family back seven generations. I know their Indian names. There are no
words that can adequately explain what knowing this history means to me. It allows me to
keep them alive as now that I am entering elderhood, I pass these names on to my
grandchildren.

Many years ago, I was at a gathering listening to one of my elders talk about
Anishinaabe culture. He described that, as indigenous people, we are unique in the
ways in which we view the world, both the physical and spiritual world. He
described how we ‘‘look through the eyes of elders’’ when we see an old tree or the
waves on a lake and it evokes deep emotions in us. He described how in these
times, we may be feeling the exact feelings that our ancestors felt when they
looked upon the same scene. We are connected to our ancestors in moments like
this. Throughout my life, I have had these moments many times when I am sitting
quietly in nature without the distractions of the modern world. I found it interesting
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to read the thoughts and feelings of another Anishinaabe writer who described
something very similar.

I sat on a bench my ancestor had built many, many years ago, And I was overcome with a
sense of awe and wonderment at the collective spirit of that place…I could feel the spirits
of my father and great-grandparents sitting on the beach with me that day, and it was as
though I saw the world with the same sense of wonder that children, like my grand-
daughters, see the world with. The past, present, and future, all were part of the collective
spirit of that place (Peacock and Wisuri 2002, p. 45).

To me, this is collective wisdom. This is that sense of belonging to something
greater than oneself. It is about cultural identity and cultural continuity despite all
the efforts to destroy that link. This chapter will attempt to describe that connection
in an effort to retain it for those who come behind.

Most non-native people have little understanding of American Indians, sover-
eignty, and indigenous family systems. In order to provide a deeper understanding
of American Indian/Alaska Native elders, it is important to understand the roles
that elders continue to play in their communities and how historical trauma and
intergenerational trauma have impacted these roles. Tribal groups are referred to
by different names including First Nations, American Indian, Native American,
Alaska Natives, indigenous peoples and hundreds of different tribal names from
tribal languages (Day 2007). In 1977, the National Congress of American Indians
(NCAI) and the National Tribal Chairman’s Association issued a joint resolution
proclaiming that if a tribe did not specifically use their tribal name that NCAI
would support using the general term American Indian and/or Alaska Native (U.S.
Department of Health and Human Services 1999). This is the term most often used
in treaty language and by federal agencies that deal with American Indians/Alaska
Natives and is the term that most American Indian/Alaska Natives preferred to be
called according to the Census (Brunner 2013). When working with a member of a
tribal group you should always give deference to the way in which people refer to
themselves. For the purposes of this chapter, the term American Indian/Alaska
Native will be used.

The important role of elders in American Indian/Alaska Native families and
communities is well documented (Day 2007; Red Horse et al. 2000). Throughout
time, American Indian/Alaska Native elders have been considered reservoirs of
traditional knowledge. This wisdom was passed on to others through stories and
teachings. A primary role of the elders was to keep communities strong through
this knowledge transmission (Cross et al. 2010; Day 2007; Rheault 1999). The
presence of elders helped to connect American Indian/Alaska Native people to the
past as they taught the next generations. It is believed that elders keep us grounded
in the past while children pull us into the future. Both ends of this continuum are
an important part of the circle of life.
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Who Are We and Where Do We Live?

American Indian/Alaska Native people lived in the Americas long before the
arrival of non-natives on this land. As such, tribes have many different origin
stories; some tribes believe they came from the land, whereas other tribes have
stories of migration. American Indian/Alaska Native currently live throughout the
United States with approximately 43 % living on reservations or trust lands while
over 53 % reside in urban areas (Indian Health Service 2012).

There are 569 recognized tribes in the U.S. Unlike other groups of color, tribes
have a political status not only a racial identity because they retained their sov-
ereignty as the original peoples of this land. Given this political status, tribes have
an inherent right to run their internal affairs. Cobb writes ‘‘sovereignty is a nation’s
power to self-govern, to determine its own way of life, and to live that life—to
whatever extent possible—free from interference’’ (2005–2006, p. 118). This
political status makes tribes unique from other people of color.

American Indian/Alaska Native elders, defined as those who are age 55 and
over, are a growing population (UCLA Center for Health Policy Research 2010).
According to the U.S. Census Bureau, American Community Survey (2011),
17.8 % of the American Indian/Alaska Native population is over 55 years old.
This percentage has grown since the days when American Indian/Alaska Native
life expectancy was less than 50 years old. In 1976, Dr. Ted Marrs, writing in
support of the Indian Health Care Life Improvement Act stated, ‘‘In 1974 the
average age of death of Indians and Alaska Natives was 48.3 years. For white U.S.
citizens the average age of death was 72.3 years. For others, the average age was
62.7 years’’ (Trahant, Para 5, 2010). Today, life expectancy for whites is at a
record high, 78.7 years (Murphy et al. 2013). For American Indian/Alaska Natives
life expectancy today is 72.3 years (Truhant, Para 5, 2010); however, while
American Indians/Alaska Natives have come a long way since 1974, disparities
continue to exist.

Intergenerational Trauma

We have only recently come to understand the impact that policies and practices
have on individuals, families and tribes as a whole. ‘‘Collective trauma unfolds as
an omnipresent, community wide phenomenon, while individual trauma unfolds as
a personal psychological phenomenon unrelated to a collective common experi-
ence’’ (Red Horse et al. 2000, p. 14). Understanding historical and contemporary
individual and community trauma is critical for understanding what is happening
today with American Indians (Cross et al. 2010; Peacock and Wisuri 2002;
Ziibiwing Center of Anishinaabe Culture and Life Ways 2011).

The history of oppression of American Indian/Alaska Natives across the
Americas is similar across tribal groups and the legacy of this oppression continues
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to resonate. This phenomenon is exacerbated for elders (Cross et al. 2010; Day
2007; Wasserman 2005; Weaver and Yellow Horse Brave Heart 1999). According
to the Office of the U.S. Surgeon General, American Indian/Alaska Natives
experience Post Traumatic Stress Disorder (PTSD) at almost three times the rate of
the general population–22 % prevalence rate for American Indian/Alaska Natives
versus 8 % for the general population (Wasserman 2005, p. 5). Wasserman writes:

We do not know how the experiences of American Indian and Alaska Native people
throughout the past generations may have permanently impacted physiological develop-
ment. If the experience of childhood abuse and neglect can change the structure of the
brain, what impact did colonization, massacres, and forced confinement have on the
physiological and psychological development of the indigenous people of the past?
(Wasserman 2005, p. 21).

Unfortunately it is hard to know the true impact of these traumas on individuals,
families, communities and tribes. We can look at the many disparities that exist in tribal
communities and speculate about the role of trauma but no one really knows the true
impact, except that it is extensive. Therefore, it is important that health and human
service providers, gerontologists and other helping professionals understand historic
trauma in order to consider the impact of it, particularly on American Indian/Alaska
Native elders (Cross et al. 2010). Many elders lived through traumatic events but were
never able to talk about their experiences. Those elders are currently in their 70s or
older. It is estimated that during the 1930s and 1940s, half of all American Indians
attended boarding schools (Ziibiwing Center of Anishinaabe Culture and Life ways
2011). Researchers have measured the impact of historic trauma on American Indian/
Alaska Natives and found high levels of emotional distress including ‘‘anger, avoid-
ance, anxiety, and depression’’ (Whitbeck et al. 2004, p. 127).

Those who experienced trauma as children have difficultly reconnecting with
family or their tribe. They often have lost their language and cultural lifeways as a
result of being at boarding school and away from traditions. Many boarding school
survivors learned inappropriate or abusive parenting. They often internalized neg-
ative cultural identity. This trauma became embedded in families and tribes affecting
generation after generation. Today many elders still carry these wounds (Cross et al.
2010; Day 2007; Ziibiwing Center of Anishinaabe Culture and Life Ways 2011).

Another impact of historic trauma is how it impacted the role of the elders as
viewed by some in the American Indian/Alaska Native community. Because of
cultural disruption, some elders are not held in high regard by some of their family.
This has resulted in abuse of elders. The National Center on Elder Abuse funded
the National Indian Council on Aging (NICOA) to conduct one of the few research
studies about elder abuse in tribal communities. They found that poverty and
isolation of rural tribal members contributed to greater vulnerability of tribal elders
(NICOA 2004). However, cultural practices provided a protective factor. Families
that believed in traditional values, maintained strong extended family networks
and engaged in cultural practices exhibited less elder abuse (NICOA 2004). In
other words, those families that retained traditional beliefs about the elders tended
to treat those elders with care and respect.
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Walking on the Path of Life

The diversity in the tribes has led to different stories and teachings about what is
called the path of life. Due to this diversity, I have chosen to describe my tribe, the
Anishinaabe, as a case example to assist in guiding the helping professionals who
work with American Indian/Alaska Native elders. This tribal group can primarily
be found in Canada, Minnesota, North Dakota, and Wisconsin. For Anishinaabe
people, walking the path of life is known as ‘‘mino-bimaadiziwin’’ or living the
good life. It means following a path in life that is harmonious with the will of the
Creator. We believe that as humans, we all have ‘‘free will’’ to choose which path
we will walk. When someone decides to choose a path different than what is
desired by the Creator, his/her life may be filled with many bumps along the way.
According to interviews with Anishinaabe elders by Rheault (1999), there are
seven stages of life with tasks that should be learned and mastered. Each stage is
developmental building upon the one that came before. In order to live a ‘‘good
life’’ and progress through the stages, one must learn the teachings and respon-
sibilities that accompany each phase.

Stages of Life

The first stage starts when the child is conceived and born into the physical world.
His/her spirit enters the ‘‘good life’’. All babies and young children are considered
sacred and as such are taken care of by their family and community. The next
stage, approximately ages 7–13, are the years in which the child/adolescent is
learning more about the world. During this time of growing, the child may act
without giving his or her actions much thought or reflection. Up until approxi-
mately age 20, the two main tasks of the child is to develop a strong sense of who
he/she is and his/her life purpose. During these years a child starts to fulfill the
purpose he/she was given to pursue. If the child follows this path, he/she becomes
and is seen as a ‘‘good person’’. As one moves into late 20s and 30s, life is filled
with raising a family and assuming community responsibilities. Gradually people
transition into the ‘‘doing’’ stage in their mid-thirties to early forties. In these
years, adults generally have more time to further expand on personal and com-
munity interests as their children become more independent and interdependent.

Each stage is preparation for becoming an elder, thus as one ages, one begins to
assume greater responsibility and understanding of indigenous teachings. As one
ages and develops a deeper understanding of the interconnectedness of life, the
learner becomes the teacher, and the teacher moves into elderhood. Traditionally
elders were treated with a great deal of respect as they had earned being called
‘‘elder’’ through years of experience and learning. Although all older people should
be treated with respect, there are some people who are elders by age but not looked to
as teachers or role models because they were not able to master all of the tasks in the
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different stages of the path. The final stage on the path of life is passing over into the
next world when we leave our physical existence behind (Rheault 1999).

Peacock and Wisuri (2006) also described the Anishinaabe stages of life. In
their description, each stage of life is called a ‘‘hill of life’’. They used the met-
aphor of the seasons with the journey beginning in springtime. Spring is about
birth and infancy. Similarly, Rheault describes this stage as the ‘‘good life’’, as
children are born sacred. The second hill of life, summer, occurs as the infant
grows into a child and adolescent. The tasks for summer involve helping the child
to learn how to behave in ways that help them to develop skills needed to be
successful later in life. In this season, the child learns to self-regulate behavior and
learn to be compassionate through caring for younger children and elders. The
child learns to be responsible for hunting, gardening, and making other contri-
butions to the family and tribe. He/she learns about the importance of
interdependency.

The autumn of life, the third hill, encompasses early fall through winter.
Similarly, Rheault describes this time as filled with raising families and the work
of adults. As this season continues, some adults will take on different roles, some
will become healers, and some will become community leaders. These roles are
found through dreams, experiences, ceremonies, and circumstance. People step
into positions as there is need in the family or tribe. As discussed by Rheault, as
people age, they begin to move from one who is a participant in ceremonies to one
who is responsible for conducting them.

The final season is winter, the fourth and final hill. During this time, all things
including people begin to slow down and eventually we die. For Anishinaabe, this
final season is described as the hill of wisdom. This wisdom is acquired throughout
one’s life. It is hoped that during this season, all that has been learned can be
passed on to others who are eager to be taught. Both Peacock and Rheault
acknowledged that reaching this stage takes a lifetime of learning, surviving, and
developing wisdom through lived and spiritual experiences. No wonder elders are
treasured in American Indian/Alaska Native communities.

Paths of Knowledge

In Anishinaabe culture, the four paths of knowledge build on one another. The
paths of knowledge are: feeling, watching, reflection, and doing (Rheault 1999). In
in the first path, feeling requires one to learn how to balance one’s emotions. ‘‘The
Elders teach that emotional balance-through trusting one’s intuition and one’s
reason-allows one to hear and see with open ears, clear eyes and a good heart’’
(Rheault 1999, p. 124). We all know what these moments of clarity and peace feels
like and how fleeting they can be in modern society. Our elders remind us of the
need to have balance in our lives.

The second path, watching and learning, helps us to learn the value of silence.
Watching without speaking allows us to ‘‘hear’’ what is meant when people speak
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and act. It involves being able to read between the lines which allows us to better
able to act in an appropriate way. Being in balance with our own emotions allows
us to watch and learn more accurately. There are people who ask too many
questions when they could learn so much more by listening and watching what is
occurring around them. ‘‘At times, asking too many questions obscures the
obvious knowledge available in the physical-spiritual world. Observation without
questioning also teaches patience and humility since one is forced to quiet one’s
natural inclination to want to know everything all at once’’ (Rheault 1999, p. 124).
Our elders also teach us that we will learn what we need to know when the time is
right and that we cannot know everything at once because we are not ready to have
this knowledge. Being comfortable with silence helps us to accurately see the
world around us and our place in the world. Elders learn this through a lifetime of
experience and repeating these teachings many times. They learn about patience
and if we are lucky, we can learn from them about how to walk in silence.

The third path teaches us about reflection. ‘‘It is here that one uses the power of one’s
mind and spirit to reflect upon the knowledge that one has gained, understanding it for
what it means, and for what it can do in one’s life’’ (Rheault 1999, p. 127). Reflection is
how we integrate life’s teachings over time allowing us to gain wisdom.

The fourth and final path finally leads to doing. Our elders teach us that only
after one has felt, watched and learned, and reflected, is one ready to take action
(Rheault 1999). Elders who by definition have lived through many experiences and
hopefully have developed mastery in the stages can then become the teachers of a
new generation. This process of knowledge transmission has sustained American
Indian/Alaska Native since time immemorial.

Overall, when a child is born into the physical world, Anishinaabe elders
believe that the child is already complete. The task for a child is to learn about
one’s role in life. In turn, elders help children learn about their role and how to
behave properly in order to live a good life. ‘‘Without these Teachers, how else can
a person know how to be good? They are oral reference libraries that account for
stories, legends, prophecies, ceremonies, songs, dances, language and the philos-
ophy of the people’’ (Rheault 1999, p. 138). Elders have always played a central
role in family and community life. The impact of boarding schools and other kinds
of family and cultural disruptions have caused so much damage in tribal families
and communities that so many American Indian/Alaska Native elders were not
able to learn about their roles. As a result, many of the teachings about family and
tribal life were lost. Fortunately, there have always been those who were able to
hold onto the traditions.

The Role of the Elders

American Indian/Alaska Native elders’ role and status within their families and
communities has been well documented (Cross et al. 2010; Day 2007; Henderson
2002; Red Horse et al. 2000). American Indian/Alaska Native elders, as they age,

The Fourth Hill of Life 35



are expected to assume ‘‘increased kinship responsibilities’’ (Red Horse 1997,
p. 245). Traditionally, American Indian/Alaska Native children learn about the
important role of elders through observation and teachings (Day 2007; Dubray and
Sanders 1999).

As elders age, work outside the home often slows or ends. This affords elders to
have more time with grandchildren and great grandchildren. This is a time to sing,
garden, hunt, fish, play and tell stories to the little ones. Grandparents are often
more patient than parents. Elders are treated respectfully at ceremonies and feasts.
They are often served food or allowed to go first at meals. Observed at ceremonies
is the tendency for those cooking the meals to often make special efforts to cook
‘‘old time’’ foods that appeal to and are comforting to the elders. When the elders
speak, people listen to without interrupting. These are some of the rights that the
elders have earned.

Understanding American Indian/Alaska Native culture is important in order to
make culturally appropriate practice decisions (Cross et al. 2010; Day 2007).
Service providers should understand that American Indian/Alaska Native elders
differ in the degree to which they identify with and practice their traditional
culture. It is not easy to know to what extent someone practices his or her culture.
The best way is to observe and to ask. Most elders are probably best described as
bi-cultural; they likely have some experience and different levels of comfort in
both white and tribal settings. Most elders have learned to respect both traditional
and white practices (Day 2007; Lum 1996; Dubray and Sanders 1999).

Unlike whites, most American Indian/Alaska Native elders expect to be cared
for within their families (Day 2007; Henderson 2002; Jervis et al. 2010; Redford
2002). This expectation is often met because of the status elders have in their
family and community. This can create a burden, both financial and emotional for
families, as most tribes do not provide long-term care. Even fewer have the
resources to provide tribal nursing homes (Day 2007). Families whose elders are in
need of nursing home care are often forced to resort to placing elders in non-Indian
nursing homes, often far from their families, or to try to care for elders themselves.

One study found that there are cultural differences in how caregiving is per-
ceived in American Indian/Alaska Native families. Even though poverty is often
high and cultural trauma was found, caregivers in this study reported high levels of
positive aspects related to providing care to their elders. It should be noted that in
this study, the elders did not require full time care. This study found that one of the
reasons that caregiving for an elder was not seen has a burden was because of the
respect American Indian/Alaska Native have for elders (Jervis et al. 2010). Other
reasons included strong beliefs about not placing elders in nursing homes, the need
to give back to elders who give so much to others, and that caregivers often receive
considerable assistance from other family members (Jervis et al. 2010).

As the population of American Indian/Alaska Native elders continues to grow,
long-term care will need to be addressed (Day 2007). Research is needed about the
experiences of tribal families and elders who need long term care. Tribes need to
develop their own continuum of care for those elders who need assistance outside
of the home. If we value our elders, we must provide this care in our communities.
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The Wisdom of the Elders

For Anishinaabe elders, wisdom is about living the seven grandfather teachings:

• Wisdom-to value knowledge and learning throughout one’s life
• Love-to embrace peace and have unconditional regard for others
• Respect-to treat others in a caring manner and with dignity
• Bravery-to act with integrity even when fearful
• Honesty-to keep one’s word and behave in an honorable way
• Humility-to know your place in the larger picture and not put yourself above the

Great Spirit, animals, plants, or other life
• Truth-to be honest with yourself and others (Ontario Native Literacy Coalition

2012).

Elders should live these values during their lifetime. As elders, they role model
these behaviors and values through how they live their lives. Those who work with
the elders need to understand how indigenous people have been impacted by
external forces as well as the expectations placed on the elders to keep traditions
strong and to be the teachers of the young. ‘‘It is the wisdom of everyday things-of
humor when it is most needed, of an encouraging hug when something is done
right, of singing to children when they have bad dreams’’ (Peacock and Wisuri
2006, p. 102).

Call to Action

It is imperative to document indigenous ways of knowing across disciplines. It is
through the preservation of these ways that our indigenous lifeways will help us to
reclaim a quality of life. We need to develop the capacity of our own peoples with
traditional ways of healing, of caring for children and the elders, and to have these
resources within our communities. We need to teach our young people about the
roles of elders. We need to know and teach others about the impact of intergen-
erational trauma and how it plays out in our families and communities. When we
use western ways, we need to frame them within our indigenous values. If we are
able to do these things, then our elders will have a better quality of life. When our
elders are well cared for, our communities will remain strong.

The Role of Helpers

In order to be of assistance in indigenous communities, one must understand the
history of the community as well as the individual and family history (Day 2007;
Hart 1999). In addition, understanding cultural beliefs in paramount. In
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Anishinaabe culture, knowing about the seven traditional teachings is important.
Relationships are seen as the vehicle through which healing can occur (Hart 1999).
Healing is about restoring balance and helping one to live a ‘‘good life’’ as defined
through the seven teachings. These teachings serve as a guide for helpers. An
effective helper comes from a place of wisdom and is someone who approaches
others with love and respect. They act with integrity, honesty and truthfulness.
They practice humility, understanding that they play a role just like many others.
They recognize that they are not better than anyone or anything, no matter how
much ‘‘education’’ they have. Methods for helping may include storytelling,
understanding the role of spirituality and ceremonies, using humor, being patient
and comfortable with silence, utilizing the wisdom of elders, and role modeling
appropriate ways of living (Hart 1999). To be an effective helper takes many years
of observing and developing meaningful relationships with indigenous people. It
means knowing who the indigenous helpers are within communities and being able
to utilize them when appropriate.

As I move into elderhood, I am privileged to reflect upon my experience with my own
grandmother-my mother’s mother. We were always close because I was born the day
before her birthday-49 years apart. Every year of my life, until she died, we celebrated our
birthdays together. My grandmother’s spirit name was Shawonosakwe- Lady Going South.
She was given this name by her uncle who named her after the headwaters of the Mis-
sissippi River in northern Minnesota. Her name reflects the path of this powerful river as it
flows from northern Minnesota to the Gulf of Mexico. Like the river, she lived through
many things but preserved. She nurtured life and provided sustenance to many along her
path. She lived to be 3 months shy of 100 years old. Even at the end of her life she taught
those of us gathered by her side. She lay in a hospice room unconscious as my brothers and
I gathered for the inevitable passing of our family matriarch. She suddenly awoke from her
unconscious state and began talking to us. She smiled and started telling stories about each
of us. We went from being somber to laughing and joking with one another. She began to
describe places she had been in her life as though she were flying over different parts of the
country. Finally she got a peaceful look on her face, ‘‘I see the lake (the place she was born
and lived her whole life). I am home. Thank you.’’ She closed her eyes and never regained
consciousness. As she had done throughout my life, at the end of her life she was teaching
me about death- about leaving the physical world and entering the spiritual one-with joy
and grace. In our beliefs, I am certain she will be waiting for me when I cross over. Until
then, she watches over me, as she has done since my birth.
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Aging and Mistreatment: Victimization
of Older Adults in the United States

Pamela B. Teaster, Debra A. Harley and Amani Kettaneh

Abstract Elder mistreatment is a single or repeated act or lack of appropriate
action occurring within any trust relationship that causes harm to an older person.
Elder mistreatment has cultural implications across the world because some
societies value elders while others devalue them. Approaches to define, detect, and
address elder mistreatment must be placed within a culturally sensitive context and
considered alongside culturally specific risk factors. Examining Caucasians,
African Americans, Native Americans, Israelis, Filipinos, and lesbian, gay,
bisexual, and transgender (LGBT) elders reveals that it is a critical and growing
public health and societal problem: approximately 1–2 million Americans, age 65
or older have been abused or neglected by family members and people entrusted
with their care and protection. Four of every five cases of elder abuse, neglect,
exploitation, and/or self-neglect go unreported to authorities. Affecting both sexes,
elder mistreatment is highly correlated with disability. Elder mistreatment occurs
across different cultures and ethnic groups and other facets of identities, in various
settings, and most commonly at the hands of family members. Elder mistreatment
most immediately affects individual elders, but prevention and intervention efforts
must also include macro-level systemic factors. Appropriate funding and training
for professionals is critical. Elder mistreatment is a problem that entails societal
values that impede problem solutions: ageism, sexism, individualism, victim-
blaming, and familial norms. Without a deep understanding of the complexities
involved, elders will increasingly be mistreated.

The National Center on Elder Abuse (NCEB) and the World Health Organization
(WHO) recognize elder mistreatment as a continually increasing and serious
problem in the United States and worldwide. Concern over the mistreatment of
older people has amplified because of increased recognition of the problem and
that older adults are living longer such that by the year 2025, in developed and in
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developing countries, the global population aged 60 years and older will more than
double from the year 2020 (Krug et al. 2002; Phelan 2013). Elder mistreatment,
elder abuse, senior abuse, abuse in later life, and abuse of older adults, is defined as
‘‘a single, or repeated act, or lack of appropriate action, occurring within any
relationship where there is an expectation of trust, which causes harm or distress to
an older person’’ (WHO 2012).

Elder mistreatment can be the result of intentional or unintentional neglect. In
addition, mistreatment has cultural implications in societies across the world as
some societies value their elders while others devalue them. Some cultures (e.g.,
China, Japan) that have long revered their elders are shifting in their attitudes due
to factors such as rapid technological advancements and changing market econ-
omies. According to WHO, approaches to define, detect, and address elder mis-
treatment must be placed within a cultural context and considered within culturally
specific risk factors. In this chapter we provide a discussion of elder mistreatment
in relation to certain cultural groups, including African Americans, Native
Americans, Israelis, Filipinos, and lesbian, gay, bisexual, and transgender (LGBT)
elders as an initial contribution to the conversation on this critical issue. Too often,
elder mistreatment is a silent crime.

Elder mistreatment is a critical and growing public health and societal problem.
Approximately 1–2 million Americans, age 65 or older have been abused or
neglected by family members and people entrusted with their care and protection
(National Center on Elder Abuse 2005). Four of every five cases of elder abuse,
neglect, exploitation, and/or self-neglect will go unreported to authorities (UK
Justice Center for Elders and Vulnerable Adults 2005). Overall, prevalence studies
indicate that between six and eight percent of older persons in the United States are
likely to have experienced significant abuse in the last month (Acierno et al. 2010;
Cooper et al. 2008). In addition, research suggests that domestic elder abuse is
primarily a matter of family abuse. A significant portion of elder abuse cases
reported in the United States involve spouse or partner violence, and older women
are more likely than are younger women to experience violence for a longer period
of time, to be in current violent relationships, and to have health and mental health
problems as a result (National Center on Elder Abuse 2005). Although women are
disproportionately at risk and are victims of domestic violence and mistreatment,
intimate partner violence and abuse in later life occurs frequently among both
women and men (Wisconsin Coalition Against Domestic Violence 2009). Elder
abuse and domestic violence are highly correlated with disability (i.e., presence of a
disability or acquisition of a disability as result of abuse and neglect). As the baby
boom generation ages, it is highly likely that more victims of late life violence and
abuse will seek out or be referred to domestic violence programs (Aravanis 2006).

To prevent and intervene in elder mistreatment, it is critical that education and
training be trans-disciplinary in nature, including gerontology, public health, social
work, family studies, rehabilitation counseling and disability studies, criminal
justice, pharmacy, psychology, and law. In addition, policymakers need to
understand elder abuse from a trans-disciplinary approach, which can best inform
policy.
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A multidisciplinary understanding of elder mistreatment is presented in this
chapter in order to help service providers recognize signs of elder mistreatment
and to be knowledgeable about the array of resources available to treat and prevent
this critical issue. It is crucial for service providers across disciplines to be able to
recognize signs of elder mistreatment and to be knowledgeable about an array of
available resources and safety and support services. The chapter will first describe
types of mistreatment, with a focus on abuse and neglect, prevalence, and risk
factors, including a theoretical model of causation. Next, the signs of mistreatment
in later life, cultural issues affecting informal and formal care of older persons, and
barriers to intervention, including legal, forensic, and legislative issues, will be
discussed. Finally, a trans-disciplinary approach to intervention will be presented
with a selection of resources available.

Types, Prevalence, and Risk Factors

Elder mistreatment can take the form of physical, emotional, psychological and
sexual abuse, financial exploitation, passive and active neglect by a caregiver,
domestic violence, and healthcare fraud (see Table 1 for definitions of types of
elder abuse). Every year, an estimated 2.1 million older Americans are victims of
physical, psychological, and other forms of abuse and neglect (American Psy-
chological Association 2005). As an example, victims of elder sexual abuse are
most often females over age 70 who are totally dependent on another for care or
who are functioning at a low level. Older victims are less likely to report sexual
assault than are younger victims (Ramsey-Klawsnik and Teaster 2012; Roberto
and Teaster 2005; Teaster and Roberto 2003). Although a variety of circumstances
are regarded as elder mistreatment, definitions vary, for example, those by the
National Center on Elder Abuse (2013) and Bonnie and Wallace (2003) that
indicate mistreatment does not include general criminal activity such as home
break-ins, muggings or distraction burglary (where a stranger distracts an older
person at the door while another person enters the property to steal).

Settings of Abuse

Elder mistreatment tends to take place where the elder lives, most often in the
elder’s home, in a relative’s home, or in a facility responsible for care, such as a
long-term care facility. In the majority of cases, family members are the perpe-
trators (Acierno et al. 2010; Teaster et al. 2006a). Perpetrators, particularly adult
children, are often dependent on their victims for financial assistance, housing, and
other forms of support (Nerenberg 2008). In addition, abusers who live with the
elder have opportunities to isolate him or her from the larger community so that the
abuse is not discovered (Acierno et al. 2010; National Center on Elder Abuse 2005).
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Although studies vary, in a nationally representative sample, .2 % of 3,005 com-
munity-dwelling older adults (aged 57–85) reported experiencing physical abuse by
a family member (Laumann et al. 2008). A study by Acierno et al. (2010) of 5,777
community dwelling elders found that a similar number reported being physically
abuse (1.6 %). Other theories about mistreatment include victim vulnerability,
dependency or impairment of the older person, personal characteristics of the elder
(e.g., dementia, disruptive behaviors, trusting behaviors, high levels of indepen-
dence), significant needs for assistance, external stress (e.g., financial problems, job
stress, additional family stress), intergenerational transmission of violence, intra-
individual dynamics or personal problems of the abuser (e.g., alcoholism, drug
addiction, emotional disorder), and stress on the part of the caregiver (Johannesen
and LoGiudice 2013; National Center on Elder Abuse 2005; Woolf 1998).

Although the majority of abuse and neglect happens in community settings, abuse
and neglect can also occur in facilities (e.g., congregate living, assisted living,
nursing homes) including those that appear to provide high-quality care (Krug et al.
2002). Many elders residing in long-term care settings have a dementing illness, are

Table 1 Types of elder abuse

Physical abuse: Physical force that results in bodily injury, pain, or impairment. It includes
assault, battery, and inappropriate restraint

Sexual abuse: Non-consensual sexual contact of nay king with an elderly person. It includes
forcing them to participate in conversation of a sexual nature against their will. In addition, it
may include situations where a person is no longer able to give consent (e.g., dementia)

Emotional/Psychological abuse: Infliction of anguish, pain, or distress through verbal or non-
verbal actions. It includes humiliation, threats, coercion, name-calling, ridicule, constant
criticism, accusations, blaming, ignoring, silence, or shunning

Domestic violence: An escalating pattern of violence by an intimate partner where the violence is
used to exercise power and control

Financial/material exploitation: Illegal, improper, or unauthorized use of an elder’s funds,
property, assets, or other valuables. It includes changing the person’s will to name the abuser
as heir, fraudulently obtaining or use of a power of attorney, deprivation of money or other
property, theft, undue influence, deception, coercion, eviction from their home, or
misrepresentation

Neglect: Refusal, or failure, to fulfill any part of a person’s obligations or duties to an elderly
person. It includes depriving a person of food, heat, clothing or comfort or essential
medication, or depriving a person of needed services to force certain kinds of actions,
financial and otherwise. Neglect may be intentional (active neglect) or happen out of lack of
knowledge or resources (passive neglect)

Self-neglect: Behaviors of an elderly person that threaten the elder’s health or safety. Self-neglect
(harm by self) is treated as conceptually different than abuse (harm by others)

Abandonment: Desertion of an elderly person by an individual who has physical custody of the
elder or by a person who has assumed responsibility for providing care to the elder

Rights abuse: Denying the civil and constitutional rights to a person who is older, but not declared
by the court to be mentally incapacitated

Scam by strangers: Sweepstakes that elderly persons must pay in order to collect winnings,
fraudulent investment schemes, predatory lending, and lottery scams

Adapted from National Center on Elder Abuse (2005), National Committee for the Prevention of
Elder Abuse (2008) and Shilling (2010)
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frail and vulnerable, and/or are dependent on their caregivers for food, housing,
health needs, and activities of daily living. Physical functioning problems, activities
of daily living (ADL) limitations, and behavioral problems are significant risk
factors for at least half of the types of abuse and for multiple abuse types. Among
older adults who have experienced at least one type of abuse, more than half
(51.4 %) has experienced another type of abuse (Post et al. 2010).

Paid caregivers or residents in long-term care settings can perpetrate physical,
caretaking, verbal, emotional, neglect, and material mistreatment. Causes of abuse
and neglect in care settings may be attributed to inadequate staffing levels, poorly
trained staff, low pay for employees, and inadequate medical and nursing care.
Some facilities do not have enough direct care providers to meet levels recom-
mended by federal officials and experts (Payne and Fletcher 2005). Employees in
care settings may not receive enough training regarding techniques for working
with patients with disabilities and appropriately documenting their conditions. A
combination of inadequate pay, job burnout, responsibility for too many residents
on a shift, poor working conditions, and stress (both at work and at home) may
result in an environment ripe for elder mistreatment. In addition, some physicians
treating residents in long-term care settings may know little about them and may
be pressed for time to diagnose and treat (Purcell 2012; Robinson et al. 2012).

When residents abuse, some may have dementing conditions that make them
unaware or only moderately aware of what they are doing. Other residents have
mental capacity and are in the facility with the express intent to abuse. These
residents may find less cognitively intact and more physically frail residents an
easy mark for mistreatment. Furthermore, senior bullying, which in many ways
looks similar to bullying among younger age groups (e.g., name calling, insults,
threatening, pointed jokes), is on the rise. Victims of senior bullying often expe-
rience considerable emotional distress and engender health-related problems as a
result (Bonifas and Frankel 2012).

A form of exploitation, healthcare fraud and abuse may be carried out by a
variety of professional providers of healthcare, including but not limited to
healthcare administrators, doctors, nurses, nurses’ aides, hospital personnel, and
others. It may include over-and under medicating; not providing appropriate or
timely care, but charging for it; overcharging or double-billing for medical care
services; receiving kickbacks for referrals to other providers or for prescribing
certain drugs; recommending fraudulent remedies for an illness or condition; and
Medicaid fraud (Robinson et al. 2012).

Theoretical Constructs

In an effort to understand and explain risk factors associated with elder mistreat-
ment, several researchers on this topic (Krug et al. 2002; Schiamberg and Gans
2000; Schiamberg et al. 2011; Teaster et al. 2006) have applied the Social-Eco-
logical Model, which takes into account interactions that occur across a number of
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nested systems. The Social-Ecological Model is a comprehensive public health
approach that addresses an individual’s risk factors and the norms, beliefs, and
social and economic systems that create the conditions for mistreatment to occur.
The Centers for Disease Control and Prevention employs the Social Ecological
Model as a framework to better understand violence and the effect of potential
prevention strategies. The Social-Ecological Model considers the complex inter-
play between individual, relationship, community, and societal factors. This model
allows for addressing the multiple factors that put people at risk for experiencing or
perpetrating violence (Dahlberg and Krug 2002). Krug et al. (2002) used the model
to describe the four factors of the environment in elder abuse.

Reilly and Gravdal (2012) applied the ecological model for family violence
prevention across the life cycle to examine violence and its interconnectedness to
family, community, and society and demonstrated family violence in multiple arenas
of human activity. The authors concluded that educational initiatives are needed at
many levels, for all disciplines and in many venues and underscore the imperative to
develop collaborative educational programs for health care professionals, educators,
community workers, the legal system, public safety, and governmental agencies and
officials. In addition, Reilly and Gravdal stress that this model offers a holistic
approach for developing comprehensive intervention programs. When applied to
service providers, an overarching premise of the Social-Ecological Model is that
their work is neither solitary nor rests solely on any one person.

Another model that is used to examine elder mistreatment is the Power and
Control Theory (sociocultural theory, which grew out of the work of Lev Vygotsky
on cognitive development) (Rieber and Hall 1997). Power and Control Theory was
developed in the intimate partner violence literature and focused on the power
differential between men and women [similar to Feminist Theory (Walker 1990;
Burnight and Mosqueda 2011)]. There is also a power differential in the United
States between older adults and younger adults that typically manifests itself as
ageism. According to Burnight and Mosqueda, stemming in part from ageism, in
Power and Control Theory, perpetrators often believe they have exclusive rights
entitling them to mistreat, abuse, and/or neglect an older adult.

A number of other theoretical approaches have been applied to the etiology of
elder mistreatment. The reader is referred to these theories for further description
and detail: (a) interpersonal theory [e.g., caregiver stress theory (Wolf 2000),
social exchange theory (Homans 1958), dyadic discord theory (Riggs and O’Leary
1996)], and (b) intrapersonal [e.g., social learning theory (Bandura 1978)], and (c)
multisystemic theory [e.g., ecological (Bronfenbrenner 1977)].

Risk Factors for Abuse

Mistreatment of older adults affects both men and women (Acierno et al. 2010;
Lifespan 2011; Teaster et al. 2006). Older women appear to be victims more often
than older men, a fact that may be attributable to the longer lifespan of women
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than men and the growing numbers of older adults generally. Table 2 provides a
list of risk factors for elder mistreatment. Though mistreatment can occur at any
age, older women who are abused differ from their younger counterparts in a
number of ways. First, some older women may have been socialized with specific
attitudes and values, particularly relating to gender roles, marriage, and family.
Second, financial barriers have greater implications for older women. Many older
women did not engage in paid employment when they were younger and, even
those in their preretirement years may be unemployable because of lack of work
experience as well as unfounded ageist beliefs concerning an older workforce.
Third, older women are more likely than younger women to have health or
functional problems that may make them dependent on someone for care, and
consequently, make it more difficult for them to seek help or to leave an abusive
relationship. Fourth, because of a strong care ethic and a commitment of typically
remaining true to their marriage vows to stay together in sickness and health, it can
be extremely difficult for an older woman to leave a dependent, yet abusive partner
(Seaver 1996; Vinton 1991). Finally, older women may have become resigned to

Table 2 Risk factors for elder abuse

Individual factors
Age (very old)
Severity/intensity of impairment
Cognitive and physical impairments
Financial difficulty on the part of the abuser
Resentment by family members at having to spend money on the care of the older person
Relationship factors
Depression in the caregiver
Substance abuse by the caregivers
Lack of support from other caregivers
A history of domestic violence in the home
Level of stress of caregivers/lack of resilience
Dependency of the care recipient on the abuser
Strong emotional attachment between the abused and the abuser
The elder’s role, at an earlier time, as an abusive parent or spouse
Existence of disruptive behavior and aggression by the care recipient
Living arrangements, particularly overcrowded conditions and a lack of privacy
Nature of the relationship between the caregiver and the care recipient before abuse began
Dependency of the abuser on the older person, usually adult children for housing and financial

assistance
Community and societal factors
Poverty
Social isolation
Reduced opportunities for social interaction
Cultural norms and traditions (e.g., sexism, ageism, cultural violence)
Perception (i.e., older people are depicted as frail, weak, dependent) and less worthy of

government investment or family care than other groups

Adapted from Krug et al. (2002) and Robinson et al. (2012)

Aging and Mistreatment 47



living in situations of long-standing abuse and may be unable to realize that there
are choices available to them (Straka and Montminy 2006; Teaster et al. 2006).
Indeed, older women may remain in abusive relationships because of cohort,
period, and aging effects (Zink et al. 2003).

Elders, Intimate Partner Violence, and Risk Factors

One phenomenon of elder mistreatment is that of domestic abuse in later life. Too
often, older women who experience domestic violence are an invisible group who
fall into the gap between elder abuse and domestic violence Teaster et al. (Teaster
et al. 2006; Straka and Montminy 2006). Mentioned above, many older women
have endured years of abuse from their husbands or male partners. In fact, spouses
make up a large percentage of elder abusers, and a substantial proportion of these
cases are domestic violence grown old (National Center on Elder Abuse 2005;
Teaster et al. 2006). Risk factors for this form of abuse may be moderated by
cultural values and family dynamics. For example, in Latino (the general term
used in this chapter to be inclusive of various populations) families, married Latina
elders are at a higher risk for being victims of abuse or neglect than are Latina
elders who are not in marital relationships because of gender role expectations that
‘‘mandate’’ women to tolerate abuse and focus on serving others, economic
dependence, and societal or religious expectations disapproving of marital disso-
lutions (Parra-Cardona et al. 2007). Similarly, many older African American
women are only willing to report more serious maltreatment, particularly if they
are used to the abuse from their husbands as a behavior that has occurred for a long
period of time (Brown 2000). Women in rural areas who have experienced mis-
treatment are mistrustful of local law enforcement and other local agencies
because of the tight networks that bind small communities (Teaster et al. 2006).

Indicators of Mistreatment in Later Life

Tactics used by abusers are remarkably similar, no matter the age of the victim.
Abusers frequently scour the environment for elders they can dominate, people
believed to be weak, and/or people unlikely or unable to retaliate (Aravanis 2006).
A desire for power and control is present in many types of abusive relationships of
elders particularly those that involve intimate partner violence [National Clear-
inghouse on Abuse in Later Life (NCALL) 2013]. The exercise of power and
control is revealed in both physical and emotional manifestations.

Generally, signs of mistreatment include frequent arguments or tension between
the perpetrator and the elder as well as changes in personality or behavior in the
elder (Robinson et al. 2012). The most obvious signs of abuse are due to physical
abuse, which includes battery, assault, and inappropriate restraint. Indicators
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include broken bones, fractures, sprains, choke marks, and dislocations; burns
from cigarettes, hot water, and appliances; abrasions on arms, legs, or torso
resembling rope or restraints; and bruises, including bilateral and ‘‘wrap around’’
bruises. There may also be unexplained injuries or explanations that do not fit the
pattern of injury, as well as a history of similar injuries and numerous or suspicious
hospital visits A victim may be brought to many different medical centers to
prevent medical personnel from noticing a pattern of abuse, or medical care may
not be sought at all. In addition, there may be unexplained delays between onset of
injury and seeking medical attention for which it is obvious that injuries have not
received proper care. For bedridden adults, neglect injuries (e.g., bed sores) may
be present. Other potential indicators of physical abuse are dehydration, signs of
malnourishment (e.g., sunken eyes, loss of weight), hypothermia, and pain upon
being touched (National Coalition Against Domestic Violence 2007; Woolf 1998).

Signs of sexual abuse, such as trauma to the breasts and genital area, are
frequently overlooked in investigations of physical abuse among older people
(Ramsey-Klawsnik and Teaster 2012). Other signs include venereal disease,
genital infections or unusual discharge or smell, unexplained vaginal or anal
bleeding, torn, stained, or bloody underclothing, and indicators common to psy-
chological abuse, which may be concomitant with sexual abuse (Robinson et al.
2012; Woolf 1998; Women of Color Network 2008). The most common types of
sexual abuse of older women living in facilities involved instances of sexualized
kissing and fondling and unwelcomed sexual interest in the women’s body by
older male residents in the nursing home (Teaster and Roberto 2003, 2004). In
national work by Acierno et al. (2010) sexual abuse was reported by fewer than
1 % of individuals.

Signs of psychological or emotional abuse include ambivalence, deference,
passivity, shame, mild to severe anxiety, confusion, and disorientation. Behavioral
signs of psychological abuse may manifest themselves as trembling, clinging,
cowering, lack of eye contact, hypervigilance, agitation, and evasiveness. Family
members are the most frequent perpetrators, accounting for 57 % of emotional
abuse events (Acierno et al. 2010). In many cases, older adults know when they are
being abused; unfortunately, they are often powerless to advocate on their own
behalf. Some are culturally bound not to do so. Cultural implications related to
elder mistreatment are discussed in the following section.

In addition to ‘‘power and control’’ issues as victim indicators of physical,
psychological, emotional, and sexual abuse, NCALL (2013) describes suspect
indicators and environmental indicators of abuse and neglect. Power and control in
the mistreatment of elders result from deviance and dependence of abusers (Pill-
emer and Finkelhor 1989). Examples of suspect indicators include the following:
providing inconsistent and conflicting explanations of the older adult’s injuries;
belittling, threatening, or insulting the older adult; handling the older adult
roughly; ignoring the older adult’s need for assistance; or demonstrating reluctance
to help the older adult. Suspect indicators may also include a past history of being
abusive; not speaking to or providing companionship to the older adult; and iso-
lating him or her from the outside world, friends, or relatives. The abuser shows
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behaviors of controlling and dominating the older adult, always being present
when anyone talks with the older adult, speaking for him or her, and being overly
protective or defensive. The abuser portrays him or herself as a victim or as the
only caring person in the older adult’s life. Often, the abuser may be charming and
helpful toward professionals and the victim while others are present, abuses the
older adult’s pets, controls and dominates the older adult’s life or activities, and
justifies and minimizes his or her own actions.

Environmental indicators include an unclean or unsanitary living environment,
strong orders of urine and/or feces, lack of food, lack of medication or assistive
devices if needed by the older adult, lack of heat or air cooling systems, electricity,
or running water, safety issues, abused or neglected pets, damage to home caused
by abusive behavior (e.g., broken door frames, holes punched in walls, and broken
items), evidence of hoarding, house, roof, yard in disrepair, infestation of insects
or rodents, and dangerous environment due to basic safety and health standards not
being met.

In general, signs that someone may be harming an older adult include a physical
assault ranging from a pinch to a punch, intimidation to verbal threats, limited
social contact to isolation, stealing to theft by deception or embezzlement, and
inappropriate enmeshed relationship to sexual assault. The signs of elder abuse in
later life are not mutually exclusive in classifications of abuse, violence, or neglect.
These classifications overlap and represent similar symptomology and description.
Suspect indicators may be present in a spouse or partner, family member, or
caregiver.

The Intersection of Cultural Issues and Elder Mistreatment

It is critical for service providers working with the elders to understand differences
in perceptions about elder mistreatment as a function of culture. According to
Tauriac and Scruggs (2006), ‘‘because abuse is a culturally defined phenomenon,
an emic definition (specific to a cultural group) is crucial for enriching the
understanding of what abuse means’’ to ethnic minority groups (p. 38). For ethnic
minority American elders, cultural identity is a characteristic too important to lose
to the aging process, especially when a nursing home or other facility mistakenly
defines all older persons in the same way, thus creating a melting pot rather than
individual identities (Orlovsky 2004). Culture includes values, beliefs, and tradi-
tions that significantly affect family life. Cultural values dictate the roles of family
members, their interactions with one another, how decisions are made within
families, how family resources are distributed, and how problems are defined.
Further, culture influences how families cope with stress and their propensity to
initiate help-seeking behaviors (National Committee for the Prevention of Elder
Abuse 2003). With regard to elder care in culturally diverse families, several
questions should be explored (see Table 3).
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Podnieks et al. (2010) conducted the first large-scale global survey of elder
abuse in order to understand the nature and response to the problem in individual
countries worldwide. A total of 53 countries from the six World Health Organi-
zation regions responded to the study, with a total of 190 surveys representing 362
respondents. The researchers found that elder abuse was recognized as a problem
that exists in all responding countries and that no single definition of elder abuse
applied globally. However, definitions most often used were those of the Inter-
national Network for the Prevention of Elder Abuse and the National Research
Council (Bonnie and Wallace 2003). Poverty and lack of social support were
considered leading causes of elder abuse in developing countries while living
alone and lack of social support were regarded as elder abuse contributors in
developed countries. Most professionals and the general public seemed to lack an
understanding or awareness of laws that protect older adults. There is little spe-
cialized training and research on elder abuse outside of a few select countries, such
as the United States and Canada.

Although ‘‘there is a scarcity of theoretical frameworks that describe precursors
and dynamics associated with elder abuse and neglect’’ in ethnic minority cultures
(Parra-Cardona et al. 2007, p. 451; Women of Color Network 2008), Bronfen-
brenner’s (1977) ecological model has been employed in studies to explain elder
abuse and the role that culture plays (Horsford et al. 2011; Parra-Cardona et al.
2007). When applied within a sociocultural context, ecological theory helps to
identify variables for consideration in the study of ethnic minority families
affected by elder mistreatment (Burnight and Mosqueda 2011). Schiamberg et al.
(2011) proposed the ecological model as framework for understanding elder abuse
in nursing homes. In addition, family systems theory has been used in mental
health issues and interventions with Muslims to explain broad patterns of family
structure and process of influences of interactional and intergenerational behaviors.
In fact, family systems theory is considered a practical model with Muslim fam-
ilies because it examines the interactions and roles of each member across

Table 3 Question to ask of diverse cultures

What conduct is considered abusive?
To whom will families turn for help?
Who make decisions about family resources?
What role do elders play in the family? In the community?
Under what circumstances will families seek help from outsiders?
Is it considered abusive to use elder’s resources for the benefit of other family members?
When did immigrant elders come to the United States and under what circumstances?
Who within the family is expected to provide care to elderly members? What happens when they

fail to do so?
What religious beliefs, past experiences, attitudes about social service agencies or law

enforcement, or social stigmas may affect community members’ decisions to accept or refuse
help from outsiders?

Adapted from the National Committee for the Prevention of Elder Abuse (2003)
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generations as a potentially reciprocal influence and affect on the emotional
makeup and behaviors of all members and their relationship patterns within the
entire system (Daneshpour 2012).

In the presentation of cultural issues and abuse of ethnic minority elders, it is
important to stress that cultural groups are hardly monolithic; they involve both
intracultural and generational differences. For example, in many Latino popula-
tions, the elder may be foreign-born and the caregiver U.S.-born, which affects
family dynamics and values. Elders in ethnic minority families may have cultural
values and beliefs that discourage them from reporting abuse. These values include
collectivism (putting the family’s or group’s needs before self), avoiding bringing
shame (pena) to the family, family harmony, gender role expectations, hierarchal
family structure, extended family, kinship ties and interdependence, strong reli-
gious ties, and reverence towards elders. These characteristics explain ways in
which multigenerational, immediate and extended families, and fictive kin live
together and share financial and familial responsibilities (Tauriac and Scruggs
2006). However, reverence towards elders does not necessarily prevent
mistreatment.

The remainder of this section presents information on specific cultures. Due to
space limitations, all cultures cannot be addressed. The intent is not to exclude any
particular culture but rather to highlight some information that does not typically
appear in the literature.

Cultural Considerations for Native Americans

According to customs and traditions of American Indian and Alaska Native
communities, native elders are regarded as repositories of knowledge and as
invaluable community resources. Traditionally, elders held positions of power and
were cherished for their experience and wisdom. Although many tribes, villages,
and pueblos continue to hold elders in high esteem, elder abuse is on the rise.
Among many tribal people, the recent trend of elder abuse and neglect is viewed as
a symptom of the loss of tribal cultural values and as an indicator of serious
imbalance within their communities (White 2004). Less abuse occurred on
wealthier reservations, with reports of abuse secondary (not deliberate) neglect.
Tribal elders and other members regarded abuse as a health problem caused pri-
marily by community, rather than individual or family dysfunction (Maxwell and
Maxwell 1992). Tribal elders in rural areas may be isolated and living in poverty.
For Native American victims in urban settings, gender was found to be the most
significant risk factor, with women 9.4 times more likely than men to be physically
abused, and in 88 % of the cases, the abuse concerned a male harming a female
(Buchwald et al. 2000).
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Cultural Considerations for African Americans

Cultural differences in the definition of elder abuse also exist between African
Americans and other ethnic groups. Hudson et al. (1999) examined African
Americans’ (aged 40 and over) attitudes toward elder abuse and found that they
did not view a single incidence of yelling or swearing at, slapping, or hitting an
elder as sufficient to warrant the label of elder abuse. Similarly, Tauriac and
Scruggs (2006) examined perceptions of extreme, moderate, and mild forms of
elder mistreatment among African Americans and found that they emphasized
physical abuse when giving examples of extremely abusive behavior. Along with
physical abuse, verbal abuse was the most frequently identified form and was
significantly related to age in complex ways. They found that the older the person,
the more he or she perceived verbal abuse as an extreme form of mistreatment,
while the younger the person, the more he or she perceived verbal abuse as a mild
form of mistreatment.

Cultural Considerations for Groups Receiving Little
Attention: Israelis, Filipinos, and LGBT Elders

Israeli Elders

In a study on Israeli (i.e., Ashkenazi and Sephardic) perspectives on elder abuse,
Rabi (2006) found that psychological neglect, neglect/abandonment, and physical
aggression were considered the most prominent exemplars of elder abuse within
Israeli populations and across gender and ethnicities. The Ashkenazi group
regarded physical and economic abuse as forms of moderate abuse, and neglect/
abandonment and disrespect as forms of mild abuse. Israeli women place more
emphasis on disrespect than their male counterpart.

Filipino Elders

An ethnic group that is rarely separated from their families and found living in
nursing homes is Filipinos. Similar to other Asian societies, Filipinos embrace the
value of filial piety (duty to care for one’s parents). For example, placement of
Filipino elders in nursing homes is considered by their families to be abandonment
(de Guzman et al. 2012). However, Guzman et al. point out that the concept of
family loyalty has changed over time and that family responsibilities are under-
stood differently across generations. In general, ethnic minority elders are often
poorer, less educated, unemployed, more prone to illness than are nonminority
elders, and tend to visit medical specialists less frequently (Filippo et al. 2007).
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LGBT Elders

Also included in any classification of cultural diversity is the population of sexual
minorities [i.e., lesbian, gay, bisexual, transgender (LGBT)]. Sexual minorities cut
across ethnic groups, gender, socioeconomic status, geographic location, religion,
and a host of other intersecting identities and social positions. Sexual minorities
have rarely been the focus of research in the literature on abuse beyond intimate
partner violence in younger populations and are particularly scarce in the literature
on elder mistreatment. Due to the lack of focus on older LGBT persons, one may
speculate that researchers believe that as LGBT populations age they somehow
morph into another existence, or into nonexistence. That is, many scholars omit
older LGBT populations from curricula and research to the extent that it would
appear that sexual minorities do not exist (Hall and Fine 2005; Harley et al., in this
book). Failure to include explicit research of sexual orientation and gender identity
among elders limit the ability of service providers and healthcare professionals to
address the complete needs and issues of LGBT older adults. A research focus and
collecting data on older LGBT populations is an important principle of person-
centered care because as service providers know about the individual client, the
better the service they will be able to provide (National Resource Center on LGBT
Aging 2013).

Not surprisingly, LGBT elders face the same types of abuse, violence and
neglectful situations as their heterosexual counterparts; however, they encounter
additional exploitation because of their sexual identity. For example, homophobic
mistreatment of LGBT older adults may manifest in such ways as nursing home
staff refusing to bathe an elder because he or she does not want to touch anyone
who is lesbian or gay, or an elderly transgender person with Alzheimer’s disease
may be forced by healthcare facility staff to dress in ways abhorrent to the elder,
thus disrespecting his or her gender identity. In a study of victimization of older
LGBT adults, Balsam and D’Augelli (2006) found that two-thirds had experienced
some form of verbal abuse because of their sexual orientation and 29 % had been
threatened with violence. The LGBT elders also faced threats of being ‘‘outed’’
(others disclosing their sexual orientation) if they reported abuse or neglect. The
threat of being ‘‘outed’’ is a particularly frightening possibility for older adults who
have lived much of their lives during a time when being LGBT was either illegal
or classified as a psychiatric disorder in the Diagnostic and Statistical Manual of
Mental Disorders.

It is imperative that the role of culture as it concerns abuse and neglect be well
understood. Elderly populations represent perhaps the most diverse of age groups
because of their rich array of life experiences, interactions, and length of time lived
(Tornstam 2005). Unique cultural experiences of older adults and their beliefs and
attitudes about abuse and cultural expectations must be considered for any type of
intervention to be truly successful. Failure to consider cultural attributes may serve
to only create additional barriers to addressing the needs of a vulnerable popula-
tion, such as confounding intervention and legislative strategies discussed below.
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Considerations for Intervention Strategies

A multiplicity of factors and complex issues arise in the prevention, identification,
and intervention of elder abuse and neglect. In addition to cultural beliefs and
practices described earlier, many ethnic minority elders may be reluctant to seek
help because of the possible risk of being separated and isolated from family,
friends, and community (Women of Color Network 2008). For some ethnic
minorities, immigration status, fear of deportation, or jeopardizing citizenship
status may prevent them from reporting elder abuse and neglect. Other barriers to
intervention are mistrust toward social services and agencies, law enforcement,
and criminal justice systems; histories of oppression; social exclusion, discrimi-
nation, structural segregation and racism; and linguistic and communication
challenges. Many of these experiences can increase stress levels in the family, blur
the lines of what constitutes abusive behavior, and interfere with help-seeking
(Abugideiri 2012).

As an example, among tribal communities living on reservations, three major
challenges exist: (a) a lack of protocols for addressing elder abuse issues, (b) a lack
of policies and procedures for tribal agencies handling elder abuse and neglect
issues, and (c) a need for increased training on elder abuse and neglect (White
2004). These barriers are compounded by major gaps in knowledge regarding
definitions of abuse and neglect; the incidence, prevalence, and types of elder
mistreatment; and current preferred treatment strategies. In addition, very limited
statistics on American Indian elder mistreatment exist, and state mandatory
reporting structures do not apply to Tribal groups living on reservations due to
Tribal sovereignty (Holkup et al. 2007). Barriers to providing services to American
Indians range from the reluctance of some Indian victims, their families, or others
to acknowledge that abuse is occurring at all to such a paucity of resources in the
social service system that that it effectively negates any services that are offered
(Baldridge et al. 2004).

Preexisting Trauma

A related and frequently overlooked factor in elder mistreatment is that of pre-
existing trauma (e.g., inner city crimes, torture and maltreatment in refugee camps,
war or politically motivated abuse, homophobia) experienced by elders (Acierno
et al. 2010; Davis and Waites 2008; Schnurr et al. 2002). The way in which the
elder viewed and resolved preexisting trauma may either facilitate or hinder
intervention. Unresolved trauma that occurred early in life may present barriers to
help seeking for older adults. Early life trauma may include physical abuse, sexual
abuse, neglect, or discrimination. Those elders who experienced trauma across an
intersection of identities (e.g., race, gender, sexual orientation), as they aged and
became reliant on others for care, especially forced vulnerability to those who may
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otherwise discriminate against them, may experience substantial stress. For sexual
minorities, in particular, homophobia serves to keep victims from seeking help.
Legal discrimination against them may make it extremely difficult for them to
leave an abusive relationship, and internalized homophobia and social prejudice
may lead to self-neglect and isolation (Balsam and D’Augelli 2006).

Issues related to intimate partner violence cut across all races and ethnicities
and sexualities in old age. For example, in a study of domestic violence against
older women, eleven concepts appear to be connected to barriers to help seeking.
Of these concepts, seven are connected to both domestic abuse and barriers to
help-seeking and include isolation, jealousy, intimidation, protecting the family,
self-blame, powerlessness, and spirituality. In addition, isolation, jealousy, and
intimidation are abuser driven. Those concepts related more directly to barriers to
help seeking only include hopelessness, secrecy, concern for the abuser, and the
justice system response. The concepts of protecting family, self-blame, power-
lessness, secrecy, hopelessness, and concern for the abuser are victim driven. The
justice system response concept does not appear to fit into either of these cate-
gories (Dunlop et al. 2005). Dunlop et al. indicate that the preponderance of
participants in the study, both non-victims and victims, view the justice system as
the correct and appropriate cluster of institutions to address individual incidents of
domestic abuse. In addition, both groups of participants overwhelmingly agreed
that emotional abuse is as bad as, or worse than, physical abuse.

A major barrier in the implementation of services for older adults experiencing
intimate partner violence is that the responses and interventions of many women’s
shelters are designed for younger victims of abuse and domestic violence. Often,
shelter staff members do not have knowledge about issues of aging, disability, or
health and mental health issues that elders may experience. For older victims,
restrictions on the length of time women can stay in shelters may create further
barriers, especially when the victim has no other recourse. Moreover, expectations
for what victims will be able to do, such as enter the workforce, may be unrea-
sonable for older victims given their age, support networks, education, health and
other life experiences (Reingold 2006; Vinton 1992).

Finally, geographical location may impose additional barriers to help-seeking
and increase risk for continued abuse and neglect for older adults. For example,
people in rural areas tend to have fewer available services, a lack of access to
public transportation, are more isolated, and have decreased access to family
support because of the family’s relocation. Older adults living in rural areas may
have inadequate healthcare and limited access to aging network services. In a
study of elder abuse and neglect among rural and urban women, more rural women
were represented in physical abuse, emotional abuse, and deprivation categories
(Dimah and Dimah 2004). The factors of poverty, remoteness, and higher levels of
need for medical and mental health care among older adults in rural areas further
exacerbate an elder’s risk potential for abuse and neglect. In addition, issues
related to culture can either enhance or impede intervention and prevention efforts.
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Legal, Forensic, and Legislative Issues

Although federal and state laws address elder abuse, neglect, and exploitation,
state law is the primary source of sanctions, remedies and protections related to
elder abuse. According to Straka and Montminy (2006), responses to elder abuse
are largely shaped by legislative context. Several federal laws relate specifically to
elder abuse and neglect; however, none of these laws provides broad regulatory
mechanisms for state or local programs established specifically to support services
for victims of elder abuse (Center for Elders and the Courts, nd). Key federal laws
include these:

1. Elder Justice Act of 2009, which was enacted in March 2010 as part of the
Patient Protection and Affordable Care Act (P.L. 111–148). The Act, passed but
as yet unfunded, coordinates elder abuse detection and prevention programs
within the Office of the Secretary of Health and Human Service (HHS). It
established the Elder Abuse Coordinating Council and an Advisory Board on
Elder Abuse, Neglect, and Exploitation. The Act also requires owners, opera-
tors and employees of long-term care facilities to report suspected crimes
committed in their facilities and to provide 60 days written notice to the HHS
Secretary and the state of a facility’s impending closure. The notice must
include a plan for transfer and adequate relocation of all residents. See Table 4
for components authorized by the Act.

2. Older Americans Act (under Title 7) contains definitions of elder abuse and
authorizes federal funding for the National Center on Elder Abuse, which
collaborates with several organizations to promote and support elder abuse
awareness initiatives, multidisciplinary responses to elder mistreatment, and
professional training and education.

3. Violence Against Women Act, which established federal domestic violence that
may be applied in cases of elder abuse. These federal crimes are limited to
abuse that occurs in the federal territories or involves crossing state, federal, or
tribal boundaries in the commission or attempted commission of a crime of
violence against an intimate partner, to stalk or harass, or to violate a qualifying
protection order.

4. Elder Victims Act of 2009 is designed to authorize grant funding for training
state and local prosecutors, courts, and law enforcement personnel handling
elder justice-related matters. This act also established the Elder Serve Victim
program to facilitate and coordinate emergency services to victims of elder
abuse (Center for Elders and the Court, nd.).

Other avenues of protection against elder abuse include state laws, adult pro-
tective services, criminal law, civil remedies, probate codes or trusts and estates
statutes, the Long-Term Care Ombudsman Program, and institutional abuse laws.
One area in which the law and forensics have fallen short is their failure to
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consider the link between intimate partner violence and elder abuse, which in turn
limits knowledge about the most effective response strategies for this group of
older victims (Payne 2008).

Trans-Disciplinary Approach to Intervention

Elder mistreatment permeates every segment of society. Informed citizens and
professionals who work with the elder population must understand the magnitude
of violence against older people, as it affects them as well as their families and
future generations. Indeed, professionals need better training around intervening
with perpetrators, planning for the safety of elders and effective response strate-
gies, understanding the dynamics that distinguish mistreatment involving older
adults from that involving younger victims, recognizing legal and forensic pro-
cedures, and recognizing age, gender, and culturally specific service needs (Payne
2008).

Thus, as suggested above, the provision of services to elders requires a trans-
disciplinary approach in order to develop effective interventions and relevant
social policies in response to abuse and neglect. Payne (2008) offers several policy
recommendations for human and social service programs: (1) current elder abuse
training content should be reviewed to make sure that the trainings include a focus
on interventions with abusers, communicating lethality, and worker safety; (2)
development of specific training courses devoted to elder abuse cases involving
domestic violence; (3) development of policies mandating or requiring workers to
participate in domestic violence training; (4) development of elder abuse/domestic
violence Web-learning to enhance current training techniques; and (5) collabora-
tive training between domestic violence professionals, adult protective services,
and other human services professionals.

Table 4 Components authorized by the Elder Justice Acta

Stationary and mobile elder abuse forensic centers to develop forensic markers, methodologies
for intervention, forensic expertise, and capacity to collect forensic evidence

Enhancement of long-term care through programs to recruit, train and retain long-term care staff;
programs to improve management practices; and adoption of standards for electronic
exchange of clinical data

Grants to enhance the provision of adult protective services by state and local agencies and to
conduct demonstration programs to test training in and methods to detect and prevent elder
abuse and financial exploitation

Grants to support long-term care ombudsman programs
Evaluations of grant funded activities
A national institute for training, technical assistance, and development of best practices to

improve investigations of elder abuse reported in long-term care facilities

a As noted in the text, the Elder Justice Act has been passed, but no money has been devoted to its
implementation
Adapted from the Center for Elders and the Courts
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Similar to trans-disciplinary approaches, in the 1950s, Madeleine Leininger
introduced transcultural nursing to the healthcare field to improve the cultural
needs of patients (Orlovsky 2004). Other disciplines in human services and social
sciences have followed suit with the inclusion of cultural competence as a com-
ponent of their codes of ethics (e.g., American Psychological Association, Certi-
fied Rehabilitation Counselor Commission, National Association of Social
Workers) to accommodate cultural differences.

A trans-disciplinary approach to both prevention and intervention can lead the
way for health and human service providers, law enforcement, and community
partners as first responders to maximize care and safety of elders who are victims
of mistreatment. In addition, a continuum of trans-disciplinarily driven prevention
and intervention initiatives may assist in a better understanding of human devel-
opment and a lifespan perspective of elders. As service providers from many
disciplines come together in response to elder mistreatment, the potential for an
effective, holistic approach may well be the outcome.

Conclusion

Elder mistreatment is an expanding problem because of an older adult population
that is living longer than ever before in history. A variety of factors discussed
earlier in this chapter put elders at risk for mistreatment. Elder mistreatment occurs
across different cultures and ethnic groups and other facets of identities, in various
settings, and most commonly at the hands of family members.

The magnitude of the problem is gaining visibility at local, state, and national
levels. Elder mistreatment most immediately affects the individual elder, but
efforts for prevention and intervention must take other systemic factors into
account if any efforts are to be sustained and successful. It is crucial that agencies
and entities that provide services to elders and address the problem of elder
mistreatment are equipped with adequate and appropriate resources to do so. This
imprimatur means appropriate funding and training for professionals. At this point,
many curricula in many disciplines barely address the problem and too many do
not at all. Elder mistreatment should be recognized as a problem that is reflective
of societally held values, some of which impede efforts to address the problem:
ageism, sexism, individualism, victim-blaming, and familial norms. Initiatives that
fail to take into account challenges and opportunities at all levels will inevitably
prove unsuccessful, despite the best of intentions or for that matter, a misdirected
and unaccountable infusion of dollars.

Finally, it is critical to understand those who perpetrate mistreatment as well as
the systems that are designed to intervene to address the problem. Such efforts will
be best approached when researchers and educators enter into efforts with prac-
titioners and elders themselves so that evidence-based approaches to the problem
are developed and implemented. Without a deep understanding of the complexities
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involved in elder mistreatment, abuse and neglect of elders will continue to
increase rather than be abated by a holistic, comprehensive approach to decrease
and, eventually eliminate, the problem.
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Resources: Websites

Adult Protective Service: (may be found in each state as a link to the state government website)
Administration on Aging: http://www.aoa.gov/AoARoot/index.aspx
American Psychological Association—Elder Abuse and Neglect In Search of Solutions: http://
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International Network for the Prevention of Elder Abuse: http://www.inpea.net
National Abuse in Later Life Resource Directory (2011): www.ncall.us
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National Center on Elder Abuse: www.ncea.aoa.gov
National Committee for the Prevention of Elder Abuse: http://www.preventelderabuse.org
National Long Term Care Ombudsman Resource Center: www.ltcombudsman.org
Senior Service Association: http://www.seniorserviceassoc.org/elder_abuse.html
Survivor Project: LGBT Elder Abuse and Neglect Issues: http://www.survivorproject.org/

elderabuse.html
WomensHealth.gov: http://womenshealth.gov/aging/safety-abuse/elder-abuse.cfm
World Health Organization: http://www.who.int/aging/projects/elder_abuse/en/
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Resources: Training Modules

Help Guide—Reporting Elder Abuse: http://www.helpguide.org/mental/reporting_elder_abuse.
htm

National Center on Elder Abuse: http://www.ncea.aoa.gov/training/index.aspz
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LATIN@ ELDERS: Securing Healthy
Aging Inspite of Health and Mental
Health Disparities

Catherine K. Medina and Lirio K. Negroni

Abstract The elder population is the fastest growing subgroup of the U.S. This
demographic reality has been referred as the ‘‘graying of America’’ and is the result
of improved and longer life expectancy of elders because of the medical advances,
technology, lifestyle choices and the ‘‘baby boomer’’ generation. The ‘‘graying of
America’’ is also ethnically and racially diverse, and Latin@s are the fastest
growing segment of the elder population. This chapter discusses the diversity
among Latin@ elders and addresses their perceptions of aging and well-being given
their diverse realities and existing health and mental health disparities. Using a
social justice frame, the authors examine Latin@ health and mental health dis-
parities and the intersectionality of particular social determinants of health:
acculturation and health status, chronic illness and the Hispanic mortality paradox,
poverty, adjustment to daily living and health literacy. In spite of health disparities
that result from structural inequalities, the authors emphasize three positive influ-
ences that affect healthy aging by Latin@ elders: (1) family relationships, (2) social
support networks, and (3) health/mental health service delivery system within a
community context. The authors illustrate community programs as best practice
models that include cultural competence and interprofessional collaborations that
challenge the structural inequities to reduce health and mental health disparities
within the Latin@ elderly population.

Since the twentieth century, the United States (U.S.) and the global world have
experienced an unprecedented growth in the number and proportion of older adults
(Vincent and Velkoff 2010). The elder population is the fastest growing subgroup

Latin@s is used in this chapter. The @ sign is the deference to the quite recent determination to
develop and use nonsexist language and to identify with Latin America (Wallerstein 2005).
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of the U.S. This demographic reality has been referred to as the ‘‘graying of
America’’ and is the result of improved and longer life expectancy of elders
because of medical advances, technology, and lifestyle choices. Another factor
influencing the number of elders is the ‘‘baby boomer’’ generation, consisting of
individuals born from 1946 to 1964, when our nation experienced an unusually
high post-World War II increase in birthrates. As the austerity of the Great
Depression and the war years was replaced by economic security, the baby boom
was a temporary aberration in the long-term trend of declining fertility in the U.S.
(Barusch 2009). Since the 1970s, the U.S. has experienced a decline in fertility and
an increase in longevity. Therefore, increases in the elder proportion of the pop-
ulation are attributed to a decline in both death and birth rates. By 2030, it is
forecasted that one in five Americans will be over the age of 65 and this will put
unprecedented demands on social programs serving elders.

The ‘‘graying of America’’ is also ethnically and racially diverse, and Latin@s
are the fastest growing segment of the elder population. Minority populations have
increased from 16.3 % of the elder population in 2000 to 20 % of elders in 2010,
and are projected to increase to 24 % of elders in 2020. Between 2010 and 2030,
the White population 65+ is projected to increase by 59 % compared with 160 %
for older minorities, with Latin@ growth projected at 202 % (U.S. Census Bureau
Decennial Census 2010). The Latin@ elder population 60 and over is projected to
quadruple over the next quarter century, and by 2030 it will be the largest pop-
ulation of minority elders (Tucker et al. 2010). Currently, Latin@ elders constitute
a large group (8 %) and by 2019, the Latin@ population 65 and older is projected
to be the largest racial/ethnic minority in this age group [Administration on Aging
(AOA) 2010]. This Latin@ boom is driven by the fact that Latin@s live longer
than their White counterpart. Contrary to expectations based on Latin@s’ lower
socio-economic profile and living conditions, national studies have documented
lower-age adjusted and income-adjusted mortality rates due to heart disease,
stroke, and cancer among Latin@s relative to Whites (Falcon et al. 2009; Stratton
et al. 2009). This phenomenon of longevity has been termed the Latin@ or Hispanic
epidemiological paradox and will be further explained in the acculturation and health
status section.

Despite longer life expectancies, Latin@ elders face mental health disparities.
There is some evidence that depression among Latin@ elders is slightly higher
than for the general population and that depression is strongly associated with
physical illness for Latin@ elders (Chavez-Korell et al. 2012; Falcon and Tucker
2000; Areán et al. 2005). According to the Center for Disease Control and Pre-
vention (CDC 2012) Behavioral Risk Factor Surveillance System (BRFSS),
Latin@ elders had a higher prevalence (13.2 %) of frequent mental distress (FMD)
compared to their White (8.3 %), and Black and non-Hispanic counterparts
(11.1 %). This same study indicated that Latin@ elders (14.5 %) were slightly
more likely to report a lifetime diagnosis of anxiety disorder compared to White
(12.6 %), Black (11 %) and other non-Hispanic older adults (14.2 %). Latin@
elder mental health status can be impacted by many factors such as coping with
life changes and loss, impact of acculturation within the family, lack of supports
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and limited access to services. These factors create conditions for the development
of depression and anxiety in Latin@ elders which affects health and well-being.

This chapter discusses the diversity among Latin@ elders and addresses their
perceptions of aging and well-being given their diverse realities and existing
health and mental health disparities. Aging is a fundamental aspect of the life
cycle, and one of continuing development. According to Rowe and Kahn (1998),
the goal of healthy aging is to minimize decline by emphasizing the importance of
maintaining health, mental functioning and active engagement in life. Yet Cohen
(2005) recognizes the huge potential for positive growth in later life. Using a social
justice frame, the authors examine Latin@ health and mental health disparities and
the intersectionality of particular social determinants of health. Social determi-
nants are defined as the conditions in which people are born, grow, live, work, and
age, including the health system [World Health Organization (WHO 2011)]. Social
justice promotes a fair and just society that upholds the right to equality of access,
opportunity, and outcomes for all individuals (Rawls 1971). This view of social
justice refers to egalitarian theories that contend that distributive justice redress
existing social and economic inequalities by redistributing resources. As a moral
imperative, distributive justice calls for distributing goods to provide the greatest
benefits to the least advantaged members in society in a fair and just matter (Rawls
1971; Iatridis 1994). The authors discuss the following social determinants of
health in relationship to the well-being of Latin@ elders: acculturation and health
status, chronic illness and the Hispanic mortality paradox, poverty, adjustment to
daily living and health literacy from a social justice perspective.

The final section of the chapter proposes ways in which Latin@ healthy aging
can be promoted with particular consideration of community interventions and
interprofessional collaborations. These proposed practices will be discussed from a
social justice perspective because the national and global health environment
requires social scientists and healthcare providers to expand their knowledge base
about health and well-being and to promote health equity for all.

Theoretical Framework: Well-Being and Healthy Aging
from a Social Justice Perspective

The U.S. health care delivery system, especially in older life, focuses on health as
the absence of disease by curative treatment, and in the presence of disease that
directs care to stabilizing acute exacerbation of chronic disease by symptom
management (Day 2010). The definition of health as the absence of disease keeps
the discourse in the realm of the health care industry, as it is currently structured,
with an emphasis on medical and technological efforts to diagnose and cure
disease. An alternative system of care views healthy aging as one that centers on
the multidimensional human capacity to thrive and flourish from prenatal to end-
of-life. For example, healthy aging would be a normal life span that emphasizes
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well-being as a dynamic state. The elder continues to develop their potential,
works productively and creatively, builds strong and positive relationships and
contributes to their society. When theorists argue that healthy aging encompasses
human thriving, human dignity and self-determination, they are connecting health
and social justice (Day 2010; Powers and Faden 2006; Nussbaum 2006). Social
justice promotes a fair and just society that upholds the right to equality of access
to goods and resources, opportunities, and the probabilities of life chances for
actualizing successful outcomes for all societal members. Healthy aging is a
function of a just society, allowing all members of society their human capacity to
thrive and flourish.

Diversity Within Latin@ Elders

Although the research literature refers to the Latin@ elder population as one
group, Latin@ elders are quite diverse and culturally fluid. Latin@ elders represent
21 nations from Central and South America (including Brazil), Mexico and the
Spanish speaking Caribbean. Among Latin@ subgroups Mexicans are the largest
group in the U.S., followed by Puerto Ricans, Cubans, Salvadorans, and Domin-
icans (CDC 2012). Increasingly, Latin@ immigration to the U.S. is coming from
Central and South America. Within-group differences exist on the basis of
sociopolitical and economic histories within their countries of origin, immigration
and migration experiences, specific customs, and their mixed racial backgrounds
(Negroni-Rodríguez and Morales 2001). Most Latin American populations have
White (European), Black (African), and Native Indian heritage. Most Latin@
elders share a history of colonization by Spain, a connection to the Catholic
Church and Spanish as the primary official language, except for Brazil, and the
diversity of indigenous languages spoken in mainly Mexico and Central America
(Náthuatl, Zoque, Chontal, Miskito, and Mayan languages). Their self-identity as
members of the same ethnic group is influenced by this history and by the sharing
of similar cultural values, beliefs and traditions such as confianza (trust in rela-
tionships), familismo (centrality of family) and respeto (respect for elders or
individuals with experience) .

Latin@ elders residing in the United States comprise of two groups: those who
were born and raised outside the United States and immigrated at some point in
their childhood or adulthood (foreign-born) and those who were born in this
country (native-born). In regards to Puerto Rican elders, because they are U.S.
citizens, they have a different migration history that occurred in two different
cohorts. The first cohorts are Puerto Ricans from the mainland (Puerto Rico) who
migrated to stateside (U.S) in the 40 and 50s because of the need for economic
security. The second cohorts consist of those Puerto Ricans who arrived at
stateside in the last decades for education and health reasons or to accompany or
reunite with relatives. Latin@ elders are more likely to be foreign-born than
native-born (Motel and Patten 2013). This distinction is important because
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membership to each category presupposes different challenges concerning social
determinants of health for healthy aging, such as health status, level of accultur-
ation, access and use of services, health literacy and language proficiency in both
languages (Spanish and English).The intersectionality of social determinants and
health and mental health disparities will be further discussed.

Also depending on the period of immigration or migration to the U.S., many
Latin@s elders may have experienced racism and discrimination resulting in a lack
of access to goods and resources. Racism and discrimination were more openly
practiced and accepted than in present times (Ramos 2007). Elders with an African
heritage may have experienced additional burdens, given the prejudices and racism
against Blacks (Aguirre and Turner 1995, cited by Ramos 2007, p. 49). The
discrimination might have denied access to employment, health care, housing,
insurance and a living wage. The interpersonal (person to person) and institutional
(inherent in structural systems) racism presents major challenges to illness
prevention, healthy outcomes, and overall well-being in Latin@ elders.

Latin@ Elders Perceptions of Aging and Well-Being

In the Latin@ culture old age is highly valued and considered a time when the elder
enjoys the rewards for a life lived according to one’s cultural values (Beyene et al.
2002). For many Latin@ elders aging is not just about chronologically maturing
into old age, it is a twofold process. Aging is viewed from the perspectives of one’s
physical conditions (functional role) and one’s ‘‘spirit’’ (relational function). For
Latin@s there may be a difference between ‘‘being old’’ and ‘‘feeling old’’. ‘‘Being
old’’ is associated with the person’s inability to carry out daily activities while
‘‘feeling old’’ depends on the person’s spirit based on perceived self-esteem derived
from their relational status with family members (Beyene et al. 2002). Feelings of
well-being may be influenced by the type of family interactions and sense of
fulfillment based on culturally defined roles they have in family interactions. The
elders’ sense of morale is supported by their perceived closeness with their adult
children, family and extended family members. Latin@ elders who expressed
unsatisfactory family relations defined their health status as poor. These Latin@
elders expressed feeling lonely, and perceived aging as a very sad phase of their life.
On the other hand, those who had satisfactory family relationships defined their
health status as good, and portrayed a positive perception of aging (Beyene et al.
2002).

In most Latin@ families, respect (respeto) for elders is an important value
taught to children very early in life (Sanchez-Ayendez 1988). Because Latin
American cultures have norms and values that reflect a high level of positive
valuation for the elders, children have social and moral obligations to support elder
parents (Ortiz 1995; Vega 1995; Sotomayor 1992; Paz and Applewhite 1998;
Beyene et al. 2002). Therefore, it is common for Latin@ elders to live with family
members not only as a result of health or economic necessity, but because of
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culturally bound expectations governed by norms of mutual reciprocity among
families (Vega 1995; Angel and Tienda 1987). Latin@ elders expect to be
respected and valued. In the Latin@ community there is the cultural expectation
that family members take care of the needs and best interests of their older adults
(Vélez and Cole 2008), and treat them with respect. Children feel an obligation
and responsibility to reciprocate for the care and love they received. Female family
members may encounter a higher level of stress in caring for their elders, as they
are the ones expected to provide most of the care.

Acculturation aand other factors can influence how a Latin@ elder is cared for
and treated. Some families lack awareness of the elder’s value orientation about
family and aging; others may not realize the challenges faced by their elders as a
result of their immigration, migration and acculturation process (Negroni 2012).
Sometimes the younger generations do not understand what it means for their
elders to grow old in a new country and culture. This can be a source of stress and
pain both for the elders—who may feel they are not as important to the family—
and for the family. In turn, there is a strain on the relationship and this can trigger
feelings of insecurity, fear, incompetence, frustration, anger, grief, and separation
for both generations.

Although many Latin@ elders rely on their families for support during this life
span, Rosnick and Reynolds (2003) note the importance of control for Latin@
elders in decision making about the course of their life. Other researchers have
examined the importance of autonomy and the desire to control their lives
(Heyman and Gutheil 2010). Control and autonomy are factors that influence self-
determination to promote healthy aging, human thriving, and well-being. The
human capacity of Latin@ elders to control bodily health, bodily integrity, and
engage in practical decision-making about their health is to maintain dignity and
self-determination throughout the aging process (Nussbaum 2006).

Another factor that influences the relational function of ‘‘spirit’’ and a positive
aging process is the Latin@ elders’ relationship to religion. Religious and spiritual
beliefs and faith play an important role in helping Latin@ elders cope with the
stressors of old age (Negroni 2007; Krakauer et al. 2002; Phipps et al. 2003).
Because of their religious roots they believe that God will help them deal with
their problems (Aranda and Knight 1997). They often state ‘‘Está en las manos de
Dios’’—meaning the issue is in God’s hands. This cultural expression is within the
context that the Latin@ elder is in a spiritual relationship with a supreme being
and that the locust of control about a situation is restored. It is not in the context of
fatalism or helplessness, but rather in the context of a spiritual relationship with a
source of power. Aging is regarded as a gift from God even when people’s health
status is poor (Beyene et al. 2002). According to Heyman and Gutheil (2010),
research indicates that older Latin@ adults often turn to their churches and
embrace the concept of God’s will.
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Health and Mental Health Disparities: Intersectionality
of Social Determinants of Health

According to the Institute of Medicine (IOM), there has been a long-standing and
well-documented pattern of health disparities for certain groups in the U.S. These
health disparities refer to differences in the incidences, prevalence, mortality, and
burden of diseases and other adverse health conditions that exist among specific
population groups in the U.S. (National Institute of Health 2000). Specifically,
health disparities refer to those avoidable differences in health that result from
cumulative social disadvantage.

The discussion on Latin@ elders’ health and mental health requires a multi-
dimensional view and analysis of the different social determinants of health that
occur within the context of power and oppression and how these determinants are
the cause of health disparities (World Health 2011). Social determinants include
the circumstances in which people are born, grow up, live, work and age, and the
systems put in place to deal with illness. These circumstances are in turn shaped by
a wider set of forces: economics, social policies, and politics (World Health 2013).
When examining the intersectionality of these determinants among Latin@ elders,
it is essential to remember their status as an underrepresented and oppressed group.
Different social determinants that impact elders’ potential for health and well-
being come from the larger societal system both in their countries of origin and the
U.S., their families and themselves (Parra-Cardona et al. 2007).

Higher rates of chronic illnesses and longer years of disabling conditions may
define the aging experience of many Latin@ elders (Angel et al. 2005; Ruiz and
Ransford 2012). Findings from the 2011 National Health Interview Survey and other
research indicate that Latin@ elders have higher poverty rates, lower education and
greater risk factors related to environmental barriers (physical health, language,
access to quality care). In the context of health disparities, social justice refers to the
minimization of the social and economic conditions that adversely affect the health
and well-being of Latin@ elders. In the next section, relevant social determinants of
health that influence Latin@ elders aging and well-being are discussed. Among the
factors that intersect and can increase health disparities for Latin@ elders are:
acculturation and health and mental health status, language and health literacy,
chronic illnesses and the Hispanic mortality paradox, limited adjustment to daily
living, poverty, lack of access to quality health care, and social supports (CDC 2012).

Acculturation and Health and Mental Health Status

Franzini et al. (2002) define acculturation as the process by which an individual
raised in one culture enters the social structure and institutions of another, and
internalize the prevailing attitudes and beliefs of the new culture, while simulta-
neously retaining aspects of one’s culture of origin. Several studies demonstrate that
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there is a relationship between acculturation, health and mental health, and findings
indicate that the more a group acculturates to the dominant culture, their physical and
mental health disparities move closer to minority health disparities in the U.S.
(Coonrod et al. 2004). The research suggests that Latin@ foreign-born have better
health outcomes than U.S. native-born because they are less acculturated and have
not adopted U.S. health risk behaviors (smoking, consumption of alcohol or other
drugs), nor have the extended exposure to the cumulative social stress resulting from
U.S. racism and structural discriminatory practices toward low-socio-
economic status minority populations previously mentioned.

Too often the native Latin@ in the U.S. knows the burden of economic inse-
curity, lack of access to health care, lack of health insurance, and lack of health
literacy because of poor language proficiency. The cumulative stress for native
Latin@ elders come from years of exerted energy to respond against difficult odds
when one does not have the necessary resources to cope when confronted with an
external stimulus [(stressor i.e. lower social status, racism, discrimination, lack of
resources) (LaVeist 2005)]. This experienced stress can lead to emotional, behav-
ioral and physiological changes that can put the native Latino elder under greater
risk for developing mental disorders and physical illnesses. Latin@ adults consis-
tently show that they have poorer health than Whites of the same age group across
measures of disease, disability, and self-assessed health (Dilworth et al. 2012).

Existing findings raise questions regarding the role of acculturation and other
factors on self-assessed physical well-being. For example, in the study by Beyene
et al. (2002) with foreign-born mostly Central American and Mexican elders, most
of whom had lived in the U.S. for 20 years or longer, participants rated their health
as good to excellent (61.7 %), fair (25 %), and poor (13.6 %). Yet in the study by
Negroni-Rodriguez and Bok with mostly Puerto Ricans who had lived in the U.S.
an average of 30 years, participants rated their health as fair (65 %), and poor to
very poor (17.3 %). Min and Barrio (2009) found a significant difference on self-
assessed health status with 60 % of Mexican-Americans rating their health as
either ‘‘fair’’ or ‘‘poor’’, compared with only 23.3 % of non-Latino Whites. These
findings suggest that more research needs to be conducted with the different
Latin@ subgroups because of the varying socio-political factors that influence the
relationship between acculturation and self-assessment of physical well-being.

Although there is a dearth of recent data on Latin@ elder’s acculturation and
mental health status, researchers acknowledge that Latin@ elders’ help-seeking
patterns and English language limitations, along with the experiences of immi-
gration and adjustment to a new country are stressors that can influence the
development of mental health problems. Studies document a slightly higher level
of depression among Latin@ elders than among the general older adult population
(Arean et al. 2005; Falcon and Tucker 2000; Gonzalez et al. 2001). In the Negroni-
Rodriguez and Bok (2004) study, Latina elders reported feeling depressed
(65.2 %), having anxiety problems (60.9 %) and having problems with their
memory (43.5 %). These women were born and raised outside of the United States
(100 %), lived alone (61 %), identified family as their primary source of support
(74 %) and primarily spoke and preferred to be addressed in Spanish (100 %).
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Most research on Latin@ elders’ mental health and acculturation generally
focuses on caregivers (Janice et al. 2009; Min and Barrio 2009). The study by Min
and Barrio (2009) addressed caregiver’s preferences and showed that Latin@
elders (45.4 %) are more likely to prefer informal caregivers such as promotores
(as) than formal/paid helpers compared to non-Latin@ whites (16.7 %). Regarding
cultural values about the role of caregivers, more Latin@ elders than non-Latin@
elders agreed that adult children should be more responsible than the elders parents
themselves for making long term care arrangements (74.2 % vs. 33.3 % respec-
tively); and that care should be provided by family members, not by an outsider
(73.3 % vs. 32.6 %). Those who agreed to these two statements were three times
more likely to select an informal caregiver than those who disagreed (Min and
Barrio 2009).

Language and Health Literacy

For many Latin@ elders, language discordance between their medical provider
and themselves has been cited as a particular structural barrier to accessing quality
health services (Born et al. 2004). Communication with health care providers may
not be effective because of the language barrier or sometimes medical information
is lost in translation. A recent study to understand cultural competence found that
Latin@s experienced language-based discrimination related to their medical
encounters (Napoles-Springer et al. 2005).

There is a growing interest in health literacy as a major factor contributing to
medical adherence. Health literacy refers to ‘‘the degree to which individuals have
the capacity to obtain, process, and understand basic health and service needed to
make appropriate health decisions’’ (Hispanic Health Council 2006, p. 14).
According to this profile, current research indicates that over 90 million people
(including English speaking individuals) in the U.S. struggle to understand basic
health information such as reading materials, prescription labels, filling out
medical and insurance forms, and communicating with their providers. The dis-
proportionate low level of educational attainment and the large portion of Latin@s
elders who are monolingual in Spanish are factors that influence their degree of
health literacy and their adherence to medical treatment.

Chronic Illness and the Hispanic Mortality Paradox

Among Latin@ elders there is a prevalence of chronic illness with 85 % reporting
at least one chronic illness, while others reported two to four chronic illnesses
(Villa and Torres-Gil 2001). In a study of 83 Latin@ elders, Beyene et al. (2002)
reported that the most frequent chronic illnesses were arthritis (88 %) followed by
heart disease and hypertension (34.2 %), and diabetes (30.1 %). On the favorable
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side, Latin@s tend to have lower mortality rates. This finding has been referred to
as the Hispanic epidemiological paradox or the Hispanic mortality paradox
(Franzini et al. 2002). Franzini et al. offer four different explanations for the
Hispanic epidemiological paradox. The first is poor-quality data reporting. Prior to
1978, death rates for Latin@s were not collected by providing a separate category
for Latin@s; instead, they were estimated by Latin@ categorized surnames. This
resulted in inconsistencies in counts of Latin@-origin decedents that may have a
European sounding surname such as one of the authors of this chapter. This type of
data collection leads to misclassification and underestimation of deaths that occur
among Latin@s. Often the data on death rates among Latin@s is under-reported or
not collected at all (LaVeist 2005; Medina 2011).

The second plausible, and most common, explanation given is the ‘‘salmon bias’’
phenomenon. The coining of the ‘‘salmon bias’’ hypothesis is based on salmon
swimming upstream to spawn before their death (LaVeist 2005, p. 277). Similarly,
it is hypothesized that Latin@s return ‘‘home’’ (to their country of origin) when
they become seriously ill or reach mature age. Therefore, their deaths are not
recorded in U.S. statistics, producing an artificial death rate for Latin@s. This
hypothesis has been refuted by some studies (Abraido-Lanzo et al. 1999). The third
explanation is that only the healthiest individuals will migrate to the U.S. from other
countries. Studies support that newly arrived migrants have better health status than
persons in their country of origin (Marmot et al. 1984). This healthy migrant effect
has been argued by Abraido-Lanza et al. who state that all migrants from Europe
should have this selective migration advantage. The final explanation of the His-
panic mortality paradox is the distribution of health risks and protective factors
among Latin@s. Although many Latin@s have definite health risks through their
life span such as lower rates of immunizations, higher prevalence of hypertension,
unintentional injuries, and living in environments with poorer quality of air and
exposure to biological, chemical and other toxin elements, they also show lower
rates of smoking, a higher proportion of women getting prenatal care, and a higher
fruit and fiber diet than Whites (LaVeist 2005; Medina 2011).

The resiliency of the Latin@ population through their family and community
networks has been a source of strength, and can be a protective factor for cumulative
stress in their environments (Stratton et al. 2009). How these factors contribute
to lower mortality rates or healthy outcomes for Latin@s is an area for future
research. An understanding of the Hispanic epidemiological paradox is worth
investigation, because how health risks and protective factors translate into health
outcomes may play a role in lowering incidence rates of certain diseases in Latin@s.

Limited Adjustment to Daily Living

Similar to other elders, maintaining functional independence is important for
Latin@ elders and their families. The process of dependence can be slowed down
if elders are able to successfully adjust to life changes, and if they are cared for
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appropriately. In 2008, 9.2 % of Latin@ elders aged 65+ needed help from other
persons for personal care as compared to 5.7 % for non-Hispanic Whites and
10.3 % for non-Hispanic Blacks (AOA 2010). A study by Villa and Torres-Gil
(2001) found that 45 % Latin@ elders reported difficulty with adjustment to living
tasks such as: managing hygiene, toileting, dressing, or ambulating around the
house. Other research indicated that compared to Whites, twice the number of
Latin@ elders reported difficulty in performing instrumental activities of daily
living such as: using the phone, shopping, managing their money, or doing light
housework (AOA 2012; Hazuda and Espino 1997). The ability to perform these
ADLs competently can be threatened by the presence of diseases and disability.
Collins et al. (2002) found that Latin@s elders reported their health as fair to poor
because of their high level of physical disability and functional limitations. From a
social justice perspective, the high level of poverty along with low educational
levels, can limit Latin@ elders’ access to the resources that can guarantee quality
of life. When elders cannot perform their daily activities they will need help.
Conditions such as the lack of support systems and limited care giving services
resulting from the structural factors discussed in this chapter can make this needed
help less available.

Poverty

In 2010, almost 3.5 million elders (9.0 %) in the U.S. were living below the poverty
level (AOA 2012). Another 2.3 million (5.8 %) were classified as ‘‘near-poor’’
(calculated as income between the poverty level and 125 % of this level). Among
those who fell below the poverty level, 6.8 % were Whites, 18 % were African
Americans and 18 % were Latin@s. Higher poverty rates were found in cities
(11.2 %) compared to rural areas (10.4 %). Most Latin@ elders live in cities with a
majority residing in the following four states: California (27 %), Texas (19 %),
Florida (16 %) and New York (9 %). Older women had a higher poverty rate (10.7 %)
than older men (6.7 %); and older persons living alone were more likely to be poor
(16 %) than older persons living with family members [(5.3 %); (AOA 2012)].

According to the National Hispanic Council on Aging (NHCOA), Latin@ older
adults are more likely to be wholly dependent on Social Security than any other
racial or ethnic group and without this financial support, 50 % or more Latino
elders would fall into the poverty level. When faced with such economic inse-
curity, elders alter their behaviors to save money. Despite their hard work
throughout their life, they are not able to save enough money to support their basic
needs in older age. In a national survey of older adults with diabetes in which the
majority of respondents (51 %) were of Latin@ descent, severe measures were
taken by these elders to meet their economic needs. Nearly one in five (19 %) cut
back on the use of medications, 20 % limited food intake and other essentials,
14 % increased credit card debt, and 10 % borrowed money from family and
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friends for medications (Piette et al. 2004). Lack of economic resources has been
shown to contribute to cost-related medication non-adherence (Heisler et al. 2007).

Because many older Latin@s do not live alone or reside in nursing homes,
families pool resources to meet basic needs (Fennell et al. 2010). According to the
AOA (2010) statistical profile of Hispanic Older Americans, 67 % of Latino older
men lived with their spouses, 15 % lived with another relative, 5 % lived with a
non-relative, and 13 % lived alone. For Latina women, 41 % lived with their
spouses, 32 % with another relative, 1 % with a non-relative and 27 % lived alone.
Although, the percent of older Latin@s living alone is lower than that of the
general population, the highest poverty rate of any elder group was experienced by
Latina women living alone. However, the percent of Latin@ elders living with
other relatives is almost twice that of the total general population (AOA 2010).
The high number of elders living with relatives may be related to the cultural
values of familismo and respeto which increases adult children’s sense of
responsibility for caring for their elder parents and the emphasis on the collective
in Latin@ families (Fennell et al. 2010).

Lack of Access to Health Care

Latin@s tend to underutilize health and mental health, social services, and other
public delivery systems, and drop out early after beginning treatment (Ortega et al.
2006; Sue 2003; Vega and Alegria 2001). Latin@s throughout the life span have
substantially lower rates of healthcare insurance compared to other ethnic and
racial groups (Medina 2011), and it has been reported that 31 % do not have a
usual source of health care (LaVeist 2005). Some of the difficulties with service
utilization may stem from the actual helping process itself. For a patient to adhere
to medical treatment, the process is dependent on the level of health literacy—‘‘the
degree to which individuals have the capacity to obtain, process, and understand
basic health and service needed to make appropriate health decisions’’ (Hispanic
Health Council 2006, p. 14). Because the United States has a complex health care
delivery system which involves many specializations and coordination of services,
the consumer is dependent on their level of health literacy to navigate their
healthcare (Medina 2011). For many Latin@ elders this can be a challenge
because of their low education attainment and lack of language proficiency in
English and sometimes Spanish will influence their level of health literacy and
their ability to access and utilize health care.

In Latin@ communities, many elders seek a natural helper—individuals that
people naturally turn to for advice, emotional support, and tangible aid (neighbor,
bodega (grocery) owner, botanica (herb shop with spiritual meanings) spiritualist
and/or healer) to help access and utilize healthcare services. Because of their skill
sets and expertise, natural helpers assist with referrals to external resources
(DiClemente et al. 2002). They are local residents that provide informal, sponta-
neous, culturally relevant healthy advice associated within the context of everyday
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living. Community residents will refer to them as madrinos/madrinas (godfathers/
godmothers) because of their access to resources based on their networks and ties
to local services and leaders that are central to many activities in the community.
The health prevention field has realized that the collaboration of formal systems of
care with natural helpers can influence health promotion and outcomes for Latin@
communities (DiClemente et al. 2002).

Viewed as a community support system of care not to replace specialized or
professional services, but to complement and foster an appropriate and cultural
response to clients’ and community needs, natural helpers are often trained by
health professionals. Medical providers will refer to the natural helpers as pro-
motores (as) who integrate information about health and the health care delivery
system into the Latin@ community’s culture, language and value system, thus
reducing many of the barriers to health access and utilization of services (Migrant
Health Promotion 2013). They also help make health care systems more respon-
sive to Latin@ elders. In a collective spirit, promotore (as) with the appropriate
resources, training and support influence the meaning of health, prevention, and
well-being. They link Latin@ elders to health/mental health care and social ser-
vices; educate elders about disease and injury prevention, and work to make
available services more accessible (Migrant Health Promotion 2013). Promotores
(as) mobilize Latin@ communities to create positive change toward well-being.

Latin@ elders generally are undertreated for mental health (Chavez-Korell
et al. 2012), and mental health services are usually provided by a primary health
care physician (Negroni-Rodríguez and Bok 2004). Understanding Latin@ elders’
use of health and mental health services requires an integrated inquiry that
incorporates factors such as views about well-being, health and mental health
problems, help-seeking patterns, availability of supports, and availability of ser-
vices. In their review of the literature, Kim et al. (2009) found lower rates of
mental health service use and different quality of care from mental health service
providers in foreign-born as compared to native-born adults. Their comparison
study between Asian and Latin@ elders documented that for Latin@ elders four
factors influenced their use of mental health services: being a younger elder, a
woman, having a mood disorder and self-rating their mental health as poor.

Social Support Networks

One of the many factors that leads to good health and long life is the amount of
social support a person enjoys (Donelly et al. 2001). Research documents that
individuals get innumerable benefits when they have adequate social supports
(Vega 2010), and social support networks are important social determinants of
health particularly for aging adults (Forster and Stoller 1992). Support systems
provide emotional, informational and instrumental assistance on an every-day
basis as well as at times of crisis. They also serve as a mechanism for helping
individuals maintain their cultural heritage. Their support systems can influence
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Latin@ elders’ view of their needs and problems and influence help-seeking
patterns and access to health care services (Negroni-Rodríguez and Bok 2004;
Negroni 2007). Negative interactions with those support systems, such as constant
criticism and belittlement from other people, can undermine emotional well-being.
Older adults who perceive themselves as socially engaged and supported are in
better mental and physical health than those socially isolated (Siebert et al. 1999).
The types of social support networks that Latin@s use include: nuclear and
extended family, friends, close neighbors, and church members. Religious activ-
ities, social clubs, merchants (markets, botanical shops, restaurants, and beauty
parlors) and senior centers are important sources of social support networks
(Delgado 1998; Negroni-Rodríguez and Bok 2004).

Although Latin@ elders depend primarily on their families, the availability of
family members to care for them may be limited. Different factors account for the
scarcity of such support, for instance, children facing their own stressors may find
it difficult or impossible to fulfill their filial responsibility (Moody 1998; Galla-
gher-Thompson et al. 2003, 2008); social support declines as a result of family
members becoming more Americanized and changing their views about aging and
caring for their elder; and/or because elders’ face the loss of significant supports
for instance, the death of a spouse or a significant other (Vega 2010). The stressors
and changes faced by caregivers not only can limit their availability but cause
negative interactions with the elders, such as constant criticism and belittlement,
and can undermine elders’ emotional well-being. Thus, the support provided by
non-family members is quite important and more now than in the past, Latin@
elders may seek their needed social support through their connections and net-
working with community resources (Gallagher-Thompson et al. 2008).

Best Practices: Community Efforts that Include Cultural
Competence and Inter-professional Collaborations
to Increase Latin@ Healthy Aging

Health disparities may be reduced through community participation that addresses
social determinants of health. As previously indicated, family, friends, and
neighbors represent the primary care givers and advocates of Latin@ elders.
Latin@ community organizations represent the next layer of support and help.
Throughout the United States local community efforts have been implemented in
cities, at the state level and nationally as a result of communities’ concerns about
the well-being of Latin@ elders. In the following section the authors will provide
examples to describe the focus of these efforts.

The National Hispanic Council on Aging (NHCOA) is considered the leading
national organization working to improve the lives of Latin@ older adults, their
families, and caregivers. NHCOA promotes, educates, and advocates for research,
policy, and practice in the areas of economic security, health, and housing. It has
been in existence for more than 30 years. The organization has identified four
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priority areas to work on: Health, Economic Security, Leadership Development
and Empowerment, and Housing. Within each area the organization has been
developing initiatives, addressing policy issues and conducting research. In the
area of health, NHCOA has been active in influencing the national agenda around
health and health care by implementing health promotion and education programs;
providing cultural competency training to physicians and patients; working on a
national level to prevent Medicare fraud within the Hispanic community; and
advocating on issues of critical importance to the health of Hispanic older adults,
their families, and caregivers, including the equitable implementation of the
Affordable Care Act or health care reform on Capitol Hill.

As indicated in 2007 by the U.S, Department of Health and Human Services
(DHHS), Latin@ elders may look to the leaders and staff in community organi-
zations for referrals to a wide range of services and for services themselves. In
different states there are community organizations focused on helping to educate
Latin@ elders on Medicare benefits, helping address language barriers and
advocating for optimal health/mental health service delivery. These community
organizations may provide medical care, counseling, nutrition programs, exercise
classes, or other programs (DHHS 2007).

The Latino Geriatric Mental Health Group of New York City (2007) was
organized with the representation from the Association of Hispanic Mental Health
Professionals, The Geriatric Mental Health Alliance of New York, the NYC
Department for the Aging, and the NYC Department of Health and Mental
Hygiene. They convened a meeting of more than 100 individuals to discuss how
services for the Latin@ elder population could be improved. Their discussion
resulted in seven major areas of focus: (1) language, (2) cultural competence,
(3) workforce development, (4) outreach and education, (5) home and community-
based services, (6) family support, (6) best practices, and (7) limited service
capacity. Together these organizations seek to better serve Latin@ elders. Among
their accomplishments are: involvement in the New York Governor’s Commission
on Hispanic Affairs leading to the development of the first bilingual/bicultural
psychiatric impatient and out-patient units in the City of New York; increased
awareness of Hispanic mental health issues by disseminating cutting edge Mental
Health knowledge through conferences (Association of Hispanic Mental Health
Professionals 2013); and advocacy for laws and programs that support older adults
(Geriatric Mental Health Alliance of New York 2012). Also, the Department for
the Aging (DFTA) has become the lead agency for implementation of the
59 strategies for improving New York’s livability for older persons.

In 2007, various federal organizations in the United States joined efforts and
created The Hispanic Elders Project, a pilot project that involved eight teams from
different metropolitan areas with large numbers of Latin@ elders. These teams
were charged with the task of assisting local communities in developing coordi-
nated strategies for improving the health and well-being of elder Latin@s. The
major purpose was to link Latin@ elders and their families with service providers,
medical care providers, community organizations, and public agencies to promote
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the use of the new benefits, prevention programs, and other initiatives that would
reduce health disparities among Latin@ elders (DHHS 2007).

The Latino Age Wave Initiative in Colorado and California is a project devel-
oped by the Hispanics in Philanthropy (HIP) organization and supported by grants
under their HIP Hispanic Aging program. The initiative’s goals are to expand and
strengthen services, advocate on behalf of Latin@ elders and raise awareness of
Latin@ aging issues. Another focus of this initiative is to engage Latin@ older
adults as advocates for policies that improve their health and well-being (Global
Policy Solutions LLC 2011). The Latino Center on Aging in New York, established
in 1991, has a similar focus: to improve the lives of Latino seniors through advo-
cacy and education, increase knowledge on the hardships faced by these elders, and
assist in the creation of new programs and services. Another organization serving
Latin@ elders is the Institute for Puerto Rican/Hispanic Elderly also in New York.
In 2006, the Institute was administering 23 programs with services for Latin@
elders (Institute for Puerto Rican/Hispanic Elderly 2013).

Senior centers are a strong support network for Latin@ elders, and often the
staff and elder become part of the family (Negroni-Rodríguez and Bok 2004). The
centers coordinate different activities and services that address the cultural, social,
emotional and physical needs of the Latin@ elders in their geographical locations.
For example, The Ethel Macleod Hart Senior Center in Sacramento, California has
created the Manitos Program. Manitos (Spanish term used in Mexico to refer to
one’s pals, buddy or friends) is a club open to older adults who speak Spanish. The
program features games, food, songs, exercise, and educational activities.

In the state of Connecticut where Latin@s represent 14 % of the population,
there are several local centers for Latin@ elders. Casa Otoñal, a nonprofit orga-
nization, consists of senior housing, a senior center, housing for grandparents who
have custody of their grandchildren, companion and homemaker, information and
assistance, benefits counseling, translation, and other social and support services to
traditionally underserved Latin@ elders in the south side of the state. Senior
centers provide for the many needs of older adults (Miltiades et al. 2010).

Another strategy to increase Latin@ healthy aging is for interdisciplinary teams
to participate in an Interprofessional Collaborative Practice (IPCP). This is a
model of collaboration of various disciplines (medicine, dentistry, pharmacy,
physical therapy, social work, and public health) to train students and to improve
health outcomes for a geriatric population. Using the various expertise, the
threefold goals are: (1) to facilitate access, (2) to promote a continuum of services
that insure healthy outcomes, and (3) to provide and coordinate culturally and
linguistically appropriate services in primary, dental and mental health care, while
training students for the growing geriatric population in global societies. The
intersectional framework of the IPCP model offers an opportunity to effectively
increase access to care and achieve high quality patient and population-centered
outcomes by providing coordinated care from multiple perspectives and disci-
plines in their homes and communities.

This health promotion strategy will also increase the number of nurses skilled in
interprofessional collaborative practice and promote the development of diverse
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and culturally competent skills needed to practice in existing and emerging health
care systems. These partnerships, in doing interventions in the homes of the elders,
can improve direct health outcomes for an underserved aging population through
meaningful collaborations with other faculty and students from various disciplines.
Working collectively, the team can enhance the training outcomes of an emerging
healthcare workforce in geriatrics and reduce the inappropriate and high utility of
emergency room visits by older adults. This health promotion strategy is inter-
professional collaborative practice that promotes the development of diverse and
culturally competent skills needed to practice in existing and emerging health care
systems.

Conclusion

This chapter focuses on the health and mental health realities of aging for Latin@
elders in low-income communities, and advocates for community intervention
strategies that promote equity for Latin@ elders in aging well. The authors
examine several social determinants of health and note that social support net-
works and community strategies influence and secure healthy aging within the
Latin@ elder community in spite of health and mental health disparities. The
networks of social support lead Latin@ older adults toward well-being while
‘‘aging in place’’. Vega (2010) refers to this process as Latin@ elders’ ‘‘ability to
retain an appropriate level of independent living in one’s community and place of
residence and have personal control over one’s lifestyle’’ (p. 3). In spite of health
disparities that result from structural inequalities, the authors emphasize three
positive influences that affect healthy aging among Latin@ elders: (1) family
relationships, (2) social support networks, and (3) health/mental health service
delivery system within a community context. The authors illustrate community
programs as best practice models that include cultural competence and interpro-
fessional collaborations that challenge the structural inequities to reduce health
and mental health disparities within the Latin@ elder population. In a collective
spirit, community programs respond to ensure conditions for Latin@ elders to lead
healthy lives and sustain optimal functioning.
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Aging, Intimacy, and Sex

Nancy Giunta and Stephanie A. Jacobson

Abstract The chapter brings together a range of current knowledge around inti-
macy and sexuality among older adults. The authors offer evidence to counter the
common misconception that older adults are not sexually active. Sexuality and
aging is then discussed within an historical context that includes HIV and AIDS,
the medicalization of sexuality, the introduction of the internet and social media,
and the movement for equality among the lesbian, gay, bisexual and transgender
communities. Next, the physical and mental health implications of sexual activity
and aging are examined along with potential social benefits of sex and intimacy.
Along those lines, cultural norms around sexuality across diverse communities
intersect with physiological changes in sexual functioning that occur with age.
Finally, the authors offer implications for research, practice, and policy in this
important aspect of aging. A call to professionals is made to continue to learn more
and develop cultural sensitivity, thus embracing the normative nature of sexuality
and intimacy throughout adulthood.

Many Americans erroneously believe that older adults are not sexually active
(Hooyman and Kiyak 2005; Zeiss 1982). This belief that older adults are not
interested in sex has contributed to a prevailing stigma about older adults and
sexuality (Schiavi 1999), which leads to misinformation and potential risks to
physical and mental health. There is undeniable evidence that people continue to
be interested in sex throughout the lifespan and that the need for intimacy does not
diminish with age (AARP 2005; Lindau et al. 2006, 2007; Zeiss and Kasl-Godley
2001). This chapter brings together a range of current knowledge around intimacy
and sexuality among older adults. First, evidence will be provided to counter the
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assumption that older adults are not sexually active. This will be followed by a
presentation of historical events that have helped shape the current context of
sexuality among older adults. Next, the role of physical and mental health in
sexual activity and aging will be discussed, followed by an examination of the
social benefits of sex and intimacy. Finally, cultural norms around sexuality across
diverse communities will be discussed and considered along with typical physi-
ological changes in sexual functioning that occur with age. The chapter will close
with implications for research, practice, and policy in this important aspect of
aging.

Vignette:

There is substantial evidence that the need for intimacy and interest in sexual
activity continues throughout the life course (AARP 2005; Lindau et al. 2006, 2007;
Schwartz 2007; Starr and Weiner 1981; Zeiss and Kasl-Godley 2001). Previous
sexual activity remains one of the strongest predictors of sexual activity among
older adults. Although frequency of sexual intercourse may generally decline with
age, sexual activity tends to remain stable among older adults who have been
sexually active in the past (Beutel et al. 2002; Kontula and Haavio-Mannila 2009;
Lindau et al. 2006, 2007; Schick et al. 2010; Waite et al. 2009; Zeiss and Kasl-
Godley 2001). Biological, medical and psychosocial factors have been shown to
control for decreases in intercourse (DeLamater and Moorman 2007). Caution must
be taken in the interpretation of sexuality research in the field of aging. Many
studies do not explicitly define sexual experience, behavior, and interest. For
example, many researchers (Kontula and Haavio-Mannila 2009; Waite et al. 2009)
define sexual activity only as sexual intercourse with a partner, while others do not

One of the authors of this chapter had worked as a social worker in a busy
urban hospital well known for its geriatric expertise. Through this experi-
ence, she witnessed hesitation of medical professionals to discuss sexual
activity and sexual health with older people. It became clear to her one day
that action needed to be taken to address this problem. During a social work
assessment with a 90-year-old hospitalized woman, the patient raised issues
and had questions related to her sexual activity and sexual partners. The
social worker explored these issues and counseled the woman about condom
use and safe sex practices, unaware that the woman’s physician (a geriatri-
cian) was outside the room and had overheard the end of the conversation.
Later, the physician commented that he felt the conversation was unneces-
sary because the patient was not sexually active. Clearly, it is these
assumptions on the part of medical practitioners and reinforced by societal
norms that inhibit communication about sexual activity and sexual health
among older adults.
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provide a specific definition. Additionally, multicultural perspectives are rarely
captured in current research on sexuality and aging (Huang et al. 2009), despite
tremendous cultural variation in the role of sexuality throughout the life course.
Training on clinical practice with multicultural older adults is also rare (Hinrichsen
2006), especially around areas of sexuality (Huang 2009).

A recent study (Schick et al. 2010) found that 42.0 % of women and 53.4 % of
older men age 50 and older reported being sexually active in the past year.
Although there is a steady decline in partnered sex that correlates with age (Beutel
et al. 2002; Kontula and Haavio-Mannila 2009; Lindau et al. 2006, 2007; Schick
et al. 2010; Waite et al. 2009; Zeiss and Kasl-Godley 2001), frequency of sex
remains stable for those who have been sexually active (Lindau et al. 2007; Waite
et al. 2009). For individuals who remain sexually active, frequency of partnered
sex remains stable through age 75 and only declines modestly for adults over age
75 (Lindau et al. 2007; Waite et al. 2009). This maintained frequency with age
suggests continued interest in sexuality throughout the lifespan (AARP 2005;
Lindau et al. 2006, 2007; Zeiss and Kasl-Godley 2001). Women report decreased
urgency for sex, rating it as less important with age, but they retain sexual desire
and describe it as an important aspect of their lives both emotionally and
psychologically (Lindau et al. 2007).

Older adults are often marginalized as sexual beings based on their age. The
intersection of age and sexual orientation further marginalizes older adults who are
lesbian, gay, bisexual or transgender (LGBT). Heteronormative assumptions
around older adults, particularly among medical and social service providers, often
lead LGBT elders to ‘‘closet’’ themselves when seeking long term supportive
services. Today’s cohort of older adults came of age during a time when the
medical profession pathologized homosexuality and subjected it to cures including
medications, shock therapy, castration, hysterectomy, lobotomy, and aversion
therapy (Adam 1995; Katz 1976, 2007). LGBT people face health disparities in
certain physical and mental health conditions, lack of healthcare, higher rates of
substance abuse, higher rates of STIs, and larger incidences of certain cancers.
Additionally, LGBT patients often feel stigmatized in healthcare agencies
(Fredriksen-Goldsen and Muraco 2010; Fredriksen-Goldsen et al. 2013; Wight
et al. 2012) and those particularly marginalized in these settings are elders
of color and elders who are transgendered or have a transgender history
(Fredriksen-Goldsen et al. 2013).

A Historical Context of Sexuality and Aging

A rich history has shaped the current context of sexuality among older adults. Four
historical developments that will be discussed here include the emergence of HIV/
AIDS, the introduction of Viagra to treat erectile dysfunction, the development of
the Internet and social media, and the gay rights movement. These historical
events are just four of many that have shaped the current context of sexuality and
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aging. They have been selected for this chapter because the authors believe the
elders of today have lived through the emergence of these activities, which makes
the landscape of sexuality and aging quite different than that of previous cohorts
and quite different when elders of today came of age in the middle of the twentieth
century.

HIV and AIDS

In 1981, the CDC published a Morbidity and Mortality Weekly Report (MMWR)
on Pneumocystic carinii pneumonia in gay men in Los Angeles (CDC 1996). This
MMWR was the first report of what later became known as AIDS. AIDS quickly
became the focus of headlines and prominent in the minds of Americans (McLaren
1999; Parascandola 2008). With rising rates of HIV/AIDS and its association with
sex, but no treatment for the disease, Americans became more conscious of the
potential health consequences of sexual behavior.

Similar to the initial response to syphilis, people viewed AIDS as a moral
problem (Giami 2008; Parascandola 2008). Individuals were uncomfortable dis-
cussing HIV/AIDS because of its association with sexual activity among socially
stigmatized groups, such as men who have sex with men and injection drug users.
At the same time, healthcare providers were concerned about the lack of a viable
treatment during the early years of the epidemic (Parascandola 2008).

The earliest HIV/AIDS prevention initiatives developed in community-based
agencies, often founded by gay men who recognized the need for HIV education
and prevention in their community. The fight against the spread of HIV/AIDS
targeted gay men, IV drug users, young people, and individuals with multiple
sexual partners. It initially ignored lesbians, heterosexuals, older adults, and
monogamous or married couples (Giami 2008). Because of targeted sex education,
women and older adults did not receive information about how to protect them-
selves against HIV/AIDS.

Although HIV is spread in a number of ways it is classified as an STI. Recent
studies and public health surveys have focused on HIV and AIDS infections in
older adults. According to the CDC, a quarter of all people living with HIV in
2006 were aged 50 and older (2008a). The number of adults over age 50 living
with HIV or AIDS nearly doubled from 2001 to 2005 (Kuehn 2008). By 2015,
more than half of individuals living with HIV will be aged 50 or older (Brick et al.
2009). Adults over the age of 50 account for 15 % of new diagnoses and over a
third of AIDS related deaths (CDC 2008b). In a recent report, the New York City
Department of Health (NYC-DOH) stated, ‘‘persons aged 50 and older play an
important but under-recognized part in the HIV/AIDS epidemic’’ (2010, p. 4).
Despite the growing prevalence of HIV among older adults, many heterosexual
elders misjudge the threat of HIV (Henderson et al. 2004; Maes and Louis 2003;
Tangredi et al. 2008) and believe that their risk of contracting HIV is low.
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Healthcare professionals encouraged certain groups that were identified as ‘‘at
risk’’ to modify their sexual behaviors (Giami 2008). While making recommen-
dations about HIV prevention, doctors and research scientists also worked to
discover therapeutic treatments (Hart and Wellings 2002). Although HIV remains
incurable at this time, antiretroviral treatments have extended life expectancy and
increased quality of life. Today, people infected with HIV are living into older
adulthood.

Viagra and the Medicalization of Sexuality

Male sexual dysfunction became an increasingly popular area of scientific study in
the beginning of the 1990s (Castelo-Branco et al. 2008). The first International
Conference for Consensus on Erectile Dysfunction took place in 1993. During this
conference, the term impotence was abandoned and replaced by the term erectile
dysfunction (ED) defined as ‘‘the incapacity to achieve and maintain a penile
erection enough to attain satisfactory sexual relations’’ (Castelo-Branco et al.
2008, pp. 55–56). Following this change in terminology, Viagra, the first phar-
maceutical product to treat ED, arrived on the market in March 1998 and there are
now three such drugs available (Herzog 2008). Changes in terminology and
pharmaceutical marketing efforts directly to consumers rather than to physicians
helped make Viagra the most popular pharmaceutical drug ever sold (Hart and
Wellings 2002). There are now three such drugs available (Hirsch 2011). Viagra
requires good timing and communication with the partner because it creates a
small window for erection (Westheimer and Lehu 2005). Cialis was developed to
manage these issues and is advertised to last thirty-six hours. Today, about one in
five men report using medication for erectile dysfunction (Schick et al. 2010) with
the use of these medications increasing with age until age 70, when the usage
declines. Perhaps due to side effects such as flushing and headache, few men
continue use for over a year (Brick et al. 2009; Westheimer and Lehu 2005).

Until the introduction of Viagra, decline in sexual functioning was assumed a
normal part of aging. The availability of an oral medication for erectile dys-
function challenged the stereotype that there was an age limitation on men’s sexual
performance and interest (Castelo-Branco et al. 2008). Some argue that the
introduction of Viagra has medicalized sexuality (Kingsberg 2002; Loe 2004),
especially for older adults. Medical specialists (urologists) have displaced
psychologists and therapists as the primary clinicians treating sexual dysfunction
(Loe 2004).

The medicalization of sexuality has affected older women as well, with the
emergence in the late 1990s of the phenomenon known as female sexual dysfunction
(Berman et al. 1999; Moynihan 2003). The study of female sexual dysfunction also
has primarily fallen under the purview of urologists (Goldstein 2008). In 1998, the
American Foundation of Urologic Disease (AFUD) agreed on a definition of female
sexual dysfunction (Berman et al. 1999). However, after some debate, Basson and

Aging, Intimacy, and Sex 91



colleagues (2004) conceptualized female sexual dysfunction to include women’s
sexual interest/desire disorders, subjective sexual arousal disorders, genital sexual
arousal disorders, women’s orgasmic disorders, and pain disorders.

No definitive treatment is available for female sexual dysfunction, but hormone
replacement therapy (HRT) with estrogen alone or in combination with proges-
terone has been popular for decades to relieve sexual symptoms associated with
menopause (Harvard Medical School 2011; Palacios 2008). As HRT has grown in
popularity, the risks and benefits have been hotly debated (Palacios 2008). In 2001,
research indicated that HRT relieved symptoms of menopause and protect against
osteoporosis, heart disease, colon cancer, and Alzheimer’s disease (Harvard
Medical School 2011). The risks included increased susceptibility to breast cancer
and gallbladder disease. More recent research links HRT to increases in those
conditions, in addition to increased risk of stroke, blood clots, and dementia. Since
HRT is highly controversial (Palacios 2008), other hormonal therapies are being
considered for women. Physicians now recommend vaginal creams, inserts, or
rings that contain estrogen instead of HRT. Approximately fifteen percent of
women over age 60 report taking a hormone pill, while only four percent use a
cream and one percent use a patch. Women aged 45 and older decreased their use
of hormone pills between 1999 and 2004, while the use of hormone creams and
patches remained consistent. This decline may have been due to studies that
reported potential risks of HRT (Palacios 2008).

The Internet and Social Media

Nearly half of American older adults are using the Internet, and among older
internet users, about one in three uses social networking sites like Facebook,
LinkedIn or others (Leist 2013; Madden 2012; Zickuhr and Madden 2012). Sub-
stantial evidence has emerged that internet use among elders contributes to
increases in social networks and personal well-being (Nimrod 2009). Relatively
unexplored phenomena within the context of aging and relationships are the
emergence of online dating and the role of social media in older adult sexuality.
Studies of internet dating suggest that older adults and women in particular are
more selective in choosing a potential date than younger adults (William et al.
2011). There is still very little known about the experiences or outcomes of online
dating among older adults, including the perceptions of intimacy and sexuality
among elders who use the internet for this purpose.

There is a proliferation of online content offering dating, sex, and intimacy
advice for people over age 50. For example, the AARP website has a dating section
as well as a section on sex and intimacy. Content in these sections, available in
Spanish and English, includes online dating opportunities, articles about a variety
of issues related to dating in older adulthood, and regular columns by dating experts
(one written by a man and one by a woman). While these sections target mostly
heterosexual audiences, the AARP website has a separate section focused on LGBT
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content. This section, AARP Pride, however, is difficult to find on the website and
not integrated into the general sex and intimacy or dating sections described above.
Despite this limitation, the content on the AARP Pride site covers a range of issues
related to LGBT aging, including some coverage of dating, sex, and intimacy.

There are benefits and risks to using the internet for dating and intimacy that
must be considered for older adults. Just as the benefits for younger generations
include opportunities to increase social connections and avoid isolation, older
adults are at greater risk of abuse and predatory activities on the internet. Older
adults need to be informed and educated on how to navigate internet dating and
social media with caution and learn how to identify potentially harmful online
risks.

LGBT Rights

In the U.S., there are approximately three million adults aged 65 or older who identify
as LGBT (National Gay and Lesbian Task Force 2011). Experts estimate that this
number will double by 2030. Today’s older adults grew up during a period when
homosexuality was not widely accepted (Brick et al. 2009). The expected increase by
2030 may reflect increased comfort about being ‘‘out’’ as older adults (Brick et al.
2009). Despite these increasing numbers of self-identified LGBT older adults, in a
recent study only eight of the 2,000 older adults who reported being in a relationship
stated it was with someone of the same sex (Lindau et al. 2007). The low rates of same
sex relationship in this older adult sample are difficult to explain, but the wording of
the questions could have prevented respondents from answering reliably.

Homosexuality was pathologized in the medical literature beginning in the late
19th century, followed shortly by civil rights cases for gay men in Germany and
England (Adam 1995; Katz 2007). In America, resistance to the medical attack on
homosexuality was demonstrated mostly in the arts (Katz 1976), until the middle
of the twentieth century when Harry Hay and others founded the Mattachine
Society (Katz 1976), a social and advocacy group for gay men’s rights. Del Martin
and Phyllis Lyon founded a lesbian rights group called Daughters of Bilitis (DOB)
in 1955. Gay and lesbian people continued to develop advocacy organization such
as these through the 1960s, at which time the Stonewall riots catalyzed gay lib-
eration groups to resist against institutions that were anti-homosexual, including
medicine (Adam 1995). Ultimately, advocacy by organized gay liberation groups
led to the removal of homosexuality from the APA diagnostic manual in the 1970s
(Adam 1995). In 1972, the NASW rejected the medical model that discriminated
against homosexuality. In 2009 the Matthew Shepard and James Byrd, Jr., Hate
Crimes Prevention Act (2009) resulted in gender identity and sexual orientation
being added to the list of categories of hate crimes. As of this writing, 15 countries
recognize same sex marriage. Same-sex marriage is legal in 13 states however 31
states restrict marriage to one woman and one man.
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Today, elders from the LGBT community continue to serve as pioneers in
forging rights for same sex couples. In 2013, the U.S., Supreme Court decided it
was unconstitutional to deny federal spousal benefits to same sex married couples.
Edith (Edie) Windsor was the 84 year-old plaintiff in the case in which the U.S.
Supreme Court deemed the Defense of Marriage Act (DOMA) to be unconstitu-
tional, therefore ensuring that same-sex marriages approved by the states be
recognized at the federal level.

Historically, researchers have made assumptions about heterosexuality and
vaginal-penile intercourse in their studies (Marshall 2010). This type of research
and practice is heterosexist (Brick et al. 2009) because it is based on the
assumption that people are heterosexual, unless specifically explicated. This
construct can make heterosexism unwittingly hurtful to older LGBT adults. For
example, institutionalized heterosexism has led LGBT older adults to have inad-
equate healthcare (National Gay and Lesbian Task Force 2011). At the macro
policy level, same-sex couples are not eligible for Medicare or Social Security
based on their partner’s work history. Similarly, same-sex life partners have not
been eligible for Social Security survivor’s benefits, which results in a loss of $124
million to LGBT elders each year. Additionally, Medicaid law allows for spousal
refusal, which protects a spouse’s home and assets when applying for long-term
care or nursing home benefits. Same-sex partners are not eligible for this
exemption and may not be able to afford basic needs if their partner requires
extended homecare or nursing care. Federal laws, including the Family and
Medical Leave Act, do not protect LGBT older adults if they need time off from
work to care for a partner (Brick et al. 2009). Hospital visitation may be denied to
a same-sex partner (National Gay and Lesbian Task Force National 2011).
Because of the extent of institutional heterosexism, older adults who identify as
LGBT may be uncomfortable seeking healthcare from organizations that do not
focus on their unique needs (Brick et al. 2009).

Physical and Mental Health

There is substantial evidence that sexual activity is correlated with better physical
and mental health; various physical and mental health benefits have been associated
with sexual activity (AARP 2005; Gott 2005; Lindau et al. 2006, 2007; Schick et al.
2010; Zeiss and Kasl-Godley 2001). Orgasm has been attributed to increased
immune response (Barnard 2011a; Block 2008), lower rates of prostate cancer
(Schwartz 2007), and relief of chronic pain (Block 2008; Schwartz 2007). In its
study of adults aged 45 and older, AARP (2005) found respondents with regular
sexual partners had a more positive outlook on life; they experienced less stress and
had fewer symptoms of depression. Although the AARP refers to partnered sex,
these positive consequences of sex are attributed to the hormone oxytocin, which
allows both men and women to have orgasms, with or without a partner (Schwartz
2007). Oxytocin produces feelings of happiness. The hormone oxytocin, released
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when men and women have orgasms, produces feelings of happiness (Schwartz
2007). This may explain the link between continued sexual activity and lower rates
of depression (Barnard 2011a). Older adults who have at least one orgasm per week
have a thirty percent lower rate of mild to moderate depression. Older adults with
regular sexual partners report fewer symptoms of depression and less stress (AARP
2005).

Sexual activity remains a source of pleasure and social connectedness
throughout the lifecycle. It enhances a person’s quality of life, personal integrity,
and self-perception (Bauer et al. 2007). Because there is a close relationship
between sexual identity and self worth, rejection of sexuality in older adulthood
may have negative effects on self-image, mental health, and social relationships
(Bauer et al. 2007). People who report poor health but are also sexually active are
more likely to report problems with sexual functioning. If not addressed, these
problems may lead to sexual inactivity. Health conditions correlated with sexual
activity include heart disease, high blood pressure, diabetes and depression
(Matthias et al. 1997; Schick et al. 2010; Westheimer and Lehu 2005; Zeiss and
Kasl-Godley 2001).

Following a heart attack or other serious heart condition, specific instructions
may be necessary for continued sexual activity, but some doctors fail to address
these concerns. When diabetes is not properly controlled, it can result in nerve
damage, thus causing difficulty with arousal in both men and women (Westheimer
and Lehu 2005). Similarly, stroke survivors may continue to desire sex but may
face cognitive and physical impairments that make sexual activity difficult. All
types of cancer and associated treatments may affect sexual functioning and libido
(Bolte 2011), particularly because fatigue and pain are often associated with
cancer and its treatment. Some specific types of cancer, such as breast, cervical,
and ovarian, affect women‘s sexual functioning and their sense of sexual desir-
ability (AARP 2005; Westheimer and Lehu 2005). Among men, prostate cancer
and its treatment can lead to decreased libido and erectile dysfunction because of
surgery or radiation (Weinsberg 2011).

Approximately one third of men and women over age 60 are diagnosed with
arthritis (AARP 2005). Although not life threatening, arthritis can make sex
extremely painful and reduce desire as a result (Matthias et al. 1997; Westheimer
and Lehu 2005). Many people incorporate a number of simple life style changes in
order to remain sexually active. For example, because arthritis pain may be worse
at certain times of day, one may plan sexual activity for times when pain is less
severe. Other alternatives include taking a pain relieving medication or warm bath
or shower before sexual activity, or changing sexual positions that may be painful.

Untreated depression negatively affects sexual arousal and desire (Westheimer
and Lehu 2005) and is closely linked with erectile dysfunction (Araujo et al. 1998;
Nicolosi et al. 2004; Schiavi 1999). Although many studies report a relationship
between depression and erectile dysfunction, the direction of the effect is unclear
because depression may cause sexual difficulties or sexual dysfunction may lead to
depression. Mental health risks are higher among LGBT older adults compared to
their heterosexual counterparts. The intersection of being older and a sexual
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minority has been identified as being detrimental to mental health (Wight et al.
2012).

There is little information available about the relationship between dementia
and sexuality (Price 2011). Dementia causes impaired memory, language, and
reasoning (Price 2011), which can influence sexual desire and functioning (Kuhn
2011). During the early to moderate stage of dementia, older adults may continue
to desire sex and remain sexually active. However, if a partner assumes a care
giving relationship, they may no longer desire sex. As the dementia progresses,
sexual desire and functioning typically diminish. Some individuals with dementia
may become hypersexual and demand sexual talk and activity from their partner or
others (Kuhn 2011; Westheimer and Lehu 2005). Due to cognitive changes,
individuals with moderate to advanced dementia may not be able to consent to
sexual activity (Kuhn 2011), which leads to ethical ambiguity.

Medications, Alcohol, and Substance Use

Many commonly prescribed medications cause sexual side effects (Brick et al.
2009; Finger et al. 1997). In the U.S. in 2011, more than 4 billion prescriptions
were filled (IMS Health National Prescription Audit 2012). More than half of men
and women over the age of 60 take an antihypertensive to treat high blood pressure
(AARP 2005). No antihypertensive medications are completely free of sexual side
effects (Westheimer and Lehu 2005). Almost one in ten adults over the age of
60 report taking an antidepressant (AARP 2005). Nearly all antidepressant cause
changes in sexual functioning (Finger et al. 1997). Antihypertensives and anti-
depressants have the most pronounced sexual side effects, however many other
medications, including nonprescription medications, can affect sexual functioning
(Finger et al. 1997). Over the counter pain medication or antacids, for example,
may cause erectile dysfunction, lack of ejaculation, or decreased desire. More than
a quarter of adults over age 60 report taking a painkiller (AARP 2005). Because of
the wide array of sexual side effects from a number of medications, it is important
for healthcare providers and older adults to have open discussions about medi-
cations and sexual functioning in order to ensure medication is taken as directed
(Finger et al. 1997).

Alcohol or illicit substances may also affect sexual functioning among older
adults. According to Han and colleagues, the prevalence of substance or alcohol
misuse and substance use disorder is higher among the baby boomer cohort than
previous generations (Han et al. 2009). Alcohol and substance misuse may be a
factor in sexual dysfunction for men and women. Furthermore, LGBT elders have
a higher risk of alcoholism and illicit substance use than heterosexual elders. This
increased risk has been attributed to attempts at coping with lifelong stigma and
discrimination faced by members of the LGBT community.
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Sexually Transmitted Infections

The most commonly diagnosed STIs in older adults are chlamydia, gonorrhea,
HPV, HIV, syphilis, genital herpes, and trichomoniasis. Prevalence studies of STIs
among older adults in the U.S. are limited (Brick et al. 2009). There is, however,
some indication of infection risk. One study found that approximately one out of
every one hundred older adults is diagnosed with an STI (Smith and Christakis
2009). According to the CDC (2009), the number of cases of syphilis in adults
aged 65 and older nearly doubled between 2004 and 2008.

In contrast to the U.S., Great Britain has focused considerable attention on STIs
among older adults. They have been more aggressive in tracking STIs among older
people and introducing interventions to prevent their spread. According to Family
Planning Association in the UK (FPA 2010), chlamydia cases increased by 72 %
in adults aged 45–64 from 2002 to 2006, and gonorrhea rates increased by 93 % in
adults between 45 and 64 from 1999 to 2008. In response to these alarming
statistics, the FPA released a public health awareness campaign called the
‘‘Middle-Age Spread’’ to promote sexual health awareness among older people.

Although HIV/AIDS infections are increasing among older adults, they are
difficult to identify (Whipple and Scura 1996). Older adults do not always report
symptoms during the early stages of HIV or AIDS, because they may believe these
are signs of normal aging. Early symptoms of HIV include general aches and
pains, coughing, headache, decreased energy, loss of appetite and weight, and
short-term memory loss. Because these symptoms mimic dementia or other
chronic illnesses associated with aging, HIV among older people is referred to as
the great imitator (Whipple and Scura 1996). Health workers may delay or
overlook HIV/AIDS diagnoses in older adults (Kuehn 2008) because physicians
and programs that test for HIV have the false belief that older adults are not
sexually active. Consequently, few medical practitioners regularly test this
population for HIV/AIDS (Hooyman and Kiyak 2005).

Older people with HIV progress faster to end stage AIDS and die faster than
younger people do (Cahill et al. 2000). The reason for this is not known, but
potential causes may be a delay in diagnosis, normal age-related decline in the
immune system, or drug interactions between HIV/AIDS medications and medi-
cations for other health ailments. Little research exists about how HIV affects older
adults’ immune systems differently than younger people. Although doctors pre-
scribe HIV/AIDS medications to older people, they do so without any research
foundation. The subjects in most HIV/AIDS drug trails are younger adults.

Cultural Norms and Physiological Changes

Normative values and behaviors around sexuality are expressed differently across
diverse cultural dimensions. Cultures vary in their perceptions and norms around
monogamy, relationships, and mating styles (Ryan and Jethå 2010; Schmitt 2005).
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In Western cultures, monogamous relationships are more pervasive and recognized
as the norm than in other parts of the world (Conley et al. 2012a). Little research
exists on consensual nonmanogamy among older adults. As the baby boomer
cohort in the United States ages, and members of this cohort are more likely to be
single due to divorce or widowhood compared to previous cohorts, it is unclear
how perceptions of monogamy as privileged will change.

The way people approach or participate in discussions of sexual activity or
sexual expression varies greatly. Some cultures view the topic of sexuality con-
servatively and may be modest or reluctant to discuss sex with health or social
service providers. Some countries, on the other hand, are more liberal to the extent
of legalizing sexual surrogate services in which elders or younger adults with
disabilities pay for assistance with sexual activity (see de la Baume 2013).
Hinchliff and Gott (2004) explored the meaning of sexual relationships among
long-term married couples in the United Kingdom. They found that for some
couples sex within a long-term relationship is a way to express trust, love, and
sharing in a physical way that complements verbal communication; this includes
all expressions of intimacy and not only penetrative sex. They also argue that
‘‘sexual activity in later life may not be important to everyone, and is something
we need to be mindful of when conducting research into ageing and sexuality.
Indeed, it is very important not to create a new stereotype whereby all elderly
people should be sexually active in order to be content’’ (Hinchliff and Gott 2004,
p. 605).

Despite older adults’ desire to have their healthcare provider breach the topic of
sexuality, numerous studies confirm that healthcare providers in the U.S. do not
routinely assess the sexual health of older adult patients (Dogan et al. 2008; Dunn
and Cutler 2000; Gerbert et al. 1990; Mona et al. 2010; Skiest and Keiser 1997;
Tangredi et al. 2008). Some factors that prevent healthcare providers from
addressing sexuality may include discomfort (Agronin 2004; Burd et al. 2006;
Dunn and Cutler 2000; Kligman 1991; Mona et al. 2010), fear of offending (Dunn
and Cutler 2000; Mona et al. 2010), lack of education (Butler and Lewis 2002;
Dogan et al. 2008; Gott 2005; Kligman 1991; Mona et al. 2010), stereotypes about
aging (Bauer et al. 2007; Butler and Lewis 2002; Kligman 1991), and time
(Kligman 1991; Mona et al. 2010).

Most pervasive across cultures is the heteronormative perspective that rela-
tionships primarily exist between one man and one woman. This view marginal-
izes not only the lesbian, gay, and bisexual communities, but also paints gender as
a binary, static variable, thereby marginalizing people who are gender noncon-
forming, transgendered, or have a transgender history. An emerging area of
research is exploring the experiences of transgendered older adults and the serious
physical and mental health risks they face as a result of a lifetime of stigma and
victimization (Fredriksen-Goldsen et al. 2013a; Witten 2009, 2003).

Older adults who are involved in partnerships are more likely to report being
sexually satisfied than older adults who are not partnered (AARP 2005). Indeed,
married older adults are nearly six times as likely to be sexually active than older
adults who are unmarried (Matthias et al. 1997). Lower rates of partnered sexual
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activity in older adulthood may be due to the availability of a partner (Beutel et al.
2002; Kontula and Haavio-Mannila 2009; Lindau et al. 2006, 2007; Matthias et al.
1997; Schick et al. 2010; Waite et al. 2009; Zeiss and Kasl-Godley 2001).

Finally, environmental and organizational context plays a role in how older
adults can express intimacy and sexuality in institutionalized settings such as
nursing homes, assisted living, or residential care facilities. It is well established
that sexual expression occurs in a variety of ways in long term care facilities.
Despite this knowledge, facilities rarely establish policies to guide residents, direct
staff, or management in responding to either appropriate or inappropriate
expressions of sexual needs (Cornelison and Doll 2012; Shuttleworth et al. 2010).
Furthermore, ethical challenges arise when older adults with cognitive impairment,
and possibly diminished capacity for consent, become engaged in intimate or
sexual relationships. Rarely do residents with dementia have the opportunity to
exercise their right to consensual sex (Tarzia et al. 2012). There is a considerable
need for standards of practice and training around resident rights in the area of
sexuality, including but not limited to topics such as advocating for residents with
dementia, discussing safe sex practices, or demonstrating cultural competence with
LGBT residents.

Physiological Age-Related Changes

As men age, they produce less testosterone and experience a number of other
normal changes that affect their sexual activity (Brick et al. 2009). These differ-
ences may include reduced sperm production, delayed ejaculation, less forceful
orgasm, and erection changes. Younger men experience psychogenic erections,
which do not require direct physical stimulation (Westheimer and Lehu 2005).
However, as men age these types of erections decrease, and eventually men require
direct stimulation of the penis to achieve erections. Additionally, erections may
take longer to attain, are not as firm, are lost soon after orgasm, and the refractory
period before another erection lengthens (Brick et al. 2009). These changes in
male sexual functioning are normal.

However, even though these changes normally come with age, they are
sometimes identified as dysfunctional. The clinical definition of erectile dys-
function, or ED, is the inability to attain an erection more than half of the time
(Olson 2011). Nearly half of men over 65 report erectile difficulties (Waite et al.
2009), and these problems occur across countries studied (Laumann et al. 2005).
However, some men may report erectile dysfunction, even when it does not meet
the clinical standard. The popularization of advertising for drugs for ED may have
lead to increased reports of erectile dysfunction, which grew by 26 % across age
groups between 1999 and 2004 (AARP 2005).

In addition to ED, men report a number of other sexual issues (Lindau et al.
2007; Waite et al. 2009). Approximately a quarter of older men reported climaxing
too quickly, anxiety about sexual performance, inability to climax, and diminished
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interest in sex (Lindau et al. 2007). This decreased interest in sex may relate to
declining levels of testosterone because between ages 40 and 70 men experience a
30 % decline in testosterone levels (DeLamater and Sill 2005). More than one
quarter of men reported that sexual problems made them avoid sex (Waite et al.
2009).

Assistance for erectile dysfunction in the form of the pill was a welcome change
from injections, implants, and vacuum devices. These older treatments, though, are
still used today when medications are ineffective or contraindicated due to medical
concerns (Westheimer and Lehu 2005). The wide availability of ED medications
has led to increased usage in older adults (Schick et al. 2010), even though it may
affect the relationship.

As women age, their testosterone (Brick et al. 2009) and estrogen (Westheimer
and Lehu 2005) levels decline, which lead to normal changes in female sexual
functioning. Testosterone is related to libido, so declining amounts may lead to
decreased desire (Brick et al. 2009). Declining amounts of estrogen lead to
decreased vaginal elasticity, narrowing and shortening of the vagina, decreased
size of the labia, clitoris, uterus, and ovaries (Westheimer and Lehu 2005), and
thinning of the vaginal walls (Westheimer and Lehu 2005; Zeiss and Kasl-Godley
2001). Additionally, decreased blood flow to the pelvic region (Westheimer and
Lehu 2005) causes post-menopausal women to have less and delayed lubrication
(Price 2011; Westheimer and Lehu 2005; Zeiss and Kasl-Godley 2001). More than
two-thirds of women reported difficulty with lubrication (DeLamater and Sill
2005; Lindau et al. 2007). Because of these normal changes, intercourse may
become uncomfortable or painful as women age (Brick et al. 2009; Westheimer
and Lehu 2005). Seventeen percent of women reported pain during intercourse
(DeLamater and Sill 2005; Lindau et al. 2007). This may explain why nearly half
of women report lack of interest or desire in sex (Lindau et al. 2007).

Due to continued confusion about effective treatment, physicians may be
hesitant to discuss sexual dysfunction with female patients, particularly older
women (Jacobson 2010). There are, however, a number of risk-free treatments
available for vaginal discomfort that do not require prescriptions (Barnard 2011b;
Kellogg Spadt 2011; Price 2011; Westheimer and Lehu 2005). The use of
lubricants can make painful intercourse more pleasurable (Price 2011; Westheimer
and Lehu 2005). The proper functioning of nerves in the vagina can be maintained
by moisturizing daily, massaging the inner wall at least twice per week, and having
an orgasm weekly (Barnard 2011b). Women can also eliminate number of com-
mon products, because they may cause vaginal irritation (Kellogg Spadt 2011).
These products include pads, shampoo and conditioner, laundry products, douches,
and shaving cream. These simple changes may reduce vaginal discomfort. Because
of the continued confusion about effective treatment, physicians may be hesitant
to discuss sexual dysfunction with female patients, particularly elder women
(Jacobson 2010). Despite continued controversy, treatments are available for
female sexual dysfunction and warrant further attention.
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Masturbation

Masturbation is self-stimulation of one’s body, particularly genitals, for sexual
arousal with or without orgasm (Brick et al. 2009). Older adults may experience
sexual pleasure through masturbation by either choice or when they do not have a
partner due to death, illness, divorce, or separation (Price 2011). Even when they
have partners, older adults may masturbate to supplement partnered activity (Brick
et al. 2009). Couples may participate in shared masturbation or mutual mastur-
bation, especially when sexual penetration is difficult or impossible. More than
half of men and nearly a quarter of women aged 65–74 reported masturbating in
the past year (Lindau et al. 2007) in a national U.S. study. Similar prevalence rates
have been found across the globe in Africa, China, and Europe. For women,
masturbation may help maintain sexual functioning by decreasing vaginal atrophy,
promote lubrication and preserve tissue elasticity (Brick et al. 2009). As men and
women age, their bodies may require different types of stimulation to attain arousal
and orgasm (Price 2011).

While masturbation may be a way to explore pleasure and stimulation with or
without a partner and may decrease risk of sexually transmitted infection, there
remains a social taboo around scholarship and clinical practice that addresses
masturbation (Shelton 2010), especially in older adults. Scholarly debates which
raise questions around the benefits of masturbation are beginning to emerge, but
most dialogue has been around younger adults and the use of internet pornography
and masturbation.

Safer Sex Practices

Even though rates of STIs (CDC 2009; FPA 2010; Smith and Christakis 2009) and
HIV/AIDS (Brick et al. 2009; CDC 2008a, b; Kuehn 2008; NYC-DOH 2010) are
increasing in older adult populations, they are not regularly protecting themselves
(Hooyman and Kiyak 2005; Kuehn 2008; Lindau et al. 2006; Schick et al. 2010;
Stall and Catania 1994; Zablotsky 1998). One study found that seven percent of
sexually active older adults were engaging in risky sexual behaviors that put them
at risk for contracting an STI or HIV (Gott 2001). Of those engaging in high-risk
activities, including sex with multiple partners in the past 5 years without using a
condom, one-third reported related sexual health concerns and only one tenth
discussed their concerns with a physician. A recent study (Schick et al. 2010)
found that two-thirds of men and women had not been tested for an STI in the past
year. Despite low rates of STI testing, 5 % of older adults reported that their
partner had an STI. Although very little research exists on sexual risk taking
behaviors in older adults (Gott 2005), studies (Hooyman and Kiyak 2005; Kuehn
2008; Lindau et al. 2006; Schick et al. 2010; Stall and Catania 1994; Zablotsky
1998) support the idea that older adults are not regularly using condoms.
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Low rates of condom use among Americans over the age of 50 (Stall and
Catania 1994; Schick et al. 2010) have been attributed to social as well as
biological factors. After menopause, older women may assume that their male
partners do not need to use a condom because they can no longer become pregnant
(Hooyman and Kiyak 2005; Westheimer and Lehu 2005). Indeed, the risk of STI
transmission is underestimated by older adults. Difficulty with condom use also
may be due to inability to apply or use a condom due to incomplete erection or
arthritic hands (Kuehn 2008), or discomfort caused by limited vaginal lubrication.
For men who have difficulty attaining or maintaining an erection, a female condom
may be a solution (Price 2011). For vaginal dryness, the use of a good lubricant
can make sex with a condom more comfortable. Younger people have absorbed
the message that condoms are important when having sex, but older adults seem
resistant (Westheimer and Lehu 2005). This may reflect the failure of our society
to target older adults with messages about safe sex (Price 2011).

Implications and Call to Action: Practice, Policy,
and Research

The freedom of sexual expression has been established as a human right and a
social justice issue for quite some time (Pangman and Seguire 2000). It is often
difficult, however, for healthcare providers to discuss sexuality with their elder
patients (Agronin 2004; Burd et al. 2006; Dunn and Cutler 2000; Kligman 1991;
Mona et al. 2010). Concurrently, healthcare providers do not receive sufficient
training to deal with sexual issues (Kligman 1991; Maes and Louis 2011; Mona
et al. 2010). Compounding these challenges are the social taboos ascribed to the
notion of older adults as sexual beings. This chapter introduced some key issues
surrounding the current state of knowledge and practice in older adult sexuality.
The research, practice, and policy implications of older adult sexuality will be
discussed briefly here, with recommended actions for scholars, practitioners,
educators, or policymakers to address these implications.

Research

There is a lack of research examining the role of sexuality among older adults,
particularly in multicultural populations. Indeed, instruments that assess sexual
health or sexual activity among older adults are outdated (i.e., developed prior to the
HIV/AIDS crisis and introduction of medical treatments for sexual dysfunction) and
are mostly appropriate for white heterosexual males. Literature on sexual expression
among older adults today also tends to examine heterosexual and same-sex rela-
tionships separately, and there is very limited scholarship devoted to understanding
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sexual expression among older adults who are gender non-conforming, transgen-
dered, or have a transgender history.

One important step researchers could take toward deepening knowledge on
sexuality, intimacy, and aging would be to include questions about sexual expres-
sion, sexual orientation, and gender identity in national health surveys. This includes
identifying LGBT as well as heterosexual respondents. In 2009, the Williams
Institute’s Sexual Minority Assessment Research Team (SMART) published Best
Practices for Asking Questions about Sexual Orientation on Surveys (http://
williamsinstitute.law.ucla.edu/wp-content/uploads/SMART-FINAL-Nov-2009.pdf)
to guide researchers. Researchers have begun to explore the needs of both LGBT and
heterosexual older adults together. One study of older adult sexuality attempted ‘‘to
frame information in ways that are relevant to heterosexual and gay, lesbian, and
bisexual individuals’’ (Zeiss and Kasl-Godley 2001, p. 18).

Practice

It is essential for practitioners to gain an understanding of the complex intersection
of age, culture, and sexuality by discussing these issues in clinical supervision, in
classrooms, and with clients as clinically appropriate (Hinrichsen 2006). Sue and
Sue (2013) offer important considerations and myths for practitioners to be
mindful of when counseling older adults. Clinical awareness of the resiliency that
older adults from marginalized communities demonstrate in response to cumula-
tive loss over a lifetime, and cultural humility around different norms and values
related to discussing sexual activity among elders are essential for practitioners.

Typically, older adults have longstanding relationships with primary care
providers (Mona et al. 2010). This may explain why adults over age fifty report a
desire to have their healthcare provider raise the topic of sexuality (Tangredi et al.
2008). As elder people have increasing contact with the healthcare system
(Anderson 2003; Hsiao et al. 2010; IOM 2008; NCHS 2011) and want their
healthcare providers to raise the topics (Tangredi et al. 2008), healthcare providers
are in a position to address issues of sexuality facing people as they age. The need
for healthcare professionals to discuss sexual health with their patients is a
growing area of study (Laumann et al. 2008; Lindau et al. 2006; Schick et al. 2010;
Zeiss and Kasl-Godley 2001), which underscores the need for research that
enhances understanding of healthcare providers’ knowledge and attitudes towards
addressing sexuality among their elderly patients.

Expression of intimacy and sexual expression in institutional settings is an
important area of practice in which training and development is needed. In the UK,
the Royal College of Nursing (2011) published a compendium of best practices
called Older People in Care Homes: Sex, Sexuality and Intimate Relationships.
The report offers guidance to staff working in long term care facilities to ensure
residents’ rights to sexual expression are honored and their safety is ensured, and
that they are treated with dignity and respect.
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The National Resource Center on LGBT Aging (NRC) offers an extensive
clearinghouse of information for aging service providers to offer more culturally
competent programming to older adults who are lesbian, gay, bisexual, and
transgender (www.lgbtAgingCenter.org). In addition to the website, the NRC
conducts trainings across the United States to assist organizations in both the aging
and LGBT service fields to provide more culturally competent services that break
down barriers of ageism as well as heterosexism.

Clearly related to supporting clinical practice by debunking assumptions and
promoting culturally competent long term supports (that appreciate diversity of
ethnicity, race, sexual orientation, gender identity, and spiritual beliefs) is the need
for educating clinicians. As discussed earlier in this chapter, curricula in geron-
tology education are lacking appropriate content on sexual expression and attitudes
around sexuality among older adults. Gerontology training programs must con-
tinue to develop curricula in this arena.

Policy

Public resources can be invaluable for building knowledge and supporting best
practices for maintaining sexual health (as well as overall health) for all older
adults. There has been groundwork in this area over the last decade. In 2001, Dr.
David Satcher released the Surgeon General’s Call to Action to Promote Sexual
Health and Responsible Sexual Behavior, which called for more open and
thoughtful conversations among health professionals, policymakers, and citizens
about sexuality and risky sexual behavior. The report also underscored the benefits
of sexual activity as a means to ‘‘foster intimacy and bonding as well as shared
pleasure in our relationships’’ (Satcher 2001, p. 1). The Call to Action recom-
mended the addition of curriculum content for medical personnel on sexuality and
sexual history taking and training for personal bias awareness regarding sexuality
among diverse populations, including the elders (Satcher 2001).

One year following the Surgeon General’s Call to Action, the World Health
Organization (WHO 2002) issued a set of recommendations in a policy paper,
Active Aging: A Policy Framework. This action plan brought attention to
increasing rates of HIV/AIDS in older adults worldwide but did not explicitly
discuss sexual activity among older adults. The policy recommendations included
removal of age limitations on data collection and research that focused on older
adults affected by HIV/AIDS. Increased education and prevention efforts for HIV/
AIDS among older adults were also recommended. Contradicting the WHO report,
the Centers for Disease Control and Prevention (CDC) recommended HIV/AIDS
testing exclude individuals over age 65, primarily because they accounted for only
2 % of new diagnoses (Branson et al. 2006). Though the CDC argued that the
inclusion of adults aged 50–64 would increase physician awareness of the need to
test their older patients and raise knowledge of HIV/AIDS risk among older adults,
those over age 65 remain excluded.
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In 2010, the U.S. Department of Health and Human Services (HHS 2010a)
released Healthy People 2020, to outline U.S. health goals for the upcoming
10-years. This report serves as a national guide for health promotion and pre-
vention of diseases. Unfortunately, it ignores the sexual health needs of older
adults by excluding all adults aged 45 and older from the report’s sexual health
goals. The report does, however, recommend increased geriatric education for
healthcare professionals (HHS 2010b). In 2009, only 2.7 % of physicians and
4.3 % of psychiatrists had specialized geriatric training. Healthy People 2020 set a
goal of a 10 percent increase in geriatric care by 2020.

It is important to note that none of the previous reports discussed raised the
healthcare needs of LGBT elders. The Joint Commission on Accreditation of
Healthcare Organizations (JCAHO 2011), the accrediting body for all healthcare
agencies, released a field guide with recommendations for creating welcoming
environments for LGBT patients. The report recommends using language that
promotes cultural competence, thus making patients more comfortable discussing
sexual health concerns. Although the guide does not specifically apply to older
adult patients, it encourages healthcare providers to ask assessment questions in a
manner that will encourage sharing of sexual orientation and gender identity.

Conclusion

This chapter introduced and discussed some of the common misconceptions
around sexuality and intimacy in older adulthood that exist in many communities
across the globe. Recent research and literature has been presented to offer a better
understanding of this issue, particularly as it relates to the role of sexuality and
intimacy in the health and well-being of older adults from diverse communities.
The vignette in the beginning of this chapter is just one of many encounters in
which a geriatric social worker deals with the issues of sex, intimacy and aging in
her daily work. Indeed, as the baby boomer generation enters older adulthood and
as researchers, policymakers, and practitioners continue to learn more and develop
culturally sensitive skills, sexuality and intimacy will be viewed as a normative
part of each elder’s story. It is essential for the elder to guide their own narrative in
this story and for the practitioner to be prepared to honor it.
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The Effects of Minority and Immigration
Status on Elderly Health: A Community
Social Capital Perspective

Qingwen Xu and Yan Du

Abstract Health disparity across ethnic and immigrant groups are well recognized.
However, there is a lack of systematic understanding about health disparity among
older adults particularly given the growing number and size of minority and/or
immigrant elders in the United States. The chapter relies on published studies,
relevant monographs, government reports and Census data; it explores possible
ways in which minority and immigration status jointly or independently affects
elderly health. The chapter then introduces the community social capital as a the-
oretical framework to understand elderly health disparity. In essence, it argues the
magnitude of structural racism in the life of minority and immigrant older adults; and
it discusses the role that community social capital might play to moderate the
negative effects of social-economic disparity, community segregation, social dis-
crimination, and other factors contributable to health outcomes.

While health disparities across U.S. racial, ethnic and immigrant groups are well
documented and understood, we lack a systematic understanding of health dis-
parities among older adults particularly given the growing number of minority and
immigrant elders in the U.S. This chapter adopts a community social capital
framework to review the existing evidence concerning health outcome disparities,
and considers the complex ways in which minority and immigration status indi-
vidually or jointly affect the health of the elders. This chapter also discusses the
magnitude of structural racism and how it affects the lives, and in particular the
health of older minority and immigrant Americans.
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Health Disparity in the United States

Race relations in the United States have improved since the 1964 Civil Rights Act
(Loevy 1990; Loevy et al. 1997). Racial inequality, however, remains and is
expressed clearly in population health (Gee et al. 2009, 2012; Zuckerman et al.
2012). Although the collective health of the U.S. population has improved over
centuries, the black/white disparity in health is quite significant. Persistently, black
Americans experience poorer health status than whites (Dressler 1993; U.S.
Centers for Disease Control and Prevention 2011). For example, throughout the
first decade of the 21st century, the infant mortality rate was almost one and a half
times higher for blacks than it was for whites (U.S. Centers for Disease Control
and Prevention 2011). In 2007, black Americans comprised 13 % of the U.S.
population, but they accounted for nearly 50 % of persons living with HIV/AIDS;
HIV/AIDS rates (cases per 100,000) were 77 among blacks and 9.2 among whites
(National Institute of Health 2010).

Across the literature, scholars have argued that the black/white health disparity
is attributable to the magnitude of long-term discrimination against blacks
(Williams et al. 2003) and black socioeconomic disadvantages (Harris 2010). A
review by Adler and Newman (2002) summarizes that low socioeconomic status
(SES) is associated with inferior health outcomes due to restricted access to
healthcare and preventive health services, along with residential segregation and
environmental hazards, and collective unhealthy behaviors. Evidence about these
pathways is abundant (e.g., Anderson et al. 2004; Halkitis and Figueroa 2013;
Pu and Chewning 2012; U.S. Centers for Disease Control and Prevention 2011;
Williams and Collins 1995, 2001).

In addition, long-term experience of low SES (Baum et al. 1999), together with
self-perceived discrimination against minorities (Williams and Mohammed 2009),
contributes to chronic stress that is associated with negative health outcomes. The
dynamic relationships between minority status and health are illustrated in Fig. 1.
Studies note that the cause-effect relationships between SES and other factors are
undecided; for instance, studies have found that racial residential segregation is the
fundamental cause of the white/black health disparity as residential segregation not
only has affected individual and household SES but also shaped community and
neighborhood-level factors (Ward et al. 2004; Williams and Collins 1995, 2001).

In recent decades, examining health disparities in the United States has become
more complex given the rapidly growing Hispanic and Asian populations. In 2010,
Hispanics numbered more than 50 million or 16.4 % of the U.S. population;
among them, close to 19 million Hispanics (6.1 % of the U.S. population) were
foreign-born (Motel 2012). In addition, Asian Americans numbered more than
18.2 million (5.8 % of the U.S. population) in 2011 (U.S. Census Bureau 2011);
among them, about 10.6 million (3.4 % of the U.S. population) were foreign born,
accounting for 27.7 % of the country’s 38.5 million immigrants (Batalova 2011).

Unlike the white/black disparity, white/Hispanic and white/Asian health dis-
parities do not always favor whites; and sub-ethnic group differences are also
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significant. For instance, the infant mortality rate for Asian Americans in 2006 was
4.55 (deaths per 1,000 live births), or 18.5 % lower than that for non-Hispanic
whites. For Hispanics, the infant mortality rate in 2006 was 5.41, 3 % lower than
for whites; for sub-Hispanic groups, the infant mortality rate ranged from 8.01 for
Puerto Ricans to 4.52 for Central Americans (U.S. Centers for Disease Control and
Prevention 2011). Noting the heterogeneity of health outcomes across Hispanic
sub-groups, substantial variations have also been observed among Asian popula-
tions (Ghosh 2003) despite a lack of comprehensive national data on health
information for Asian American sub-groups. For instance, among eleven Asian
American Pacific Islander sub-groups, the lifetime asthma diagnosis rate ranges
from 10.9 % among Korean Americans to 23.8 % among Filipino Americans
(Davis et al. 2006).

Hispanic and Asian groups face a different set of risk and protective factors.
Similar to black Americans, minority status and the everyday self-perceived dis-
crimination associated with it contributes to stress and negative health outcomes
(Araújo and Borrell 2006; Gee et al. 2007; Williams et al. 2003). Unlike discus-
sions on the black/white health disparity, health disparities of whites/Hispanics and
whites/Asians have focused on factors beyond socioeconomic status. Indeed,
research suggests that the relationships between socioeconomic status and health
differ by race/ethnicity. One study identified significant negative effects of race on
general health for blacks, Hispanics, and Asians; but when both whites and blacks
reported similar education gradients for fair/poor health, the study found that
education gradients for Hispanics and Asians were less steep than they were for
whites (Chen et al. 2006). Another study found that the black/white disparity in
obesity/overweight prevalence increased at the highest SES, while this disparity
was smaller at the highest SES for the white/Hispanics and white/Asian groups
(Gordon-Larsen et al. 2003). The literature does not suggest that low SES has a
smaller negative effect on Hispanics and Asians than it does on black Americans,

Minority Status

Self-perceived 
discrimination 

Social 
determinants: 

Low level of SES

Stress

Health behaviors

Segregation and 
environmental 

hazards

Limited access to 
health care & 

preventive care
Health Disparities

Migrant Status

Limited English 
proficiency

Legal status

Culture

Fig. 1 Pathways between minority/immigration status and health disparity
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but rather that cultural norms for health behaviors and/or contextual factors (e.g.,
immigration selectivity, reasons of migration, and U.S. immigration system) may
help Hispanic and Asian families buffer the negative health effects of low SES.

Given the fact that the majority of Hispanic and Asian populations are either
foreign born or have an immigrant parent, immigration-related factors may be key
in explaining white/Hispanic and white/Asian health disparities. Research on
Hispanic, and to lesser extent, on Asian populations provides the bulk of evidence
for theories of immigrant selectivity in terms of health (i.e., immigrants often
surpass their U.S. counterparts in many health indicators) and the health paradox
(immigrants’ health is superior to what one might expect given their low socio-
economic status) (Jasso et al. 2004; Singh and Hiatt 2006). Empirically, foreign-
born status itself has been identified as a protective factor. Foreign-born individ-
uals are in better health than native-born Americans, including individuals of the
same race/ethnicity (Cunningham et al. 2008). For instance, foreign-born blacks
with equivalent socioeconomic and demographic backgrounds had the lowest
mortality risks in the U.S., followed by foreign-born Hispanics, foreign-born
Asians/Pacific Islanders (APIs), U.S.-born APIs, U.S.-born Hispanics, foreign-
born whites, and U.S.-born blacks (Singh and Siahpush 2002).

Nevertheless, immigrants of color often experience barriers to full participation
in U.S. society based on race, ethnicity, language, and/or immigration status; thus
they endure additional health risks (Derose et al. 2007; Lillie-Blanton and Hudman
2001). Research has found that lack of English proficiency largely explains the
health outcome difference between Hispanic and non-Hispanic groups (Fiscella
et al. 2002), as well as the difference in access to healthcare (Ponce et al. 2006) and
receipt of preventive care (DuBard and Gizlice 2008). Furthermore, non-English-
speaking Asians and Hispanics showed a significantly lower likelihood to adhere
to physicians’ orders, including follow-up medical exams (Karliner et al. 2012)
and completion of prescription drugs (Gilmer et al. 2009). In addition, legal status,
particularly an undocumented status in the U.S., appears to create restrictions in
health insurance coverage (Goodman et al. 2005), and access to needed medical
and/or social services (Rodriguez et al. 2008; Xu and Brabeck 2012). In summary,
recognizing biologic differences, health disparities across minority and immigra-
tion status are largely explained by an interplay of socio-economic, cultural, and
environmental factors, which we contextualize in Fig. 1.

Health Disparities Among American Elders

Health disparities remain a perplexing issue for the U.S. public health community
and a difficult fact of the U.S. 65+ population. Table 1 illustrates some common
health conditions affecting the elderly population. As of 2009, older Americans
(65 years and above) numbered 39.6 million, of which 9 % were black/African
Americans, 3 % Asian, and 7 % of Hispanic origin (U.S. Census Bureau 2011).
While health disparities among older adults in the U.S. have not been fully
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documented and explored, scholars have asserted that ageism multiplies the
negative health effects. Ageism was first coined by Butler (1969), who defined
ageism as stereotyping or discriminating against individuals or groups because of
their age. While both negative and positive stereotypes about older people are
common in American society (Perdue and Gurtman 1990, Schaie and Willis 2011),
most of these stereotypes are negative (Kite and Johnson 1988; Schaie and Willis
2011) and their influence on elders’ health are much stronger than positive ones
(Meisner 2012).

The implications of negative stereotypes of aging on elder health may include
elder abuse (Dong 2005; Dong and Simon 2013; Dyer et al. 2000), lower quality of
healthcare services (Skirbekk and Nortvedt 2012; Bowling 1999; Briggs et al.
2012), and unequal access to health services (Simon 2011) and more specifically,
to preventive health services (Milaszewski et al. 2012), among other effects. In
addition, studies suggest that the internalized ageism among older people may
serve mediating health outcomes. Levy and colleagues (2000) found that elders
primed with negative aging stereotypes demonstrated increased health concerns,
such as cardiovascular response after performing stressful cognitive tasks. In
contrast, elders primed with positive stereotypes were associated with better health
outcomes, such as full recovery from disability (Levy et al. 2012), better func-
tioning (Levy et al. 2002), and willingness to accept life-prolonging interventions
(Levy et al. 1999–2000).

Nonetheless, the evidence regarding health disparities in later life is less clear,
and inconsistent concerning whether ageism further widens the health disparity
between whites and minority/immigrant groups. An early cross-sectional study
based on middle-aged and aged adults found that self-assessed health of whites
was better than that of other minority groups in each age stratum, with the greatest
disparity among those aged 65 and older (Dowd and Bengtson 1978). Moreover,
the black/white gap in disability and morbidity also increased over time (Liao et al.
1999). On the other hand, research by Ferraro and colleagues concluded that health
disparities were persistent throughout the lifespan (young, middle-aged, and later
life) and did not vary much with increasing age (Ferraro 1987; Ferraro and Farmer
1996; Kelley-Moore and Ferraro 2004).

The convergence of health disparities in later life could be a result of selective
survival. Carreon and Noymer (2011) noted that research pointing to a widening of
the gap in later life is premised upon a cumulative disadvantage perspective, that
is, intersectional effects of racism and ageism, often referred to as a ‘‘double
jeopardy’’. People are set on health trajectories as a result of disadvantages
experienced across the life course and the effects aggregate over the year and
readily appear in later years (Satariano et al. 1982). A recent study focusing on
physical and emotional functions among older adults with cancer identified evi-
dence of the double jeopardy effect in the sample of non-Hispanic whites, African
Americans, Asian Americans and Hispanics; but the double jeopardy effect dis-
appeared after factoring in comorbid conditions (Bellizzi et al. 2012).

Considering the framework outlined in Fig. 1, three factors require special
attention relative to health disparities among older Americans across minority and
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immigrant groups. First, socio-economic status (SES) remains one of the most
important factors influencing the health of elders across racial, ethnic minority and
immigrant groups (Smith and Raynard 1998; Anderson et al. 2004). Studies
indicate that older adults with low SES across all minority groups are more likely
to suffer from both physical and mental illness (Amstadter et al. 2010; Angel et al.
2003; Pinquart and Sorensen 2000; Lièvre et al. 2008), and that lower SES groups
are less likely to utilize health and preventive health care services (Crystal et al.
2003; Shi et al. 2012). In addition, House et al. (2005) found that the impact of
SES disparities on health across minority and immigrant groups seems to be small
in early adulthood, increases through middle and early old age, and then lessens
again in later old age.

Secondly, despite the significant effects of culture on minority groups’ health
(Brach and Fraserirector 2000; Witt et al. 2002; Saha et al. 2013), certain cultural
beliefs can benefit or harm elder minority and/or immigrant people, particularly for
recently arrived elder immigrants who are much more likely to adhere to the health
beliefs and practices of their original culture. For example, cultural beliefs sur-
rounding memory loss and dementia among ethnic minority older adults were
associated with delayed dementia diagnosis and care-seeking, compared to their
non-Hispanic white counterparts (Sayegh and Knight 2013). Elder Chinese
immigrants’ cultural beliefs in Taoism, Buddhism and traditional Chinese medi-
cine had influenced their healthcare utilization behaviors (Smith et al. 2013).
Among Latino elders, positive perceptions of aging (cultural value emphasizing
respect for people by virtue of age) and high level and quality of family support for
health problems were significantly positively related to professional care and
services (Beyene et al. 2002; Padilla and Villalobos 2007).

Thirdly, studies found that health of older adults is more sensitive to their
immediate environment—neighborhood communities—than that of younger peo-
ple. When community dwelling U.S. elders, particularly the 27 % of elders living
alone (U.S. Census Bureau 2012), greatly depend on local resources and inter-
actions for care and supports, neighborhood communities may affect their health
directly. Thus, health outcomes of minority and immigrant older adults may reflect
the environment in which they reside. For example, community racism can create
a threatening environment and impede physical activities among older minority
adults (Edwards and Cunningham 2012); whereas community affluence, a struc-
tural resource, can contribute positively to older residents’ self-rated health and
weaken the association between race and health (Cagney et al. 2005). Conse-
quently, when geographic racial segregation restricts ethnic minority elders to poor
neighborhoods, or when ethnic elders prefer to live in ethnic enclaves because it
enables them to remain independently and they can live comfortably without
speaking English (Olson 2001), in such cases, community level factors becomes
essential to their health.

In summary, the available literature offers abundant evidence on the pathways
between ethnic minority and immigration status and health disparities. Scholars
have argued that in addition to racial-genetic differences, structural racism might
be the real cause behind health disparities between whites and minority/immigrant
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older people; race/ethnicity could be simply a proxy for class and socioeconomic
stratification (Dressler et al. 2005). Available literature also indicates the possible
interactions affecting health disparity between SES and structural racism (Kawachi
et al. 2005), as well as the correlations among SES, health behavior and racism
(Williams and Collins 2001). To address health disparities, researchers have
pointed to policies and practice interventions that focus on these root causes of
disparities. The following section proposes a new way—community social capital
perspective—to conceptualize and consequently to address the health disparity for
ethnic minority and immigrant groups of older Americans.

Examining Elders Health Disparities via Community Social
Capital as a Framework

Developed through the work of Bourdieu (1997), Coleman (1988) and Putnam
(1993), social capital is a multidimensional construct that often includes cognitive
(i.e., mutual trust) and structural (i.e., social networks) components—that is, what
people feel and what they do in terms of social relations (Harpham et al. 2002).
Typically social capital is operationalized and assessed through trust, networks and
norms of reciprocity (Ferlander 2007). The public health field widely cited
Putnam’s (1995) definition of social capital: ‘‘features of social organization such
as networks, norms, and social trust that facilitate coordination and cooperation for
mutual benefit’’ (p. 67). Forms of social capital include bonding, bridging and
linking social capital (Claridge 2004; Szreter and Woolcock 2004). Bonding social
capital refers to the trusting and cooperative relations between members of a
network who share similar socio-demographic descriptors such as age, ethnicity
and/or education. Bridging social capital describes the heterogeneous and outward-
looking connections that individuals form across social groups. Linking social
capital refers to the quality of vertical ties that are formed between individuals and
groups that are explicitly recognized as ‘unequal’ in terms of the power they wield
in society such as between local governments and citizenry (Ferlander 2007).

Researchers have paid greater attention to the context and ecological under-
standing of social capital, through such measures as collective efficacy, trust in the
community, neighborly support, community place attachment, social cohesion
(Prezza et al. 2001; Perkins et al. 2002; Kawachi et al. 2004, 2008). Almedom
(2005) found that, for minority and immigrant older adults, neighborhood/com-
munity level social capital is critical for their health; and community context and
macro-level factors (e.g., social structures and political environments) may be
more influential than individual-level social capital (Angel and Angel 2006).
Evidently, institutionalized racism has perpetuated racial and ethnic stratification
across the life span and has impacted individual and family health profiles; indi-
vidual-level social capital may not adequately break the pattern.
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The relationship between social capital and elders’ health in general has been
proved positive across countries and cultures (Hyyppä and Mäki 2001; Kawachi
et al. 1999; Rose 2000; Schultz et al. 2008). In other words, local ties, sense of
community, neighborly trust and all other psychosocial aspects of networks con-
tribute to a better health outcome among older people. While researchers continue
to debate the mechanisms between social capital and elders’ health, arguably,
today’s baby boomers increasingly remain active in volunteering and local civic
participation, thus possessing sizeable social capital (Einolf 2009). Therefore, the
special characteristics of social capital nested in the minority and immigrant
communities should help reduce the health gaps and offer a viable option to
address the health disparity for older U.S. minority and immigrant adults living in
the community.

Characteristics of Ethnic Minority and Immigrant
Social Capital

Research comparing the social capital of various minority and immigrant groups is
limited. Quantitative studies indicate that social capital is not equally shared across
racial and ethnic groups and that significant differences appear in the social net-
works and their embedded resources (Lin 2000); for instance, social network
diversity and size decreased from whites to Hispanics and to blacks (Marsden
1987). When race, ethnicity and class are so fundamental in defining American
communities (e.g., segregated communities, immigrant enclaves and other types of
minority racial enclaves), minority or immigrant elders’ social capital might be
localized, insular and sometimes draining, and their social capital can be described
as ‘‘biased bonding’’ (i.e., strong bonding based on kin, extended household and
people of the same race/ethnicity), ‘‘bounded bridging’’ (i.e., networks within a
neighborhood/community boundary) (Hero 2003), and ‘‘limited linking’’ (i.e.,
restricted connections with governmental entities) (Dominguez and Watkins
2003). Lin (2000) stated that minority and immigrant groups have different access
to social capital because of their advantaged and disadvantaged structural positions
and associated social networks.

Thus, the health benefits of social capital for minority and immigrant elders
might not be interpreted the same way as for white elders. It is noted that strong
bonding capital based on kin and extended family networks enables minority and
immigrant groups to pool their resources to survive and thrive; Magasi and
Hammel (2004) found that this was exactly the case for disabled older African
American women. Also, while ‘‘bounded bridging’’ capital implies that a com-
munity has limited resources and possibly experiences poverty, aspects of racial,
ethnic, and immigration enclaves may well protect older adults’ health, possibly
because of an enhanced sense of belonging, positive social interactions and their
common native language spoken in the community (Angel and Angel 2006).
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Indeed, neighborly trust (trust of neighbors of the same race or ethnicity and of
different races and ethnicities) was weaker in diverse communities than in
homogenous communities (Putnam 2007). Mexican and Cuban older adults living
in high-density Mexican–American and Cuban American neighborhoods were in
better health than those who lived in lower-density neighborhoods (Eschbach et al.
2004).

In addition, minority and immigrant social capital often originates from distinct
yet interconnected sub-networks based on individual characteristics such as age,
education, class and reason for migration. In particular, when immigrants connect
strongly to their traditional sub-network (i.e., the network based on a common
place of origin), they also build and extend their new networks once resettled,
through various activities such as church attendance; neighborhood interactions;
friendship-making outside of their ethnic community including with classmates
and workmates, and volunteering, and participating in service programs (Garcia
2005). For example, based on individual characteristics such as age, time of
migration, employment history, living situation, and English capability, Liu (2003)
identified four typologies for elderly Chinese immigrants in the U.S. based on their
different patterns of service utilization and participation: old-age recent immi-
grants, old-age long-time immigrants, retired professional families, and middle-
age non-professional immigrants. Recognizing the value of sub-networks, studies
found that not all ties were equally beneficial; for example, network diversity (i.e.,
bridging capital) was unrelated to older immigrants’ life satisfaction (Diwan 2008;
Litwin and Leshem 2008).

Community Social Capital as a Cushion

The benefits of social capital may help cushion the negative effects of minority
and/or immigration status on older adults as illustrated in Fig. 2. First, minority
and immigrant older adults can benefit from their neighborhood and community
ties to better cope with the stress associated with discrimination and/or chronic
experience living with low socio-economic status. Ethnicity and culture play a
significant role in mitigating the stress and in the coping process as ethnicity and
culture can influence one’s appraisal of stress events, perceptions and use of family
support, and coping behaviors (Mui and Kang 2006; Aranda and Knight 1997;
Utsey et al. 2002). Strong ties with formal or informal ethnic (or immigrant)
community organizations not only reduce the risk of social isolation, which is
potentially health-protective or -enhancing for elders, but also nurtures cultural
traditions. For instance, one study indicated that older Mexican–American Cath-
olics benefited from frequent church attendance and reported that it provided them
with comfort during times of trouble (Hill et al. 2005). Under stressful life situ-
ations, Latino elders who regularly participated in programs at senior centers
experienced lower levels of psychological distress than those who did not (Farone
et al. 2005). In a study of older Korean Americans, Han et al. (2007) found that
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lower social support levels were associated with higher depression scores when
controlling for demographics and health status. Thus, when coping, ‘‘bounded
bridging’’ capital helps older adults foster shared perceptions and strengthen ethnic
and cultural identity; similarly, ‘‘strong bonding’’ capital offers needed financial,
physical, and emotional supports and helps increase self-esteem (Cattell 2001).

Secondly, among minority and immigrant groups, community social capital
functions in a particularly beneficial way that helps older adults to better access
health care and preventive care services. A higher level of community engagement
and ties to community groups can increase exposure to health and healthcare
related information and resources, providing a critical pathway for social capital to
influence health promotion (Viswanath et al. 2006). Although older minority and
immigrant adults may be connected to various sub-group networks leading to
varying degrees of community social capital, the literature suggests that all sub-
group networks serve a similar function—to help individuals gain access to
information and/or services (Garcia 2005); this is even true to communities with
concentrated undocumented immigrants (Xu and Brabeck 2012). The information
and resources obtained through community social capital help decrease barriers
such as lack of transportation, limited health literacy and lack of health insurance
to access health care and preventive care services (Gelfand 2006), especially
aiding elders with limited English proficiency (e.g., Burr and Mutchler 2003;
Aroian et al. 2005). For minority and immigrant older people, who often have
significantly less trust in their physicians (or Western biomedicine or information
from formal sources) and greater trust in informal health information sources (e.g.,
Musa et al. 2009), information and resources obtained through trusted ties in the
community is distinctively meaningful and thus associated with increased utili-
zation of health care and preventive care services. Besides serving as conduits for
valuable information and resources, community social capital also can change
collective life perceptions and traditional/cultural healthcare seeking behavior.
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Studies found that elderly Chinese Americans have depended on bonding capital to
meet their health needs as family and ‘‘lay others’’ (e.g., friends) could provide
resources, especially in transportation assistance, medication requirements, and
advice to avoid ineffective or even harmful self-treatment. At the same time,
through interactions with community agencies elderly Chinese learned to shift
their traditional expectations for assistance from family members (i.e., filial piety)
to neighbors and friends, and have shown a genuine adaptability by combining
Eastern and Western health care modalities (Pang et al. 2003).

Thirdly, community social capital is believed to play an important role in
community life and can help strengthen the community through collective actions
that ultimately benefit community dwelling elders. The literature indicates that the
higher the stock of community social capital (as indicated by measures of trust and
reciprocity), the higher the health level of a given community (Kawachi 1999). In
a study of health outcomes of Chicago residents, neighborhood social capital was
associated with lower neighborhood death rates from heart disease (Lochner et al.
2003). The dynamics of neighborhood characteristics, community social capital
and health outcomes are multifaceted. On one hand, neighborhood characteristics
influence network patterns and forms of social capital created. Such neighborhood
factors as history, employment opportunities, local resources and opportunities for
participation influence residents’ ability to develop trusting relationships, and help
develop community norms of cooperation and reciprocity, and patterns of mutual
aid and information exchange. Communities with concentrated poverty have been
associated with impoverished social networks. Residents of all races in ethnically
diverse neighborhoods tend to have lower levels of trust, altruism and community
cooperation, and fewer friends than residents of homogeneous neighborhoods
(Putnam 2007). Community social capital differentiated by structural and cultural
characteristics has impacts on psychosocial pathways involved in health effects.

On the other hand, community social capital (i.e., which people gain from
involvement in clubs and other community activities, or interactions with neigh-
bors) may affect residents’ participation behavior and facilitate participation in
local organizations and associations, and in more general civic arenas (Putnam
1993). A high level of community participation helps create and reinforce norms
and solidarity, supports the development of ethnic and/or regional identities, and
engages members in collective actions that benefit the community (Fennema and
Tillie 2001). In general, community collective actions to improve its environment,
such as reducing crime or improving housing conditions or overall quality of life,
would ultimately strengthen residents’ physical and mental well-being. Indeed,
evidence has shown that when partnerships among community organizations target
health education and other health promotion programs for older minority and
immigrant residents, they can effectively reduce health disparities (e.g., Fernandez
et al. 2008).

Lastly, community social capital helps minority and immigrant older adults
preserve their cultural traditions, which in turn can help secure cultural health
benefits. In theory, because social connections and interactions appear to be more
available to ethnic minority elders within their communities rather than in broader
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society (Breton 2003), minority and immigrant networks provide a familiar envi-
ronment within which to construct ethnic, cultural, and class identities. Ethnic
communities require common obligations and provide support, and members’
similar experiences in terms of racism help create a common understanding of their
group and each other (Fennema and Tillie 2001) that aid in identity formation
(Bankston and Zhou 1995). These contexts, in turn, influence how minority and
immigrant elders perceive their lives, as well as the behaviors in which they engage.
Ethnic and immigrant groups embody many qualities, including resourcefulness,
resilience and solidarity. For minority and immigrant older adults, instead of
viewing ethnic communities as places of poverty and disadvantage (Valtonen
2002), the community social capital perspective see them as a solution and thriving
supportive environments for ethnic minorities elders: they offer an array of cultural
knowledge, skills, abilities and contacts, possessed by and serving socially mar-
ginalized groups, rich resources that often go unrecognized and unacknowledged by
society and by scholars. Various forms of capital nurtured through cultural wealth
include aspirational, navigational, social, linguistic, familial and resistant capital,
thus benefiting minority and immigrant elders’ health.

Community Social Capital: Opportunities for the Future

The importance of community social capital in understanding and addressing
health disparities among U.S. older adults has been well explored and fully
acknowledged. However the application of community social capital perspective
in policies and in health care practice still faces great challenges. In essence,
racism has affected every aspect of U.S. ethnic and racial minority groups’ lives;
minority and immigrant groups face a very different opportunity structure since
birth, which is constructed geographically, economically, socially and psycho-
logically. Thus, it is not surprising that racism is associated with lower levels of
social capital among ethnic and immigrant elders, as well as poorer psychological
well-being and physical health (though this manifests in different ways for dif-
ferent ethnic groups). However, racial/ethnic and immigrant groups maintain
extensive networks developed through kinship, friendship and shared communities
of race, ethnicity and/or country of origin; and they rely on, and actively contribute
to, the social capital banked in family and community ties for information,
resources and various supports and services. To change health trajectories of
African American, Asian American and Hispanic American elders, many who
have immigrated to the U.S., and given our current understanding of the pathways
between minority and immigration status and health outcomes, community social
capital is proposed and seen as a counterweight to the negative effects of social-
economic disparity, community segregation, social discrimination, and other
factors that impact health outcomes.
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Community social capital is also an equalizer that minimizes the health gap for
elders caused by SES differences. Investments in community social capital could
equalize the inequitable financial and human capital distribution. While the
community social capital perspective surely brings in policy and practice impli-
cations in terms of resource relocation, arguably, the extent that community social
capital can help address the health disparity across minority and immigrant elder
populations hinges on changing opportunity structure. In other words, ties in
neighborhoods, neighbor trust, place attachment, among other aspects of com-
munity social capital could increase minority and immigrant residents’ opportu-
nities in employment, education, and other socioeconomic and cultural events,
thus fundamentally redirecting the health trajectory. Policy and programs that
nurture collective spirit, foster cultural value, and expand opportunities should
target on minority and immigrant people at all ages, ideally children, as they would
eventually benefit minority/immigrant older adults and at the same time the
minority/immigrant community development. A call to action is issued to social
service providers, community activists, policy makers, and educators, for a
national agenda on behalf of ethnic minorities, their children and aging parents in
the U.S., couched by an old Chinese proverb: It is too late to fix the fence after a
wolf stole a lamb; but better late than never.
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A Profile of Rural African American
Lesbian Elders: Meeting Their Needs

Debra A. Harley, Kim L. Stansbury, Marva Nelson
and Christina T. Espinosa

Abstract Elderly African American lesbians in rural society represent diversity
across numerous demographic characteristic and social positions that require
specific responses to their needs. The population must address issues related
to age, race/ethnicity, gender, and sexual orientation. In this chapter a trans-
disciplinary examination of issues relevant to this population is examined. In order
to do so, a profile of elderly African American lesbians is presented. Additional
information is presented on the concepts of feminism and womanism, the construct
of positive marginality, characteristics of rural society and how African American
women and lesbians exist in such a context, cultural homophobia in the black
community, and racism in the white gay community. Psychosocial adjustment
considers the intersection of sexual orientation, age, and race statuses. Finally,
healthcare, education, and public policy issues are examined with respect to elder
African American lesbians.

The exact number of African American or Black (used interchangeably in this
chapter) lesbian elders is not known because the exact number of the total lesbian,
gay, bisexual, transgender, and questioning (LGBTQ) (sexual minorities) popu-
lation of all ages in the United States is unknown. A Gallup poll survey reports that
3.4 % of Americans identify as lesbian, gay, bisexual, or transgender (LGBT), and
4.6 % of African Americans identify as such with 3.6 % of African American
women identifying as lesbian (Carary 2012). There are 16,638,000 African
American women in the United States (U.S. Census Bureau 2011). It is estimated
that between 1 and 2 % of African American women identify as lesbian
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(Gates 2011). Applying this prevalence to African Americans, there are at least
166,380 African American lesbians (Dibble et al. 2012). However, it is difficult to
glean how many of the 166,380 are lesbian elders because of the rate of non-
disclosure. The difficulty in determining the number of African American lesbian
elders is due to several reasons, including limited research on sexual minorities of
color, a lack of national surveys that ask about sexual orientation or gender
identity, reluctance to coming out, and variation in responses to surveys due to
methodological issues (Bostwick 2007; DeBlaere et al. 2010).

The purpose of this chapter is to present a trans-disciplinary examination of
issues relevant to African American lesbian elders in rural society. Information is
presented in several key areas. A profile of African American elders provides a
contextual framework of this population in contemporary society. The theoretical
concepts of feminism and womanism, and the construct of positive marginality are
presented to explain identity development of African American lesbians. Char-
acteristics of rural society and African American women and lesbians demonstrate
how they exist in those contexts. Cultural homophobia in the black community and
racism in the gay community describes discrimination from several societal per-
spectives. A discussion of psychosocial adjustment looks at the intersection of
sexual orientation, age, and race statuses. Healthcare, education, and public policy
issues are examined with respect to elder African American lesbians. In addition, a
sample syllabus of a trans-disciplinary course is included. Finally, select com-
munity resources are provided.

Overview

Elder (age 65 and over) African American lesbians in rural society represent
diversity across age, race, gender, sexual orientation, socioeconomic status, ability
levels, education, family composition, geography, and experiences. Each of their
identities dictates certain positionalities (social position) (Maher and Tetreault
1993) in society and some of their identities further relegate them to positions of
marginality. For example, from a cultural perspective elder African Americans are
revered and entitled to respect within the African American community, and a
position of age carries with it a high level of cultural capital. On the other hand,
African Americans continue to face discrimination in general, and within the
African American community sexual minorities are shunned and homosexuality is
viewed as a European phenomenon and not indigenous to African culture (Johnson
2001; Savage and Harley 2005). But, in fact, lesbians often face ridicule and gay
bashing in the Black community. Based on their multiple subordinate-group
identities, African American lesbians have ‘‘intersectional invisibility’’ as victims
of sexism, heterosexism, and racism within both the dominant culture and Black
community (Purdie-Vaugns and Eibach 2008, p. 377). Ramsey et al. (2010)
summarize the experiences of African American lesbians as that of simultaneous
resilience and disadvantage in the face of extreme obstacles.
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Clearly, African American lesbians are confronted by challenges from multiple
avenues. That is, they must address challenges as a double minority based on the
dual effect of race and sexual orientation. With the addition of gender, African
American lesbians are required to respond to triple jeopardy status. The layers of
jeopardy increase when other variables such as age and disability enter the matrix
(Battle and Bennett 2000; Harley et al. 2013).

For all adults, later life is known as a period of both growth and decline, with
studies overwhelmingly focused on the latter (de Vries et al. 2011). We know very
little about the health care needs of older sexual minorities, however as African
American lesbians age, they must address health issues specific to aging, dis-
ability, health, and sexuality (Comerford et al. 2004; Dibble et al. 2012). The
health and well-being of elder African American lesbians is one that has received
limited attention. Although research has begun to focus on elder lesbians, elder
African American lesbians continue to be excluded in much of mainstream
research, which focus primarily on White lesbians or include African American
lesbians more as a comparison group (Dibble et al. 2012). Elder African American
lesbians in rural communities are further marginalized and excluded. In fact, over
two decades ago Deevey (1990) identified older lesbians as the invisible minority
and, today many researchers, scholars, and academicians continue to omit them
from curricula content to the extent as if older [African American] lesbians do not
exist (Hall and Fine 2005). LGBT elders have not been the subject of extensive
research and, just as aging is not frequently considered in LGBT research, the field
of gerontology has not frequently considered LGBT aging issues (Fredriksen-
Goldsen and Muraco 2010; de Vries et al. 2011; Scherrer 2009). The continued
limited focus on older LGBT populations is surprising particularly as LGBT elders
are gaining visibility with the aging of LGBT baby boomers, the first generation of
LGBT people to have lived openly gay in large numbers (Baker and Krehely
2012). Thus, one may ask the question, what happens to them as they age?

A Profile of the Black Experience in the United States

African Americans represent a diverse group of people. A variety of names have
been used to identify them, including ‘‘Colored,’’ ‘‘Negro,’’ ‘‘Black,’’ and a series
of degrading labels (e.g., nigger, darkie). During the 1980s, the term African
American became important in the Black community to reflect the cultural
distinctiveness of Blacks in the United States, and to equalize this cultural dis-
tinctiveness to that of other ethnic groups (e.g., Italian Americans). The early
existence of Blacks in the United States has traditionally been a population whose
base was in the South. After the Civil War and as the hopes for Reconstruction
faded, sharecropping and Jim Crow became common features for ex-slaves in the
South (Gelfand 2003). With the passage of the 13th Amendment to the U.S.
Constitution, slavery became illegal, and the 14th Amendment declared all persons
born in the United States to be citizens. The status of African Americans did not
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improve greatly with the legal end to slavery because they continued to be targets
of racialized terrorism and sanctioned discrimination. In efforts to escape the
tyranny of the South and in search of better jobs, many Blacks relocated to
northern cities (Billingsley 1992; Hill 2001; Martin and Martin 1978).

For African Americans, the Black identity as a lived experience is manifested
as suggested by Boykin’s (1986) Triple Quandary Theory (TQT) one in which
they must learn to negotiate three worlds or types of experiences: (a) the world of
marginalization, insult, discrimination, and racism, (b) the world of the main-
stream, and (c) the world that constitutes the Black community itself. Boykin’s
TQT was further elaborated on by Strauss and Cross (2005) through five trans-
actional modalities that operationalize identity as a lived experience in everyday
life: (a) buffering (transacting racism and discrimination), (b) code-switching
(moving in and out of the mainstream), (c) bridging (transacting friendships across
social categories), (d) bonding and attachment (transacting relationships within the
Black community), and (e) individuality (transacting one’s sense of individuality).
In this model, the five forms of transactions convey not five different identities
within the same person, but a coherent identity that constructs a repertoire of
expressions. In essence, the person is the same person from one situation to the
next; however, the demand characteristics of the situation determine what form of
identity expression or mix of expressions the person will apply (Balcazar et al.
2010).

The Black family, school, and church provided the base from which the civil
rights movement of the 1950s and 1960s evolved (Calhoun-Brown 2000; Moore
1991). Those movements are important elements in the lives of the current cohort
of Black elders because many of them are children of families who gained access
to job opportunities in manufacturing, education, and skilled labor. However, due
to job insecurity, lower income jobs, and discrimination, many of the current
cohorts of Black elders enter their later years with inadequate income, poor health
status, or lower levels of education (Jones 2009; Lekan 2009; U.S. Social Security
Administration 2011). African American elders have higher rates of arthritis,
hypertension, diabetes, and cancer (with the exception of breast cancer) and, lower
survival rates for cancer and hypertension. Many African Americans’ higher
cancer mortality rates appear to be related to occupational hazards and poor living
conditions. African American women ages 20–94 were asked to identify their most
serious health problems. These women listed the Center for Disease Control’s
(CDC) top four causes of mortality as their top four most serious health threats
(Sadler et al. 2005). In addition, African Americans have higher rates of HIV and
AIDS, many of whom were infected at a younger age and are now living longer
(Baker and Krehely 2012). For many older persons, the major problems in life are
conditions that impair their functioning. In comparison to White elders, African
Americans have severe limitations in daily tasks requiring assistance with
housework, personal care, and preparing meals.

The circumstances for elder African American lesbians are difficult to discern
and separate from the general Black population because of their covert existence in
the Black community. Nevertheless, one can glean that Black lesbians, especially
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lesbian leaders, feel an ownership of Black historical movements because of their
race and membership in the Black community. African American LGBT people,
just as other African Americans continue to struggle for acceptance, equality, and
fairness in the United States.

Feminism, Womanism, and Positive Marginality

There is a consensus in the literature that LGBT populations in the United States
are oppressed; however, the intersection of sexual orientation, gender, race, and
age compounds the marginalization of elder African American lesbians. ‘‘Older
lesbians are not a uniform discrete community but rather, cohort groups who may
share some common cultural experiences. Making meaning of their experiences
and modes of self-definition and expression necessitates an understanding of
their development within social, historical, cultural, and geographic contexts’’
(Comerford et al. 2004, p. 420). Several theories have been proposed to explain
identity development for women (e.g., Downing and Roush 1985) and lesbian and
gay persons (e.g., Cass 1979; McCarn and Fassinger 1996). These theories,
however, have been criticized for having a singular focus on identity that does not
consider the fact that many people are members of more than one subordinate
group. The feminist identity development model is also seen as falling short of
addressing the intersecting identities of racial/ethnic minority women (Moradi
2005). Feminist theory aims to understand the nature of gender inequality through
an examination of women’s social roles, experience, interest, and feminist politics.
The basic concepts of feminist theory include (a) viewing all people regardless of
their gender or culture within the context of society, (b) promoting egalitarian
relationships in all settings, and (c) realizing that social and personal identities are
intertwined (Jodry and Trotman 2008).

Two other concepts that lend themselves to providing insight into identity
development of elder African American lesbians are womanist identity develop-
ment model (Helms 1990) and positive marginality (Mayo 1982). Womanist
identity development model draws from extant literature on gender identity, black
feminist writers (e.g., bell hooks, Patricia Hill-Collins, Audre Lorde, Alice
Walker), and conceptualizations of racial identity development, and is character-
ized by women moving from an externally based to an internally based definition
of oneself as a woman (Moradi 2005). Womanist identity development consists of
four stages or sets of attitudes (i.e., pre-encounter, encounter, immersion-emersion,
internalization) toward adaptation of internal standards of womanhood. Womanist
is more than the combination of blackness and feminist; it signifies a unity in the
experience of black women where their race and gender are fused into a singular
identity, thereby creating her unique space (Fryer 2008). One noteworthy area of
womanist theory is its challenge to the Black church community’s homophobia.
Womanist theologians confirm a commitment to the survival and wholeness of the
Black people, male and female, and heterosexual and homosexual. Womanist
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theologian Cannon (1995) remarked, womanist scholars are compelled by their
very womanist identity to interrogate homophobic attitudes and heterosexist sys-
tems and structures, as they exist within the Black church community, in an effort
to debunk and dismantle them.

The concept of positive marginality suggests ‘‘people situated at social margins
do not necessarily internalize their exclusion but instead embrace difference as a
strength and sometimes as a source of critique and action’’ (Hall and Fine 2005,
p. 177). People living on the margins of society utilize their status to understand the
strategies of those in the mainstream and to use them to their own advantage (Lorde
1984). Positive marginality is viewed as a means of activism and self-advocacy
to dissolve the barriers created by the margin. In fact, positive marginality is
recognized as one of the cornerstone of the Black experience because it provides
psychological and political tools that are used to teach survival skills and coping
styles for multiple generations (Hall and Fine). Advocacy is an inherent part of
positive marginality. A noteworthy advocate for the rights of African American
lesbians is Mandy Carter (see Fig. 1 for a spotlight of this advocate).

Hall and Fine (2005) applied the concept of positive marginality through the
use of narrative analysis to chronicle the lives of two older Black lesbians ages 73
and 85 years old. The results revealed how the two women created affirming lives
on the margins and how they redirected their experiences with racism, sexism, and

Fig. 1 Spotlight on an Advocate for African American Lesbians
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homophobia to make opportunities, create safe space, and live long satisfying
lives. Shapiro et al. (2010) used grounded theory to gain insight into lesbian sexual
identity development. They found through women’s narratives a dynamic, non-
linear, and contextualized representation of sexual identity development that may
more accurately describe lesbian identity in terms of intersecting identities,
national and local contexts, and personal and professional relationships. Saunders
(2010) found similar issues of marginality among Cuba’s LGBT community,
with Black lesbians being the most socially marginalized population. Several
intersecting factors were identified as contributing to such marginalization:
(a) culturally based discourses concerning race, (b) gender, (c) sexuality,
(d) limitations of post-revolutionary citizenship discourse to address these forms of
social inequality, and (e) the economic downturn beginning in 2008 called the
‘‘Special Period’’.

Regardless of which individual or collective approach to identity development
and social position one takes, it is clear that Black lesbians are marginalized in
society. Older African American lesbians have had to develop multiple identities
to live in a country that is premised on racism, sexism, ageism, homophobia and
heterosexism. Each dimension of identity (e.g., race/ethnicity, age, class, sexual
orientation) may alter Black women’s sense of womanhood, self, and identity
(Moradi 2005). African American lesbians are confronted by both an interracial
and intra-racial struggle for acceptance (Moore 2010).

Characteristics of Rural Society and African American
Women and Lesbians

In the United States, a rural area is defined by dimensions such as size and
population density of the community, any geographic area outside cities and
towns, and social values, norms, and sanctions of its residents (Comerford et al.
2004). Ten percent of the U.S. geography is urban and the remaining 90 % is rural.
Nearly three out of ten Americans live in a rural area or a very small city (U.S.
Census Bureau 2010). Rural America today has moved predominantly to a post-
agrarian society, large intergenerational families are a thing of the past, many rural
residents no longer work at local jobs, and many commute longer distances to
work. In addition to those characteristics, the elders in rural areas are more likely
than their urban counterparts to have lower incomes, live in poverty, have less
formal education, be in poorer health, own their own homes, which are more likely
to be substandard dwellings, have less access to health and social services and
transportation, and their health and long-term care needs are less likely to be met
(Fowles and Greenberg 2011).

For many African American elders, those issues are compounded by the
intersection of factors such as racism and discrimination, generational biases, and
historical referents (e.g., Jim Crow). A substantial number of elder African
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Americans live in southern states, which have disproportionate and persistent
poverty rates. The states with the largest percentage of Blacks in the state popu-
lation are Mississippi (38 %), Louisiana (33 %), Georgia (32 %), South Carolina
(29 %), and Alabama (27 %) (U.S. Census Bureau 2010). According to Brown and
Swanson (2006), counties that are classified as ‘‘persistent poverty counties’’ are
located across the heart of the old plantation South, referred to as the Black Belt,
and contain approximately 80 % of the rural African American population and
45 % of all African Americans in the U.S.

The literature suggests that several details are known about women, elder
African American women, and lesbians in rural communities. First, lesbians are
shunned from rural society and experience heightened stigma because of the tra-
ditional values, fundamentalist religious beliefs, and strong conservative ideas
found within these communities. A sense of cultural heterosexism is common
among rural residents and within African American communities. Second, the
anonymity often found in large cities is non-existent in the rural areas. The
closeness and interdependence in rural areas and small towns often blur boundaries
of privacy and the behavior of residents is easily known and information shared
through local venues throughout the community. Thus, sexual minorities tend to
remain ‘‘in the closet’’ (i.e., not reveal their identity) because of fears of harass-
ment or violence. In a comparison of supports for LGBT aging in rural versus
urban areas, Lee and Quam (2013) found rural individuals reported lower levels of
‘‘outness’’, guardedness with people including siblings and close friends, and
lower levels of household income. Third, lesbians face potential isolation due to
the lack of a visible gay community and less opportunities for social connection
(Bostwick 2007; Hastings and Hoover-Thompson 2011).

Fourth, rural elder African American women are among the poorest of the poor
and those with disabilities experience the most severe poverty (Brault 2012;
Fowles and Greenberg 2011). Black women are one group for whom Social
Security remains especially important (IWPR 2011). According to IWPR, of the
52.5 million Social Security beneficiaries of all ages in the United States 5.7
million are Black, of which 2.8 million are Black women. An explanation of the
role of Social Security in the lives of Black women is presented in Table 1. For
many African American women who are the oldest of the old (i.e., age 70 and
over), poverty may affect them disproportionately because much of their experi-
ence spans from The Great Depression of the 1930, the 1940s, 1950s and 1960s
when employment for Black women was primarily relegated to unskilled and
semiskilled positions, often excluded from the social security tax system.

A fifth detail is that African American women often experience early onset of
disease and disability and increased mortality because of health disparities. Afri-
can American women experience stress and health disadvantages related to an
interaction and multiplicative effects of race, gender, class, and age (Lekan 2009).
The most frequently occurring health issues among African Americans include
hypertension, diabetes, heart disease, stroke, cancer, asthma, and unintentional
injuries (Centers for Disease Control 2013). Racial and ethnic disparities among
elder African American women with disabilities include increased hospital days,
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poor health days, hospitalizations, being functionally dependent, and having
increased primary and repeat amputations when compared to their White coun-
terparts (Jones 2009). Research suggests that older lesbians have fears of
discrimination by health care providers (Baker and Krehely 2012; Butler and Hope
1999; Cochran and Mays 1988; Travis 2011; van Dam et al. 2001), especially in
rural areas that are unlikely to provide knowledgeable, compassionate care to
LGBT consumers (Butler and Hope 1999; Comerford et al. 2004; Lindhorst 1997;
National Healthcare Disparities Report 2011).

In interviews with late middle-aged and old lesbians in a rural area, Butler and
Hope (1999) found that their fears included panic when they think about ever
having to go to a nursing home because of heterosexual assumptions of the whole
institution; being punished for being a lesbian; being old and fearful of having to
deal with extremely hostile prejudice of the radical political right; and denying
themselves the healthcare they needed because of lack of affordability. In fact,
older lesbians may feel that revealing their identity is not important if it means
receiving inferior health care services (Hunter 2005). See Table 2 for a list of fears
of discrimination. In a study of lesbians deciding who to see for health and mental
health care, Saulnier (2002) found that lesbians encountered a continuum of
provider reactions that shaped their decisions: (a) homophobia, (b) heterosexism,
(c) tolerance, (d) lesbian sensitivity, and (e) lesbian affirmation.

Psychosocial and economic stressors are exacerbated in rural areas due to lower
levels of education, limited opportunities, lack of availability of services, lack of
transportation, and isolation in general and more so for elder African American
women (Fowles and Greenberg 2011). Seventh, many people in rural society
experience mental illnesses and do not seek care. For elder African American
women, seeking counseling may be seen as a violation of the cultural norm of
privacy and resolution of problems within the family, through the church, or

Table 1 Social security and black women

Black women aged 62 and above receive on average $961 per month in Social Security benefits
as retired workers and $911 per month as disabled workers (U.S. Social Security
Administration 2011)

Twenty-six percent of Black women who are Social Security beneficiaries receive disability
benefits (U.S. Social Security Administration 2011)

Social Security is the most common source of income for older Black women (IWPR 2011)
Eighty-three percent of older Black women aged 65–74 receive Social Security income (IWPR

2011)
Eighty-eight percent of older Black women aged 75 and older receive Social Security income

(IWPR 2011)
Social Security benefits are modest in size, but constitute the largest share of income received by

older Black women (IWPR 2011)
Social Security is vital to Black women’s economic stability. Three out of four Black women

(74 %) aged 74 and older rely on Social Security for at least half of their income and more
than half (51 %) relay on Social Security for all of their income (IWPR 2011)

The poverty rate of older Black women aged 75 and older with Social Security is 26 % and
without Social Security is 61 % (IWPR 2011)

A Profile of Rural African American Lesbian Elders: Meeting Their Needs 141



kinship and community networks (Harley 2005). Eighth, many lesbians have
limited access to health care, are uninsured, underinsured, and lack financial
resources for essential and preventive health care (Baker and Krehely 2012;
Hunter 2005). Finally, lesbians who live in rural areas face the same issues (e.g.,
poverty, lower quality of housing, scarce health and mental health resources) that
heterosexual residents face resulting from political and economic inequities
between rural and urban areas that perpetuate inequities in the system (Comerford
et al. 2004). In addition, elder African American lesbians must confront racism
(Bostwick 2007). These multiple levels of oppression and the experience of being
a minority within a minority may contribute to an increased vulnerability to health
issues and mental illness, particularly depression and anxiety (Dibble et al. 2012;
Greene 1994).

Elder lesbians, African American lesbians, and any combination thereof in rural
areas may become more isolated from their families of origin than others. Because
elder lesbians are more likely than their non-lesbian counterparts to be single,
childless, and estranged from family members, they must often rely on friends and
‘‘informal families of choice’’ (Baker and Krehely 2012, p. 19). As they age, elder
lesbians may lose their visibility within the lesbian community (having little- to-no
voice in the political agenda of the LGBT community), which can exacerbate the
endemic loneliness of women in rural communities. They may be excluded or
marginalized by the younger LGBT community from community discussions and
issues pertinent to them and absent from the mainstream LGBT political agenda.
The experience of ageism in the LGBT community may compound psychological,
victimization, and despair issues. Many experience the loss of a long-term partner
and may have to hide the grieving process from others as to hide the relationship
(Hunter 2005). Thus, as elder lesbians in rural communities become more isolated,
they eventually transform into the ‘‘truly invisible’’ (Comerford et al. 2004,
p. 420).

Table 2 Fears of discrimination from healthcare providers

Hostility
Rejection
Invisibility
Deny care
Reduced care
Stigmatization
Anti-gay violence/Safety
Inadequate/substandard health care
Refrain from touching a patient who is lesbian
Careless management of private information and identity disclosure
Inappropriate verbal and/or nonverbal responses from providers and office staff
Refusal of service providers and health care systems to recognize extended families within the

gay community

Adapted from Saulnier (2002)
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Cultural Homophobia and Societal Racism

The African American community is known as a collective society that provides
support and refuge to its people. The cultural characteristics of the community
consist of strong kinship bonds, valuing education, strong religious orientation,
high achievement orientation, strong work ethic, self-reliance, and adaptability of
family roles (Brown Wright and Fernander 2005; Hill 2001; Martin and Martin
1978). Although African American heterosexual women and lesbians experience
racism and sexism in general, ‘‘lesbianism is largely considered incompatible with
role expectations in the Black community’’ (Hunter 2005; Loiacano 1989, p. 21).
In addition, several cultural values of the Black community are in direct conflict
with values held by the larger LGBT community. First, the Black community
values privacy, which is in contrast to the dominant LGBT community’s value of
‘‘coming out’’. Second, strong family and kinship ties stress that marriage and
family always come first, and the family may present a united front against the
lesbian member or disown her, resulting in a loss of the sense of unity that helps
the lesbian member form cultural and/or race identity (Savage and Harley 2005).

Third, as a historically oppressed group, African Americans have placed great
importance on reproductive sexuality to ensure continue existence of the group in
face of racist, genocidal practices by the dominant White group (Greene and Boyd-
Franklin 1996). Thus, Black lesbians are seen as a threat to the social structure of the
family (Boykin 1996). Finally, the Black church, with its heterogeneous character, is
more monolithic in its attitude toward homosexuality. According to Douglas (2006)
‘‘the Black church community, even with all of their diversity, the Black church
people are regarded as strikingly similar in their attitudes toward non-heterosexual
sexualities. They are viewed as not simply homophobic but more homophobic than
other populations of society’’ (p. 12). Older African American lesbians and gay men
perceive social discrimination and alienation within their families, the larger Black
community, organized religion, and feel isolated because of sexual orientation
(Woody 2011). While these views are commonly held in the rural south, greater
opportunities for social integration are present in the northeastern regions of the
United States, which tend not to carry the same level of overt bias.

Although non-acceptance of sexual minorities remains in the Black community,
in recent years ambivalence, tolerance, and acceptance have emerged in African
American families. Acceptance is often in the form of family instructions such as
‘‘be silent and invisible,’’ which may allow the family to accept the person without
having to deal with sexual orientation and the issues associated with it (Hunter
2005). Many older African American LGBT individuals never revealed or dis-
cussed their sexuality with family member, even though the families knew they
were gay. Black families function within their own code of ‘‘don’t ask, don’t tell’’.
This code suggests that sexual minorities are accepted within African American
families as long as they do not label themselves or acknowledge publicly that they
engage in same-sex relationships (Miller 2011). Despite the sometime disap-
proving attitudes and religious condemnation, the majority of Black LGBT people
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remain in predominantly Black communities and social contexts and negotiate
daily with family and community. Even when they do not find needed psycho-
logical and social support, they remain because they trust in racial solidarity and
racial group membership (Moore 2010). For African American LGBT individuals,
their same-race communities help them maintain a positive identity in the face of
racism and oppression (Robinson-Wood 2009).

Elder African American lesbians often have experienced discrimination or
prejudice on the basis of race, gender, sexual orientation, age, and geography. For
these women, the intersection of positionalities is influenced by the dynamics of
white and black patriarchy, and because of the degradation of black female het-
erosexuality in America, older African American lesbian sexuality is more
devalued and more marginal in White and Black America (West 1993). In addi-
tion, the types and degree of discrimination may also be based on generational
status. That is, elder African American lesbians in rural areas more than likely
have been exposed to Jim Crow practices, whereas their younger counterparts have
not. However, this is not to say that younger lesbians do not experience dis-
crimination based on race. In a study of the correlates of well-being among African
American lesbians ages 22–79, Dibble et al. (2012) found that substantial numbers
of women reported that they had received poor health care related to their race and
ethnicity, and not their sexual orientation because they were not out to their health
care provider.

Although the rate of homophobia and heterosexism is high in the Black com-
munity, most African American LGBT indicate that they still find more support
and refuge in the Black community, especially against the tyranny of racism in the
White gay community (Boykin 1996; Greene 1994; Moore 2010; Savage and
Harley 2005). For African American LGBT people ‘‘a perceived link that connects
its members regardless of other differences that might also exists’’ (Moore 2010,
p. 17). In fact, some researchers suggest that African American lesbians, having
learned to handle their ethnic minority status, have developed a great deal of
resilience and personal strength and may be better equipped to also handle their
status as a sexual minority (Cooper-Lewter 2007; Dibble et al. 2012; Hall and Fine
2005).

Experiences of racism by ethnic minority LGBT people in the White LGBT
community are well documented (Asanti 1999; Boykin 1996; Brown 2008;
Loiacano 1989; Plummer 2007; Stansbury et al. 2010). According to Parham et al.
(1999), ‘‘irrespective of how one comes to understand the concept of racism, there
is little doubt that its origins, promotion, and continuation are anchored in the
context of how Whites relate to African-descent people and other people of color
on individual, institutional, and cultural levels’’ (p. 134). It has and remains
necessary to dehumanize African ancestral people and to cast them as inferior
beings to enforce white, heterosexual superiority (Gibson 2009). Gibson explored
the behavioral and psychological strategies used by lesbians of African descent to
negotiate relationships within their families of origin while simultaneously
developing and maintaining an affirmative lesbian identity. The results showed
that lesbians of African descent negotiated multiple identities of race, sexual
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orientation, disability, and gender through application of several identity man-
agement strategies (e.g., cultivate LGBT community and support systems, educate
others about lesbian identity, maintain visibility, engage in LGBT activism),
including ways to manage conflicting loyalties between the LGBT community and
Black community without any loss of significant relationships and cultural ties.

In a similar study, Moore (2010) examined strategies Black LGBT people used
in Black environments to proclaim a gay identity that is simultaneous with a Black
identity. Moore found three distinct features: (a) Black gay protest takes on a
particular form when individuals are also trying to maintain solidarity with the
racial group despite the distancing that occurs as a result of their sexual minority
status, (b) Black sexual minorities who see their self-interests linked to those of
other Blacks use cultural references to connect their struggles to historical efforts
for Black equality and draw from nationalist symbols and language to frame their
political work, and (c) they believe that increasing their visibility in Black spaces
will promote a greater understanding of gay sexuality as an identity status that can
exist alongside, rather than in competition with race.

Psychosocial Adjustment to Intersection of Identities

The literature on the psychosocial adjustment of older LGBT persons is mixed. On
the one hand, the literature suggests that lesbian, gay, bisexual, and transgender
people in later life typically are well adjusted and mentally healthy (de Vries et al.
2011). When asked to identify strengths and challenges of being a sexual minority,
older LGBT persons said that being LGBT has helped them prepare for aging in
terms of personal/interpersonal strengths and in overcoming adversity, being more
resilient, having greater self-reliance, and being more careful in legal and financial
matters. They cited drawbacks of being older LGBT to include fewer opportunities
to find a new relationship, fear of being doubly discriminated against as they age,
feeling vulnerable with healthcare providers, and having fewer opportunities for
social activities (MetLife Mature Market Institute 2010). On the other hand, the
literature indicates that due to factors such as low rates of health insurance cov-
erage, high rates of stress due to systematic harassment and discrimination, and
lack of cultural competency in the healthcare system, LGBT people are at higher
risk of cancer, mental illnesses, and other diseases, and are more likely to smoke,
drink alcohol, use drugs, and engage in other risky behaviors.

LGBT racial/ethnic minorities often face the highest level of health disparities
(Center for American Progress 2009). Evidence suggests higher levels of
depression and psychological distress among midlife and older lesbians, which is
attributed to the accumulated effects of a lifetime of stigmatization (Baker and
Krehely 2012; de Vries 2008). Among older minority LGBT persons, minority
stress (chronic stress related to stigmatization and actual experience of discrimi-
nation and violence) has been found to increase loneliness (Kuyper and Fokkema
2010). Thus, one can glean that older African American lesbians may experience
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multiple levels of minority stress based on race, gender, and sexual orientation, in
addition to biases found in rural settings and in the Black community.

African American older lesbians in rural areas are complex. They live their
lives from several introspections: (a) at the intersection of multiple identities
experienced over the life span, (b) in a culture steeped in racism, sexism, ageism,
heterosexism and homophobia, (c) at the margins and alienated within their own
racial and ethnic culture, (d) in condemnation and skepticism, and (e) in depen-
dence upon the institutions within society that discriminate against them (Hall and
Fine 2005; Woody 2011). On the intersection of identities, Myer (2010) argues
that lesbian, gay and bisexual (LGB) people of color do not have an inherent
conflict between racial/ethnic and gay identities because they do not form a dif-
ferent culture; they are ‘‘very much surrounded by, contribute to, shape, and are
affected by mainstream American culture’’ (p. 444). However, Myer addresses the
issues of stress and resilience within the larger perspective of minority stress
theory, and indicates that the study of stress and resilience among LGB people of
color is relevant to core questions about social stress as a cause of mental disor-
ders. Myer concludes that minority stressors require group-level resources because
only the group can repair societal prejudicial norms, promote affirmative social
support, counter internalized homophobia, and improve well-being.

As LGBT persons age they may need assistance in overcoming their own as
well as others’ negative attitudes about aging (Hunter 2005). Ageism against older
persons is a unique form of oppression in a youth-oriented society. Both the LGBT
community and society at large need to work on eliminating ageist stereotypes,
language, and behavioral codes. In the final analysis, service providers should be
aware that the effects of a lifetime of stigma, discrimination, and violence put
LGBT older adults at greater risk for physical and mental illnesses. For African
American lesbians those risks are complicated further by societal stressors related
to racism.

Healthcare, Education, and Public Policy

Older adults in the general population and among LGBT groups tend to be the
most frequent users of healthcare services in the United States. In the case of
access and utilization, limited attention has been given to healthcare among elder
LGBT persons. However, LGBT people of all ages are much more likely than
heterosexual adults to delay or not seek medical care (de Vries et al. 2011).
Lesbians experience many life circumstances differently as compared to their
heterosexual counterparts, including seeking, accessing, and using human services
(Hash and Netting 2009; Maccio and Doueck 2002). For older LGBT adults health
concomitants of aging may be exacerbated by factors associated with gender and
sexual orientation (de Vries et al. 2011). In 2001, the U.S. Surgeon General called
for Americans to respect a ‘‘diversity of sexual values’’, to understand that sexual
minorities are human beings, and to recognize that harassment has consequences
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on the mental health of gays and lesbians. The translation of the call to health and
human service providers of older LGBT populations is not yet fully realized. In
fact, the federal government does not collect data about the health of LGBT older
adults or about the interactions between sexual orientation, gender identity and
expression, and aging. The most widely referenced federal health survey, the
National Health Interview Survey, excludes LGBT people (Sage and MAP 2010).

In a study of interactions between community-based aging service providers
and LGBT older adults, Hughes et al. (2011) found very few services specific to
the needs of older LGBT adults and very little outreach to this community.
Knochel et al. (2012) surveyed leaders of Area Agencies on Aging, in which half
of the existing agencies in the United Stated participated, to understand their
services, training, and beliefs about serving LGBT older adults. The results
showed that few agencies provided LGBT outreach services, one-third had trained
staff around LGBT and four-fifths were willing to offer training. Moreover, those
agencies that provided, or were willing to provide training, were more likely to be
urban-based.

Sexual minorities encounter two unique obstacles in navigating healthcare,
social, and human service: homophobia and heterosexism. Navigating those ser-
vices can be further complicated by the degree to which lesbians self-disclose to
others (Maccio and Doueck 2002). Providers along the healthcare continuum of
caregivers ranging from doctors to pharmacists to hospitals and nursing home staff,
may be hostile toward LGBT elders, untrained to work with them, unaware that
older LGBT adults even exist, may lack knowledge about health disparities
affecting LGBT people, and may lack skills of appropriate behavior dealing with
closeted LGBT individuals (Public Advocate for the City of New York 2008). In
addition, many LGBT older adults are not in positions to advocate on their own
behalves, and they and their families, and facility staff are unaware of federal
protections under the Nursing Home Reform Act of 1987.

The report on Improving the Lives of LGBT Older Adults (Sage and MAP 2010)
identified the key challenges facing LGBT elders as social stigma and prejudice,
reliance on informal families of choice, and unequal treatment under laws, pro-
grams, and services. Those three challenges impede LGBT elders’ successful
aging through reduced financial security, health/healthcare, and community sup-
port. LGBT elders as a group are poorer and less financially secure than American
elders as a whole. The lifetime of discrimination faced by LGBT elders and the
resulting effects on financial security is compounded by major laws and safety net
programs (e.g., Social Security, Medicaid, tax-qualified retirement plans, retiree
health insurance benefits, veterans’ benefits, inheritance laws) that fail to protect
and support them equally with their heterosexual peers (Baker and Krehely 2012).
Typically, social support and community challenges result in social isolation at
higher rates among LGBT older adults than in the general population of elders.
LGBT elders are more likely to live alone, and more likely to feel unwelcome or
be welcome in healthcare and community settings. The harmful effects of this type
of social isolation include higher depression, poverty, re-hospitalization, delayed
care-seeking, poor nutrition, and premature mortality.
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Healthcare reform is anticipated to improve access to healthcare and health
outcomes for LGBT populations. ‘‘The Affordable Care Act is the most significant
and far-reaching reform of America’s health system since the creation of Medicare
and Medicaid in the 1960s’’ (Baker and Krehely 2012, p. 21). The Affordable Care
Act (ACA) introduces new protections and options for consumers in the private
health insurance market, expands access to more comprehensive benefits and
services, focuses on improving the nation’s health, emphasizes lowering health
care cost, and removes barriers for preexisting health conditions. For LGBT
groups, the ACA is also key to efforts such as (a) expanding cultural competency
in the healthcare workforce to include LGBT issues, (b) improving data collection
to better identify and address health disparities, and (c) recognizing the increasing
diversity of America’s families. Especially for seniors, including LGBT elders, the
ACA includes numerous other provisions (see Table 3) (Baker and Krehely 2012).
The ACA is viewed as a historic opportunity to change the way people concep-
tualize how the health care industry provides care and promotes wellness, and is
seen as the strongest foundation for closing LGBT disparities (Baker and Krehely
2012; National Coalition for LGBT Health 2012).

The delivery of healthcare services to elder African American lesbians should be
an approach of understanding the ‘‘person-in-environment’’ or ‘‘person-in-situation’’
(Wheeler 2003). It is important that health care providers understand elder African
American lesbians cannot be understood apart from multifaceted contexts (e.g.,
familiar, social, political, spiritual, economic, and physical) of their environment.
With a person-in-environment framework, health care providers will be uniquely
equipped to assess both the medical and psychological aspects in an elder and
intervene in a culturally competent manner. This is especially critical given the
complex psychosocial issues underlying unmet healthcare needs, life style-related
medical conditions and treatment non-adherence challenges that pose significant
barriers in elder African American lesbians receiving optimal healthcare. To facil-
itate an understanding of the needs of older African American lesbians, especially in
rural areas, an integrated, transdisciplinary approach to training is needed (see Fig. 2
for a sample syllabus) to reduce the discrepancy between pedagogy of multicultural
training and the execution of producing culturally competent professionals across the
disciplines.

Table 3 Affordable Care Act impact on elders

Reduce prescription drug costs in Medicare Part D
Provide a free annual wellness visit for all Medicare beneficiaries
Provide free Medicare coverage of vital preventive services
Encourage better care coordination
Expand coverage for seniors under age 65
Protect patient rights and lower costs in the private health insurance market
Provide new options for long-term care
Implement the Elder Justice Act

Adapted from Baker and Krehely (2012)

148 D. A. Harley et al.



Fig. 2 Sample syllabus. Each session will have assigned readings to further enhance
understanding of each of these areas
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Conclusion

Older African American lesbians are a group with intersecting identities and who
face discrimination from society at large and within the Black community. The
intersection of race, age, culture, geography, and sexual orientation highlights the
importance of examining these constructs as they overlap and interact. African
American lesbians are confronted with both a practical and perceived dichotomy
of allegiances based on race and sexual orientation. Neither the Black community
nor the LGBT community is a uniform one. The needs of elder African American
lesbians in rural areas have to be considered within the context of their lived
experiences.

Education and training will need to take a proactive stance to include issues on
LGBT populations and develop effective training models that address multicultural
issues at a programmatic level. Beyond a broad social-political context, there is a
point at which education, training, and service delivery of healthcare needs of
elder African American lesbians should become ‘‘infused, self-sustaining, and self-
perpetuating’’ (Horton-Ikard and Munoz 2010, p. 168). Eventually, the desire is
that educators, counselors, health care providers, and policy makers will
acknowledge that the African American, elder, rural, and LGBT communities are
relevant. In some ways these identities are split and, in others they are intersecting.
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Intergenerational Dynamics Related
to Aging and Eldercare in Asian American
Families: Promoting Access to Services

Suzie S. Weng and Jacqueline Robinson

Abstract As the number of older Asian Americans continues to grow so do the
number of issues they face related to aging. As older adults age, many may face issues
related to aging such as daily care, physical health, mental health, and access to
services. These issues are complicated by differences between Eastern and Western
cultures within Asian American families and the different acculturation levels
between the generations within the family. This chapter uses the intergenerational
ambivalence paradigm (Luescher and Pillemer 1998) to guide the discussion of
intergenerational dynamics related to aging and eldercare in Asian American fami-
lies. The chapter begins with a brief description and comparison between Eastern and
Western cultures and an exploration of the differences in cultural values that affect
familial caregiving. Caregiving among Asian American families is then put into the
contexts of structural and individual ambivalences. Caregiving options from an Asian
American perspective are presented next. The chapter concludes with interventions
and suggestions for community service providers.

As the number of older Asian Americans continues to grow so do the number of
issues they face related to aging. As older adults age, many may face issues related
to aging such as daily care, physical health, mental health, and access to services.
In American families, these issues are complicated by differences between Eastern
and Western cultures, and the different acculturation levels between the genera-
tions within the family. Culture shapes how individuals view their environment
and make sense of the world, and thus influences what are deemed as acceptable
caregiving options for aging parents. Donovan and colleagues (2011) state that
‘‘cultural factors are highly relevant to the caregiving experience, given that

S. S. Weng (&)
University of North Florida, Jacksonville, USA
e-mail: s.weng@unf.edu

J. Robinson
Virginia Commonwealth University Partnership for People with Disabilities,
Richmond, USA
e-mail: robinsonjb3@vcu.edu

H. F. O. Vakalahi et al. (eds.), The Collective Spirit of Aging Across Cultures,
International Perspectives on Aging 9, DOI: 10.1007/978-94-017-8594-5_9,
� Springer Science+Business Media Dordrecht 2014

157



they shape not only household structures and individual and group identity but
norms, beliefs and traditions around illness/health, caregiving, dying, death and
bereavement’’ (p. 339).

The cultural dissonance that can arise from the differences between Western
and Eastern cultures can create friction in the family between the generations and
may force Asian American families to no longer assume that parents will be cared
for by their adult children. The situation is further complicated when economic
issues contribute to caregiver burden, and these issues in particular may be difficult
to resolve. The result is that the family is forced to explore different caregiving
options for their aging parents, including options that may be stigmatized by
Eastern cultures. As family members try to balance the need to care for older
adults while simultaneously maneuvering the various caregiving options available
in light of their culture, it may result in adverse mental health outcomes for all
family members due to their different philosophies about elder care. The situation
within Asian American families is further exacerbated by the lack of culturally
appropriate resources and professionals to assist this population.

When compared to other race groups, the Asian American population had the
highest percentage of growth between 2000 and 2010. Asian Americans currently
make up about 5.6 % of the total U.S. population and are projected to grow
representing 9.2 % by 2050 (U.S. Census Bureau 2010). In 2010, about 3.5 % of
the U.S. older population was Asian American which is projected to make up
about 7.8 % of the older population by 2050. Older Asian Americans are more
likely to be foreign born (i.e., 70 % compared with 9 % for non-older Asian
Americans) and more likely to speak a language other than English at home (i.e.,
80 % compared with 12 % for non-Asian Americans) (Capezuti et al. 2007, p. 61).
This means that the majority of older Asian Americans is first generation and may
not be English proficient. Among the Asian American population, it is important to
recognize that it encompasses 43 distinct subgroups who use 100 different
languages (U.S. Department of Health and Human Services [USHHS] 2001).
Further, each subgroup has its own socio-cultural background and history that may
affect how they view caregiving and help-seeking (Braun et al. 1995).

When discussing caregiving and eldercare (used interchangeably in this chap-
ter), it is important to define what it involves. In the literature, caregiving activities
are often grouped into two categories: activities of daily living (ADL) and
instrumental activities of daily living (IADL). ADL are ‘‘tasks that involve the care
of one’s own body to maintain health and well-being’’ (Capezuti et al. 2007, p. 8).
These can involve bathing, eating, dressing, and getting out of the bed (Bonnel
et al. 2011). IADL involve tasks related to the individuals’ social environment.
These activities include transportation, shopping, preparing food, and managing
the household (Bonnel et al. 2011).

The intergenerational ambivalence paradigm (Luescher and Pillemer 1998) is
used to guide the discussion of intergenerational dynamics related to aging and
eldercare in Asian American families. The theory is useful to describe and explain the
complexities of the parent–child relationships as it relates to caregiving. The theory
delineates two types of ambivalence: (1) structural ambivalence based on an
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individual’s place in a social structure and (2) individual ambivalence related to
feelings experienced by individuals when dealing with structural ambivalence.
Luescher and Pillemer (1998) define ambivalence as ‘‘…contradictions in rela-
tionships between parents and adult offspring that cannot be reconciled’’ (p. 416).

The chapter begins with a brief description and comparison between Eastern
and Western cultures and how the differences in cultural values affect familial
caregiving. Caregiving among Asian American families is then put into the con-
texts of structural and individual ambivalences. Caregiving options from an Asian
American perspective will be addressed, concluding with a focus on interventions
and recommendations for community service providers. The authors are keenly
aware that the discussion on Asian Americans imposes an artificial homogeneity
on an extremely heterogeneous population; therefore, these generalizations should
be taken as a starting point that needs to be modified in accordance to the specific
population and individual in order to avoid stereotyping.

Eastern and Western Influences

First generation older Asian Americans are more likely to have spent the majority
of their lives living in their native countries. The possibility that they may lack
English proficiency may also mean that they are more influenced by their Eastern
cultures. At the same time, their children may have been raised in the U.S. and are
more likely to be influenced by Western cultures. To better understand cultural
values of Asian Americans, and how both Asian and American cultures may have
conflicting values and influences, a comparison of Eastern and Western cultural
values is provided.

Traditionally, Eastern cultures have promoted close family ties in which the
values reflect familial collectivism, where the individual views him/herself as part of
the whole family, rather than a separate entity. These values are influenced by
Confucian ideals where ‘‘traditional beliefs center around the unity and survival of
the family’’ with an emphasis on ‘‘interpersonal relationships and interdependence’’
(Braun and Browne 1998). This group orientation is historically reinforced by the
practice of extended families living together or near each other (Braun et al. 1996).
Additionally, individual behaviors are heavily influenced by the social pressure to
conform to the family expectations (Triandis 1995). The collectivistic identity
socializes family members to be concerned about the appearance of the family and to
uphold the family name (Weng and Nguyen 2011). Therefore, personal mistakes are
viewed as a negative reflection on the entire family which causes shame and loss of
face (Braun and Browne 1998). Individuals are socialized to not disclose private
family matters to outsiders. Problems such as mental illness and poverty are con-
sidered shameful and a loss of face for the family (Sue 1994). Traditional ways of
coping with problems included endurance in living with the problem, ignoring the
problem, and/or looking the other way as if the problem does not exist (Huang 1991).
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In general, Western cultural values are centered on individualism in which
members are seen as individuals who are not necessarily responsible for the overall
well-being of the family unit. From a young age, children in Western cultures are
raised to be self-sufficient and achieve personal goals (Lee 1997). Being inde-
pendent from parents is ‘‘…encouraged and expected once children reach adult-
hood. They are expected to create their own lives and support themselves’’ (Weng
and Nguyen 2011, p. 330). Western cultures emphasize self-worth and competi-
tiveness (Kalavar and Van Willigen 2005). This emphasis fragments the individual
from the family unit as a separate entity, not always working in harmony.

Differences in Caregiving

From an Eastern cultural perspective, older people are highly respected in the
family and old age is seen as a blessing (Braun et al. 1996). Scholars believe the
Confucian belief of filial piety, devotion to and respect for parents, may be a major
influence on Asians not seeking help from outside the family (Braun and Browne
1998), which has translated into a cultural norm for many Asian societies. In fact,
Singapore and China laws require adults to care for their parents (Lum 2012). This
notion translates to caring for parents into old age and reciprocating the care from
their parents (Asai and Kameoka 2005).

The value of individualism has a direct effect on caretaking for older adults in
Western cultures. The cultural values of independence continue as the individual
enters into the latter phases of their lives and older adults continue to strive to be
independent for as long as they can (Lai 2007). It is often expected that once an
individual retires, they will make plans to spend their late life in retirement homes
that continue to value independence. Additionally, in Western cultures, older
adults strive to live alone and remain active as long as they can, which creates less
dependence on their children (Weng and Nguyen 2011). Asian American adult
children may feel increased burden because of the ambiguity between Eastern
values that expect them to care for their parents, and Western values emphasizing
that it is not their responsibility.

Factors that Contribute to Caregiving Choices

Filial obligations may influence children’s decision to care for their aging parents
but factors in today’s global society may make the obligation difficult to uphold.
Factors that challenge the assumption that eldercare can be provided by the
extended family is categorized in this section as structural and individual
ambivalence according to Luescher and Pillemer (1998). Structural ambivalence
explains the ambiguity of one’s place in a social structure. Within the context of
Asian American families and caregiving, these structures can include family
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dynamics, housing, and workforce participation issues. Likewise, individual
ambivalence explains the ambiguity of one’s feelings or sentiments when dealing
with structural ambivalence which may include isolation, health status of older
adults, mental health, and caregiver burden. These structural and individual
ambivalences indicate the need to avoid assumptions about and expectations of
familial caregiving due to filial obligations. In other words, simply having values
about family-based care does not guarantee that the family will actually provide
the care because of the various factors related to structural and individual
ambivalences (Finch and Mason 1993).

Structural Ambivalence

Relationships within families are not completely static (Klein and White 1996),
but consisting of harmony, conflict, and ambiguity. The marked differences
between Eastern and Western cultural values can create ambiguity and conflict for
Asian Americans who are trying to acculturate themselves in a culture that has
very different values. Cordero and Kurz (2006) define acculturation as a social
process by which immigrants keep their native culture while at the same time,
adopt the values, beliefs, practices, attitudes, and norms of the new culture.
Younger generations are found to acculturate faster than older generations (Osako
and Liu 1986). Different levels of acculturation within the family can be a source
of stress. With caregiving for example, the younger generation may adopt a more
Western view of aging, with parents caring for themselves, while the aging parents
may hold onto their Eastern view of expecting their children to uphold their filial
obligations. Differences among generations in terms of language proficiency may
also be a barrier to communication within the family and may also cause inter-
generational ambiguity or conflict (Hwang and Wood 2009).

Housing has long-term implications for family dynamics (Clark et al. 2000).
Burr and Mutchler (2012) found many differences in housing characteristics
among older Asian American subgroups. Housing characteristics are an indication
of well-being that has been consistently linked to better health, longevity, and life
satisfaction (Rohe et al. 2001). Housing can also provide the physical structure in
which social support may be provided. Residential density, the number of persons
per room in the home, has recently increased in Asian American families due to
immigration. However, there is evidence of decreased residential density with
more time in the U.S. (Myers and Liu 2005). Residential density limits privacy and
may contribute to physical and mental health problems (Evans et al. 2002). For
immigrant families, it may take some time to acquire the necessary resources to
attain living spaces adequate for all members and/or to purchase homes (Clark
et al. 2000). Burr and Mutchler (2012) found older Asian Americans to report
lower homeownership rates and more residential crowding compared to older
European Americans. Homeownership may also provide status within the com-
munity and wealth accumulation that can be a potential source of income.
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Household and older adults’ personal finances allow for economic mobility and
increased options for eldercare. When immigrants arrive in the host country later
in life and do not engage in paid employment, they do not have the opportunity to
accumulate savings and assets, nor are they entitled to social security or other
retirement pensions. If older adults are employed, they may be underemployed due
to their language skills or the undervaluation of their previous education and
experience. These disadvantages result in greater dependence on the family or
other entities for support (Patel 1993). Caregivers, for example, often assist with
the expenses of care recipients, the most common being food, transportation, and
medications (USHHS 2003).

Many adults in Asian American families may need to work, including women
who may be less part of the labor market in some Asian countries. Having to care
for aging parents may mean adult children taking time off work or going from full-
time to part-time employment. These actions may have consequences for adult
children’s careers and incomes. Occupational migration within the U.S. may also
mean adult children may no longer live near their parents thus removing the option
of caring for them. If the decision is made to have the parents live with the adult
children, it would require uprooting the parent from an environment in which they
are familiar as well as their existing support system. If family members are scat-
tered throughout the world, this may result in fewer family members being
available to share caregiving responsibilities.

Individual Ambivalence

Older adults are particularly vulnerable to isolation due to structural ambivalence
related to their role in the family, ageism, and community infrastructure. Individual
ambivalence may also be a factor for isolation in reference to older adults’ eco-
nomic stability, mental health, and physical health. Many Asian Americans,
especially those who settle in ethnic enclaves, areas where people of similar
nationality live near each other, may be further isolated from mainstream society
and its available services. Older adults may be left alone at home as other members
of the family go to work or school, which can decrease feelings of self-worth and
sense of belonging to community and society (Rumbaut 1995), as well as cause
mental health problems and exacerbate physical health issues (Gardner et al. 2005).

The physical health of older adults may create circumstances in which it may be
more difficult for adult children to care for their parents in the home. The adult
children may not be adequately equipped or possess the knowledge to effectively
perform caregiving tasks. As the aging Asian American population in the U.S.
continues to grow, so does the percentage of individuals who report having a
disability (which includes both physical and mental disabilities). Of Asian
Americans ages 65 and older, 31.9 % reported having a disability. For individuals
who are 75 and older, there is a marked increase in reports of disability, with
49.6 % of the population having one (Cornell University 2010).
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When one considers socio-economic factors such as knowing the need for or
cost of accommodations like hearing devices or walkers, this can further com-
plicate issues because not having these accommodations can negatively affect
one’s quality of life. Older adults’ social health may be impacted due to a decrease
in health if they are not able to participate in social activities, thus leading to social
exclusion and isolation. Emotional and mental health can be impacted and
potentially lead to depression because of the stigmas surrounding disability. It is
important to note that the impact of many health problems can be reduced
by increasing environmental responsiveness that includes the availability of
appropriate accommodations such as absence of stairs to prevent falls.

Mental illness is stigmatized in some Asian cultures and viewed as retribution
for sins, imbalance of yin and yang, and possession by evil spirits (Elliot et al.
1996). Therefore help-seeking for stigmatized issues may be delayed and formal
services may be used as a last resort. Older adults who develop physical problems
may experience mental distress which has implications for older adults and their
ability to make caregiving decisions.

Among the adult children, Hwang and Wood’s (2009) study suggest cultural
expectations of caring for aging parents may be an added source of stress among
Asian Americans. Pitsenberger (2006) reports a third of caregivers experience
emotional stress with the degree of stress linked to whether the individual chose the
role. According to Lai (2007), a significant source of stress and guilt may be what
the care entails and the inability to meet filial expectations (Lai 2007). Feeling
trapped in a caregiving situation, experiencing shame, fearing criticism, or losing
face were found to be significantly related to depression among caregivers (Martin
et al. 2006). Among Korean Americans, research has shown that caregiving leads to
poor physical health (Kim and Knight 2008), depression, and anxiety (Chun et al.
2007); whereas another study found that Chinese family caregivers experienced
poor physical and psychological health (Ngan and Cheng 1992).

There are social and economic factors that have been found to be potential
predictors of burden. Pinquart and Sorensen (2003) found the number of care-
giving tasks and level of physical impairment of the older adult is associated with
caregiver burden. In studies with Korean Americans, gender and spousal care-
givers (Casado and Sacco 2012) and care recipients’ functional dependency
(Pinquart and Sorensen 2003) were found to be related to caregiving burden. Chan
and Chui (2011) also established that being a female caregiver and having stronger
family values were correlated with a higher level of caregiver burden. Likewise,
Casado and Sacco (2012) concluded that having a large family support network
alleviates caregiving burden because of greater availability of support.

Caregiving Options

The cultural dissonance between the generations as well as structural and indi-
vidual ambivalence factors discussed thus far may force older adults and their
children to no longer assume that parents will be cared for by their children, but to
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explore different caregiving options. The different types of caregiving options are
organized into two categories: (1) family care in the home which includes family
members providing care and reliance on community supports to provide care for
aging parents at home, and (2) community-based care in which older adults are
living outside of the home in residential type facilities and care is provided by non-
family members. It is important to note that economic factors affect the type of
caregiving option that is chosen, as some caregiving options are more expensive
than others (Lum 2012).

Care in the Home

Due to the influence of Eastern culture and filial obligation of caring for one’s
family, Asian American adult children may choose to provide caregiving for their
aging parents. This section highlights some of the caregiving options for older
adults that are provided in the home, allowing older adults to spend the rest of their
life in a familiar environment.

The first caregiving option is one in which the older adult lives in their home
and their family cares for them. At times, when both aging parents are alive and at
least one parent is in good health, one spouse may provide assistance for the other
with the help of their adult children. Other times if one of the spouses passed away,
the older adult may move into one of their adult children’s homes. Lum (2012)
found this caregiving option, living in the adult children’s home, to be common
among aging adults in Asia. Similarly, Asian Americans may choose to care for
their aging parents due to filial expectations. This caregiving option is most at risk
of inducing caregiver burden (Pinquart and Sorensen 2003).

A similar caregiving option is caregiving by neighbors or friends. Among Asian
Americans, this is more likely to occur in ethnic enclaves. This is sometimes used in
combination with family caregiving or as the sole caregiving if adult children have
moved away from the aging parent. The importance of neighborhood support should
not be underestimated because it can reduce the risk of social exclusion by increasing
feelings of connection to others and environmental safety (Yuan and Ngai 2012).

One of the options for outside help while still allowing aging adults to remain in
their homes is respite or short term care. A caregiver comes to the home and
provides the older adult with services ranging from personal assistance to medical
care. Respite care is used to relieve the familial caregivers from caregiving tasks
that they normally perform for the elder. Respite care has been found to ‘‘promote
the life quality of both caregiver and care receiver’’ and has been shown to
‘‘prevent the early institutionalization of older people’’ (Huang et al. 2009, p. 192).
Despite evidence proving their effectiveness, this type of care is not frequently
used by family caregivers (Huang et al. 2009). In cities with a large Asian
American population, respite caregivers who are of similar ethnicity as the older
adults are available which allow the older adult to be more comfortable in inter-
acting with someone who understands his/her culture.
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Another option that provides respite care while still allowing older Asian
Americans to remain in their homes are senior care centers. They provide support
for older adults outside of the home for part of the day thus providing relief for the
family caretakers. The services range from speech and physical therapy to rec-
reational activities allowing adults the opportunity to get out of the home and
socialize with their peers (Capezuti et al. 2007). In cities where there is a large
Asian American population, senior centers specifically for older Asian Americans
are available. These centers are preferred by Asian Americans because they
eliminate the language barrier and the food, activities, and other services are more
culturally appropriate. Because the senior centers offer a variety of services, the
use of some stigmatizing services such as counseling could be minimized and
hidden because the older adult is already at the center for non-stigmatizing
activities.

Home health agencies can also provide care by professionals like nurses and
physical therapists. These services are frequently provided through Medicare with
a focus on helping older adults remain in their homes with limited assistance
(Capezuti et al. 2007). In general, physical health services are less stigmatizing for
Asian Americans, particularly at the recommendation of physicians. Therefore,
physical health services are likely welcomed in the care of aging adults in Asian
American homes.

Lastly, when the aging parent requires extensive care and the family can no
longer care for the older adult on their own, some Asian American families may
choose to hire domestic caregivers to live in their home and provide caregiving
tasks for the older adult. Lum (2012) found this caregiving option to be common
among families in Asia who have the economic means. For Asian American
families who have the financial ability and who want the aging parent to remain in
the home, this may be an option.

Community-Based Care

The structural and individual ambivalences in Asian American families may
influence decisions to seek care outside the home. Choosing not to be the caregiver
or discontinuing the role of caregiver for some Asian Americans may be seen as
going against family values and expected roles. Therefore, this decision will not be
made lightly. This section highlights some of the more frequently used community-
based care options that are available to aging adults that Asian American families
may consider.

Some older adults who need minimal care can live relatively well on their own in
an independent living community. These are housing communities where individuals
who are 55 (the minimum age can vary) and older can live but they do not provide
specific caregiving to the resident. These communities provide a variety of services
for their members such as recreational activities, transportation, and homes that are
designed for aging adults. This caregiving option may be good for Asian American
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families who are not residing in the same city and believe that uprooting the aging
parent would result in a loss of their support network. The ideal independent living
community would be close to the older adult’s previous residence where they are
already familiar with the environment. In addition, the independent living commu-
nity would have friends who currently live there, or people who are similar in cultural
background to the older adult.

Another similar option for older adults is adult foster care homes, which are
residences where older adults live together and unrelated caregivers provide
assistance for them. The limit on the number of adults who can live in one home
varies by state regulations that range from three to five individuals (Capezuti et al.
2007). Adults who live in this type of setting will typically share common areas
and have their own room.

For aging adults who need more involved caregiving services, there are a
variety of options available. Assisted living facilities combine various aspects of
the different caregiving options and allow the individual to be more independent
and live in a community where help is close by. The type of care the individual
receives depends on their individual needs, as well as the type of assisted living
facility one resides in. Assisted living provides personal caregiving services,
recreational and health services, and around the clock supervision. Individuals who
live in assisted living cannot live alone, but do not need around the clock medical
supervision. Assisted living communities provide more services and are more
involved in the lives of older adults than independent living communities.

Similar to assisted living facilities, nursing homes provide care for older adults,
yet these older adults are in need of around the clock monitoring. This caregiving
option is for individuals who need more intensive and specialized care than they
would receive in assisted living facility. This option should be considered by Asian
American families if they are no longer able to care for their aging parents in the
home. Because mental health is stigmatized in many Asian cultures, Asian
American older adults with advanced stages of dementia may enter the nursing
homes. Similar to utilization of mainstream services related to other areas, the
families are likely to do whatever they could, using the nursing home as a last
resort.

For the foster care home, assisted living, and nursing home options, they may
be best for Asian American older adults if there are other Asian Americans in the
facility with whom they feel comfortable. Another consideration that may be
important for Asian American families is that the food, language, and activities
provided in the facility are culturally appropriate. The caregivers and staff in the
facilities need to be able to communicate with older Asian Americans. Activities
older adults regularly participate in prior to entering the home must be incorpo-
rated. For Western activities, they should not require language or cultural fluency
so that Asian American older adults can also participate. Finally, for older adults
who practice a religion, the facility must allow for and accommodate for their
specific religious practices.

When it comes time for Asian American families to make caregiving decisions
as the older adult is nearing the end of life, they have a few options. Palliative care
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‘‘strives to relieve suffering and support the best possible quality of life for patients
with advanced chronic or life-threatening illnesses’’ (Bonnel et al. 2011, p. 3).
Palliative care involves health care services that are designed to make the indi-
vidual as comfortable as possible near the end of his/her life. Another option is
hospice care, designed to provide services for terminally ill individuals. It is like
palliative care in that it is focused on providing care for the individual when he/she
is close to death. However hospice care normally occurs when the individual has
less than 6 months of life left to live (Bonnel et al. 2011). The services that
individuals can receive are designed to address the ‘‘social, emotional, and spiri-
tual needs of terminally ill individuals and their families’’ (Capezuti et al. 2007,
p. 28). For Asian American families, end of life care is an option if physicians
strongly recommend it. In general, Asian Americans tend to respect authority and
if physicians make a good case for this option, it will be a strong factor in the
decision making process.

Interventions and Recommendations

Systems of care in the U.S. are set up with presumptions that the consumer is
European American, literate, and fluent in English, resulting in exclusion of other
groups ‘‘…from the array of welfare rights while providing a legitimation for this
exclusion’’ (Ahmad and Walker 1997, p. 143). A study examined participation of
Asian Americans in mainstream programs for aging adults and found that Asian
Americans felt they were ‘‘uninformed about, ignored by, and at times unwel-
come’’ (Bonnel et al. 2011, p. 61).

Underutilization of formal services is well-documented for the Asian American
population. Adverse effects of caregiving may be greater among Asian American
than European American caregivers due to the multiple barriers to utilizing formal
services for Asian Americans (Han et al. 2008). The use of formal services may be
culturally-specific, whereby those with stronger traditions towards family care may
avoid external help (Lai 2007). This may be a result of stigma and shame for being
unable to cope with familial responsibilities, belief that services will not be
culturally appropriate, or due to other barriers such as language (Donovan and
colleagues 2011). The low service use is compounded by health and human ser-
vices entities not being prepared to serve individuals who do not speak fluent
English, a category which many older Asian Americans fall under. The onus
should not be on the client to provide translators because those translators are most
likely family members, including children who may be too young to learn about
the situation. Instead, service providers should work with the local Asian
American community to develop a list of volunteer translators who can be on call
(Weng 2013).

Helping professionals should make services more culturally appropriate for
Asian Americans. Culturally appropriate services mean practitioners are knowl-
edgeable about the cultural values and perceptions of the population and therefore
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adjust their understanding in accordance to what they learn and observe with the
individuals they directly work with. Practitioners should also be empathic toward
the clients’ circumstances and thought processes. Practitioners must be sensitive in
their behaviors and communication skills to facilitate help-seeking. Finally,
appropriate language should be used regarding the problem, appropriate criteria
for determining problem resolution, and indigenous helping resources that are
within the group’s definition of the program as well as ideas about appropriate
interventions should be incorporated (Mokuau and Shimizu 1991).

Helping professionals should also partner with the Asian American community
to provide more culturally appropriate services. One option is to recruit cultural
brokers, someone who is bicultural in terms of the dominant culture and the culture
of the client’s native country in service planning and delivery (Egli 1987). The
cultural broker’s role would be to explain to service providers and clients how
things work and where the other is coming from. In order to be an effective
facilitator, the cultural broker must be trained to remain objective throughout the
process and not take sides.

Cultural brokers can also help to build awareness and decrease intergenera-
tional ambivalence among the Asian American community and educate them
about the differences between Eastern and Western cultures. Weng and Nguyen
(2011) recommend educating older adults about U.S. systems and values to help
them better understand their adult children’s perspective. At the same time, the
adult children should learn where their elder parents are coming from.

Education should include awareness of the different caregiving options and
work to decrease the stigma of utilizing those options for the benefit of all family
members involved. In a study in Taiwan, Huang and colleagues (2009) found
65 % of caregivers did not know about respite care. Because parts of the Asian
American elder population may not be literate in or speak English, educational
delivery methods should be appropriate. Videos can be recorded by community
members in the appropriate languages and shown at community gatherings. Group
discussions and community forums can be held not only to educate but also to
address concerns and questions. Literature should be translated to the languages of
the target populations. Asian American community members should be involved
from the beginning of the process in order to provide guidance.

In contrast to Western ideals, Asian cultures favor a family centered approach
to care. With involvement of the family, Lai (2007) suggests members may filter
information as a way of protecting individuals from bad news or losing hope. This
conflicts with many service professionals’ code of ethics in providing full dis-
closure, individual autonomy, and self-determination. Cultural brokers should be
brought in for consultation if service professionals suspect family members are
keeping information from others.

While considering the aging adults’ best interests, it is also important to be
sensitive to the needs of the entire family and caregiving system to reduce care-
giving burden. Empirical evidence has shown that burden can be lessened with
caregiver resources that include perceived health, relationship to care receiver,
coping strategies, and social support (Kramer 1997). Because a large family
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support network has been found to alleviate caregiving burden (Casado and Sacco
2012), interventions can include approaches designed to build family support and
decrease family conflict.

Finally, in the area of policy, Ube and Sue (1991) recommended three
approaches to increasing service use for Asian Americans. The first is ethnic
specific services in which parallel services are developed specifically for the target
group. This method is the most expensive but for some groups, also most effective
(Braun and Browne 1998). The second approach is to add bilingual workers to
programs that are facilitated by university admission policies and financial aid
programs that support ethnic minorities to pursue advanced degrees in health and
social welfare. The third approach is for mainstream society to include cross-
cultural awareness and sensitivity training as part of the education curriculum that
is then carried on in health and social service agencies.

In sum, this chapter explored the dilemmas within Asian American families
regarding elder caregiving options influenced by cultural, structural, and individual
factors in hopes of increasing the cultural humility of helping professionals working
with this population. Helping professionals are urged to engage the Asian American
community in this endeavor of developing and delivering culturally relevant service
options that would benefit older Asian Americans in the 21st century.
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Seeing the Social in Technology for Older
Adults: Making the Implicit Explicit
Through a Multidisciplinary Lens

Clara Berridge

Abstract Technology is profoundly human, shaping and shaped by our social
practices. It causes change, engages diverse stakeholders, raises ethical concerns,
and embodies values through its design and use. In one form or another, tech-
nology is ubiquitous in the lives of elders. Technologies to support connectedness,
safety and well-being are fascinating topics of study not only for what they can do
and promise to do for older adults, but for what they and their associated practices
could tell us about social perceptions and expectations of old age. The aim of this
chapter is to feature the diversity of lenses applied to the study of how technology
practices intersect with age, as well as implications for future research and policy
making processes. Intersections of age and ability, gender, socioeconomic status,
and the understudied intersections of technology, age and culture are areas that can
be viewed through a single disciplinary lens, but truly illuminated through a
multidisciplinary approach.

Older adults are a widely heterogeneous population with a variety of opinions,
perceptions, preferences, experiences with and levels of access to technology.
Technology is also a heterogeneous category with diverse purposes, embedded
values, risks and benefits. On the topic of aging and technology, people often think
of one particular type of technology, for example, the Internet, computer, or even
the broad category of patient-centered technology. However, forms of technology
are involved in each topic in this book: aging and health, spirituality/religiosity,
intimacy, care, and abuse. Technology, in one form or another, is ubiquitous in the
lives of elders.

Interest in the study of technology and old age and aging is growing in a range
of fields and disciplines. Centers dedicated to this work in the U.S. include the
Center for Research and Education on Aging and Technology Enhancement, the
LeadingAge Center for Aging Services Technology, and the Center for
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Technology and Aging that promotes deployment of patient-centered technologies.
A North American chapter of the International Society for Gerontechnology was
launched in 2013. The international society ‘‘encourages and promotes techno-
logical innovations in products and services that address older peoples’ ambitions
and needs on the basis of scientific knowledge about ageing processes including
cultural and individual differences’’ (ISG website 2013). Gerontechnology is an
interdisciplinary field of research that seeks to apply insights from aging processes
to technological innovation in order to meet the needs and aspirations of older
adults (Herman Bouma Fund for Gerontechnology 2013).

The aim of this chapter is to feature the diversity of lenses applied to the study
of how technology practices intersect with age. It does not cover all applications
given the limited space in the chapter; however, it focuses on technologies that are
both prevalent in the literature and likely to receive considerable treatment in the
foreseeable future. This selection typifies the ways in which well-being, con-
nectedness, and safety can be enhanced by technologies, while others may raise
concerns about surveillance, control and responsibility for care. The overarching
theme is that technology is profoundly human and should not be mistaken for a
value-neutral object that is somehow applied to, yet autonomous from human
practices like care, communication, or aging (Lehoux 2006; Neven 2011). In the
case of technology products for older adults, technologies are designed by people
for other people to use in specific ways for specific purposes. In this way, values
and expectations are embedded in the products themselves. Technologies both
shape and are shaped by our social practices. They are fascinating topics of study
not only for what they can do and promise to do for older adults, but for what they
and their associated practices could tell us about social perceptions and expecta-
tions of old age.

To begin, two distinct ways of framing older adults’ relationships to technology
are presented along with trends in gadget ownership and internet use. This is a
useful entrée into technology and aging because hardware like smart phones and
computers are increasingly serving as the foundation to other technology-based
services that previously relied on purpose-built devices (CTA 2013b). Examples
are provided of existing programs that promote education and Internet access for
older adults. The section that follows narrows the focus on technologies to support
aging in place and independent living. Telehealth and passive monitoring are
presented along with single and multidisciplinary approaches to their evaluation.

Generational Incompetence and the Technogenarian

One concept that is often referenced, though not always explicitly, about reasons
why the elder population is considered to be behind the technological curve is
generational incompetence. This idea is based on a nearsighted perception of
technology development and adoption over the lifespan, as well as misperceptions
about older adults’ abilities and willingness to learn how to use new technologies if
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they perceive that incorporating them into their lives would be of benefit. The
incompetence storyline is hard to disentangle from ageist notions about compe-
tencies in general; it often overlooks the importance of agented choices, the
weighing of perceived costs of new technology adoption, such as time and
investment to learn, and can lead to the dismissal of older adults as ‘‘paranoid’’ or
‘‘stuck in their ways’’ if they reject a particular technology. The generational
incompetence framing is counterproductive if the goal is to achieve greater value
from technologies and uptake among older adults.

An alternative framing is one that has been explored through ethnography by a
sociologist who writes about ‘‘technogenarians.’’ Loe’s (2010) research describes
the ways in which women in their 90s (nonagenarians) employ technologies
ranging from phone trees and timers to electronic scooters, cell phones and
computers to maintain their health, connectedness and well-being. Loe shows that
they are technogenarians by examining technology use inside and outside the
home, concluding that ‘‘the line between health and non-health technologies, as
well as low and high tech, are blurred when elders are put at the centre of analysis’’
(Loe 2010, p. 320). Cast as resourceful and technologically literate, these older
women chose and creatively used technologies in their daily lives to meet their
individual needs.

The Digital Divide

The digital divide is typically described using survey data about internet access
and use (Jaeger 2012). It should be noted that inclusion in the digital world is not a
static condition; technology can change rapidly, requiring new skills and learning
to remain digitally included (Jaeger 2012). In the context of what has been called
the Information Society (and also contested, see Webster 2002), the Internet and
information communication technologies (ICT) increasingly enable remote com-
munication and connectedness to information, people, communities, commerce
and recreation (CTA 2013b). Marginality in these practices of information
exchange minimizes opportunities for older adults to participate in shaping them.
Applying a constructivist approach, Jaeger (2004) explains that when older people
use technologies, possibly in ways that may differ from others’ use in the form of
information searches, interests or needs, they are positioned to become ‘‘a part of
the construction of the technology’’ because these new interpretations can motivate
new products and uses of ICT (p. 11). People who have lived most of their lives
with a disability and have learned to use assistive technology such as voice rec-
ognition software and magnification products and are now experiencing old age
often have valuable ideas about how their shifting needs could be better met
through innovation and modification. For example, some members of the Deaf
Community use assistive listening devices like auto-captioning, video confer-
encing, and light or vibration to signal the ringing of a telephone (Ladner 2010;
Baker and Bass 2003). These and the next generation of these devices will be
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critical tools for people aging with a disability as well as those experiencing age-
related sensory loss.

In 2012, 69 % of Pew Internet and American Life Project survey participants
ages 65 and older compared with 89 % of adults 18–64 reported owning a cell
phone (Zickuhr and Madden 2012), an increase in the older population of more
than 10 % since 2010. Cell phone ownership among people over 75 has grown to
56 % (Zickuhr and Smith 2012). Internet use is also growing with internet or email
users representing more than half (53 %) of people 65 and older compared with
82 % of those 18–64. One-third (34 %) of these older adult internet users are on
Facebook and other social networking sites (Zickuhr and Madden 2012). On-line
social networking may be gaining appeal among older adults because it can help
them reconnect with the past, participate in communities that provide support with
chronic conditions, and bridge generational gaps (Madden 2010). Access and
ability to use the internet can open channels of communication for older adults,
whether the purpose is to maintain existing social ties or build new ones, gather
information about health or social services, or for entertainment or educational
attainment.

Age is only one of several demographic factors correlated with access to these
online resources. The Pew survey results show that adults with disabilities are
much less likely to use the Internet than those without disabilities (54 vs. 81 %), as
are those with household incomes less than $30,000 (62 %) compared to those
with household incomes above $75,000 (Zickuhr and Smith 2012). Those without
a high school education are less likely to use the internet than high school grad-
uates (43 vs. 71 %). In the Pew study, Internet use was slightly less prevalent
among African American (71 %) and Latino (68 %) respondents compared with
White (80 %) respondents (Zickuhr and Smith 2012).

The presence of high-speed broadband connection greatly influences internet
adoption, making it a significant issue that nearly twice as many younger adults
than older adults have broadband at home (60 vs. 30 %) (Zickuhr and
Smith 2012). Disparities in home broadband rates by educational attainment and
income are greater than those in Internet use rates. Differences in access by race
disappear when other demographic factors are controlled for (66 % of whites,
49 % of African Americans, and 51 % of Latinos have it) (Zickuhr and
Smith 2012), but these data have not yet been explored for the older population.

Internet use and broadband access is lower among those 75 and older. As of
April 2012, 34 % used the internet and only 21 % had home broadband (Zickuhr
and Madden 2012). The primary reason given in 2010 by nonusers of the Internet
or email in this age group was that they’re ‘‘just not interested’’ (38 %). In
response to being asked if they felt they knew enough about computers and
technology to start the using internet and email on their own, the majority (68 %)
said they were not confident enough and would need assistance getting online
(Zickuhr and Madden 2012).

If older adults did not gain experience with new technologies at work or in
school, it may be that these differences in Internet use and mobile phone ownership
are a result of cohort effects. If, on the other hand, technologies are designed in
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such a way that people who are experiencing changes in sensory or motor func-
tioning will have difficulty using them, age differences in technology uptake may
persist. Prior experience with technology promotes technology use (Charness et al.
2001). Furthermore, designers and developers of electronic services have not
considered older adults to be potential users of technology and have generally
failed to obtain and integrate knowledge about age-related changes or interests into
their products (Czaja and Lee 2007; Jaeger 2004).

It should come as no surprise that barriers to usability have resulted from this
lack of attention on older potential users. Barriers identified through research with
older adults include but are not limited to screen design, input device design,
complex commands and operating procedures, as well as inadequate training and
instructional support (Czaja and Lee 2007). The field of human factors seeks to
improve design and usability by applying an understanding of perceptual, cogni-
tive, and motor functioning limitations (Fisk et al. 2009). Research laboratories
like the Human Factors and Aging Laboratory of the Georgia Institute of Tech-
nology produce knowledge about everything from factors that influence use of
ehealth websites and ways older adults respond to home maintenance challenges,
to video game use to improve cognition. These research projects are invested in
pushing methodological rigor beyond fixed-choice survey questions about tech-
nology use in order to gain a deeper understanding of variability: the how, how
often, why and why not of technology use. These questions imagine the digital
divide as a continuum rather than a binary model (Jaeger 2012), making them all
the more likely to inform better design and outreach programs (Olson et al. 2011).

Attempts to close the digital divide include programs to enhance access and
provide targeted education for older adults, such as offering classes with peers who
want to learn how to use technologies at a speed that does not assume lifelong or
workplace computer experience. Older Adults Technology Services (OATS) has
been partnering with non-profit organizations since 2004 to provide technology
training to older adults. They have provided more than 12,000 classes to older
adults in New York City using a 10-week course module at no cost to participants.
An evaluation of the program found that participants increased contact with friends
and family, went online to research health information, and regularly used the
computer 6 months after exiting the program (Gardner et al. 2012). In collabo-
ration with the City of New York’s Department of Information Technology and
Telecommunications and U.S. Department of Commerce, OATS has developed
23 public computer centers throughout New York City for older adults to use for
free with 300 state-of-the-art PCs (OATS website 2013). It has also opened an
innovative technology-themed center for older adults called the Senior Planet
Exploration Center, equipped with computers, digital cameras and other devices.

The Virtual Senior Center (VSC) is designed for older adults who may be
unable to attend activities and classes in person. It was developed in 2010 by an
independent living organization, Selfhelp Community Services, in partnership
with Microsoft and the New York City Department for the Aging with funding
from UJA-Federation of New York. Its focus is remote access to interactive
general interest and chronic disease management classes for low-income older
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adults who face obstacles to leaving their homes. Each participant has a 22-inch
touch-screen monitor equipped with an easy-to-use interface and webcam so they
can join live classes and discussions about everything from chronic disease and
pain management to singing groups. For more on the VSC, see the spotlight below
on Dr. Raik.

The Virtual Senior Center is one program developed to reduce social isolation
and enhance the experience of living at home for low-income elders. It is also one
of many interventions that depend on Internet access, a reality that has led its
developers and people who study technogenarians to call on policy makers to
consider issues of cost and availability of broadband in initiatives for older adults
(FCC 2013; Loe 2010; Dring 2013 ‘‘personal communication’’).

In the Spotlight

Dr. Barrie Raik is a member of the Weill Cornell University’s Division of
Geriatrics and Gerontology who spent a six-month sabbatical working with the
Virtual Senior Center at Selfhelp Community Services. A computer programmer
prior to studying medicine, Dr. Raik has been a life-long techie. While serving a
culturally diverse patient population as a member of the Division of General
Medicine at Columbia University Medical Center, she took on a side project as
medicine consultant to a team of nurses, social workers, and psychiatrists who
made house calls to adults who could not leave their homes in the Washington
Heights neighborhood of New York City. Unaware that she was stepping on a path
to geriatrics, Dr. Raik was drawn in by the complexity, multidisciplinarity, diverse
needs, and ethics involved in work with older adults. In 1999 she became a
geriatrician and joined Cornell as the first Director of the Geriatric Fellowship
Program. She is currently teaching a self-management module virtually to older
adults who join the interactive class through the Virtual Senior Center. This
community involvement is something she has enjoyed so much that she plans to
support the expansion of the VSC to other states, develop additional VSC
curricula, and engage the geriatric fellows at her university in the program in a
mutually beneficial learning experience.

Technology-Based Services for Living at Home

Two interrelated concepts represent for policy makers and practitioners the gold
standard of aging today: ‘aging in place’ and independent living (Katz and
Marshall 2004; Vasunilashorn et al. 2012; Wahl et al. 2012). Built into each is the
idea that the ideal place for older adults to live and receive care if necessary is in a
private home as opposed to a residential care setting. This belief is supported by
concerns over costs as well as research findings that indicate that the vast majority
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of older adults wish to remain living in familiar environments, even if they acquire
an illness, and prefer living independently (AARP 2005; Gibson 2000; Rubinstein
et al. 1992).

Long-term care innovation has become a focal issue as many countries are
experiencing an aging population and significantly higher rates of chronic illness
and disability (Brodsky et al. 2002). The underlying economic logic of aging in
place and independent living is tied to the forecasted ‘‘care crisis’’ or ‘‘care gap.’’
In the context of discourses on the neo-liberalization of healthcare and the
demographic shift to an aging population, technology-based home care services
are positioned as a possible solution to the problem of decreasing resources and
increasing demand for care for chronic conditions (Oudshoorn 2011). Examples of
crisis framing in technology reports and research literature abound as lead-ins to
the conclusion that innovative methods like technology-based services are required
to enable people to age in place or remain living independently (Kodner 2003).

The preservation, enhancement or enabling of independence may be the most
commonly cited potential benefit of monitoring technologies for use in the home
(Demiris 2009), yet there is no consensus on the meaning of independence in the
broader literature and it is often left undefined in the literature on remote moni-
toring (Demiris 2009). Despite its widespread use, the concept of independence is
complex and highly relative. Self-reliance, while an important goal in the U.S., is
not a universal value. For example, in a study in Hong Kong, successful aging was
not associated with independent living, but instead with one’s needs being met by
family (Pecchioni et al. 2004). Cohen’s (1998) work in India on senility describes
the social importance of elders’ dependence on family and friends. While the
geographical boundaries of gerontological discourse and knowledge are shifting in
a globalized world, there is no universal meaning of or value placed on inde-
pendence or independent living.

Even within the U.S., the meaning of independence varies by context. The
philosophy underlying the Independent Living Movement, for example, resisted
the dominant medical model that aims to improve the patient through medical or
therapeutic intervention (Burchardt 2004; Krogh 2004). One of the primary con-
cerns of the movement was the unmet need for assistance required by people to
live in their communities and engage in society in desired, meaningful ways.
Support in the form of assistance with activities and instrumental activities of daily
living, medication, communication and assistive technologies was framed as a
requirement for individuals with disabilities to contribute to society as full citizens
(Krogh 2004; Scala and Nerney 2000), and independence was embedded in a
rights-based approach. Advocates of the Independent Living Movement asserted
that independence means having control over how and where assistance is pro-
vided rather than having no need for it (Morris 2001). Independence does not
mean having control over one’s body or bodily needs. In fact, that idea is exposed
by a disability rights framework as the ‘‘myth of control’’ (Grenier 2003).

No comparative movement has emerged among elders and their families
(Kane 2009; Ruggiano 2012). In a review of the literature on independence in old
age, Secker et al. (2003) find that the literature on service provision relies heavily
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on the idea of the ability to function unassisted. In another review, Demiris (2009)
found that independence was most commonly defined in relation to functional
ability; that is, the ability to perform activities of daily living (ADLs). Thus,
independence is more closely associated with the goal of avoiding dependence
rather than a value of choice and control over the provision of support
(Grenier 2003). In contrast to the paradigm offered by the disability rights
movement, this paradigm involves the treatment of individual deficiencies that
inhibit independence (Demiris 2009). Grenier (2003) notes that the measurement
of functional impairment, or ‘‘functional independence’’ in the home care industry,
presents a problem for elders with disabilities within a context of service
restrictions brought about through policy reform. Service restriction is antithetical
to the provision of support, but personal assistance services in the home are not
treated as a right. This has important implications for how the word independence
is used (Grenier 2003), and it is frequently used in political, commercial, and
policy contexts without a definition. Without a consistent, agreed-upon definition,
‘‘independence’’ is a mutable concept, and an abstract goal for new technology-
based services.

Over the past two decades, technology has increasingly been featured in the
literature on ‘aging in place’ (Vasunilashorn et al. 2012). Torres-Gil and Hof-
land (2012) caution that extreme wealth disparities limit the choices Latino and
African American elders in the United States have for where they age. Insufficient
home equity and financial resources raise their risk of being ‘‘stuck in place’’ in old
age (Torres-Gil and Hofland 2012). Aging in place is a fairly straight-forward
concept compared with independence, but one that also warrants consideration of
context. Aging in place and independent living are the dominant normative themes
in gerontology research and public policy applied for the promotion of in-home
technologies. Concepts so widely cited as the primary goal in technology products
and services for older adults should be unpacked within diverse contexts of needs,
priorities and lived experiences so that their multiple meanings and implications
for other services can be discerned (Demiris 2009).

Telehealth and Telehealth-Based Care Management

A variety of technologies have been developed for the purpose of helping to meet
challenges older adults may face when aging in place, such as social isolation,
access to emergency services in the case of a fall, or easing the care work of
monitoring the health and safety of an elder who is living on their own with
chronic conditions or mobility constraints. A significant minority of older adults
(estimates range from 17 to 43 %) report that they are lonely (Theeke 2010;
Perissinotto et al. 2012). These older adults are two times as likely as those who
are not lonely to have functional limitations, which could compromise their ability
to remain living at home (Perissinotto et al. 2012). Loneliness and social isolation
are issues targeted by multipurpose connective technologies like the Virtual Senior
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Center. A related challenge is transportation to healthcare service providers, par-
ticularly among rural-dwelling older adults where bus and taxi services are
unavailable. In addition to transportation difficulties, rural-dwelling older adults
have cited lack of quality health care, limited health care supply, social isolation
and financial constraints as barriers they face to obtaining health care (Goins
et al. 2005). Appropriate health or social services may not be available in rural
communities and visits out of town can be lengthy excursions for which recruiting
a volunteer driver may be impossible (Goins et al. 2005). Older adults who live in
urban areas may also have difficulty getting to medical care appointments,
depending on the accessibility of their environment and their physical limitations.

For all of these reasons combined with concerns about cost containment, use of
telehealth and telehealth-based care coordination is likely to expand. Telehealth-
based care coordination involves remote exchange of symptom and vital sign data
through a telehealth appliance. Patients are presented with interactive content on a
daily basis so that their information can be collected and transmitted for moni-
toring and identifying barriers to self-management and medication adherence.
Care managers receive alerts when data deviate from the norm, and then follow-up
by contacting the appropriate service provider. One of its advantages over tele-
phonic case management is that it makes daily monitoring economical; care
managers respond to only those patients who need assistance (CTA 2013a). There
is evidence from large randomized control trials that these programs can reduce
hospitalizations and days spent in inpatient care, as well as costs. The Veterans
Health Administration’s Care Coordination/Home Telehealth program is the most
commonly cited example in the U.S. It has reduced hospitalizations by 19 % and
inpatient care days 25 % while maintaining high patient satisfaction (Darkins et al.
2008). The world’s largest trial to date is the Whole Systems Demonstrator
Program in the United Kingdom, which reported a 45 % reduction in mortality
rates (Department of Health 2011). Organizations like Centura whose service
population includes rural and mountain areas of Colorado have also seen improved
outcomes with their Health at Home Integrated Telehealth Program on a variety of
measures (Broderick and Steinmetz 2013). This kind of evidence for improved
outcomes and savings is critical if these devices and services are to become widely
reimbursed by third party payers.

Passive Monitoring

Passive remote monitoring is another expanding branch of technology to support
independent living. It is the primary subject of writing on technological innovation
to support independent living and aging in place, with the majority of these
publications focusing on motion detection (Brownsell et al. 2011). Most people are
aware of PERS (personal emergency response systems), infamous for the ‘‘I’ve
fallen and I can’t get up’’ commercials. A significant innovation is the shift from
these actively triggered social alarms to passive monitoring systems that are
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continuous, requiring no action by the person being monitored. The monitoring
occurs through sensors placed throughout an individual’s living environment.
Sensor-based passive monitoring systems target a combination of indicators,
including but not limited to motion patterns that can detect medication adherence
and sleep disturbance, falls, as well as environmental temperature, stove on/off
status and other safety indicators (CTA 2013b). Sensor system technologies that
enable passive monitoring of location and movement behaviors have been pro-
posed as a way to revolutionize home healthcare by enabling earlier detection and
prevention of health events (Demiris 2010; Skubic et al. 2009).

Quantifiable outcomes and cost effectiveness have been the dominant criteria in
evaluating the emerging practices of technology use to support independent living
(Lehoux 2006) as seen in the case of telehealth-based care coordination where
studies focus on number of hospital admissions and cost containment. Qualitative
research guided by ‘‘why’’ and ‘‘how’’ questions, including user needs and per-
spectives, are also emerging in the literature on passive monitoring systems in
response to the problem that the development of and research on remote moni-
toring systems has largely been divorced from social and ethical concerns (Bowes
et al. 2012; Courtney et al. 2008; Demiris and Hensel 2008; EFORTT 2011).

A variety of disciplinary lenses, from sociology and feminist science and
technology studies to nursing and engineering, are applied to questions sur-
rounding passive monitoring of older adults, including its impact on identity, sense
of control, privacy, relationships, worry and the work of providing care and
assistance. A useful reminder for the limited scope of the overview offered in this
chapter is to highlight the often-overlooked fact that technology is embedded in
the social; they are mutually involved in design and practice and thus mutually
constitutive (Lehoux 2006, p. xiii). Not only is technology introduced in the
context of existing services, but practices of technology use are social practices. Its
effectiveness is influenced by emotions, values, knowledge, cultural practices, and
organizational processes (Lehoux 2006).

Lehoux (2006) provides an example of how health technology is involved in
human practices through the technology-enabled collection, analysis, and trans-
mission of data that informs the expertise of healthcare professionals, thus helping
to shape their professional practice with patients. Likewise, data derived from
passive monitoring systems help shape care practices, and the meanings assigned
to these data are shaped by social norms. Passive monitoring sensor systems
involve algorithms that detect deviations from an individual’s normal movements.
The systems’ developers identify and embed these behavioral norms in the system.
For example, if one is in the bathroom for longer than an hour, an alert may be
triggered because that is considered outside of the norm. Detecting deviations from
the movement trends of an individual also reveals adherence to a social expec-
tation of regularity or routine.

Norms and values about how one should practice care are embedded within
monitoring technologies and practices. Alerts only work if they are followed up by
a call center or communicated to an emergency contact who decides how to
respond. The sensor is useless without its attendant response service. Using the
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example of the bathroom enter/exit alert that is triggered after a preset time, the
emergency contact could assume that the older adult is taking a long bath, or they
could fear that the person has fallen and is in need of urgent help, and then must
decide how to proceed. New roles created in this process, including the telecare
operator and the emergency contact, have implications for how care is practiced and
how responsibility is divided. A new passive monitoring system, for example, may
replace a community check in system in senior housing whereby residents place a
flag outside their door, informing a volunteer resident during his or her walk of the
hallway that the person is up and about. Passive monitoring may be viewed as an
improvement because a volunteer is no longer required and residents do not have to
remember to place their flag. On the other hand, the non-technological system may
have encouraged community awareness and knowledge about how residents were
doing. It may also be more inclusive for those who do not adopt a passive moni-
toring system. Most concretely, responsibility is shifted from a fellow resident to a
call center employee and emergency contact for each user.

Norms and values about how one should live as an older adult are embedded
within monitoring technologies and practices. The emerging practice of passive
monitoring is something that requires careful negotiation, between family members,
possibly with social workers or home health aides, and around issues of indepen-
dence, trust, autonomy, obtrusiveness, and responsibility. It has largely been
assumed that privacy would be the biggest concern and barrier to passive monitoring
use among older adults. However, the Ethical Technology in the Homes of Seniors
(ETHOS) research team lead by a computer scientist, engineer and a gerontologist
found that existing privacy frameworks inadequately captured concerns expressed
by participants. To their surprise, older adults did not express concerns about
seclusion, autonomy, spatial, property or data protection (Lorenzen-Huber
et al. 2011). Older participants in focus group studies report that perceived need for
passive monitoring may supersede privacy concerns, but discrepancies exist
between elders’ and caregivers’ assessments of perceived need, health conditions
and ideas about who would benefit from the technology (Courtney et al. 2008).

Older adults may use passive monitoring technologies to reduce their percep-
tion of caregiver burden (Lorenzen-Huber et al. 2012), reducing risks to others
such as to family members who feel responsible for their well-being and ability to
avoid having to move to assisted living or a skilled nursing facility, or they may
refuse the technology because they perceive that it will cause burden. These
negotiations occur in the context of family power relations that evolve over life-
times, but the introduction of new forms of monitoring practices may involve the
interplay of older adult-family-professional caregiver interactions as well as
conflicting viewpoints. Little is known about how these dynamics and power
relations play out in real life decision making. Researchers highlight the need for
work that articulates privacy for this age cohort, as well as how autonomy,
independence, and preferred levels of support are balanced in practice (Lorenzen-
Huber et al. 2011; Shankar 2010). Sociologists who draw upon feminist STS,
disability studies and health geography are investigating how passive monitoring
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practices impact care, its meaning, value, responsibilities and materiality. They
recommend acknowledging remote monitoring’s potential impact on care relations
and looking to engagement with older adults and inclusive design to learn what
people want in care and technologies to support it (Mort et al. 2011).

Technogeography draws on human geography to understand the intersection of
technology, place and care. Through the lens of technogeography, the meaning of
home and care are influenced by ‘aging in place’ technologies used in the home;
the collection of movement and behavioral data in an elder’s home reconfigures
home and its meaning. Oudshoorn (2011) explains: ‘‘In contrast to the rhetoric on
telecare, which emphasizes spatially unbounded care practices, telecare technol-
ogies still largely depend on locally grounded, situated care acts’’ (p. 24). One
implication is that the home in which one is monitored is a legitimate and
important place for the study of the technology as it provides the context in which
users participate.

By studying how the user is imagined in the making of the technology itself,
researchers can learn about social perceptions and expectations of old age. The
design and development of health technologies are of interest to science and
technology studies (STS) scholars who study the user representations, values, goals,
and assumptions on which product design is based (Brown and Webster 2004;
Lehoux 2008; Neven 2011). Neven’s research on user representations of older
adults in technology design reveals ageist assumptions, as well as the perception of
older adults ‘‘as people who want to live at home independently for as long as
possible’’ wherein home is assumed to be a good place where older adults want to
remain and technologies with potential to cut costs by providing care at home are
privileged over alternative interventions (Neven 2011, p. 130). These representa-
tions of older people influence the design of technologies (Neven 2011).

Another way in which technologies can tell us about dominant views of and
expectations for older adults is by observing how the technology is designed to be
used and who has control over its functions. A telling question is did the designers
build in an option for the older adult to pause monitoring or otherwise control it? Is
the option available to the emergency responder? Is the monitoring one-way or
two-way; that is, does the older adult user also receive information they might find
helpful, like when a loved one is home? Did designers consider that older adults
may feel stigmatized by a device that appears to have a medical purpose? This is
relevant for wearable devices as well as hardware installed in the home. What does
this design convey about regard for older peoples’ priorities surrounding identity
and appearance? Do we expect conformity or compromises that are not expected
of younger adults? What assumptions are perceptible in product designs about
technology and culture? These are some examples of ways in which the tech-
nologies discussed here communicate expectations for their users.

Finally, to view older adults as technogenarians, as potentially capable of
shaping technology’s meaning and use (Brown and Webster 2004), those inter-
ested in improving access and experiences of technology use for older adults must
take seriously the ways in which older adults choose to use it. Like technology
research in general, research on passive monitoring has focused on the issue of
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adoption, leaving rejection, misunderstanding, resistance, supplementation, inter-
mittent use, and creative use understudied. Researchers of the multi-disciplinary,
multi-country project called the Ethical Frameworks for Telecare Technologies for
Older People at Home (EFORTT) conclude that diverse forms of use should be
respected as part of an ethical agenda that prevents these systems from becoming
‘‘totalizing and coercive’’ (EFORTT 2011, p. 16). Accessibility of technology also
needs to be considered. Are those who want to use a particular technology able to
afford, learn to use, or otherwise access it? The ideas that non-use matters helps
push beyond the paternalistic notion of noncompliance and generational incom-
petency in technology use. Moreover, what it reveals when studied closely can
inform design attentive to the needs of older adults.

Expanding the Scope of Inquiry to Improve Experiences

Technology touches multiple aspects of older adults’ lives in ways that matter. The
conditions that influence access and adoption of technology have broad research,
practice, and policy implications. How one builds and maintains social ties,
accesses appropriate medical care or information regarding one’s health or
learning interests has practical consequences for one’s well-being. Technology is
in many ways social, causing change, engaging diverse stakeholders, raising
ethical concerns, and embodying values through its design and use. In this light, it
becomes clear that these values should be made explicit through research and
policy conversations so that technological systems can be better matched with
desired outcomes and the desirability of the outcomes can be discussed openly
(Lehoux 2006). Technology is not only a medium through which communication
flows, but can also be read for clues about how aging and old age are understood,
how care practices are changing, and what possibilities and expectations are in
place for its intended users.

This chapter has highlighted the capacity technology has to enable and enhance
connectedness, and improve access and efficiency of medical care. The chapter
also introduced emerging issues in technology for older adults, particularly related
to surveillance and implications for care. It should be understood that under-
standing technology for older adults as a single entity or phenomenon is an
oversimplification and mistake. Indeed, a single disciplinary lens or quantifiable
outcomes approach may be inadequate for the task of describing and improving
technology-reliant practices with a diverse older adult population. Technology use
involves multiple stakeholders and its outcomes are influenced by variables that
are non-technological (Lehoux 2006). These practices engage intersections of age
and dis/ability, gender, socioeconomic status, and the understudied intersections of
technology, age and culture—all areas that can be viewed through a single dis-
ciplinary lens, but truly illuminated through a multidisciplinary approach.

The emerging practice of passive monitoring has been described, including the
multiple approaches to its increased understanding, from fields of science and
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technology studies, sociology, gender studies, nursing, engineering, and techno-
geography. The implications for further research in gerontechnology and social
gerontology that have been noted include the STS tenet that nonuse matters, the
idea that the home is an important research site for the study of technology-based
home services, and that understanding user representations in design processes is a
worthy endeavor that potentially will result in more reflexive, age-aware design.

Emerging practices in technology use could be improved by providing practi-
tioners the space to openly discuss dilemmas and conflicts they encounter in
implementing health and care technologies. These issues must also be commu-
nicated to researchers and policy makers. Opportunities could be created by policy
makers to engage stakeholders in an open dialogue about the consequences of
passive monitoring systems, including the ethical and social aspects and impli-
cations of their use. Older adults, including those affected directly by specific
policy decisions, must be consulted on a large scale. To promote transparency and
dialogue in such consultations, objectives should be stated clearly without relying
on undefined terms. Policy makers must also consider barriers to use of a variety of
technologies, including cost and availability of broadband. Questions about how
specific technologies affect opportunities for independence, safety, identity, rela-
tionships, connectedness and care belong on the table together with the challenges
of expanding access to those who might benefit. Ultimately the question to be
asked of each technology of interest is what new ways of living as an older adult
does it render and which does it close? The growing field of gerontechnology and
affiliated disciplines are making headway, yet there is still much to learn.
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Health Promotion for African American
Elders: Church is the Likely Place

Cheryl Waites, Angela Kaiser and Fayetta Martin

Abstract African Americans living in neighborhoods with limited access to
health promotion programs, services or amenities—safe places to walk and
exercise, health care facilities, senior centers, food security and affordable healthy
foods, and transportation—are at risk of having poor health outcomes as they age
(Balfour and Kaplan 2002; Bouchard et al. 2007; Ross and Mirowsky 2001). The
Black church and its historic roots in African American communities may be a
source of support (Bopp et al. 2006; Watson et al. 2003). Historically, the Black
church has provided social and spiritual support networks to assist with living in
rural and urban communities. Many African American elders attend church ser-
vices regularly and benefit from a sense of community (Levin and Taylor 1993;
Trinitapoli 2005). Therefore, this institution seems a likely place to provide health
promotion services in many neighborhoods. This chapter discusses the African
American church as a good location and partner for health promotion services. A
framework for understanding healthy aging services is presented in a study of 38
African American churches in the Detroit, Michigan, metropolitan area, a case
example to illustrate the potential of the Black church as a resource to promote
healthy aging. Ideas on strategies to expand healthy aging programs and services
for African American elders are discussed throughout the chapter.

The Black church plays a ‘‘unique role in advancing the physical, emotional, and spiritual well-
being of its members’’ (Watson et al. 2003, p. 198).
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Although medical advances have increased the possibility of a longer and healthier
life, African American elders experience a disproportionate occurrence of chronic
illness when compared with other racial and ethnic groups (James 2006; Satcher
et al. 2005). The intersection of race/ethnicity, age, and wealth seem to confound
health outcomes for the elders. In addition, African Americans living in neigh-
borhoods with limited access to health promotion programs, services or ameni-
ties—safe places to walk and exercise, health care facilities, senior centers, food
security and affordable healthy foods, and transportation—are at risk of having
poor health outcomes as they age (Balfour and Kaplan 2002; Bouchard et al. 2007;
Ross and Mirowsky 2001). It is vitally important to address these issues and
identify strategies for promoting healthy aging for African American elders across
contexts. The Black church and its historic roots in African American communities
may be a source of support (Bopp et al. 2006; Watson et al. 2003).

The health condition of older African Americans continues to be a major issue.
As one of the fastest growing segments of the older adult population (U.S.
Administration on Aging, U.S. Department of Health and Human Services 2010),
African American elders are more likely to die prematurely or suffer from poor
health and chronic health conditions as they age. Most African American older
persons have at least one chronic condition and many have multiple ailments. The
most frequently occurring conditions among African American elders in
2005–2007 were hypertension (84 %), diagnosed arthritis (53 %), all types of
heart disease (27 %), sinusitis (15 %), diabetes (29 %), and cancer (13 %). The
comparable figures for all older persons were hypertension (71 %), diagnosed
arthritis (49 %), all types of heart disease (31 %), sinusitis (14 %), diabetes
(18 %), and cancer (22 %). This disparity presents a challenge to families and
health care systems (U.S. Administration on Aging, U.S. Department of Health
and Human Services 2010).

Historically, the Black church has provided social and spiritual support net-
works to assist with living in rural and urban communities. The Black church is
comprised of churches with predominately African American membership. The
Black church, as a social institution, has been serving the African American
community and has provided spiritual, emotional, and social support to its con-
gregates and the surrounding community. Many African American elders attend
church services regularly and benefit from a sense of community (Levin and
Taylor 1993; Trinitapoli 2005). Therefore, this institution seems a likely place to
provide health promotion services in many neighborhoods. This chapter discusses
the African American church as a good location and partner for health promotion
services. A framework for understanding healthy aging services is presented in a
study of 38 African American churches in the Detroit, Michigan, metropolitan
area, a case example to illustrate the potential of the Black church as a resource to
promote healthy aging. Ideas on strategies to expand healthy aging programs and
services for African American elders are discussed throughout the chapter and
presented in Tables 1, 2 and 3.
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Black Churches: A History of Service

The Black church, as a social institution in the United States, has a history of
serving the African American community in a myriad of ways (Billingsley and
Morrison-Rodriguez 1998; Waites 2009). The collective spirit of the Black church

Table 1 Dimension of wellness

Dimensions of wellness Program or activities—predetermined codes

Intellectual Computer classes, courses, workshops, seminars, heath
information materials

Lectures and educational presentations
Trips to museums, libraries, lectures, historical sites
Cognitive oriented games, reading activities

Physical/functional Nutrition education
Health fairs, health screenings, health related clinics/services
Flu shots, immunizations
Walking clubs, yoga classes, chair aerobics, water aerobics,

exercise classes
Sports—baseball, basketball, golf, swimming, etc.

Emotional Support groups e.g. grief and loss, caregiving, grandparent raising
grandchildren, coping with chronic illness

Seminars on emotional wellness or mental health issues
Mental health services
Pastoral counseling services

Vocational Volunteer programs/activities
Mentoring programs/activities
Job training for elders
Employment referral services
Leadership development

Spiritual Senior ministries
Bible study, senior prayer meeting
Special church services or programs (i.e., senior sunday)
Other ministries

Social Celebrations (holiday, birthdays, parties)
Concerts, dances
Movies, plays, etc.
Day trips—casino, museums
Choir or singing groups and activities
Bingo, card games, pool, etc.
Travel groups—longer trips

Community engagement/
civic engagement

Advocacy and organizing around community issues
Voter registration drives
Political activity
Volunteering in community organizations
Serving on boards
Community outreach activities
Collaborating with other organizations
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starting from the time of slavery, through the Civil Rights Movement era, and
continuing in the present, has played a vital role in providing economic guidance
and support, social activities and interaction, community services, political mes-
sages and movements, education, and support for physical and mental well-being
(Brown and Gary 1991; Frazier 1963; Lincoln and Mamiya 1990; Morris 1984;
Nelsen and Nelsen 1975; Pattillo-McCoy 1998). In terms of promoting health and
well-being, Black churches have been directly addressing the unmet needs of
African American communities as early as the 1920s, offering food programs for
the unemployed, free health clinics, recreational activities, and child care programs
(Mays and Nicholson 1933).

Even more significant in establishing a connection between the Black church and
the health of African Americans was the National Negro Health Movement of
1915–1951. This movement emerged in response to major health disparities as well
as a lack of quality health services and providers in African American communities
(Quinn and Thomas 2001). Because the church already played such a significant role
in the lives of African American people, this movement utilized churches to
mobilize community members around the issue of improving access to community
health services for African Americans (Quinn and Thomas 2001). The Black church
has continued to serve as a vehicle for linking elder community members with
formal and informal systems of care, particularly for community elders who are
harder to reach through other mechanisms (Eng et al. 1985; Taylor and Chatters
1986). Programs to support healthy aging such as senior apartments, senior appre-
ciation day, transportation, senior luncheons, meals on wheels, and health screen-
ings services have been affiliated with the Black church over the past 90 years.

There are several factors that make the Black church an ideal place for health and
wellness programs. As discussed above, the Black church has taken an active role in
promoting civic engagement to address community needs and reduce disparities, as
well as connecting congregants to information and services since the early 1900s
(Mays and Nicholson 1933; Quinn and Thomas 2001). Churches assumed this role
early on due to health disparities and the lack of appropriate services in Black
communities. While access to health-related services has improved, the need
remains and African American elders continue to rely on churches to fill service gaps

Table 2 Interviews with
pastor of church
representative

Church size Church denomination

Mega Unity
Mega Non-denominational
Mega Baptist
Mega Non-denominational
Large Baptist
Large Methodist
Medium Baptist
Medium Methodist
Medium Baptist
Small Baptist
Small Methodist episcopal
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(James 2006; Satcher et al. 2005). History of acting as the primary provider for
physical, social, and emotional needs in communities has had a profound impact on
members who rely on churches for these services.

Community trust has also played a role in many churches being an ideal place
for health and wellness services for the elders. For many church-goers across
denominations, clergy are often the first and only professionals they encounter
(Taylor et al. 2000). In most cases, congregants may have already established a
personal relationship with the pastor and they feel more comfortable approaching
the pastor regarding physical or emotional challenges that impact their overall
well-being. Many elders also turn to other trusted congregants for socialization and
support (Levin and Taylor 1993; Taylor and Chatters 1986; Walls and Zarit 1991).
Still some church members may not be able to see a professional for emotional
issues due to financial or geographical limitations (Taylor et al. 2000), as well as
past experiences with discriminatory practices. Relationships with other church
members as well as with the pastors may provide the Black church with a level of
built-in trust that may facilitate improved usage of services.

The fact that many elders are already engaged in church activities also makes it
an ideal place to offer services for health and well-being. Many elders are limited
in terms of accessing transportation or participating in activities that are financially
taxing. African American elders may be less likely to seek support in formal
institutions outside of the church environment (Walls and Zarit 1991). Providing
services in a venue that is both familiar and accessible may increase the likelihood
of participation in health and wellness programs for African American elders.

Many churches including Black churches continue to address needs of health and
wellness using a broad range of services and activities. They are providing health
and wellness services to church attendees and community members (Thomas et al.
1994; Stineman et al. 2011) as well as establishing community outreach networks.
Older congregants and community members are often made aware of the programs
and activities available to them in their communities through church bulletins, radio
ads, and by word of mouth. When programs or activities are church-affiliated,
church and community members are more likely to take advantage of these activ-
ities. The Black church in particular embodies an inclusive spirit, engaging in
providing services for health and wellness among African American elders.

Exploring Health Promotion Activities and Programs:
A Case Example

A Wellness Framework

A few studies have explored African American elders’ perceptions regarding what
constitutes wellness and healthy lifestyles. In sum, a holistic view of health that
includes caring for the mind and body and the significance of spirituality and
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religion was expressed throughout these studies (Waites 2012). With this in mind,
a holistic wellness framework is used as a means for understanding the framing
and development of healthy aging programs and activities for African American
elders.

The concept of wellness has been used to describe an active process through
which people become aware of, and make choices toward, a positively affirming
and healthy lifestyle (Hettler 2010). Six dimensions of wellness have been
delineated by the National Wellness Institute to describe a holistic wellness sys-
tem. The six dimensions aptly fit with research regarding African American elders’
holistic perception of healthy aging. These dimensions are intellectual, physical/
functional, emotional, spiritual, social, and vocational wellness (see Table 1).
Intellectual wellness refers to cognitive exercises and processes to not only
maintain but also improve mental functioning. Physical wellness focuses on
exercising the body and maintaining or improving functional capacity. Emotional
wellness refers to the acceptance of one’s emotions and feelings, as well as the
ability to handle stressful situations. Vocational wellness covers a wide range of
productivity issues, from maintaining one’s physical abilities to basic skills such as
writing, and continuing to participate in hobbies. Spiritual wellness involves the
desire to explore life issues and meanings. This might include Bible study, par-
ticipation in ministries, and church attendance. Social wellness requires an ability
to relate to other people in a healthy, productive way. A seventh dimension, civic
engagement, was added, which refers to a personal or collective action designed to
address a public concern or an unmet human, educational, health care, environ-
mental, or public issue or need. The wellness framework is used to describe health
and wellness and to explore the health promotion activities and programs for older
adults in Black churches in the Detroit metropolitan area.

The Black Church

The Black churches’ involvement in health promotion activities for the elders as
well as their commitment to eliminating health disparities and promoting healthy
aging has been documented. According to Samuel and Sanders (1991), many
churches have programs and services that fit nicely into a wellness (health pro-
motion) framework. Knapp (2001) also found that the size and budget of the
church matters; larger churches with more money are more likely to have pro-
grams specifically for seniors. Similarly, Looney and Haber (2001) found that the
more resourceful the church, the more likely the response to health programs
would be positive. They defined a resourceful church as one that has a large
number of members, adequate space, and a membership that, on average, has a
higher socioeconomic status. The case example presented in this chapter explores
health promotion for African American older adults using a wellness framework to
conceptualize programming and activities in Black churches.
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Research Design

A qualitative approach was employed to explore health promotion activities and
programs in 38 Black churches serving the Detroit Metropolitan area. A content
analysis of health promotion activities was conducted. Follow-up interviews with
church leaders were also carried out to provide member checking and confirm
health promotion strategies.

Sampling Strategy

Churches located in the Detroit Metropolitan area’s Eastside, Westside, and the
city of Southfield were included in this study. A purposive sampling scheme was
used and churches were selected based on the following criteria: (1) church
congregation size (small, medium, large and mega), (2) a predominantly African
American membership, and, (3) denomination. Church size distinction was
determined through self-identification, as well as through church websites.
Church sizes were categorized as Small = 0–499, Medium = 500–999, Large =

1,000–1,999, Mega = 2,000 (Watson et al. 2003) (see Table 2). A research
assistant familiar with the region compiled a list of churches with predominantly
African American congregations. Church location, size, and congregation com-
position were identified and verified with information from church websites, and
follow-up phone contacts with church officials. The sample was structured to
include both churches that did or did not report health promotion activities. A
purposive sample of pastors and or church leaders was interviewed following the
content analysis as a method for member checking and to confirm the identified
health promotion strategies.

Data Collection and Instruments

Once the researchers identified churches, a tally sheet was completed for each
church to provide an inventory of the data. These tally sheets captured descriptive
information regarding church size, location, denomination and health promotion
activities, obtained through secondary data sources such as church websites,
church bulletins, flyers, calendars, and articles, as well as grants and collaborative
projects that were posted on the internet. When written information was not
available, churches were contacted by phone and asked if they provided health
promotion programs for older adults. Researchers focused on activities and pro-
grams that appeared to promote healthy aging for older adults (i.e., physical
activity programs; nutrition and healthy diet programs; and social support activi-
ties for older adults or caregivers). The seven dimensions of wellness comprised
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the coding scheme. Activities relevant to each dimension were recorded (see
Table 1). The data collection ended when a saturation point was reached, where
searches continued to identify the same programs and services for each church.

Data was also collected through individual interviews with church leaders
which consisted of several steps. First, prior to the interviews, investigators
obtained approval of the Institutional Review Board (IRB approval obtained from
Wayne State University). Second, researchers identified 11 churches using sam-
pling criteria of church size and the presence or absence of health promotion
activities. Interviews were scheduled with church leaders. Researchers used a
semi-structured interview guide with open-ended questions to conduct face-to-face
interviews with pastors and church leaders who were active in their respective
churches and knowledgeable about the older adult population and healthy aging.
Prior to being interviewed, participants signed a consent form that explained the
purpose of the study and how the information would be used. Two researchers, one
African American and one Caucasian, conducted the interviews. These interviews
were audio taped and notes were taken.

Data Analysis

A content analysis of the secondary data was conducted using predetermined
theoretical codes (see Table 1 for code list). Furthermore, interviews were tran-
scribed and analyzed and responses were compared to the secondary data and other
responses using a constant comparative method. A summary of all data outlining
programs, information sources, special projects, church denomination, size and
apparent interest in health promotion for older adults was prepared by the study
director (PI) with input from research team members. Thereafter, an inventory
detailing health promotion activities and programming for all 38 churches was
created (see Table 3).

To address trustworthiness of the results in terms of credibility, transferability,
audibility and conformability (Padgett 2004) a ‘‘community gerontology expert’’
reviewed the inventory, consolidated themes and theories that emerged from the
study. The expert was asked to review the link between the inventory, interviews
and her knowledge regarding elders in the community and whether the study
reached saturation in terms of depth of the information gathered. The expert was
also asked to provide feedback regarding the soundness of the study procedures
and to review the findings and recommendations to insure that they were clearly
linked to the data. This expert was very familiar with the concerns and needs of
older adults, particularly African American elders, in the metropolitan area.
Comments and suggestions from the community expert were discussed and inte-
grated into the final report.
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Findings

The findings of this study showed that the participating 38 Black churches in the
Detroit metropolitan area were providing access to health and wellness programs
and activities. The number and types of programs and activities varied depending
on the available resources and church size. Larger churches, for the most part,
were engaged in health promotion activities for its members. Churches, which
reported younger memberships, appeared to offer few programs that specifically
addressed the needs of its elder members. There was also variation regarding
attention paid to some dimensions of wellness. Findings showed that the spiritual
needs of older adults were addressed with church attendance and participation in
organized church activities. In addition, most churches provided physical and
socially oriented health and wellness activities and programs; the larger churches
also provided informational sessions, lectures and workshops. Often the intellec-
tual dimension was facilitated through collaboration with community organiza-
tions and university programs. Other dimensions of wellness–emotional, civic
engagement, vocational—were less often addressed through planned programs or
church sponsored activities for older adults.

Dimensions of Wellness

Physical activities and programs. Most churches provided physical health pro-
motion or wellness activities and programs. Mega and larger churches provided
more health promotion activities and programs than medium and smaller churches.
Physical activities included exercise, dance, yoga, golf, and other activities
included health fairs, food and nutrition programs, and health screenings. Many
churches have developed fair weather walking groups and are using convenient
and safe places to walk such as parks, local high school tracks, riverfront walking
areas, shopping malls, fitness centers, and local senior centers. These options are
convenient for those with adequate transportation and available 7 days a week.
Many senior centers with wellness programs have partnered with churches.

Intellectual activities and programs. The majority of church supported activi-
ties included information sessions or seminars on health-related topics, computer
classes and adult literacy programs. Many churches collaborated with the uni-
versities and other community organizations to provide services to older adults.
Through a Wayne State University and University of Michigan partnership, as well
as community outreach, the Healthier Black Elders Center puts on a major event,
the Healthier Black Elders Reception, each year. Hundreds of elders attend this
free one-day event which provides educational panel discussions, with question
and answer sessions, health screenings, a nutritious lunch, line dancing and chair
exercises. This event cuts across several dimensions of wellness. Additionally, the
Healthier Black Elders Center provides a Lunch and Learn series at many local
churches from December to June each year. The Art of Aging conference, also
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offered by the Wayne State University Institute of Gerontology, is another
example of a community and university partnership. This is a conference orga-
nized by seniors for seniors to promote successful aging. The Association of Black
Cardiologists (ABC) has conducted presentations on hypertension at one of the
larger churches. They have also provided information on other identified illnesses
such as diabetes, heart disease, high cholesterol, obesity, physical inactivity and
tobacco use. ABC sponsors an annual Grandparents 2 K/5 K Fun Walk in many
inner cities to support intergenerational bonds and activities.

Social activities and programs. Social programs were also offered by all but the
smallest churches. Activities included senior appreciation days, senior luncheons,
and group activities such as knitting or playing cards. Additionally, some churches
offer day trips to shopping malls, farmer’s markets, and the movies, as well as
travel clubs. Other churches provide activities such as coffee hours, women’s day
programs, praise fests, and social outings for mothers’ young and old.

Emotionally supportive activities and programs. The larger churches conducted
programs that addressed emotional health. The majority of the activities identified
were support groups, such as bereavement groups, caregivers support groups and
‘‘grandparents as parents’’ groups. In most churches, the pastor or other church
leaders offered counseling services.

Spiritual activities and program. All churches provided worship services. Most
churches had programs where members visited nursing homes to bring worship to
older members and also conducted Bible study groups. Smaller churches did not
offer specific spiritual activities for older adults outside of regular church services.

Civic engagement activities and program. Mega churches were more likely to
report civic engagement activities. Most of the activities identified in the inter-
views for this dimension were related to volunteerism in the community. One
mega church highlighted their association with outside groups that advocate for
better care for seniors. A few responses were related to political engagement, but
the majority focused on volunteering at soup kitchens or special events. Many
seniors volunteered to work at the voting polls, helped get the word out regarding
healthcare reform, or served at community breakfasts on Sundays.

Vocational activities and program. Few churches offered vocational programs.
One of the larger churches provided job training and placement services for all its
members. Another church provided professional development, seminars and
workshops, and others offered computer classes.

Overall, this study demonstrated that Black churches remain involved in pro-
moting the health and well-being of their older adult members and their surrounding
communities. The church leaders who were interviewed expressed concerns
regarding the health of their elder church members. Churches providing limited
healthy-aging programs indicated that the lack of church resources was a deterrent. In
response, several churches have collaborated with aging network organizations such
as Senior Centers, Detroit Area Agency on Aging, Healthier Black Elders Center,
and The Association of Black Cardiologists to gain access to programs and activities
for their older adult members. All indicated that their churches functioned as a
source of social support for their congregants and for the surrounding community.
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Church is a Likely Place

At the heart of all that civilization has meant and developed is ‘community’ – the mutually
cooperative and voluntary venture of man to assume a semblance of responsibility for his
brother.

Martin Luther King Jr.

With a long history of being the primary source of support in African American
communities, it is not surprising that the Black church continues to be an epicenter
of social and health-related activities. Churches have good outreach potential with
their built-in membership, and in particular, for their older adult members who
often rely on churches for social interaction and for supportive services (Felton and
Berry 1992; Levin and Taylor 1993). The strong presence of Black churches in
African American communities makes them ideal sources for programs promoting
the health and well-being of community members.

The Black church is a likely place to do outreach and to launch health pro-
motion programming. Churches in this study were aware of the health disparity
challenges facing African Americans and the impact of chronic illness on the
quality of life of elders. They were engaged in providing some level of health
promotion activities ranging from spiritual support and physical activities to, in
some cases, intellectual and vocational activities. African American elders want
better access to health promotion amenities and services. There is a need to expand
church programs in order to meet the needs of our elder communities. Policies can
allot funding for such expansion. This is especially true for smaller churches with
limited financial resources.

The network of aging agencies, with missions to address health disparities and
to promote healthy aging, must work with churches to cultivate working part-
nerships and to tailor compatible services. Although some exchange is in place,
there is a need to further engage the Black Church, which has historically func-
tioned as a natural support system in African American communities. The church
is trusted by its members and has the potential to expand health promotion efforts
beyond their congregation and into their surrounding communities. Partnerships
with the network of aging agencies and churches can contribute to the advance-
ment of health promotion and healthy aging for African American elders. This
partnership would benefit from a comprehensive strategy-driven approach that
emphasizes collaboration, information sharing, participatory planning, and
resource building. Recruiting volunteers, who might provide professional services,
in-kind donations in the form of transportation and space, and community out-
reach, though not new ideas, when bundled with a comprehensive plan could
expand the reach of the services and create healthy aging options for African
America elders. Through a planned alliance with Black churches, resources can be
leveraged to build the capacity of all churches and the communities where African
American elders reside.
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City Life: What a Wonderful Way
of Life—Aging in the Urban Environment

Kimberly Yancey, Tamika Baldwin, Ama R. Saran
and Halaevalu F. Ofahengaue Vakalahi

Abstract This chapter attempts to discuss the complexities of aging in an urban
context with specific attention to a few salient issues that intersects across cultural
groups in urban communities. Older adults in urban environments are examined
from People in Place of what it is like growing up in an urban environment.
Challenges for Urban Elders dealing with urban issues of substance abuse, mental
health, HIV/AIDS, and general health are addressed. Existing strategies and
approaches to dealing with issues of urban environments for older adults are
considered. Intersectionality, Systems/Ecological, and the Strengths Perspective
are the theories guiding the discussion of both the positive and challenges of older
adults aging in an urban environment. Through the lens of these theories, the
multi-facets of urban context and older adults will be better understood.
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Daybreak: The Clare Court Mural Project by Allison L. Duggan.
Courtesy of Annette Saunders, President of GPTSA

The Clare Court intergenerational housing wall Mural was created by grandpar-
ents, grandchildren, and Nuns (2011). The mural was created to reflect the col-
lectivity and inclusivity of urban environments, the acceptance of people from all
walks of life, diverse, yet accepting of each other, white, black, yellow other hands
held together… paint me a dream of daybreak in Clare Court, hand in hand.

Let Them Know

Hey, thought that was you. You look good.
Come in. Sit down.
Here, take the tallest, broadest wide-hipped, cushiest, purple suede chair.
Yeah, that one.
Crowned with that lush velvety, long, fringed lavender throw.
That’s it, slide into the sunniest spot, right here by the high flying window with the
10 foot palm pushing against white wood window panes.
Probably wishing to join the Japanese maple and pink-red tulip trees in spring’s
first bloom, but more than that, outside.
Talk to me, settle into the company of grace, good times, sorrows and sensibility,
triumph, terrors (night and day), greetings, goodbyes, leave-takings and longings.
Fire up fat, chunky, white, slow-melting honey-comb candles clearing space like
wasabi wads clearing cold-crammed sinuses.
Serve up tea-for-the fever: chamomile, lemon, Constant Comfort’
Feet up, head back, hips settled?
Talk about traveling, the journeys to your self
Let them know we are not merely memory at 50, 60,70, 80, 90 or 100
We are magic mindfulness, redolent of ritual, grounded in grace
Let them know adventure still claims our lives,
Talk to them of delights newly discovered and old ones kept close; still warm.
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Settle in some more relishing the relating
Like soft butter on crisp bread, sugar sliding into the cup of the spoon, honey
hanging poised for pouring onto ready lips.

Let them know:

Life has yet to be done with us, the silly and strong, the weak and wailing, the still
sexual and sensuous self.
Let them know the delicious ways wine still wets our souls.
Curl into our dreams, delve into our desires—loitering, but not languishing,
Still and always, our tickets to ride onto urban cityscapes
Freighted with those sisters, Unseen and Unexpected, even for aging eyes and
lives.

Let them know:

I am not done, nor are you.
I am not through, nor do WE ever intend to be.
Not as long as cellular memory celebrates our being.

Let them know:

Insist on telling, relish the relating:
We are here, still whole as possible through decades of life declaration.

Let them know:

This is certainly ME. Let them know. This sure as hell is YOU.
(Ama R. Saran, Ph.D. �2013)

Aging in an urban environment affords both positive and challenging lived
experiences. For some, the urban community is a place where lack of access,
resources, networks, support, connection, economics, resilience, and isolation are
anxiety provoking issues, whereas for others, it is just home—a wonderful place of
refuge filled with people they love. The urban community offers a very unique
context for aging across populations from the recent immigrants to those who are
native to that particular urban community. It also offers endless possibilities for
interdisciplinary work across professions and organizations that serve the aging
population. Defining and describing aging in the urban environment is a daunting
task because it is a complex and multi-dimensional context comprised of people
from across cultures with unique histories, perspectives, values, beliefs, and
practices. This chapter will attempt to discuss these complexities of aging in an
urban context with specific attention to a few salient issues that intersects across
cultural groups in urban communities and calls for interdisciplinary works. A
strengths-based perspective of the urban environment for urban elders is
emphasized.
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At the Intersection of Aging and the Urban Environment

Theoretical Frameworks

The unique and diverse aspects of aging in the urban context call for a conceptual
framework that is collective, inclusive, and intersectional. Guiding this discussion
are relevant aspects of intersectionality theory, Systems/Ecological Theory,
Strengths Perspective and the concept of resilience. These perspectives reflect the
multiple dimensions of urban context and the complexities of the lived experiences
of the elders in terms of the intersecting demands of urban living, the need to
navigate systems at all levels from the micro to macro, and the importance of
focusing on individual, familial, and communal strengths as a source of resilience
for these urban elders.

The theory of intersectionality examines the interaction among social, cultural,
and biological dimensions of systems which often negatively contributes to social
inequality, racism, sexism, ageism, and how these dimensions interrelate to create
a system of oppression that is intersected and often difficult to break, particularly
in urban communities among older adults (McCall 2005). Understanding these
intersections and the resulting relationships are especially critical for creating
availability and accessibility to resources needed to sustain the urban elders. These
interactions and relationships may be protective factors that lead to recognition of
needs, establishment of policies that protect, and channeling of needed resources
into the urban communities of older adults.

Similarly, Systems Theory/Ecological Theory (Germain and Gitterman 1980),
discusses the various sub-systems that influence an individual or the older adult on
the micro, mezzo and macro levels. These systems include family, community,
neighborhood, organizations/institutions, and other subsystems of the environment
that interact and relate to an elder’s attributes (i.e., race, gender, age, class) and
consequently influencing the outcomes of health and well-being of these elders.
Because micro, mezzo, and macro systems are interdependent, the effects of these
systems are reciprocal. For older adults in urban communities, the goal is for
improving or enhancing systems connections that will produce positive outcomes.

Of major importance to how we conceptualize aging in an urban environment
are the issues of resilience and the strengths perspective (Hill 1972) which
emphasizes diversity and difference by culture, race, gender, and other dimensions
as strengths and not deficiencies. The resilience of older adults in urban envi-
ronment is linked to family and community inclusiveness and interdependency. To
fully understand the urban environment begs the importance of a resilience and
strengths perspective. According to the strengths-based perspective (Hill 1972;
Saleebey 1996), focusing on the strengths of individuals, families, and commu-
nities will generate the best and most relevant solutions to problems impacting
those individuals, families, and communities. The elders in the urban communities
are the best resource for identifying solutions to challenges of their lived experi-
ences. The strength of community in urban context relative to its contributions to
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the lives of older adults is well known. Through the lens of these theories, the
multi-facets of urban context and older adults will be better understood. Accurate
understanding and information will thereafter inform culturally relevant services
and programs for those aging in the urban environment.

People in Place

Growing up as a child in the Detroit area, in a city called Highland Park, my family,
including several generations, were no strangers to the ramifications of living in the city
entailed. My grandparents, great aunts and uncles, and other elder relatives have lived in
urban communities for decades. Coming from the South, many of my family, like a lot of
people of color, moved to places like Detroit and Chicago during the Great Migration of
the 20th century. Several of them still live in the city and have lived with their children
and families for generations. They view the city life as their way of life. As a product of
intergenerational relationships, I have learned to respect my elders as keepers of our
histories, to never take things for granted, and to be grateful for the little things in life,
especially the love of family which is anchored on the strength of the elders.

Tamika Baldwin, personal communication

Aunt Joyce, the matriarch of the family who is seventy years old, first describes herself as
blessed with no aches and pains, sharp, smart, and still cute. Aunt Joyce explains that it
does not matter where you live and living in an urban community for seventy years has
made her become a stronger person. Aunt Joyce points out that it is the respect that gives
you the strength to enjoy your community no matter where it is. That you respect the
inside and outside of your home and you require that from family, friends, neighbors and
those passing by. Aunt Joyce describes that one day she and her eldest sister Doris who is
seventy four years old was sitting on the front porch one evening and a gentleman threw an
empty beer can in front of the stoop after she just finished sweeping. Doris said to the
gentleman, pick that can up and put it in the trash. Respectfully, the gentleman picked up
the can and apologized and promised that he would put in a trash can. Later that evening
the man passed through again and said to both Aunt Joyce and her sister Doris, I put the
can in the trashcan just like you told me and you don’t have to worry about that again.
Aunt Joyce further explains that you may not have the finest clothes or material things, but
obtaining education is instilled in those living in an urban community.

Kimberly Yancey, personal communication

As reflected in these personal accounts, there is a special innate quality of elders
in urban communities in terms of the positive effects of their wisdom and expe-
riences on people in places such as urban communities. As in these accounts, these
elders have been relied upon to strengthen relationships both on the family and
community levels from one generation to another.

According to the U.S. Census 2010, there were approximately 3,573 urban areas in
the United States (U.S. Census Bureau 2010). Unlike rural areas, urban areas are
defined as densely developed territory, which incorporates commercial, residential,
and other non-residential urban land uses. An urban area is comprised of a minimum of
2,500 people of which 1,500 people reside outside of institutional group quarters.
There are two types of urban areas: an urbanized area made up of at least 50,000 people,
and an urban cluster made up of 2,500–50,000 people (U.S. Census Bureau 2010).
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In the U.S., the number of adults ages 65 and older is on the rise (Baskind and
Briar-Lawson 2005; U.S. Census Bureau 2010). The U.S. Census projects that the
elder population will more than double from about 35 to 72 million representing
nearly one-fifth of the entire population, by year 2030 (Bureau of Labor Statistics
2008; Slack and Jensen 2008). These elders come from all walks of life, cultures,
and environments, with varying perspectives, and many live or will live in urban
communities. According to Masotti et al. (2006), as there is an increase trend in
aging, there is also an increase global trend toward urbanization, with the per-
centage of urban dwellers, most of whom are older adults, increasing from 47 % in
2000 to 60 % by year 2030.

Various terms have often been associated and used interchangeably with the
word ‘urban’, including city, metro/metropolitan area, low-income area, neigh-
borhood, the hood, ghetto, and the projects. The term ‘urban’ typically, and per-
haps unfairly, has been associated deeply with negative connotations such as high
rates of poverty, crime infestation, rampant homicide, disproportionate high school
dropouts, racial residential segregation, unemployment, and low rates of com-
munity participation (Robert and Ruel 2006). The authors of this chapter beg to
differ. Oswald et al. (2007) argue that environmental factors in urban communities
play both negative and positive roles in health-related outcomes of urban residents,
indicating that environmental-related factors can either contribute positively to
older adults’ independence in daily activities and subjective well-being, or nega-
tively in terms of dependency and ill-being.

An environmental factor that is crucial to the functioning of older adults in
urban communities is the built environment (BE), defined as one’s physical sur-
roundings including homes, parks and recreation areas, business areas, and
transportation systems (Shendell et al. 2011). BE includes spaces, buildings, and
products created or modified by individuals and groups of people as well as land
use planning and other policies affecting communities (Clarke et al. 2008). Thus,
some of the benefits of the urban areas that senior citizens enjoy are accessible
public transportation, health facilities, shops, and other amenities, in addition to
more opportunities for stimulation through social interaction and involvement in
the community (Burton et al. 2011).

The link between BE and the health of older adults especially in promoting
increased physical activity and social interaction has been established (Brown
et al. 2009). BE helps determine whether or not an elder, who is physically capable
of walking and biking, will actually walk or bike around the community (Li et al.
2005). Older adults are intensely dependent on their local environments to
accomplish their daily activities (Clarke and George 2005). For instance, in nat-
urally occurring retirement communities (NORCs), which are often in urban areas,
there are more civic and social opportunities, like entertainment avenues, volun-
teer charities, and community and neighborhood organizations, with which the
elders engage in their daily activities (Quinn 2008).

City life offers many positive experiences for elders from across cultures. Data
shows that urban elders have lower rates of functional limitations, cognitive
impairment, and chronic health conditions, compared with their rural counterparts
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(Chumbler et al. 2001). Additionally, urban elders are more likely to have higher
incomes than rural elders (Chumbler et al. 2001). Urban elders also tend to be
keenly aware of their surroundings and responding to or managing risky situations.
Thus, contrary to popular negative views, urban communities have a deeply col-
lective orientation, a rich fictive kinship, extended access to public transportation,
recreational amenities, and other support systems that combats the isolation of
rural life, which are major strengths of urban communities (Burton et al. 2011).
Older adults living in urban communities benefit greatly from this sense of col-
lectivity and inclusivity in sharing material resources, family, and moral supports.
Thus, maintenance of resources and structures are critical for continued positive
outcomes for these elders.

Challenges for Urban Elders

Professionals alone have not been able to effectively deal with some age-old
challenges affecting urban elders. These same challenges may require new
approaches generated by the elders themselves in partnership with professionals
from across disciplines and people from diverse cultures. With the growth of
diverse older adult populations in urban communities, there is an urgent need for
more multi-dimensional and innovative supports to deal with the following age-old
challenges.

Substance Abuse. Alcohol use and abuse is a challenge among older adults
living in urban communities which Ferrell and Sorocco (2006) referred to as the
‘‘invisible epidemic.’’ Forty percent of all adults age 65 and older consume alcohol
(National Institution of Alcohol Abuse and Alcoholism 2012). A review of the
related literature indicates that few studies have comprehensively examined the
use and effect of alcohol consumption among older adults, particularly in urban
communities (Aira et al. 2005; Beck et al. 2001; Castellon et al. 2001; Chin et al.
1999; Ganry et al. 2000). Oftentimes risky behavior such as drinking is not
associated with older adults. However, older adults are more at-risk for the effects
of alcohol consumption given the natural ailments that comes with aging and that
as people age their tolerance for alcohol decreases (Angermeyer et al. 2009).
Interestingly, the medical profession and media are fully aware of the affects and
dangers of teenage drinking, especially as it relates to driving. Do older adults not
drive? Ross (2000) points out that, ‘‘clinicians should maintain the same or a
greater degree of vigilance for alcohol use and abuse in those over age 65 as in
those under age 65’’ (p. 71).

Alcohol consumption among older adults is also alarming because it is often
taken with a prescription or over the counter (OTC) medication for age-related
health ailments. Aira et al. (2005) found that ‘‘the risk of adverse effects of alcohol
use was mostly related to medication-alcohol interactions rather than alcohol
consumption’’ (p. 682). A study by Johnson (1997) on use of alcohol and OTC
medications as sleep aids among urban women age 85 and older, found that the use
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of alcohol and OTC medications were linked to the inability to sleep and that the
inability to sleep was related to the fear of living in urban areas.

Abundant availability and easy access to alcohol also contribute to alcohol use
and abuse among the urban aging population. In a study by Johnson (1997), a
90 year old woman who drank everyday stated, ‘‘having a few drinks is so easy—
no fuss, no muss. Just go to the store and bring it home-couldn’t be easier’’
(p. 186). Convenience and inexpensive cost of alcohol contributes to the percep-
tion that it is not harmful. This misconception could complicate existing health
conditions of older adults with diabetes, high blood pressure, congestive heart
failure, liver problems, osteoporosis, memory problems, and mood disorders
(National Institute on Alcohol Abuse and Alcoholism 2012).

Additionally, socioeconomic factors contribute to alcohol use and abuse among
older adults living in urban communities (De La Rosa et al. 2007). For instance,
Angermeyer et al. (2009) found that older adults who had higher economic status
consumed more alcohol. A study by Livingston and King (1993) of the prevalence
of alcohol use and psychiatric problems among older women living in inner-city in
the UK, found that participants had higher socioeconomic status. Ferrell and So-
rocco (2006) further explained that there is a bias among health professionals in
assessing for alcohol consumption among older adults that is linked to socioeco-
nomic status, in that, ‘‘clinicians are less likely to screen for alcohol use problems
among older individuals, women, the educated, and those with higher economic
status’’ (p. 455).

Assessment. Given the major challenge of substance abuse among older adults
and the possibility that alcohol disorders ‘‘can be mistaken for medical or psy-
chiatric conditions otherwise common among the elderly’’ (Angermeyer et al.
2009, p. 1377), there is a need not only for access to appropriate health care, but
also a need for a reliable and valid standard assessment for substance abuse as part
of regular health care. An example of an assessment that clinicians and researchers
have utilized to assess alcohol use among older adults is the CAGE. Culberson
(2006) explains Cut down, Annoyed, Guilty, Eye-opener (CAGE) consisting of
four questions:

1. Have you ever tried to Cut down on your drinking?
2. Have people Annoyed you by criticizing your drinking?
3. Have you ever felt bad or Guilty about your drinking?
4. Have you ever had a drink first thing in the morning to settle your nerves or to

get rid of a hangover? (Eye-Opener)

Using CAGE, Montgomery et al. (2009) found that men scored higher than
women in alcohol consumption and that this finding contributes to the validity of the
CAGE in assessing women accurately. However, Brousse et al. (2009) challenged
the use of CAGE in assessing alcohol consumption and older adult population,
urging priority on the development of new measures that focuses on elder-specific
factors. The primary challenge of the CAGE is that it is not population specific in
assessing alcohol use and abuse among older adults (Culberson 2006); thus, there is
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an urgent need for development of urban elder-specific assessments for accurate
evaluation of alcohol abuse among older adults in urban settings.

Mental Health. Addressing mental health issues of older adults in urban
communities can be challenging because of its complexities. Urban communities
struggle with issues of poverty and debilitating housing environments which may
result in older adults retreating within their homes thus leading to social isolation
(Massey and Denton 1993) that may contribute to depression and stressful expe-
riences living in an urban community (Zheng et al. 2011). On the other hand,
Wight et al. (2007) found that individual characteristics contributed to depressive
symptoms rather than the urban community environment. Two thirds of the par-
ticipants in this study were women which perhaps speak to the difference in
depression among older male and female adults living in urban communities. As
such Zunzunegui et al. (2007) found the difference was in socioeconomic factors
during the lifespan. In other words, older women were disadvantaged compared to
older men due to frequent social and economic challenges, as well as lifetime
stressors. Thus, older adult women in urban communities may be at greater risk for
depression.

The willingness and ability of older adults to seek out mental health services in
urban communities is also a challenge. Urban families are historically known not
to seek out public mental health treatment because of the attached stigma. Norris
and Karlin (2006) found that older adults are less likely to seek mental health
treatment compared to young adults in urban areas; however older adults were also
less distressed. Uphold et al. (2005) further found that even with an HIV/AIDS
diagnosis, older adults in urban areas are less likely to experience depression than
older adults living in rural areas. Perhaps, although poverty, debilitating housing,
socioeconomic challenges and HIV/AIDS can plague an urban community, older
adults have kin, family, and community strengths that support their mental health.

HIV/AIDS. Despite stereotypes, many older adults are sexually active (Illa et al.
2010; Jacobson 2011). According to Jacobson (2011), the majority (75 %) of older
adults ages 57–64, more than half of those ages 65–74, and more than a quarter of
people 75 and older, are sexually active. Given these statistics, older adults are at
high risk for contracting HIV/AIDS, with ethnic minorities being affected dis-
proportionately by the disease (Ward et al. 2004). Of U.S. HIV/AIDS diagnoses in
2007, 12.5 % were age 50 and older, which is expected to increase to 50 % of all
HIV/AIDS cases by year 2015 (Heckman et al. 2011). Due to the number of
underreported cases and those who have ‘aged in’ with the illness, these statistics
may be higher (Altschuler et al. 2004). Perception of risk is affected by different
factors such as age, gender, ethnicity, religion, education, worries, knowledge
about the disease, number of sexual partners, condom use, and environment (Ward
et al. 2004). At higher risk are urban, low-income, senior-housing residents who
may be greatly exposed to criminal activity, drug trafficking, and commercial sex
trades (Ward et al. 2004). However, urban residents are less likely to be depressed
than rural residents in relation to HIV infection (Uphold et al. 2005). Nevertheless,
the effects of stigma related to HIV/AIDS have profound effects across populations
(Sayles et al. 2007).
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Symptoms of HIV/AIDS such as fatigue, memory loss, general aches and pains,
headache, loss of appetite and weight, are also often mistaken among older adults
and health care providers as solely signs of aging or existing chronic illnesses (Illa
et al. 2010; Jacobson 2011). Given the belief that vulnerability to sexually
transmitted diseases (STDs) declines with age and reduced sexual activity, it is
imperative that education interventions raise awareness about behaviors beyond
perceptions, which place elders at risk. Likewise, prevention must take place at the
intrapersonal, interpersonal, institutional, community, and policy levels of urban
communities (Jacobson 2011; Ward et al. 2004). There should be an integration of
the Ryan White CARE Act, the Older Americans Act, and the Health Care
Affordable Act in the implementation of services for HIV/AIDS infected and
affected seniors in urban communities (Emlet and Poindexter 2004). Also, col-
laborating with religious institutions in the urban community is crucial in the fight
against HIV/AIDS (Derose et al. 2010).

Nutrition. Research suggests that an adequate amount of fruits and vegetables
consumed daily helps to lessen the risk for acquiring such illnesses as cancer,
coronary heart disease (CHD), and stroke (Li et al. 2012). The World Health
Organization recommends a daily amount of 400 g of fruits and vegetables at a
minimum, a standard which most countries do not meet (Li et al. 2012). Avail-
ability and accessibility to nutrition is influenced by age, gender, educational
attainment, socioeconomic status, knowledge, attitudinal, and psychological fac-
tors, as well as geographical contexts (Fox et al. 2000). In many countries,
including the U.S., there are few programs that focus specifically on nutrition
services for the elders (Charlton and Rose 2001). As Perez-Escamilla and Putnik
(2007) stated in regards to Latino immigrants in the U.S., one’s original envi-
ronment is also a powerful force in shaping lifestyle behaviors after leaving one’s
home country. Although it is reiterated time and again to exercise, eat right, and
monitor one’s weight, this behavioral approach does not take into account com-
munity cultural practices and external conditions (Eisenhauer 2001).

Urban food retailing, supermarket redlining, and limited access to healthy foods
and recreational opportunities are issues with which many elders living in low-
income urban neighborhoods struggle (Eisenhauer 2001). Income not necessarily
culture has also been found to be more closely associated with nutritional defi-
ciencies among urban elders. In order to better understand the health statuses of
elders living in these communities, a review of the urban history and urban con-
text, linked with issues of class, race, and racism, must all be taken into consid-
eration, in addition to individual behavioral factors (Eisenhauer 2001). Food
insecurity, which is defined as the limited or uncertain access to or availability of
culturally relevant, nutritionally adequate, and safe foods, (Ramsey et al. 2011) is
also a major nutrition issue among urban elders. Wolfe et al. (2003) indicated that
the lack of finances is a primary cause of food insecurity for older adults. However,
even when seniors have adequate financial resources, factors such as transporta-
tion, functional limitations and impairments, and health issues are risk factors for
food insecurity. It is crucial that programs such as Meals on Wheels work in
collaboration with community organizations and faith communities to provide the
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nutrition services needed by urban elders (Buys et al. 2010). Food insecurity may
also be a source of risk factor for HIV/AIDS infection if it is associated with power
differences in intimate relationships, sexual coercion, and trading sex for food,
relevant across ages (Kalichman et al. 2011).

Some Relevant Approaches

Working with older adults from diverse cultures in urban communities requires
acknowledgement and consideration of alternative ways of knowing and dealing
with issues and circumstances that may or may not fit the ‘‘norm.’’ Given the
importance of considering gender, race, and socioeconomic differences among the
elders, health, mental health, social service providers, and communities must seek
to better understand the unique traits and abilities of older adults in urban com-
munities (Briggs et al. 2011; Hanson and Gutheil 2004). For example, Yeh et al.
(2006) discussed the use of collectivistic coping strategies such as familial and
intra-cultural coping, forbearance, relational universality, fatalism/spirituality, and
indigenous healing methods, whereas Blanchard-Fields et al. (2007) found the use
of problem-focused strategies by urban elders from different cultures. In addition,
with an increasing number of aging inmates and increased number of older adults
suffering from years of abuse and addiction, compounded with a gross lack of
available and accessible age and culturally relevant interventions, health, mental
health, and social service professionals in urban communities are being challenged
to think outside the box for novel approaches (Clay 2010; Hanson and Gutheil
2004; Snyder et al. 2009).

As a basic premise for approaching the challenges of urban elders, empower-
ment offers an opportunity for validation and support (DeCoster and Dabelko
2008). Raising awareness about healthy living is a foundational strategy (Richard
et al. 2005), and identifying external barriers and ways to problem solve and access
information and services including self-management services and support groups
are components of the quest for health promotion among urban elders. Of great
importance are social-action and education as strategies for advocating for elders
in urban communities.

A model for working with older adults in urban communities by Marshall and
Altpeter (2005) provides an example from social work that can be utilized across
helping professionals. The model includes eight strategies that are relevant for the
works of professionals across fields of practice:

1. Develop an activity-friendly community;
2. Advocate for transportation-friendly communities and an adequate infrastruc-

ture to enhance mobility;
3. Develop healthy work environments;
4. Foster coordination and collaboration across jurisdictions, government levels,

and agencies;
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5. Create opportunities to promote healthy aging in clinical services;
6. Enhance community competence;
7. Support economic development for health;
8. Promote profession-community research and information partnerships.

Furthermore, motivational interviewing is a versatile approach that has been
found effective in working with older adults from across cultures and contexts.
According to Miller and Rollnick (2012), motivational interviewing is a collab-
orative process that focuses on identifying and strengthening factors that motivates
commitment and behavioral change. It is client-centered and semi-directive, and
based on five general principles which include:

1. Expression of empathy,
2. Development of discrepancy between the envisioned status and current status of

the person in order to appreciate change,
3. Avoiding arguments in order to prevent power imbalances,
4. Accepting reluctance to change as a natural process, and
5. Supporting self-efficacy, autonomy, and self-confidence (Miller and Rollnick

2012).

Overall, motivational interviewing emphasizes that the motivation to change
comes from within an elder, not imposed from the outside; that interpersonal
interactions can contribute to an elder’s readiness to change; and that partnership
in the process is critical (Miller and Rollnick 2012).

Cummings et al. (2009) found that using motivational interviewing contributed
to major improvements in physical activity, diet, cholesterol, blood pressure,
glycemic control, and increased smoking cessation among older adults. Bennett
et al. (2005) also found in a study with nurses that using motivational interviewing
on the telephone and email was a positive method for promoting behavioral
change with urban older adults. Likewise, Cooper (2012) concluded that the
combination of motivational interviewing and cognitive-behavioral therapy was
effective in working with older adults who abuse drugs and alcohol.

Additionally, Min (2005) proposes five approaches for effectively working with
racially and ethnically diverse elders which are relevant to those living in urban
communities:

1. Re-conceptualize race/ethnicity and diversity in practice;
2. Identify and develop a conceptual framework for working with racially and

ethnically diverse elders;
3. Consider a multidisciplinary community-oriented and neighborhood-based

approach;
4. Advance culturally competent gerontological social work with diverse elders;

and
5. Strengthen gerontological social work education with an emphasis on cultural

competence.
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Technology. Information Technology (IT) has become the new norm as a form
of communication, society’s vehicle for staying socially connected. IT has bran-
ched into various fields of practice relevant to older adults living in urban com-
munities, such as the healthcare community in terms of physicians using a tablet to
enter information about a patient’s current health status. In a study of the use of
HIT with nursing home patients in urban communities, Boratgis et al. (2011)
established that most of the nursing home patients were not challenged with the
use of electronic devices in their care and that only 23 % of these patients indi-
cated that the use of electronic devices interfered with patient and staff time. HIT
have also benefited older urban adults living at home, particularly those who have
limited mobility, yet are able to use the Internet to access health information.
Balcazar-Suarez et al. (2003) found that older adults in urban communities who
have access to the internet and therefore access to health information experienced
increased empowerment and feelings of being informed and in control as well as
greater appreciation for the role of IT in access.

Campbell (2013) likewise suggests that the internet has become a mechanism
for ensuring that older urban adults are actively involved in their care, particularly
in situations where health care providers are not readily available. The internet can
help with general and specific health information and patients can receive an
immediate response regarding a health concern. E-visits through email or webcam
have been approved by the Medical Association as a means for communication
between physicians and patients. In terms of frail older adults living in an urban
environment, Finkelstein et al. (2011) affirmed the use of tele-health technologies
to enable maintenance of independent living. Consequently, HIT is a viable
resource for older adults living in an urban environment which can aid in main-
taining social connections with health care providers. It is the new norm for
obtaining immediate access to health care information and it is extremely
advantageous for older adults in urban communities. Nevertheless, while HIT can
be valuable, use of HIT can also be challenging for older patients who often rely
on a doctor’s visit as an opportunity for social engagement with another person.
Thus, although older adults in urban communities have begun to take advantage of
these technological advances to maintain family and social connections as well as
access information and services online, IT may still present challenges of personal
nature.

Spirituality and Faith-based Organization. The urban community is enriched
with faith-organizations through which many elders practice their spirituality.
Religion and spirituality are core factors in the health and well-being of many
older adults in urban communities thus, incorporating these factors into practice is
essential (Hodge 2005). Some specific helping activities for urban elders include:
prayer, meditation, and visualization, clergy referrals and collaboration, rituals,
inspirational readings, spiritual narratives and dialogues, religious language, and
touching client for helping purposes (Canda et al. 2004). Appropriately discussing
an elder’s spiritual and religious beliefs can help build rapport and form a trusting
client-worker relationship (Damianakis 2001).
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Among older adults from across ethnic cultures in urban communities, spiri-
tuality is used for multiple purposes including coping with life, death, tragedies,
and as a source of hope, meaning, inner strength, health and well-being (Cascio
1998; Gotterer 2001; Hodge and Limb 2010). A crucial point in the evolution of
urban communities in the U.S. is the historical significance of spirituality and
religiosity and the role of the elders in the survival of people from across ethnic
cultures including immigrants. For instance, an iconic feature of many heavily
populated urban communities, historically, is the Black churches which served as a
refuge and source of spiritual empowerment for African Americans. Led by the
elders in the community, Black churches have been recognized as the oldest and
most influential institution by and for Black people (Adksion-Bradley et al. 2005)
attending to the physical, social, psychological, and religious needs of Black
people. The Black churches not only concerned itself with matters of the soul but
also help people cope with the injustice of society. It was viewed as a response to
the needs of Black people requiring social services after slavery (Martin and
Martin 2002).

Fictive Kin. The reciprocal benefits of intergenerational relationships between
the youngians and their elders are magnified in settings such as the urban envi-
ronment. Across cultures of immigrants as well as long-term dwellers in urban
communities, a sense of social, communal or kinfolk support exists between and
across generations. The resiliency of urban African American, Latino American,
Native American, Asian American and Pacific Islander families with all of its
unique dynamics relies heavily on the support of the elders in the community.
Before modern day strategies such as therapy and support groups, the elders from
different cultures living in urban communities were the primary sources of social
and kin support for families. For example, nearly all families in the urban com-
munity had a ‘‘big momma’’ who was the rock that held the family together. Her
wisdom in counsel is readily received. One can find this female elder sitting on the
porch, peeping out the window, or at church. She knew how to pray and often time
nobody knew she was praying until situations were better. At that point, this elder
would reveal in her confident soothing voice prayers such as ‘‘The Lord is my
Shepherd and I shall not want.’’ Often time individuals did not know what the
prayer meant, but this elder knew what needed to be said for each family member.
When problems occur in the family, people would reference what this elder would
do or say. Even in her passing, her legacy of using prayer to uplift the family
remains the strategy for the family.

A variety of urban families including African American families have also
relied on Aunt Gladys who is not blood related, but is respected as aunt. This aunt
has the same authority and respect as blood relatives. Urban families can rely on
this aunt for food, shelter, and overall support. She has the authority to discipline
and the same family rights as any other family member. She holds the families
together when its members are having problems. She often steps up and takes on
parenting responsibilities when children come to the attention of the child welfare
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system. The Aunt Gladys today are legally known as fictive kin, although this
formal term is not commonly used across families of color in urban communities.
Historically, Maryland did not recognize fictive kin as a bond; however, because
so many Aunt Gladys wanted to care for abused or neglected children, Maryland
changed the law and recognized the strong bond of fictive kin (Family Law Article
§5-507(b) Annotated Code of Maryland 2010).

Organizational Example: Baltimore County, Department of Aging
Baltimore, Maryland

The Baltimore County Department of Aging, Maryland, takes great pride in
ensuring healthy and happy older adults in their predominantly urban environ-
ments. Healthy aging in the urban environment is the commitment of Baltimore
County Department of Aging as reflected in a comprehensive service plan that
includes the County’s Community Resources, Maryland Access Point (MAP)
website, and Aging and Disability Resource Center (ADRC), to name a few of the
services and benefits available to older adults. With a vision to ensure that all
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residents in Baltimore realize their full health potential, Healthy Baltimore 2015
commits to advocacy and partnership for the promotion of access, equity, and
creation of healthy individuals and communities.

Arnold Appel, Director
Department of Aging, Baltimore County, Maryland

Advocacy Example: In the Spotlight

Mrs. Annette Saunders is a native Baltimorean and
product of Baltimore City Public Schools. She has a
Master’s in Human Services from Sojourner Douglass
College. Mrs. Saunders is an activist for parent education
and community engagement on behalf of grandparents
raising grandchildren. She is the founding president of
Grandfamilies PTSA (GPTSA), the ‘‘first in the nation’’
PTA serving the needs of grandparents raising grand-
children. In 2011, she received the Generations United
Grandfamilies Award. GPTSA is a community based
entity affiliated with Maryland PTA and National PTA.
Mrs. Saunders is also a member of the National PTA

Urban Family Engagement Network, Baltimore City Local Engagement Leader-
ship Team, and Baltimore City Public Schools’ Parent and Community Advisory
Board (PCAB). She is a consultant with Baltimore City Health Department’s
Office on Aging and CARE Services and the University of Maryland’s School of
Social Work.

In celebration of the 2012 National Grandparents Day, Mrs. Saunders devel-
oped and coordinated a week of activities for grandparents across Baltimore City.
The week concluded with the 1st Annual GRAND CARE Conference in Baltimore
City and a respite day trip for grandparents to The National Constitution Center in
Philadelphia, PA. Mrs. Saunders also served as a panelist on the Grant Makers for
Children, Youth and Families’ briefing on the subject ‘‘Second Generation Par-
enting: Raising Grandchildren and/or Adult Children with Disabilities,’’ held at the
Dirksen Senate Building in Washington DC. Mrs. Saunders has a special com-
mitment to grandparents living in urban communities. She promotes the impor-
tance of celebrating urban families in this dispensation as the family begins to be
realigned and restored.

As a product of the urban community, she embraces the strengths of urban
environment and its extraordinary people, in relation to endurance, reciprocity,
adaptability, relationships and obligations. She is a firm believer that grandparents
have the special gift of picking up ‘‘the fruits’’ (grandchildren) and making
phenomenal creations with it. Contrary to popular perspective of brilliance as
high IQ, educational achievements, financial increases, Mrs. Saunders believe in
the brilliance of the everyday people in the urban environment who are able to
‘‘feed 8 children with 5 potatoes.’’ At the end of the day, the most precious
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possession to Mrs. Saunders is spending time with her two marvelous grandsons,
passing on a legacy of strength, honor, and being fearless about standing up for and
with others.

Discussion

As highlighted throughout the chapter, older adults living in urban communities
face multiple challenges in today’s society, many of which are the usual age-old
challenges, while others are emerging as a result of changing times. With the baby
boomer generation growing older and living longer, the stereotypical view of what
aging looks like must change to accommodate this population. Not only will older
adults need to be seen in a different light, but also in a light that takes into
consideration their unique lifestyles, cultures, and environments. Different
approaches relevant to working with urban elders have been discussed for pro-
fessionals across the disciplines. These methods are ever-evolving and must be
reinvented for the next generation of urban elders.

Among the many implications for research is an urgent need for more in-depth
understanding of ways to combat challenges encountered by African Americans
and immigrants living in urban communities. For example, there is limited
research that explores the impact of substance abuse on older adults living in urban
communities. Moreover, an examination of older adults’ mental health seeking
behaviors in urban communities is extremely important particularly because aging
is a time of loneliness and sometimes withdrawal from family, friends, and society.
Developing new, effective, evidence-based strategies that will aid in the longevity
of African Americans and immigrants in terms of aging successfully in urban
communities is paramount.

In terms of policy implications, there is a need for health care providers to
improve the policies on how older adults are assessed and screened for general
health care and specifically substance abuse and HIV/AIDS. Likewise, there has
been a new wave of apartment style buildings exclusively for older adults
emerging in urban communities. It is important that these projects continue to
receive funding through local and state governments given that debilitating
housing conditions has an impact on the mental health of older adults in urban
communities. Additionally, it is essential that mandated policies such as the Health
Care Affordability Act aka ‘‘Obama care’’ do not fall by the way side regardless of
what political party is in office. Older adults benefit from the preventive screenings
and the affordability of obtaining over the counter prescriptions.

Lastly, academia is in a prominent position to contribute positively to the lives
of the elders living in urban communities which are most often the communities
that surround a university campus. Among the many implications for education is
the importance of educating and training students to work with and advocate for
older adults in the urban community relative to health promotion, equity and
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equality in treatment, access to resources and quality services, to name a few. The
internship, field education and service learning aspects of most professional
schools in a university provide an opportunity for students to learn first-hand the
art and science of advocacy and providing culturally-sensitive services to an ever
growing diverse communities of urban elders. Likewise, more interdisciplinary
advocacy among public health, social work, criminal justice, medicine, nursing for
example, is needed in order to respond to the multi-dimensional needs of urban
elders.
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A Call to Action: Dementia Screening
of Alzheimer’s Disease in Older African
Americans

Sheila Black and Gaynell M. Simpson

Abstract In the current chapter, we discuss racial disparities with respect to the
detection of dementia. We also discuss reasons for the disparities including cul-
tural bias with respect to dementia screening instruments. Topics include the
impact of health and educational disparities on test performance, and how these
disparities need to be considered when assessing members of minority groups.
Special emphasis is given to the fact that accurate detection of dementia is
important. Individuals suffer needlessly when falsely diagnosed with dementia.
Thus, it is important that clinicians make a concerted effort to minimize false
positive diagnoses. On the other hand, it is important that dementia be detected
early. If dementia has progressed before an accurate diagnosis is made, individuals
will have missed the opportunity to delay the progression of the disease through
medication and other cognitive interventions.

Healthy cognitive functioning of individuals across the lifespan represents a
complex process associated with memory, attention, language, and decision-
making. Dementia is a clinical syndrome caused by an ongoing loss of structure or
functioning of neurons, including death of neurons (Henderson and Jorm 2002).
The most common dementia pathologies are Alzheimer’s disease (AD), vascular
dementia, Lewy body and front temporal dementia. Ethnic and racial group
members, such as African American, Latino, and Asian American elders have
higher rates of vascular dementia compared to White Non-Hispanic (WNH).
However, only African American and Latino elders have increased rates of AD
compared to WNH (Froehlich et al. 2001). Given the importance of screening for
cognitive impairment as a step towards intervention, it is critical to examine the
diagnostic accuracy of screening tools for dementia, specifically as it relates to the
disproportionate numbers of elders of color. As Dilworth-Anderson et al. (2012)
eloquently point out, it is an injustice that ethnic minority elders, particularly
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African American elders are not diagnosed properly with respect to dementia.
Today, if a timely and accurate dementia diagnosis is made, interventions are
available that can delay the rate of cognitive deterioration and functional decline.
Diagnostic inaccuracy continues to disconnect diagnosis and proper intervention
for ethnic minority elders.

Utilizing concepts of health disparities, cognitive reserve theory, and accul-
turation theory as guiding frameworks, the authors examine possible explanations
for the differential rates of AD among African American elders; and explore why
established diagnostic screening measures for dementia are not necessarily valid
for African American older adults. Furthermore, the authors discuss the com-
pounding problems of inaccurately labeling cognitively intact African Americans
as demented. The authors conclude with recommendations of potential dementia
screening tools that can improve detection of geriatric cognitive impairment for
the African American population.

The Role of Educational and Health Disparities

Older, African Americans have been subjected to widespread discrimination with
respect to healthcare, educational attainment, and occupational advancement, that
have led to greater vulnerability for dementia and AD. The Healthy People Report
of 2010 defines health disparities as difference in incidence, prevalence mortality,
burden of disease and other adverse health conditions/outcomes among specific
populations. Special attention is targeted to ethnic minority elders, particularly to
the significant health disparities of African American elders. Studies have con-
firmed that older individuals with vascular diseases such as hypertension, diabetes,
and other cardiovascular problems, have a greater likelihood of cognitive decline
(Grodstein 2007; Hachinski 2008; Viswanathan 2009), which connects the health
disparity among African American elders and their disproportionate rates of
dementia. Although older individuals suffering from metabolic disorders such as
diabetes are unaware of the neurological consequences of their chronic disease,
such diseases are insidiously compromising cognitive functioning through their
effect on the brain and other parts of the central nervous system (Viswanathan
2009). Indeed, research has extended our understanding about the complex
intersections of health disparities, such as health care access and utilization,
region, poverty, and racial discrimination and cognitive decline of community
dwelling older African Americans (Crowe et al. 2010).

Similarly, disparities with respect to access to education and intellectually
challenging occupations have a deleterious effect on the cognitive functioning of
older adults. High education and socioeconomic status serve as protective factors
for cognitive functioning for a number of reasons including the process of cog-
nitive reserve, which refers to the enrichment of the brain that occurs because of
intellectual stimulation (Stern 2002). These alterations serve to protect the brain
from the possible deleterious changes in the brain as a result of illness or aging
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(Whalley et al. 2004). Intellectually challenging experiences increase cognitive
reserve by changing the strength and the number of synaptic connections between
neurons. However, because of historically discriminatory practices, there remain
disparities between African Americans and Whites with respect to educational and
occupational achievement. As a result of continuous discrimination, older African
Americans have had less opportunity to pursue higher education or professional
careers that impedes exposure to intellectual stimulation. Many elders educated
during the Jim Crow era (1800–1950s)in which schools were segregated were
often forced to drop out of school to help with sharecropping and other duties in
the family that contributed to their survival. Moreover, there was often only one
school designated as the ‘‘Colored High School’’ in a vicinity, and transportation
was not readily available for the one ‘‘colored’’ institution in the area. Therefore,
African Americans wishing to pursue a high school education often had to go
through a number of obstacles to attend school.

Some researchers using dementia screening scales have attempted to circum-
vent the problems associated with the differences in years of education. For
instance, Manly et al. (2003) recruited matched samples of African Americans and
European Americans elders in terms of education level. That is, if the mean years
of education was 13 for the European American sample, it was ensured that the
mean years of education was 13 for the African American sample. Although the
number of years of education was equal, it did not mean that African American
and European American older adults received the same content or quality of
instruction. African American elders were often subjected to dilapidated schools,
out of date textbooks, and inadequate training as children. In addition to differ-
ences in formal education contributing to differences in performance on dementia
screening instruments, the differences in the socioeconomic status and the eco-
nomic status of one’s family of origin must be considered. For example, vocab-
ulary is dependent somewhat on the environment in which one is raised. If one is
raised in an environment in which low frequency words such as ‘‘egregious’’ are
used on a regular basis, one will learn the meaning of the word just through
osmosis. African American elders are less likely than European American elders to
have been raised in households in which they would have been exposed to low
frequency vocabulary words. Thus, African American older adults are sometimes
at a disadvantage because of the vocabulary and the phrasology used in such
instruments.

Evidently, although African American and European American older adults
may be equated on education level, there may still be differences in reading levels
and quality of education because of institutionalized racism in the education
system and socioeconomic disparities (Whitfield and Wiggins 2003). Therefore, it
is imperative that future studies include quality of education as measured by
reading ability, as well as, differences in quality of education when assessing
cognitive performance in African Americans with dementia and AD. More
importantly, it is critical to avoid confounding measures of reading ability by the
effects of dementia (Chin et al. 2012).
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Misdiagnosis, Culture, and Acculturation

Thus far, we have discussed factors that might result in African American elderly
adults being more vulnerable to dementia. However, as Tappen et al. (2012) point
out, to a certain extent, it is difficult to assess the prevalence rate of dementia
among African Americans because misdiagnosis is so prevalent. A recent report
building on decades of multiple studies examining the prevalence of dementia
among the African American elderly have to be cautious in interpreting their
findings due to the high rate of false positives (i.e., results indicating that the test-
taker has dementia when the test-taker does not) among African American elderly
test-takers (Borson et al. 2013). The high rates of false positives among elder
African Americans are in large part because of the inherent biases of the test.
Manly (2008) has conducted interesting work that indicates that performance on
standardized tests of African Americans across age groups is often dependent on
acculturation. Acculturation refers to an interpersonal and adaptive process of
being exposed to and adopting customs and behaviors of the dominate culture
(Manly 2008). Several studies have revealed that test performance is as much
dependent on acculturation as education (Arnold et al. 1994; Byrd et al. 2005).

Why would acculturation matter for African Americans? To the extent that
African American test takers are not acculturated, with respect to the dominant
culture, African American individuals taking a standardized test may have diffi-
culty comprehending test questions due to being unfamiliar with the wording and
some of the situations described in tests. Several researchers have proposed that
there are so many environmental and cultural differences between European and
African Americans, that standardized cognitive tests have low construct validity
with respect to African Americans (see Raydin and Katzen 2013). Construct
validity refers to the degree to which a test actually measures the psychological
concept that it was designed to measure (i.e., dementia). For example, Manly
(2008) proposes that racial differences in performance on cognitive screening
measures can be attributed to lack of construct validity with respect to the cog-
nitive screening test and confounds differences in culture and environment
between European and African Americans.

Finally, another issue that contributes to misdiagosis is the lack of knowledge
concerning dementia and its associated symptoms within the African American
community (Dilworth-Anderson et al. 2012). Alzheimer’s disease is fairly easy to
recognize in advanced stages, but not so easy to detect in the very early stages
(Nestor et al. 2004). Research has shown that African American families often
have only a basic knowledge of dementia and miss some of the subtle signs that
are manifested in the early stages of the disease. For example, African American
families often attribute pathological memory problems to ‘‘old age.’’ Evidence has
also shown that physicians of African American patients were also less likely to
refer African American clients to neuropsychologists for a neurological workup. In
fact, African Americans are often diagnosed much later in the disease stages that
their European American counterparts (Dilworth-Anderson et al. 2012).
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Early diagnosis of dementia is crucial for a number of reasons. For one thing,
there are now treatments available that can slow the progression of dementia
symptoms (Thompson et al. 2001), if the treatment is implemented early in the
disease process. For example, pharmaceutical treatments such as Aricept have
been shown to delay the rate of memory decline among individuals in the mild to
moderate stages of dementia. Moreover, research has shown that cognitive inter-
ventions (e.g., memory training) are effective in delaying cognitive decline among
individuals in the early to moderate stages of dementia (McDougall et al. 2010). In
addition, early diagnosis allows for family members to engage in long term
planning. Given the importance of screening for cognitive impairment it is critical
that we continue to examine the diagnostic accuracy of screening tools for
dementia.

Diagnostic Accuracy of Screening and Detection
of Cognitive Impairment

In framing the discussion on cultural fairness of specific diagnostic instruments,
the concepts of sensitivity and specificity must be considered. The sensitivity of a
test refers to the ability of the test to accurately diagnose individuals who in fact
suffer from some pathology (i.e., dementia). On the hand, specificity refers to the
ability of the test to accurately screen out those individuals who do not suffer from
the pathology (i.e., dementia). The goal of the individuals who construct a test is to
have optimal sensitivity and specificity. These test developers set cutoff scores and
create scales in an effort to maximize both sensitivity and specificity (Hamrick
et al. 2013). However, there is often an inverse relationship between the two
concepts and applicability to certain populations. Generally, cognitive tests have
shown lower specificity with respect to African Americans (Fillenbaum et al.
1990).

The mini-mental status exam (MMSE) has been studied more than any other
measure in its ability to accurately detect dementia when it exists (Folstein et al.
1975; Hawkins et al. 2011; Mitrushina 2009; Pedraza et al. 2012). More recently,
researchers have been interested in its ability to accurately detect dementia among
African Americans. There are a plethora of studies that indicate that the MMSE
yields an unacceptable degree of false positives, when the diagnostic cutoffs listed
in the manual are applied to African American test takers (Albert and Teresi 1999;
Hawkins et al. 2011; Folstein et al. 1975). The MMSE examines attention, ori-
entation, calculation, free recall, and to a limited extent, what cognitive psy-
chologists refer to as working memory, or the ability to hold and manipulate
information. Albert and Teresi conducted a classic study in which they used the
MMSE as a dementia screening instrument to assess the prevalence of dementia
among older adults in Harlem, New York in which they found that test perfor-
mance was not only influenced by education; it was also influenced by the quality
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of the test takers education. Participants received the Wide Range Achievement
Test-Revised (WRAT-R) so that the investigators would have some estimate of the
quality of their education. The authors pointed out that nearly a quarter of the
participants were reading below the third grade. Reading ability was correlated
with MMSE score in that 66 % of participants in the lowest quartile met criteria
for impairment but only 13 [ 7 % in the highest quartile met the MMSE criteria
for impairment. Only 26 % of participants had readings skills commensurate with
their level of education. As indicated earlier, MMSE scores were highly correlated
with reading levels. This research did not have any independent assessment of
cognitive ability to assess the specificity of the MMSE but it did shed light on the
notion that quality of education is an important factor to consider when admin-
istering the MMSE.

Likewise, because the MMSE is comprised of test items that relate to education
(i.e., ability to spell, write sentences), researchers have modified the instrument to
increase its sensitivity for individuals with lower levels of literacy. For instance,
Hamrick et al. (2013) substituted serial and backward 7s/World subtest with the
days of the week. Individuals were instructed to list the days of the week back-
wards rather than count backwards by 7s or spell the word ‘‘world’’ backwards.
Hamrick et al. found that having participants recite the days of the week back-
wards resulted in fewer false positives than having participants perform the typical
working memory tasks associated with MMSE (i.e., serial 7s). Similarly, Shen
et al. (2006) point out that healthcare professionals may be able to circumvent the
bias associated with psychometric testing by opting for informant interviews.
These researchers examined informants’ reports of cognitive functioning of two
groups—Nigerians and African Americans and found a relationship between
informants’ reports of cognitive decline and the testers’ score on a dementia
screening instrument, (i.e., the MMSE). This finding indicate that dementia is
essentially an appropriate diagnosis if there has been a change in one’s cognitive
functioning relative to an earlier portion of one’s life.

A screening instrument that has been developed to reduce misdiagnosis among
diverse populations is the Community Screening Instrument (CSI) for dementia
(Prince et al. 2011). This instrument includes culturally fair test items and evi-
dence shows that rates of false positive results with regard to dementia screening
are consistent across ethnic and racial groups. Additionally, the CSI includes an
informant interview that queries the informant about the test taker’s functional
abilities. The instrument has successfully examined dementia among cultures as
varied as Nigerians, Cree Native Americans, and African Americans. While
touting the CSI’s ability to successfully screen for dementia across diverse pop-
ulations, a number of researchers have complained that the test takes too long to
administer—approximately 30 min. Thus, it would not be feasible for primary care
physicians to administer the test on a regular basis, given the time constraints
associated with office appointments. As a result, researchers have refined the test to
include fewer questions, reducing the scale from 32 to 7 items with validity intact,
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to be administered in 5 min or less at a doctor’s office. The brief version is in its
infancy stage, and its efficacy in accurately detecting diagnosis across various
populations remains to be seen. Developers of the test maintained that nurses and
doctors (primary care healthcare professionals) can make accurate diagnosis of
dementia given their knowledge of the patient. Tappen et al. (2012) pointed out
that it is not always convenient to have an informant, that there needs to be a stand
alone assessment tool for dementia that can be administered quickly, and that the
test needs to be free of bias or systematic error in the process of measuring.

Tappen et al. (2012) also examined the possibility that the most accurate
dementia screening tool is a combination of a functional screening assessment and
a cognitive assessment. The Mini-Cog—Functional Activities Questionnaire (MC-
FAQ) and the MMSE-FAQ have been widely used as cognitive dementia
screening instruments. This study examined the performance of three ethnic
groups (i.e., African Americans, Hispanic Americans, and European Americans)
on both the Mini-Cog and the MMSE-FAQ. The MC-FAQ is a functional
assessment designed to be free of educational or socioeconomic bias (Tappen et al.
2012). This instrument assesses the ability to perform everyday activities with
scores ranging from 0 to 3. Data for this project was obtained from individuals
who took part in a statewide screening for mild cognitive impairment and
dementia. Individuals age 59–95 were included in the data analyses. Three ethnic
groups were matched in terms of education, gender, and age. Participant scores
were combined as suggested by Steenland et al. (2008) to allow rapid screening
classifications. Findings indicate that when the MMSE and Mini-Cog were com-
bined with the Functional Activities Questionnaire there were no differences
across ethnic and/or racial groups, although effects of education remained.

The Time and Change Test is another innovative test that was developed to
decrease educational and cultural biases associated with dementia screening
(Froehlich et al. 1998). The test-takers’ tasks revolve around everyday activities
such as making change and correctly identifying the time on a clock. The test has
high levels of accuracy with respect to correctly classifying individuals of
dementia and has relatively low levels of bias.

Overall, the MMSE and other similar tests are still administered quite fre-
quently in an effort to screen for dementia. However, the MMSE and other tests
that rely heavily on reading and skills related to education achievements tend to
yield a high rates of false positives among African Americans in comparison with
Non-Hispanic whites. Researchers have developed several tests designed to be free
of cultural bias (i.e., time and change test). However, more work needs to be
conducted in this area. Clinicians often grapple with the problem that the norms
that have been developed with regard to appropriate test performance were based
on performance of white middle class older adults. Researchers need to collect
normative data on the cognitive functioning of non-demented African American
older adults in order to compare clients to a normative sample similar to them.
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Implications of Misdiagnosis for Older African Americans

There are a number of implications associated with misdiagnosis of dementia in
the African American community. Older adults, are falsely labeled as demented,
must cope with the extra anxiety and discomfort associated with a false label. In
fact, there are instances in which family members have started to doubt an older
person’s competence based on a false label. On the other hand, when older African
American adults are inappropriately diagnosed with dementia there are dire con-
sequences. Individuals diagnosed in the later stages of dementia, do not have the
opportunity to engage in long term care planning, and do not benefit from inter-
ventions that work best in the early stages of the disease.

Early detection is extraordinarily important for a number of reasons. For
instance, if treatment is implemented early in the disease process, the progression
of dementia symptoms are decreased (Thompson et al. 2001); Pharmaceutical
treatments such as Aricept have been shown to delay the rate of memory decline
among individuals in the mild to moderate stages of dementia. Cognitive inter-
ventions (e.g., memory training) are also effective in delaying cognitive decline
among individuals in the early to moderate stages of dementia. Professionals
maintain that treatment should start when individuals are diagnosed with mild
cognitive impairment (MCI), a syndrome in which cognitive decline is greater than
would be expected based on a person’s age and educational level. MCI has been
identified as the very early stages of dementia (Belleville et al. 2011). Belleville
and Bherer (2012) found that the implementation of memory training among
individuals with MCI resulted in individuals using new strategies to compensate
for decline that had occurred because of cognitive impairment, and this greater
compensation was manifested by greater activation in parts of the brain. Because
memory training has been effective for individuals suffering from MCI, Belville
and colleagues suggested that memory training become routinely administered to
individuals suffering from mild cognitive impairment.

Given all of the treatments now available for individuals suffering from
dementia, it is an injustice if African Americans suffering from dementia do not
receive appropriate treatment or interventions until the disease has progressed to
the moderate or severe stage. Likewise, given the psychological trauma associated
with a false diagnosis of dementia, it is also an injustice if African American older
adults are more likely to receive a false diagnosis. The onus is on aging researchers
to develop appropriate screening tools for older adults of all ethnicities and
cultures.
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Reworking the Template: The Financial
Crisis and Housing Transitions of Older
Americans

Tam Perry

Abstract This chapter highlights the impact of the global financial crisis on older
Americans who were planning to voluntarily relocate in its aftermath, illustrating
how the instability of the world economy played out in the individual lives of older
adults within different social, environmental, and economic contexts. Older Amer-
icans are ‘‘reworking the template,’’ or reassessing their approaches to analyzing
their housing options. Drawing from an ethnographic study (January 2009–May
2012) of older Americans relocating (n = 81), this chapter shows the various
ways this population addresses housing concerns including (1) reconfiguring rela-
tionships between sellers and buyers (2) rethinking home ownership (3) reconsid-
ering moving and (4) redirecting resources. As the effects of the recession may be
long-term and continue to influence actions of older Americans in particular ways,
the chapter concludes with suggestions for professionals working with older
Americans who are facing these concerns and decisions.

For many decades, Americans have been drawn to homeownership, which served
personal and financial purposes (Cauley et al. 2007). Homeownership created
communities which were stable places to live and raise a family, often planned near
neighborhood schools and stores (Rohe et al. 2002). Homeownership also con-
tributed to the reduction of crime and provided opportunities for advancement for
those living in the community (Haurin et al. 2002; Rohe et al. 2002). Tax policies
have long provided incentives for homeownership (Pynoos and Liebig 2009), and
homes often served as investments that could be sold to cover medical and living
expenses in old age. Mortgage payments could thus be viewed as ‘‘self-imposed
savings plans’’ promoting a ‘‘systematic bias’’ of homeownership (Beracha and
Jonson 2012, p. 218). In many ways, homeownership acted as a template, or a
source of stability and security in older adulthood, that complemented the potential
volatility of the stock market and diminishing corporate-offered pension plans.
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Arguably, this template worked primarily for those from middle class and upper
middle class economic backgrounds (Beracha and Johnson 2012; Xiao and Liu
2007). The homeownership template served as an aspirational plan for people of
varying socioeconomic backgrounds.

The global financial crisis of 2008 destabilized expectations of security in older
adulthood. Older adults have had to create new plans for the future or ‘‘rework’’
their template for old age. Some have chosen to postpone retirement, or to rejoin
the workforce in a part-time capacity (McFall 2011; O’Loughlin et al. 2010).
McFall found that older Americans planned to delay retirement by approximately
2.5 months due to wealth loss between July 2008 and May/June 2009. Others have
delayed purchases and travel while they reassess their financial well-being. Given
the emphasis on the individual rather than corporate planning for retirement in the
American context (Herd 2009), older adults and their families must make these
decisions.

The full impact of the global financial crisis on older adults’ decisions about
housing is yet to be fully known. This chapter begins by presenting an overview of
what is known about how Americans make choices about their housing in old age.
A discussion of various ways that the financial crisis affected the relocation
practices older adults follows, including (1) reconfiguring relationships between
sellers and buyers (2) rethinking home ownership (3) reconsidering moving and
(4) redirecting resources. Older Americans are ‘‘reworking the template,’’ or
reassessing their approaches to analyzing their housing options, while planning for
their housing needs in older adulthood. This chapter highlights the impact of the
global financial crisis on older Americans who were planning to voluntarily
relocate at the peak of the crisis, illustrating how the instability of the world
economy played out in the individual homes of older adults within different social,
environmental, and economic contexts. The chapter concludes with suggestions
for professionals working with older Americans facing these changing structural
contexts.

Background

As they age, older adults examine whether their residences and communities suit
their needs. The proximity of their kin to their residence, the cultural norms
regarding co-residence with kin or living independently in older adulthood, and
affordability all affect these examinations. Cross-cultural research shows differ-
ences in navigation of spaces when living intergenerationally (Lamb 1997) as well
as different preoccupations in relocation (Marcoux 2001). When considering
housing needs, environmental and social contexts are interrelated for older adults.
The environmental contexts of the older adult’s residence include ways that older
adults navigate their physical spaces (e.g., difficulties arising from climbing stairs)
and the tasks that older adults execute to maintain their contexts both inside and
outside the home (e.g., lawn maintenance). Sometimes lawn care and seasonal
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tasks like shoveling snow may be outsourced. The location and configuration of
residences within neighborhoods and communities as well as community resources
and safety are also important in understanding an older adult’s environmental
context. For example, an older adult living in a community with crime, abandoned
homes, and unreliable public transportation may not utilize resources offered in the
larger community. In these ways, environmental contexts impact the social con-
texts of older adults. The social contexts of older adults include accessibility and
connectedness to family members, peers and neighbors.

Environmental contexts, often termed the ‘‘built environmental’’ include sev-
eral elements. The built environment is comprised of ‘‘urban design’’ or the
arrangement and appearance of physical elements, ‘‘land use’’ or the allocation of
residential and commercial space within a community, and the transportation
systems available within this community (Handy et al. 2002). Gerontological
scholars have assessed the built environment and its impact on older adults in
terms of walkability and physical activity (Cunningham and Michael 2004) and in
terms of access to services and amenities like grocery stores (Smith et al. 2013).
Research also links the built environment and older adults to predictors of obesity
(Michael and Yen 2009), mental health (Evans 2003), and perceptions of social
support (Brown et al. 2009). Brown et al. found that architectural features that
promoted interactions, such as porches, were positively associated with percep-
tions of social support.

In assessing their contexts, older persons may reevaluate the benefits and
drawbacks of remaining in their current housing (Wiseman 1980; Sergeant et al.
2010). Erickson et al. (2006) found that one reason for staying in one’s home
includes having an adult child in the area. Those who moved were ‘‘pulled’’
toward family and toward a residence with less maintenance, rather than ‘‘pushed’’
out of their homes because of the difficulty of maintaining them (Erickson et al.
2006; Krout et al. 2002). This pull toward family has been demonstrated repeat-
edly in the literature and can be thought of as the ‘‘joint impact of human and
economic resources’’ (Longino et al. 1991). Human resources might include rel-
atives who will come over with meals, help after medical operations, and mow the
lawn. Economic resources can sometimes circumvent the need for family as
professionals can be hired for many of these same tasks; however, scholars have
shown that older adults experience varying levels of comfort with using non-kin as
support for these concerns (Miner 1995).

If older adults plan to stay in their current homes, complementary supports like
home modification may help those older adults living alone or living with a
spouse/partner to continue to age in place. Examples of modest home modification
include installation of grab bars to prevent falls and ramps to promote accessi-
bility. More complex home modification includes creating additions with barrier-
free bathrooms and widened doorways. Costs associated with modifications vary
greatly, and some communities offer assistance with the modification of grab bar
installation and home repairs. These agencies may be supported by local and
federal funding and may rely on volunteer labor.
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Relocation is an alternative to aging in place, particularly for older adults who
are concerned about their emotional well-being, physical health and safety.
Relocation is an option that may be supported or even strongly encouraged by kin
as they express concern for the well-being of their older family members. Wise-
man’s model of relocation (1980) addresses triggering events like ‘‘age related loss
and critical events’’, push factors such as loss of a spouse, pull factors such as
‘‘successful relocation’’ of a friend that may lead to relocation of the older adult,
indigenous and exogenous factors that are considered when making a decision to
move such as tangible factors like wealth and cost of living, and intangible con-
siderations like ties to one’s community (p. 145). Wiseman also coined the term
‘‘involuntary stayers’’ for older adults who would like to move but who are not
able to relocate for various reasons.

Litwak and Longino (1987) identified three types of moves made by older
adults. The first is an ‘‘amenity’’ move, where older people relocate to embrace a
different lifestyle, usually involving less maintenance of their housing unit, the
possibility of participating in leisure activities (such as golf and swimming), or
residing in an environment with warmer weather. The second type of move is
considered an ‘‘assistance’’ move, where older people move towards family or
other relatives who can provide support when needed. Lastly, ‘‘nursing home’’
moves, where older people move to facilities because family assistance cannot
address all of their needs. As long-term care options expanded, new models of
housing options have combined some of these types of moves into, for example,
facilities offering a continuum of care (Geboy et al. 2012; Groger and Kinney
2006; Shippee 2009). Scholars continue to explore ‘‘place attachment’’ or ties to
one’s home and possessions (Rowles and Watkins 2003; Ekerdt et al. 2012) and
designing new models of relocation to incorporate ‘‘experience-driven belonging’’
resulting from place attachment and ‘‘behavior-driven agency’’ based on beliefs
about controlling one’s environment (Wahl and Oswald 2010). Attending to those
older adults who are ‘‘stuck in place’’ (Torres-Gil and Hofland 2012), researchers
describe the emotional reframing of their current residence that may take place for
older adults when they realize they will not be able to move (Golant 2011). Golant
suggests that ‘‘residential normalcy’’ is achieved by reformulating goals, thinking
less about present living conditions by focusing on memories in a residence and
minimizing problems associated with living in the residence.

Relocation can be either local, allowing older adults to remain in their own
community while changing their residence, or non-local, where moving entails a
new community in addition to a new residence. Non-local moves often involve
development of a variety of new networks and identification of new resources in
the community such as selecting new physicians, finding new banks and grocery
stores, and learning about trash delivery and farmer’s market schedules, among
others. Yet, distance may be relative. Moves to another neighborhood within the
same town may feel more, less, or equally drastic than moving across states or
oceans. Longino et al. (2008) argue that those who had experience with non-local
moves, such as having their children move away for education or work, or having
themselves moved previously for work, were more likely to undertake non-local
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relocations in older adulthood. Length of time in their homes also factored into
whether they moved or not, as those living in their homes for less time tended to
move non-locally.

As discussed above, decisions to relocate are multi-faceted. However,
unprecedented changes in the global financial landscape during the crisis that
began in 2007 created an uncertain backdrop for older adults as they made deci-
sions about relocating. Eleven trillion dollars of household wealth was lost, ‘‘with
retirement accounts and life savings swept away’’ (Financial Crisis Inquiry
Commission 2011, p. xv). Some attribute this to overconfidence in the housing
industry that permitted loans and financing of both new construction projects and
mortgages for persons who should not have been given loans. Others attribute a
great deal to the deficiencies in the oversight of the credit markets. Whatever the
origins, the ramifications of the turmoil and uncertainty in the international
banking sectors transcended the globe.

The Financial Crisis Inquiry Commission (2011) writes, ‘‘the profound events
of 2007 and 2008 were neither bumps in the road nor an accentuated dip in the
financial and business cycles we have come to expect in a free market economic
system. This was a fundamental disruption—a financial upheaval, if you will—that
wreaked havoc in communities and neighborhoods across this country’’ (p. xv).
The residents of these communities had to react to this global disruption as they
made plans for their futures. Many sectors were affected by the global financial
crisis. For example, as communities plan for their health care needs, their models
of public and private pay service users is uncertain as a result of the recession
(Sisko et al. 2009).

Older adults were affected by the global recession in major ways. Their
retirement savings became less secure due to diminished assets and a short horizon
in which to replace the assets (Butrica et al. 2010). The Great Recession has also
been linked to experiences of pain and stress (Deaton 2012). Scholars have noted
the psychosocial and personal shock that older adults experienced as a result of
such uncertainty (Hicks and Kingson 2009). Also, older adults reported deterio-
ration in their mental health (McInerney and Mellor 2012). In a longitudinal study
of older adults in Australia, those older adults who reported being impacted by the
financial crisis reported a significantly higher level of depression and anxiety than
those who did not (Sargent-Cox et al. 2011). Their study also shows that those
surveyed between April and September 2009 reported higher levels of depression
than those surveyed afterwards, leading researchers to question the possibility of a
protective effect as the financial crisis affected so many that it may have become
socially normalized (Sargent-Cox et al. 2011). Framing the issue in moral terms,
Moody (2009) links the economic turmoil to issues of trust, blame, and levels of
risk tolerance. Furthermore, Moody suggests that the crisis has led to the re-
examination of expectations that those who work should pay for those who do not.
With these expectations shaken, questions of the reward of delaying gratification
(by saving instead of spending) surface (Moody). Communities continue to work
on ways to address the mental health concerns resulting from the financial crisis
(Wahlbeck and McDaid 2012). Given the extent of the challenges resulting from
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the financial crisis, we gain a deeper understanding by examining housing issues in
an American context.

Relocating Older Adults: A Case Example

To illustrate the impact of the financial crisis on older Americans, a case example
is presented. This example is well-placed for understanding the global financial
crisis. First, this study was conducted in the state of Michigan, a state known for its
auto industry that was particularly hard hit in the financial crisis and experienced
the recession earlier and more deeply than the rest of the country (Manning 2009).
Second, data collection took place between January 2009 and May 2012, a period
capturing the repercussions of the ‘‘Great Recession’’ that peaked in fall 2008.

Sample and Method

This study which comprised of older adults (n = 81), family members (n = 49),
and supportive professionals (n = 46) highlights the experiences of older adults
(ages 57–91) and their networks as they embark on relocating from their homes to
senior living communities, condos, or other types of housing. Over 90 % of the
older adult participants were White European Americans living in Michigan.
There were fifty-nine women and twenty-two men among the older adults in the
study. The researcher conducted interviews, participant observation of the moving
process (packing, garage sales, moving day, adjustment) and document reviews at
three stages: pre-move planning, move in-process, and post-move adjustment. The
ethnographic approach of observing these contexts and participating in the moving
process allowed for prolonged engagement through participant-observation,
enabling the researcher to gain insight to the phenomenon studied (Geertz 1973).
At the data analysis stage, interviews were selectively transcribed, and transcripts,
fieldnotes, documents and photographs of spaces and experiences were analyzed
for emergent themes. This method allowed the researcher to understand the impact
of the financial crisis on the emotional concerns of participants and on their
‘‘surroundings,’’ such as bank loan procedures and local housing markets. The
original research questions focused on the processes of relocations; themes spe-
cifically about financial issues emerged during the project.

Contextual Backdrop

For older adult participants who were planning to relocate post-financial crisis, there
were two significant contexts that they had to understand and factor into their need to
‘‘rework’’ the template. They had to understand the meanings and implications of the
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devaluation of their assets and the insecurity of the housing market on their plans to
relocate. Depending on their asset distribution, many older adults had to determine
whether their short-term and long-term spending habits needed revision. Others had
to reassess whether their mix of assets or the distributions received on a monthly or
yearly basis made sense in the new financial climate.

Older adults were also concerned about their housing in specific ways. First,
some were concerned about the decreased value of their homes. People planning
moves had counted on proceeds from the sale of a house at a certain price based on
housing market trends over the previous few years. Coming to terms with housing
values that might be much lower than expected was difficult financially. Many
older adults’ financial equations were built expecting a certain housing value.
Reduced proceeds from sales would factor into which down payment plan these
individuals would choose when moving to a retirement community or condo. A
second concern was the inability to sell one’s home or the illiquity of a large asset.
Depending on the price range of the home and the number of homes in that price
range in a local economy, homes might remain on the market for a long time.

The meanings and implications of these two contexts, devaluation of assets and
insecurity of the housing market, lead to older adults experiencing anxiety related
to their financial well-being. Many of the study participants had actively and
proudly saved for old age, with the intention of not burdening others with either
finances or care. The desire not to burden others stems from both Western ideas of
individualism and also from the impact of growing up in or hearing stories about
the Great Depression and frugality in consumption patterns and consciousness
about saving. This recession created great emotional uncertainty about the finan-
cial futures and financial decisions related to housing choices for older adults.
Feelings of apprehension about the inability to control one’s financial futures
weighed heavily. Worry about diminished stock portfolios lead to reluctance to
commit to the cost of a retirement community if one was planning to relocate, both
in terms of down payment and in terms of monthly fees. Given increased longevity
and increased costs of long-term care, the timing of the move was re-examined by
many movers who participated in this study.

Findings

Given the contextual backdrop of devaluation of assets and housing market
insecurity, several themes were identified that described how the global financial
crisis impacted the moving practices of older adults in this study. These included:
(1) reconfiguring relationships between sellers and buyers, (2) rethinking home
ownership, (3) reconsidering moving, and (4) redirecting resources.

Reworking the Template: The Financial Crisis and Housing Transitions 245



Reconfiguring Relationships Between Sellers and Buyers

Uncertainty in the housing market troubled movers as potential buyers’ ability to
secure financing was questionable. For example, after receiving a bid on their
home, one married couple experienced difficulty in completing the sale of their
home because of a buyer’s delay in securing finances, despite their buyer0s a long
standing relationship with his bank and had a prior history of securing mortgages.
In other cases, older adults had difficulty with buyers whose income was scruti-
nized by banks, a consequence of the financial crisis. Banks required potential
mortgage holders to go through tedious processes of providing financial docu-
mentation. Holding non-traditional jobs or jobs where money earned was not
classified as income, such as medical residency fellowships, created circumstances
where financing was delayed. This created a tenuousness that led to a reconfig-
uring of the relationships between buyers and sellers; this reconfiguration possibly
depended on the size of the community and the contacts between buyers and
sellers. The sellers, older adults planning to relocate, obtained more information
about buyers’ work and home ownership histories than might have been expected
in previous real estate transactions. Furthermore, the buyers’ histories, also scru-
tinized as a result of the housing market insecurity, became a key factor impacting
the possibility of relocating for these older adults.

Rethinking Home Ownership

The global financial crisis led some older adults to rethink home ownership in the
relocation process. One option was to rent a unit at a retirement community rather
than to purchase a residence. Relocating to a retirement community with rental
options brought not only freedom from home and lawn maintenance and the
possibility of a network of peers for social interaction, it also brought freedom
from home ownership. Looking forward to giving up the responsibilities of home
ownership, including avoiding maintenance and selling one’s home, a participant
in this study expressed great anxiety in negotiating with buyers about the condition
of his house. The demands of the buyers kept him concerned about the sale. This
man looked forward to the completion of the transaction so that he could reduce
his anxiety over keeping the house ready for sale on a daily basis. Questioning the
need for home ownership also resulted from the very challenges of trying to sell a
home in an insecure housing market.

Reconsidering Moving

After the global financial crisis, some older adults who intended to move chose not
to relocate due to their changed financial contexts. Despite previous excitement
about moving and a belief that moving might increase their ability to function
through a reduction in home maintenance and lawn care, older adults reassessed
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relocation in this new economic context. Attention to the affordability of a resi-
dence in a retirement community prompted them to withdraw deposits from
retirement communities and emotionally postpone the goal of relocating. One
couple, who were excited that a senior residence would open in their town,
changed their decision about moving due to the financial crisis. They altered their
budget by cutting back on their spending, and in consultation with their financial
advisor, chose to receive less monthly income in order to preserve their assets.
They hung a sign on their front door, publically displaying the economic impact on
their household that said, ‘‘No sorry! No No No No Money!’’. Even after exploring
alternative financing options, in the end, they still could not afford to move. When
discussing whether they would consider moving in the future, the older man said,
‘‘It depends on our health…We could be a burden to our home.’’ Their plan is to
remain in their home. He notes that ‘‘We try to keep active as much as we can’’,
but then acknowledges, ‘‘Of course, our body tells us to slow down. So, we have to
listen to it’’.

Leaving a familiar environment, growing health concerns, and the physical
difficulty of moving at an older age were also anxieties that were linked to moving
for these older adults. Reconsidering moving meant ‘‘reworking’’ the current
template of how to maintain the house, since affordability of hiring assistance for
lawn care and snow removal, also weighed on older adults affected by the financial
crisis. A suggested way to ‘‘rework’’ the template was to consider different types of
residences to relocate to, such as apartments not noted as senior living, or senior
housing in less desired locations.

Redirecting Resources

Older adults also ‘‘reworked’’ the template due to the inability to sell a home,
which left them without the cash to make a down payment on a unit in a retirement
community. Coming to terms with the lack of resources to fund a move led to
reexamining of resources. In some cases, older adults had been preparing for the
sale of their homes by repainting walls and disposing of possessions. They had
expressed a sense of accomplishment at clearing out their spaces. But by recon-
sidering moving, older adults avoided the need to keep the space ready to show to
potential buyers, and they avoided worry about transitions for pets. Some older
adults also cancelled plans for moving to help out family members also affected by
the financial crisis.

One woman provided an example of how her finances were reconfigured over
the process of planning for a move. She said, ‘‘So I sort of put it all together, and
the market was lousy…And, I just decided, I’m not gonna put it on the market.’’
Instead of incurring the cost of a move and the cost of living in a retirement
community, some older adults, like this woman, gave financial gifts such as col-
lege tuition to children and grandchildren. Additionally, some older adults aimed
to preserve the financial resources for their relatives’ inheritance upon their deaths.
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As one woman explained, ‘‘I am the richest of all the people I love.’’ An older
adult may forego a more accessible residence to support relatives also facing tough
times after the global financial crisis.

Discussion

Around the globe, the global financial crisis thwarted plans for individuals, fam-
ilies and communities. As addressed in this chapter, older Americans planning to
relocate had to reassess their residential options. They had to ‘‘rework’’ their
template in many ways: (1) reconfiguring relationships between sellers and buyers,
(2) rethinking home ownership, (3) reconsidering moving, and (4) redirecting
resources. Sometimes ‘‘reworking’’ a template involved a transformation in the
meaning and practices of home ownership where relationships between buyers and
sellers were reconfigured, and where long-held principles of homeownership were
called into question. Especially in cases where home sale prices were decreased, or
homes remained on the market without potential buyers, the ‘‘systematic bias’’ of
homeownership (Beracha and Johnson 2012, p. 218) had to be reassessed. Did
homeownership really bring security in older adulthood? In what ways did owning
a home weigh an older adult with responsibilities rather than stability?

At times, relocation plans were delayed or cancelled, making futures uncertain,
especially for those who had decided that their original homes did not suit their
needs in terms of accessibility. Deciding to remain in one’s home after the
anticipation of a more navigable space, or a space requiring less internal and
external maintenance, requires an emotional reframing to achieve ‘‘residential
normalcy’’ (Golant 2011). Golant argues that when older adults realize that they
were unable to relocate, they go through emotional processes to accept their
current residence as their place of residence in the future. Lastly, older adults
chose to forego moving in order to financially support members of their family as
job loss and instability affected all generations. Or they chose to save resources for
inheritances to be used for educational or other support for family members.

Examining the impact of the global financial crisis on older adults is important
for three reasons. First, we can understand how such a crisis affected relocation
plans of older adults. Relocation often involves emotional, health and financial
projections (Perry 2012). For the latter, the financial projection is often a result of
preparation decades before a move, as employment status and work history all play
into this projection. In the uncertain economic times created by the global financial
crisis, older adults frequently found that previous financial preparations had
evaporated. Their personal financial projections became threads that were a part of
unraveling of the fabric made up of financial institutions around the world. The
aftermath of this unraveling is yet to be fully understood.

Second, relocation researchers have argued for the need to understand the
decision-making processes that lead older adults to actively plan to move
(Wiseman 1980; Bekhet et al. 2009). These studies suggest linearity beginning
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with triggering events and push factors with a goal toward relocation with place
attachment and pull factors as key issues. This chapter has shown that the reverse
can and did occur. Retreating from an active moving stage in these cases was
based on financial reasons. Our models of relocation can become better informed
by understanding the lived experiences of those older adults intending to relocate,
to anticipate the fluctuations in moving plans resulting from financial, health and
emotional variation.

Lastly, as the fluctuations in the economy affected older adults’ plans for the
future, practitioners serving older adults must redesign their practice interventions
appropriately for the new reality. Older adults are delaying retirement, and reen-
gaging in the work force in order to accommodate this new financial reality. With
increased longevity, older adults must plan for longer periods of old age, and
including health care needs that may accompany their longer life spans. Decisions
about housing accompany this new reality. There has been an increase in multi-
generational living since the Great Recession. While Bracha and Jamison have
established that older adults have greater beliefs in home ownership than younger
generations (2013), there has also been a documented shift in beliefs about home
ownership (Frederick 2012). The older clients may be concerned about supporting
themselves and other family members. Practitioners should explore whether anxiety
and depression may be related to the financial concerns of older clients. Communities
should also continue to explore various culturally appropriate solutions for older
adults relative to the economic crisis, hoping to learn from this historical moment.

Conclusion

There were many ways the Great Recession impacted older adults who were
planning to relocate. The effects of the Recession may be long-term and continue
to influence decisions of older Americans in particular ways. Practitioners working
with older adults and their families need to understand the impact of the Global
Financial Crisis on significant decisions such as relocation. Policymakers also need
to understand the altered impact on present projections of older adults’ financial
well-being. On a conceptual level, the country and arguably the world has expe-
rienced the need to reexamine the challenges of aging and housing under
unprecedented contexts. Older adults share this historical moment on a global
scale and will need to plan for its repercussions. There may be comfort or nor-
malcy created to realize that most older adults were impacted by the Great
Recession. However, we know that the lived experiences of the recession depends
on one’s multiple identities, including race, gender, and socioeconomic roles. For
older adults, their physical and cognitive abilities intersect with these other
identities which affect their navigation of their homes, factoring in whether relo-
cation is considered. Understanding the gradations of impact depends first on
acknowledging the issues of intersectionality represented in housing issues. Only
then, can we best support older adults as they ‘‘rework’’ the financial template.
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Understanding the Human-Animal Bond:
Implications for Practice
with Community-Living Older Adults

Ann M. Callahan and Regina Brotherton

Abstract Understanding the Human-Animal Bond: Implications for Practice with
Community-Living Older Adults begins with an examination of research on why
older adults own pets. Research in this area provides insight into what older adults
expect to gain from pet ownership. Then the most recent research designed to
explore the effects of pet ownership will be systematically reviewed for more
robust conclusions. This review is followed by research that clarifies why pets are
retained and the conditions under which pets are surrendered for a broader
understanding of the potential implications of pet ownership for older adults. The
chapter ends with an overview of basic information about pet care which provides
gerontologists and other professionals with the knowledge necessary to support the
benefits of pet ownership in their work with older adults.

This chapter examines research on reasons for pet ownership by older adults.
Research in this area provides insight into what older adults expect to gain from
pet ownership. The authors conducted a systematic review of the literature to
explore the effects of pet ownership. A thorough discussion on why pets are
retained and under what conditions pet owners surrender their animals is provided.
From a contextual and gerontological lens, the authors seek to gain a broader
understanding of the potential implications of pet ownership for older adults and
reasons they surrender their pets. The authors hope that this chapter will provide
gerontologists and other professionals with the knowledge necessary to support pet
ownership in their work with older adults.
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The process of aging involves the inevitability of change. Some of these
changes involve significant life stressors that can extend beyond one’s capacity to
cope. Depending on the circumstances, such consequences can be softened by the
support of a pet. Studies with older adults have found that pets can reduce anxiety,
depression, and loneliness as well as enhance social support and general well-
being (Wells and Rodi 2000; Johnson and Meadows 2002; Nagasawa and Ohta
2010; Watt and Pachana 2007; Hara 2007; de Guzman et al. 2009; Chur-Hansen
et al. 2009; Connell et al. 2007). However, despite the benefits of pet ownership,
the experience of caring for an animal may lead to challenges, including physical,
emotional, and financial hardship (Wells and Rodi 2000; Parslow et al. 2005;
Chur-Hansen et al. 2009). As such, it is imperative that gerontologists and other
professionals understand the human-animal bond (HAB) which could help older
adults offset potential negative consequences and maximize the benefits of pet
ownership.

Prevalence of Pet Ownership

The current number of pet owners in the United States is 72.9 million. This means
three in five Americans own a pet (Harris Interactive 2012). Seventy five percent
of households with pets have dogs and/or cats. This amounts to 78.2 million dogs
(39 % of pet households) and 86.4 million cats (33 % of pet households)
(American Pet Products Association 2012; The Humane Society 2011). Approx-
imately four out of ten pet households own multiple pets (PR Web 2011). This has
lead to a significant investment in pet care. As the numbers of pets have increased,
so have pet expenditures from $17 billion in 1994 to $53 billion in 2012. The
majority of pet expenditures have been for food at $21 billion (American Pet
Products Association 2012). In addition to paying for basic necessities, dog owners
have spent more on gifts for their dogs increasing from $56 million in 1994 to
$73 million in 2012. There are some estimates that suggest pet owners will spend
an average of $11,000 per pet during the pet’s lifetime (PR Web 2011).

This upward trend in pet ownership and expenditures suggests that pet owners
are investing an enormous amount of financial resources to maintain the health and
wellness of their animals. Pet owners also show a strong sense of commitment to
their pets. For instance, according to a survey conducted by the American Animal
Hospital Association (AAHA) in 2004, 93 % of pet owners indicated that they
would risk their own lives for their pet. The American Pets Products Association
(APPA) survey likewise found a majority of pet owners would take their pets if
they had to evacuate their homes (PR Web 2011). Another study confirmed that a
number of people refused to evacuate their homes without their pets despite
hazardous conditions (Knight and Herzog 2009). This degree of commitment, even
at one’s own expense, shows that the human-animal bond (HAB) can be a pow-
erful one. For gerontologists and other professionals, it is important to understand
the potential implications of pet ownership for older adults.
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The social sciences research of HAB has added to our knowledge about older
adults and has cited the positive benefits of the HAB. However, there are meth-
odological issues which reduces the generalizability of existing knowledge to older
adults who own pets. One problem has been inconsistent controls for demographic
characteristics such as the age of pet owners as well as pet-related characteristics
(Chur-Hansen et al. 2010; Our pet causes, 2008; Rijken and van Beek 2011;
Langfield and James 2009; Power 2008; Risley-Curtiss et al. 2006). HAB research
has also largely focused on the efficacy of animal assisted therapy/services pro-
vided by professionals with older adults who are ill, disabled, and/or required
institutional care. Additional research is needed to capture the experience of pet
ownership by community-living older adults.

Toward this end, a systematic literature review of HAB research about the
psychosocial impact of pet ownership by older adults was conducted. Studies
selected for review were published in peer-reviewed journals between 2000 and
2012 as found in multiple databases through EBSCO, PubMed, reference lists
(including Barker et al. 2003), and through Internet sites.1 The review yielded 14
research articles about the psychosocial effects of pet ownership on older adults
living in Australia (n = 6), United States (n = 5), Netherlands (n = 1), Japan
(n = 1), and the Philippines (n = 1). The following discussion will help to clarify
what older adults should expect from pet ownership, including pet owner satis-
faction and pet retention as well as the benefits and/or consequences of pet
ownership based on outcomes research.

Literature Review

Reasons for Pet Ownership

Only a couple of studies specifically addressed why older adults chose to own pets.
In a qualitative study of 96 older adults living in the Netherlands, Enders-Slegers
(2000) found that the reasons for pet ownership fell into the following five cate-
gories: (1) love for the pet, (2) need for companionship, (3) no life without pet, (4)
antidote to loneliness, and (5) gift from children. Those who previously owned
pets indicated that they did not currently own pets because a pet was not allowed in
their residence or they did not want the responsibility or extra work involved in pet
care. Additional reasons included, dealing with grief and loss issues related to
accidental death of pet or euthanasia due to pet illnesses; and lack of funds to pay
for pet care. Participants who had never owned pets said they did not like animals
or felt indifferent toward them.

1 A majority of these resources were accessed through HABRI central (http://habricentral.org/
resources/journalarticles), Pet Partners (http://www.petpartners.org/humananimalbond
resourcecenter), and Center for the Interaction of Animals and Society (http://research.vet.
upenn.edu/publications/tabid/1918/default.aspx).
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Chur-Hansen et al. (2008) conducted a similar qualitative study, but focused on
why eight older adults living in Australia did not currently own pets. The reasons for
not owning a pet were similar to those reported by Enders-Slegers (2000). They were
broadly categorized as being either emotional or pragmatic. Emotional reasons were
related to the desire to avoid the emotional responsibility of pet care, likened to the
care of a child. This included the desire to avoid grief associated with pet loss and
causing the pet distress should the pet be surrendered. The most common reason for
not wanting to own a pet were pragmatic. This generally involved the desire to avoid
the inconvenience of pet care; avoid the potential burden on family finding a new
home for the pet; desire for freedom to travel; inability to have pets in residence or
yard not being conducive; fear of pet causing personal sickness or injury; and pet
behavior problems. The most common reasons for not owning a pet were to avoid
the loss of independence and time needed for pet care.

Research that included respondents of all ages, reported similar reasons for pet
ownership but indicated slight variation based on age (Staats et al. 2008;
McNicholas and Collis 2004), gender (Staats et al. 2006, 2008), and marital status
(Staats et al. 2006). For example, Staats, Wallace, and Anderson replicated and
extended a study by Staats, Sears, and Pierfelice which surveyed pet ownership of
students and middle-aged community members in the United States. The top two
reasons for pet ownership were to avoid loneliness and to keep active. Consistent
with the study by Staats, Sears, and Pierfelice, men were more likely than women to
report the desire for pets to help them keep active; however, the desire to avoid
loneliness was the main reason reported for pet ownership regardless of gender and
marital status. The desire to avoid loneliness was associated with cat ownership
whereas to stay active was associated with dog ownership. The only age difference
was that older respondents (over 50) were significantly more likely to report a belief
in the positive health benefits of pet ownership compared to younger participants.

McNicholas and Collis (2004) conducted a study in the UK to address the
relative importance of pet ownership based on life stages from childhood
(8–9 years), adolescent (15–19 years), and older adults (65+ years). Respondents
were asked to rank order relationships (human or animal) that were most preferred
to provide a specific type of support: need for reliable alliance, show nurturance,
greater self-esteem, and alleviate emotional loneliness. Results indicated that a
larger percentage of older adults (98 %) were more likely than adolescents (36 %)
to identify pet ownership as one of their top ten most important relationships.
However, both older adult and children identified pet relationships as being
important in every scenario. Pets were selected more than humans as being
something to show nurturance towards. However, older adults were more likely
than other age groups to identify pets as alleviating emotional loneliness and
providing a sense of reliable alliance. They also found that respondents chose
different types of pets for different types of support needed. Relationships with
dogs and cats were most frequently selected as the most important relationships.
Dogs were selected more often for showing nurturance and cats were selected
more often for supporting self-esteem. In this study, differences based on age
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emerged more clearly. Older adult pet owners was relative to the type of support
needed and type of pet believed to be the most able to meet their need.

There is not enough research to conclusively identify the reasons for pet
ownership by community-living older adults in the United States. However, older
adults consistently reported anticipated benefits associated with pet ownership.
The most consistently reported anticipated benefits of pet ownership included
access to emotional support, such as the provision of companionship to prevent
loneliness; and instrumental support, such as to inspire an active life style. The
reasons for not owning pets were emotional, such as, to avoid the pain of grief and
loss; and pragmatic, indicated by the desire to avoid the loss of independence and
time needed for pet care. The choice to engage in pet ownership also seemed
relative to pet and pet owner characteristics. For example, Enders-Slegers (2000)
found that immediately after retirement older adults wanted to get involved in
activities that took precedence over owning a pet. Hence, it seems that pet own-
ership carries with it the potential for benefits and consequences for older adults.
Clarification of such implications requires additional research focusing specifically
on the human-animal bond (HAB) among older adults.

Impact of Pet Ownership

Of the quantitative research reviewed, studies yielded inconsistent results between
pet ownership and psychosocial well-being for older adults. Four studies found that
pet ownership had no significant relationship with degree of loneliness (Eshbaugh
et al. 2011; Rijken and van Beek 2011), depression (Simmons et al. 2000), social
support (Simmons et al. 2000; Winefield et al. 2008; Rijken and van Beek 2011),
and life satisfaction (Simmons et al. 2000). Two studies found that pet ownership
was significantly related to an increase in boredom, loneliness, and depression
scores (Wells and Rodi 2000; Parslow et al. 2005). In contrast, four studies found a
significant positive relationship between pet ownership and psychosocial well-
being for older adults based on reported sense of life purpose (Wells and Rodi 2000;
Johnson and Meadows 2002; Nagasawa and Ohta 2010), social support (Johnson
and Meadows 2002; Nagasawa and Ohta 2010), and emotional attachment (Watt
and Pachana 2007). These studies also suggested that the type of pet (Wells and
Rodi 2000; Rijken and van Beek 2011), reasons for pet ownership (Watt and
Pachana 2007), and degree of pet attachment (Krause-Parello 2008) were signifi-
cantly correlated with and/or moderated the experience of pet ownership for older
adults. Qualitative studies were reviewed as well, and a majority of these studies
reported a positive relationship between pet ownership and psychosocial well-being
for older adults. Four studies found that pet ownership provided older adults a
channel for the expression of autonomy through engagement in pet care (Hara
2007; de Guzman et al. 2009) that boosted self-esteem (de Guzman et al. 2009) and
sense of life purpose (Chur-Hansen et al. 2009). Pets not only provided a source
of companionship, but they also helped older adults initiate social interaction
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(Hara 2007; de Guzman et al. 2009) and served as a calming distraction (Connell
et al. 2007). Pets were further an outlet for affective and emotional attachment
(Chur-Hansen et al. 2009; de Guzman et al. 2009).

Two studies found that pet ownership had negative consequences for older
adults as well. Some pet owners refused to go on trips, visit friends, and receive
medical treatment that required an overnight stay to avoid the anxiety associated
with leaving their pets alone (Wells and Rodi 2000; Chur-Hansen et al. 2009).
There were instances where pet owners said life would not be worth living without
their pets, leaving them vulnerable to the pain of loss upon a pet’s death (Chur-
Hansen et al. 2009). In a study by Wells and Rodi (2000), one respondent
described distress over being physically unable to dispose of her cat’s body after it
died at home other than placing it in a trash bag in her garbage can.

Reasons for Pet Retention and Pet Relinquish

Key studies by Neidhart and Boyd (2002) and New et al. (2000) demonstrated the
importance of having a ‘‘goodness-of-fit’’ between a pet and pet owner which
determines the likelihood of pet retention or relinquishment. Older adults who
adopt a pet might live alone and/or adopt a pet for a grandchild. Under these
circumstances, pets are more likely to be considered close companions, if not part
of the family. Although older adults are less likely to relinquish a pet, they face
unexpected life changes and problems with pet behavior that could negatively
impact the experience of pet ownership. New et al., more specifically conjectured
that psychosocial variables, such as level of attachment including situational
factors, such as health issues or change in housing, could further increase the
potential for pet relinquishment.

Implications for Practice

Studies about the reasons for pet ownership suggested that older adults adopted pets
to gain emotional support and companionship. This carried with it the potential for
suffering grief upon pet death and loss of independence/free time given the need for
pet care. While the results of outcome studies were mixed, the positive psychosocial
outcomes appeared to be consistent. Pet ownership was significantly associated
with emotional attachment, social support/interaction, and sense of life purpose. In
contrast, there was also evidence that pet ownership either had no significant
relationship, or, was associated with lower psychosocial well-being of older adults.
Hence, outcomes research began to identify a more complex relationship between
factors. It appears as though pets can have a positive or negative effect on the lives
of older adults, depending on a variety of circumstances. Given the importance of
pet ownership for some older adults, gerontologists and other professionals may
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need to help them address pet-related challenges. Pet retention research suggested
that one way of helping is to support the ‘‘goodness-of-fit’’ between a pet and pet
owner through the provision of pet-related information. Although gerontologists
are not veterinary professionals, they may still engage in such information gath-
ering for dissemination with older pet owners.

Collaboration with experts in veterinary medicine is required to learn more
about the types of concerns older adults are likely to have as pet owners. The
remaining section is the product of one such collaboration. The second author, a
veterinary professional, will address key pet-related issues such as choosing an
appropriate pet, providing basic pet care, avoiding infection from a pet, meeting
the needs of elderly pets, preparation for pet death, and coping with pet loss.

Advice From a Veterinary Professional

Appropriate Pets. When individuals choose pets, they generally choose them
based on impulse, personal preference, appearance, and various other things rather
than the disposition of the breed, life span, animal’s temperament, size, and other
traits and/or characteristics. Some pets are predisposed to health and/or behavior
issues and require a lot of physical activity. This can be challenging for any owner
and especially an older adult. Table 1 outlines typical pet life spans, potential
therapeutic benefits, environmental factors, and other information that may be of
help with an older adult who is trying to choose the best pet. Table 2, originally
developed in collaboration with an occupational therapist, further outlines benefits
older adults may achieve by interacting with pets relative to the individual’s
functional capacity. It is important to keep in mind that pets, along with their
owners, will change over time. This can lead to new challenges in pet care. For
example, assistive devices such as canes, wheel chairs, and walkers can frighten or
otherwise threaten a pet and evoke an inappropriate response. As with any pet,
some hazards of human-animal interactions may include bites, scratches, and
physical injury to the pet owner. It is highly recommended that a behavior
screening (see Appendix A) be performed in coordination with a veterinarian or
credential veterinary technician prior to the adoption of a pet.

Pet Owner Responsibilities. As part of maintaining a healthy HAB after pet
adoption, veterinary professionals can be consulted to provide client education on
how to provide routine pet care at home. For example, it is recommended that pet
owners provide routine and consistent dental home care. Dental disease prevention
may include brushing the pet’s teeth, providing appropriate chew toys, and/or
administering oral products that can aid in the reduction and production of dental
tarter. Pet owners should use toothpaste labeled for pets as fluoride content of
human toothpaste can be a concern in pets. Without proper dental care, diseases
such as periodontal disease and heart disease may occur. Some diseases that can
arise may even be detrimental to older adults as found in Table 3. This will be
discussed further in the next section about how to avoid infection from a pet.
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It is important for pets to receive grooming care. The maintenance of such may
be another concern for older pet owners. Pets should be bathed on a regular basis.
Pet owners tend to choose small pets like poodles. No matter the size, however,
grooming a pet can be challenging. Older adults may need assistance in per-
forming the bath, selecting and collecting items needed, and/or lifting the pet into
the tub. Grooming also includes things such as cleaning the ears, trimming nails,
and brushing the animal after the fur dries. If the owner elects to take their pet to
the groomer for this basic hygiene care, transporting the animal may be of concern
for an older adult. When older adults are faced with such challenges, they may feel
they have failed in providing for his/her pet needs, which, in turn, may cause
stress, depression, or other unwanted conditions.

Older adults that may have memory loss or mental deterioration may also need
assistance in meeting day to day care of the pet. Helping the pet owner to keep a
chart of daily tasks to be performed in the form of a check off sheet will help to
ensure the daily needs of the pet have been met. For instance, pets must receive food
and water daily. Depending on the breed, size, and age of the pet, feeding
requirements will be variable. It is imperative to feed the pet according to the
manufacturer’s instructions listed on the pet food bag. It is also important to check
the expirations dates of the food so that food offered to the pet is of good quality.
Pets need to have routine ‘‘potty’’ breaks to prevent inappropriate behaviors or
‘‘accidents.’’ Feeding, watering, and potty breaks can be checked off using the
check off sheet and serves as a great reminder to those assisting the elder individual
to keep his/her pet in good health. Pets need ample rest as well as a safe envi-
ronment. To assist, pets should have a place to rest during the day and evening.
Places for resting may include a kennel, crate, or another specific area. Regardless
of location, pets need to be kept safe and secure at all times. Ensuring the older adult
can care properly for his/her pet will help maintain and add value to the HAB.

At times, pet owners may be asked to administer medications to his/her pet.
Assistance may be needed to ensure that an older adult is able to administer pet
medications at the appropriate time, in the correct amount, for the proper duration,
and in the right manner. Pet owners may elect to provide monthly preventatives
and maintenance items including heartworm medication such as Heartgard� or
Interceptor�, flea medication which can be administered topically or orally, and
dewormers. An older adult may need assistance to help restrain a pet until topical
or oral products are administered. Again, a calendar may be used to help the pet
owner keep up with the administration of pet medication(s). It is important for
older adults and those who assist them to be aware of the pet owner’s capacity to
maintain care. Over time older adults may experience changes in functional
capacity that can compromise one’s ability to maintain the HAB in a safe and
effective manner, which may require additional intervention.

Avoiding Infection from a Pet. A very important issue when working with older
adults is their risk for disease. The risk of contracting a disease from one’s pet is
called zoonoses and a disease that has the potential to spread from animals to
humans is referred to as a zoonotic disease. Table 3 contains several zoonoses,
relevant species, transmission, and type of infection that may result from each
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zoonotic disease. Pet owners can help prevent their risk for disease by taking pets
in for regular veterinary care. Veterinary professionals will usually recommend the
following services:

• Annual veterinary visits (highly recommend 6 month visits)

– Complete and comprehensive physical examination
• Vaccinations

– Examples include rabies, distemper, feline leukemia, lyme, and others
– Administered to pets depend on pet health status, environment, and regional

laws and regulations
• Diagnostic screenings

– Blood tests that may suggest an infection, organ dysfunction, and electrolyte
imbalances

• Fecal evaluation

– Evaluate for internal parasites such as roundworms (Toxocara), hookworms
(Ancylostoma), and tapeworms (Dipylidium) infections

Table 3 Zoonotic diseases

Disease Agent/Vector Transmission

Rabies (Lyssavirus) Dog, skunk, fox, bat, horse,
cattle, mokeys

Bite wounds of infection
animal

Leptospirosis (L. interrogans) Dogs, rats, cattle Exposure to infected water
Plaque (Yersina pestis) Cats. Dogs, squirrels, rodents Fleas and infected animals
Lyme Disease (Borellia) Dogs, deer, rodents Tick bites
Rocky Mtn Spotted Fever

(Rickettsia rickettsii)
Dogs, deer, rodent Tick bites

Cat Scrath Fever (Bartonella) Cats Scratches, bites, and licking
from cats

Histoplasmosis (Histoplasma
capsulatum)

Birds Environmental exposure

Blasmycosis (Blastomyces
dermatitidis)

Dogs, cats, horses Environment & animal
exposure

Giardia (G. duodenslis) Dogs, cats, rodents, birds,
ferrets)

Environment and animal
exposure

Cryptosporidiosis
(Cryptpsporidium)

Dogs, cats, rodent, ferret Aerosol

Round worms (Toxacara canis,
cati)

Dogs, cats Penetration of skin and
organs

Hook worms (Anclostoma
caninum)

Dogs Penetrate skin

Toxoplasmosis (Toxoplasma
gondii)

Cats Litter, dirt, or raw meat

Psittacosis (Chlamydia psittiaci) Birds Exposure to aerosols
Ring worm (Microsporum/

Trichophyton)
Dogs, cats, cattle, rodents Direct contact with infected

animal

Understanding the Human-Animal Bond 265



• Additional screening may include radiographs (x-rays) depending on the age of
the pet.

The cost of veterinary services can range from $75 to $200 annually. Some
older adults may have limited income and feel bad if they cannot afford pet care.
One option is to contact an area veterinarian to help identify resources (programs
offered in the community to assist with low income services for pet owners) or
contact the local animal humane society. As previously stated, the goal is to
maintain the HAB in a safe and healthy one so that maximum benefits for older
adults may be realized.

Meeting the Needs of Older Pets. Pets like humans are plagued with various
diseases and disorders such as diabetes, cataracts, hypothyroidism in dogs,
hyperthyroidism in cats, and other conditions that may place undue hardships on
an older pet owner. In addition, pet owners of a geriatric pet may be faced with
kidney failure, neoplastic disease (cancer), heart failure, and other things such as
degenerative joint disease all of which require routine veterinary visits, daily
medications, and other treatment regimens. The challenge of managing the cost of
these conditions can be very daunting, especially if the older pet owner is living on
a fixed income. Although this can be a difficult time, care must be taken to ensure
that the pet owner does not forego his/her health care to care for one’s pet.

Preparation for Pet Death. When some pets reach an inhumane level of suf-
fering, a veterinarian may suggest euthanasia. Euthanasia is referred to as
‘‘painless death.’’ The purpose of euthanasia is to relieve the pet from suffering
caused by illness or disease. It may be particularly helpful to work more closely
with the older adult and veterinarian during this time.

The veterinary health care team will work with those involved to explain the
euthanasia process in addition to what happens to the pet after the animal passes.
The pet owner will need to decide if he/she would like to have the pet cremated in
mass fashion (with other pets) or individually (so that ashes may be collected and
returned to the pet owner). If the owner chooses to have the pet’s ashes returned,
the pet owner will have to choose a box or urn to have the remains returned to
them. The cost for these services can vary, but can range from $75 to $150 and
upward. Throughout this process, the pet owner may need additional help to
understand what they are being told and what is necessary to expedite the process.

Coping with Pet Loss. As noted earlier in this chapter, older adults can become
deeply attached to their pets. The loss of a pet can lead to emotional distress that
compromises one’s well-being. In working with an older adult who loses a pet, it is
important to identify what role the pet had in the home. The degree of pet
attachment and reasons for attachment can vary among individuals. Pet owners
may be attached to a pet out of loyalty, purpose, responsibility, dependency, and
love/acceptance. For example, an older adult may have lost a spouse or child in the
past and turned to a pet to give them purpose in life through being responsible for
pet care. If the pet becomes ill or passes away, the pet owner may feel as if they
cannot go on and express overwhelming grief. During this time, an older adult will
need additional emotional support and, potentially, a referral for grief counseling.
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Pet owners may need to be reassured that they did everything they could to take
care of their four-legged friend. They may also need to be reminded that their pet
appreciated the love and care the pet owner provided for the pet through the years.
Sensitivity and understanding is imperative for a successful transition through this
experience.

Future Directions

Given the complexity of this material, collaboration is an important resource for
enhancing the confidence and competence level of gerontology and other pro-
fessionals in addressing pet-related issues with older adults. Research is needed,
however, to determine if the provision of pet-related information by such pro-
fessionals is significantly related to the psychosocial benefits of pet ownership.
This line of inquiry not only has implications for the delivery of evidence-based
practice, but also curriculum development for training professionals who are
interested in blending veterinary and gerontological social work.

One direction for future research is to involve the development of a training
module for students and professionals who are likely to work with older adults.
Researchers could measure potential psychosocial changes in older pet owners as
they work with trained individuals. This type of research may further involve
measuring the psychosocial status of older pet owners who only receive veterinary
services. The inclusion of methodological controls for individual characteristics of
older adults as well as other potentially influential factors will need to be con-
sidered as well.

Pet ownership has the potential to enhance psychosocial well-being, but carries
with it responsibilities that require adequate resources to support pet care. Research
demonstrates how particular conditions, such as over attachment to pets, can have
negative consequences for pet owners. However, knowledgeable professionals may
help ensure that pet ownership is maintained in a way that is life enhancing for older
adults. This chapter suggests that a way to promote the positive benefits of pet
ownership is to provide older adults with key pet-related information. In the pro-
cess, gerontologists and other professionals may collaborate with and draw from the
knowledge of veterinary professionals. Future research is needed, however, to
ensure such intervention helps older adults access the psychosocial benefits of pet
ownership that may likewise bring joy into the life of an animal.

Appendix A

Individual Questionnaire for Pet Selection by Older Adults

1. Do you have any allergies and if so what are they?
2. Are you aware of any compromises in your immune system?
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3. Do you ever feel any increased anxiety or agitation in situations? If so can you
name those situations?

4. Do you have any problems with visual perception? If so, can you name them?
For example depth perception.

5. Do you experience of loss of feeling in any part of your body? Can you name
the part of your body you have that loss of feeling?

6. How is your vision?
7. How is your hearing?
8. Do you feel at any time a loss of endurance, strength? If so, can you name that

time or times? For example, any cardiac disease, or related cancer fatigue.
9. Where you live now is there anyone who lives with you who would be

interested in taking care of your pet if you get ill?
10. Have you ever had a pet before? If so, what kind?
11. Do you have any life threatening illnesses that might cause your pet to out live

you?
12. Do you have a preference of that type of pet you want and can you tell us

why?
13. Do you have a fear of phobia of pets? Explain.
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Abstract The idea for this book was conceived from a friendship that developed
during our tenure as faculty scholars in the Geriatric Social Work Initiative,
Hartford Faculty Scholar (HFS) Program. The HFS Program inspired us in so
many ways, but particularly, in terms of collectivity and reciprocity, and the notion
of giving back and paying forward in a myriad of ways. It particularly inspired us
to build knowledge in the rich field of aging. Our passion and respect for our elders
from diverse cultures served as the thread that tied together our unique interests
and approaches to aging that are presented in this edited collection. The title of this
book, ‘‘The Collective Spirit of Aging Across Cultures’’, emerged after much
discussion and processing of our ideas, lessons learned, and lived experiences as
beings of diverse backgrounds.
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beings of diverse backgrounds. The collective, inclusive, and intersectional
framework used in this book speaks to the significance of understanding aging
across diverse cultures from multiple perspectives, but still as a shared human
experience. The underlying message of the book is that although we are unique
and different in our aging processes, we are ultimately connected through this
physical, mental and spiritual experience of aging. Thus, regardless of whether we
are service providers, service recipients, educators or merely fellow human beings,
it is important that we approach the aging experience through a collective lens for
discovering and sharing resources as we age; honoring the past while simulta-
neously accepting that the future is here.

Ambitious as it may seem, our desire for this work stemmed from a commit-
ment to address the unique issues of today’s aging communities and the need to
begin addressing these issues from collective, intersectional, and strengths-based
perspectives. Issues including aging and health, mental health, the impact of
social, economic, and environmental contexts, spirituality/religiosity, intimacy and
sex, and technology. A major component of framing these issues is intersection-
ality by race, gender, economies, environment, social context, ability, to name a
few which speak to the diversity of our aging experiences and our individual and
collective outcomes within our human connection. Building on the concepts of
diversity, collectivity, and inclusivity, we offer this work as an entry into lengthier
and deeper conversations around aging across cultures.

Each chapter in this book presented an important issue for consideration by
educators, service providers, policy makers, community activities, and families of
the elders. Overall, aging is the platform where all of the aspects of life intersect;
time, and thus, aging is a common denominator that does not leave anyone behind.
Thus, the individual chapters in this book are provided for the purpose of offering
details on this intersection and to highlight the importance of inter-disciplinary
collaborations. Furthermore, there is a rich range of conceptual and theoretical
frameworks from across cultures which can be utilized in viewing aging and
generating culturally relevant solutions for today’s elder population. Likewise,
there is a rich historical background in aging that began before institutions were
established and prior to the emergence of aging and gerontology as a discipline in
the U.S. A few select examples of key findings from this collaborative work are
provided in the following paragraphs.

First, despite progress in the field, certain issues remain to be addressed. For
example, racial and sexual minority elders face more intense challenges of racism
and sexism in their daily lives. Elder mistreatment continues to expand given the
longevity of the elder population today, and better resources and cross-discipline
professionals are needed to address the complexity of this issue. The digital divide
renders our elders more vulnerable to financial abuse or other forms of mistreat-
ment than ever before. Disproportionality in mental health problems among ethnic
and racial group elders also continues to be a major problem which links to
disparities in access to education and healthcare, poverty, acculturative stress as
well as inequity and discrimination. Likewise, the impact of the recent economic
crisis has significantly impacted housing and life decisions among the elders.
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Basically, the experiences of the elders relative to the current social and economic
crises are connected to race, gender, and socioeconomic status.

Second, the need for sustaining a sense of independence among the aged and
interdependence among supportive systems is warranted. Families and commu-
nities interdependently have provided social support and networks that contribute
to securing healthy aging among the elders. Families and communities provide
strong ties, relationships, attachment, and commitment that are solid resources for
supporting needs and addressing the negative effects of discrimination, disparity,
and isolation that impact health outcomes of the aged. Respect for the elders as
reservoirs of cultural, familial and communal values, beliefs, and practices is
acknowledged and honored.

Third, the elders continue to benefit from community-based health and mental
health and social service delivery systems that recognize the importance of cul-
tural, structural and individual elder factors and offer culturally competent services
that address age-old and emerging challenges for the elders. Such culturally rel-
evant services have become critical in both urban and rural contexts given global
migrations and transnational ties. Professionals from across disciplines are integral
in this process, particularly in terms of providing ethnic specific, cross-cultural,
and bilingual services.

Fourth, spirituality in both indigenous and contemporary perspectives remains
important to the development and quality of life of the elders. Spirituality, tradi-
tional ways of healing, and religiosity have been resources for addressing histor-
ical experiences and traumas. Fifth, technology is an issue that cuts across topics of
health, mental health, spirituality/religiosity, intimacy and sex, care, communi-
cation, and quality of life, all which are critical in the lives of the elders. Tech-
nology has facilitated networking and social supports among the elders, their
families and friends, including those in the deaf community, rural areas, and other
remote places. At the same time, it also leads to newly emerging risks that may
jeopardize autonomy or safety. Sixth, the challenges of old age can also be soft-
ened by having an animal companion which can provide support and help reduce
anxiety, depression, and loneliness. Finally, sexuality and intimacy is a dimension
of aging often overlooked by clinicians despite its important and unique role in the
health and well-being of the elders.

Future Directions

In alignment with the issues discussed in the summary section, a few implications
for future work are offered. First, further work is needed in developing dynamic
and eclectic conceptual frameworks that place indigenous and cultural perspec-
tives including those of LGBTQ individuals in the center and incorporate
increasing longevity of the elders. We must ask ourselves, as the elders continue to
live longer, how are the systems in place responding effectively to their longevity?
The social capital perspective may be utilized beyond its application to minority
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and immigrant communities as described in this book. This perspective may be
useful in examining and addressing disparities and other complex social problems
such as elder mistreatment or health disparities.

Second, future work is recommended to address the needs of immigrants and
refugees in terms of the migration and transnational experiences of elders who
migrate and/or those who are separated from their families and countries of origin.
Attention is needed to both physical and mental health of these elder immigrants
and refugees. In terms of the U.S. population, attention must be paid to the rapid
growth of the Latino community and to the importance of community-based
services and involvement of families in serving the elders. Practitioners must
continue to draw lessons from innovative models introduced in the Latin@ and
other communities which tap the strength of family and social networks. There is a
growing need for a closer look at social networks particularly in rural settings.

Third, additional funding is needed for training of professionals, development
of curriculum and systems that respond effectively to the needs of the elders.
Spirituality is a documented protective factor for older adults, thus, additional
funding to support spiritual resources of the elders is needed. Care for the elders
needs to be monitored and regulated more closely because families today are
forced to ‘‘purchase’’ help for their elders and are not taking care of their own.
Quality of the services for the elders must be responsive to the current demand.

Fourth, intimacy and sex in older age is under studied, thus misconceptions are
prevalent. Additional research to inform culturally sensitive responses to intimacy
and sex among the elders is needed. Ideally, research in this area will help guide
practitioners in offering more mindful approaches that incorporate the intersection
of physical and mental health with dimensions of age, culture, and sexual desire.

Fifth, the use of technology for social support and networking among the elders,
particularly the aging deaf community, must be further explored and supported. As
we continue to see innovative uses of technology to support our elders it will be
critical to ensure ethical approaches are taken in introducing new technology that
balances elder independence and autonomy with minimizing vulnerability to harm.
Elder mistreatment is pervasive across cultures and backgrounds. While inroads
are being made to recognize elder mistreatment when it is happening, there is a
need for training and interventions for breaking down complex barriers to elimi-
nate it.

Sixth, it is imperative to continue to push for visibility of the issues and con-
ditions that are often invisible in the agendas of mainstream aging studies. The
discussions on the role of elder African American lesbians in rural society, elders
living in urban communities and elders facing housing dilemmas resulting from
the national and global financial crises illustrate this point well. Shining the pro-
verbial spotlight on issues less visible in mainstream aging service arenas will help
increase access to and utilization of formal support services as well as possibly
contribute to better quality of such services. Additionally, shedding light on the
valuable resources and strengths that elders from diverse communities demon-
strate, including those from urban communities, will lead to opportunities for
partnership and collaboration across communities and service sectors. This was
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illustrated throughout this book, but particularly in the discussion on the role of the
Church among African American elders and the elders who are aging in the urban
environment. Likewise, the significance of generating innovative ways to rework
the housing template for the elders in light of the financial crisis, particularly
among those in urban communities, is a crucial topic of interdependency that
requires discussion and practice and policy responses.

In essence, there is indeed much work ahead of us as practitioners, scholars, and
educators in the field of cross-cultural gerontology and aging. We present this
edited collection as a springboard for moving forward the collective, cross-cul-
tural, intersectional body of knowledge and translating that knowledge to solutions
for today’s diverse aging population. Whether this is through improving research
or diagnostic instruments to minimize inaccuracies caused by cultural insensitiv-
ity, or through incorporating trans-disciplinary innovations into one’s work, we
invite you to join us in moving forward the field of gerontology in responding to
the collective spirit of aging across cultures.
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