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      Preface
    


    
      Each new edition of a textbook provides authors an opportunity to sharpen, update, and extend the material. From
      1998 through 2016, Leslie Morgan and Suzanne Kunkel produced five editions of this book. Each revision introduced
      issues and debates that had come to the forefront, refreshed data and details about public policies and programs,
      and reframed content to reflect the importance of diversity within the older population. When it came time for
      another revision, Leslie Morgan had moved into a new phase of her life course: retirement.
    


    
      For this sixth edition, Suzanne invited Rick Settersten to collaborate on a major revision of the book, which
      reflects significant advances in theories, research, and trends in the field of aging. Rick, who has broad
      experience conducting research across age groups and disciplines, brought the opportunity to deepen our treatment
      of how the life course matters for aging. The “social constructionist” perspective that distinguished the 18-year
      Morgan–Kunkel collaboration continues to undergird this text.
    


    
      It is often difficult for traditional-age college students to naturally relate to the topic of aging—life’s final
      decades seem so far in the future. When we are young, we begin to understand aging through experiences with older
      family members. The generations above us are convenient anchors for observing what aging is or what it means.
      This, however, reinforces a view of aging as an individual phenomenon—as the result of people’s health behaviors,
      such as exercise and nutrition, and their presumed choices about education, careers, and money. Seldom do
      students enter a course with an appreciation for how lives are shaped and even determined by a complex set of
      forces well outside of them, forces over which they often have little control. This text helps students see those
      connections and to understand aging in a bigger picture. It also gets students thinking about their own aging and
      how their opportunities and experiences today may matter in the decades ahead.
    


    
      The sixth edition of Aging, Society, and the Life Course is distinctive because:
    


    
      ■   It contains straightforward, engaging prose that integrates what bodies of
      evidence say about a topic, without disrupting text with heavy referencing.
    


    
      ■   It takes a social construction perspective, which highlights how aging is
      not just an individual experience stemming from personal choices, but is often a shared experience and always
      results from interactions with a complex set of social forces that lie outside of people.
    


    
      ■   xivBuilding on the social construction framework,
      it unpacks how the aging of people and whole generations occurs within layers of social context from the family,
      to political and economic systems, population dynamics, and historical events.
    


    
      ■   It probes variability and inequality in aging experiences across social categories
      such as age, gender, race, social class, and immigration status. It illustrates how processes related to ageism
      and other forms of systematic difference and discrimination, such as racism and sexism, create or reinforce
      disadvantages as people grow up and older.
    


    
      ■   It provides an in-depth look into aging in the United States, but draws examples
      from other countries to help students place this knowledge in a global context.
    


    
      ■   It applies theories in meaningful ways to specific aspects of aging, such as
      family relationships, health, and retirement.
    


    
      A new pedagogical feature in this edition is that the text is punctuated with “Stop and Think” boxes. This
      feature not only increases readers’ levels of engagement with the text, it prompts learning through in-the-moment
      reflections and brief exercises that deepen or extend key points in the text. These pauses, scattered liberally
      throughout each chapter, will be helpful in discussion boards and classroom conversations.
    


    
      Between the chapters, readers will find eight Topical Essays. These essays, on an array of interesting and
      socially significant issues, help students “think outside the box” about the implications of aging for persons
      and the larger society. They include topics such as happiness, sex and intimacy, LGBT aging, the antiaging
      industry, and crime.
    


    
      To supplement the book, two ancillary products, an Instructors’ Manual and chapter-related PowerPoint
      presentations, are available to qualified instructors by emailing textbook@springerpub.com. These two supporting volumes will help integrate
      this sixth edition of Aging, Society, and the Life Course into your existing pedagogy. The PowerPoint
      slides illustrate major themes and concepts from each chapter; they can be used in lectures and as study guides.
      The Instructors’ Manual is organized to help students understand what they are going to learn, assess their grasp
      and retention of the material, enable them to apply the major concepts to new problems, and encourage them to
      imagine their own future in an aging world.
    


    
      Our original and continued purpose in writing this book has been to provide a textbook that emphasizes the social
      aspects of human aging. We consciously resisted the temptation to provide encyclopedic coverage of research
      findings in exchange for idea- and issue-focused narratives that invite curiosity and lively conversations about
      age, aging, and later life. We hope that this sixth edition comes close to achieving these goals.
    


    
      Suzanne R. Kunkel, PhD
      

      Richard A. Settersten, Jr., PhD
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        1Chapter 1
      


      
        Aging, Society, and the Life Course
      


      
        
          LEARNING OBJECTIVES
        


        
          •   Understanding different facets of aging: physical, psychological, social, and societal.
        


        
          •   Comprehending key principles and concepts of a life course perspective and why it matters for aging.
        


        
          •   Appreciating the sociological imagination and why it is important for studying aging.
        


        
          •   Recognizing distinct levels for understanding aging: micro, meso, macro.
        


        
          •   Learning how the social locations of individuals and groups (e.g., gender, race and ethnicity, social
          class) create diversity and inequalities in aging.
        


        
          •   Realizing how aging is “socially constructed” and the product of social forces outside of people.
        

      


      
        The field of aging is relatively young. In the first half of the 20th century, the
        field of human development was focused on infancy, childhood, and adolescence and the rapid changes across
        these phases. Researchers were interested primarily in topics like language acquisition, emergent cognitive
        abilities, moral development, and problem-solving. At that time, much thinking about the adult years assumed
        that once people reached adulthood, change was relatively minimal. Middle age and old age were not fully
        discovered or recognized as periods of study—let alone as periods that involve dramatic growth and change—until
        the second half of the 20th century.
      


      
        As attention to adult development and aging grew, scientists quickly realized that the concepts and issues at
        stake with respect to children could not simply be extended to adults. New and difficult questions were raised
        about continuity and change across the growing number of decades of adult life and the social settings that
        affect adult development and aging. The early study of aging naturally brought attention to physical and
        psychological changes within individuals as they age, as well as to the societal problems associated
        with aging. Over time, researchers began to realize the power of the social world in determining aging
        experiences and the potentials associated with aging too. This book is about those experiences.
      


      
        2FACETS OF AGING
      


      
        If you ask someone on the street to define “aging,” they might simply say that it means “getting older.” But
        what does this mean? Having a birthday each year—advancing in chronological age—is on its own a relatively
        meaningless variable when it comes to understanding aging. Yes, chronological age marks the passage of time,
        but what matters are the events and experiences that people have along the way. Time’s passing is of concern
        only because it is entangled with other physical, psychological, and social changes. Aging is not something
        that suddenly begins in the later years—it starts at birth! For this reason, a life course perspective will be
        important for understanding aging.
      


      
        Physical Aging
      


      
        As human beings grow up and become older, there are some predictable changes over time. These are especially
        apparent in the early years of life, and they especially relate to changing bodies and physical abilities. For
        example, there are well-established and fine-grained growth charts—down to months and even weeks—at which
        infants and toddlers are expected to develop and are assessed for weight, height, responsiveness, depth
        perception, crawling, walking, and the like. These growth curves continue through childhood. Puberty marks the
        physical sexual maturation of boys and girls (which is of course different from whether teenagers are
        emotionally or socially ready for aspects of sex and sexuality). Aging is often most quickly described in
        physical terms—such as hair turning gray, skin becoming more wrinkled, women reaching menopause and men losing
        testosterone and sexual functioning, diminished immune system response, and cardiovascular risks. And yet,
        these norms, unlike those in early life, are not as rigidly bound to chronological age. There are significant
        differences in when or how quickly people experience these physical markers of aging.
      


      
        An interesting question about these physical changes is whether they are inevitable for all people as a natural
        consequence of growing older, or how much they are potentially modifiable or preventable due to one’s genes,
        lifestyle (e.g., nutrition and physical activity), environments (e.g., opportunities afforded through family
        resources or in neighborhoods), and culture (e.g., religious or dietary practices). For example, some wrinkling
        of the skin and loss of elasticity is related to physical aging processes, but the magnitude of change and
        speed of deterioration might be affected by personal choices (e.g., exposure to tanning beds) or circumstances
        (e.g., working outdoors in agriculture), geography (e.g., living somewhere where there is a lot of natural
        sunlight), or cultural practices (e.g., social gatherings or holidays at the beach).
      


      
        Physical aging can therefore look very different from one person to another. A group of 70-year-olds today are
        likely to be very diverse in their physical appearance and their physical health and functioning. Similarly,
        some 70-year-olds may look, act, and be as healthy as people in their 40s or 50s. Later, we discuss the idea of
        successful aging, which has captured the interests of gerontologists for several decades. These efforts have
        attempted to identify the factors and outcomes that differentiate those with “normal” or “usual” aging from
        those with “successful” or “optimal” aging and “abnormal” 3or “pathological” aging. Concepts like these have as a central point of focus the
        presence, types, or levels of disease, disability, and physical functioning.
      


      
        Most models of human physical aging assume a steep period of growth and functioning from birth to early
        adulthood, followed by a plateau until later life, when functioning is either maintained (optimal) or decline
        is slow but inevitable (usual) or rapid (pathological). There is a recognition that these different
        trajectories may be age-linked—that is, certain kinds of risks to physical functioning may grow with age. This
        is why many diseases are considered to be associated with age, but not caused by age. It is where
        the search for “modifiable factors” (things that can be changed) comes in: What are the things in an
        individual’s control, or a society’s control, that can foster optimal aging for everyone, and especially for
        groups who are disadvantaged or at risk in ways that could be corrected? The increasing evidence that
        individuals vary greatly in their experience of physical aging suggests that few, if any, of the significant
        aspects of aging are purely or even primarily physical.
      


      
        
          Stop and think:
        


        
          The term “geriatric pregnancy” is applied to anyone over the age of 35. An increasing number of mothers have
          natural pregnancies in their 40s, and even in their 50s. With in vitro fertilization, pregnancies can happen
          even later, one of the eldest being a woman in India who gave birth to twins in 2019 at the age of 74. These
          events often spark scientific and ethical debate about when a woman is too old—or should be too old—to have a
          baby. What might some of the concerns be? In comparison, there is much less discussion about when a man might
          be too old to become a father, and there are many cases of men who continue to have children in “old age.”
          Why might that be?
        

      


      
        Psychological Aging
      


      
        The psychology of aging is a well-developed and wide field of study. One long-standing area of interest relates
        to cognitive aging—such as changes in memory, intelligence, information processing, and learning—and the
        physiology of cognitive impairments or their connection to changes in sensory functions like hearing, vision,
        taste, smell, and touch.
      


      
        We noted previously that the years from infancy through adolescence are characterized by strong normative
        curves for physical development, although the variability among children of the same age increases the older
        children get. The same is true of cognitive development, where there are strong benchmarks for infants and
        toddlers for things like reflexive activity, circular reactions, object permanence, representational thought,
        goal-directed behavior, or multistep directions. As children move through primary and secondary schools and
        approach college, they are subject to and judged according to tests of academic achievement, intelligence,
        attention and memory, and interests. These are very much related to the development and control of the brain
        and body.
      


      
        Although aging typically includes changes in cognitive functioning, individuals differ in which changes occur,
        or in how fast or slow they occur. For example, the speed at which persons process information slows as they
        age, but verbal knowledge may remain 4stable or even improve with age (Salthouse, 2019). Pathological diseases such
        as Alzheimer’s disease and related dementias are not a normal part of the aging process, and older age alone
        does not cause dementia. However, advanced age is the strongest risk factor for these dementias (Qiu & Fratiglioni, 2018). An estimated 5% of adults aged 70 to 79 have dementia, compared to
        31% of adults aged 90 and older (Freedman et al., 2018). Efforts to maintain or improve
        cognitive functioning amidst age-related and pathological cognitive declines may be best implemented early,
        when screening and cognitive interventions are most viable.
      


      
        Other psychological research focuses on how aging affects (or is affected by) emotions, personality, and
        aspects of self and identity, or how internal psychological processes or stress interact with health, family
        relationships, or age stereotypes. There is also interest in how these things change over the many decades of
        adulthood. For example, personality does not undergo profound changes in later life; many personality traits,
        aspects of self-concept, and self-esteem remain fairly stable from midlife onward. Growing older seldom
        requires or causes fundamental changes to basic personality structures and strategies. At the same time,
        growing older requires people to adapt to unexpected and unclear circumstances, refine and stretch their sense
        of self, and find new ways to bring meaning to their lives or evaluate or reach their potential. Aging can
        bring opportunities to imagine new “possible selves” or to reclaim parts of ourselves that were left behind
        long ago. Concepts such as “gerotranscendence,” “sageing,” and “elderhood” offer a glimpse into the positive
        developmental phases that may characterize late life.
      


      
        A psychological perspective is vital to understanding the internal aging-related changes and experiences that
        occur within and between individuals. The breadth and depth of the psychology of aging are far beyond the scope
        of this text, but we consider the psychological and physical issues alongside a more sociological perspective
        on aging.
      


      
        Social Aging
      


      
        Social aging refers to how society shapes the meanings and experiences of aging. Social aging includes
        expectations and assumptions about what we are like, what we can do, or how we should behave at different ages.
        The concept of social aging also refers to how our social environments influence the opportunities that are
        open or closed to us as we grow older. Later chapters in the book apply the concepts of social aging to the
        major dimensions of our lives, including families, work, and health.
      


      
        
          Stop and think:
        


        
          Can you think of a time when you were suddenly aware of your aging? What triggered your awareness?
        

      


      
        To understand aging, we must recognize the significance of its social meanings. That is, things like gray hair,
        wrinkles, slower reaction time, and even short-term memory loss matter to a great degree because our social
        world defines those changes as undesirable. Many of these social meanings of aging are tied to erroneous
        beliefs about how aging affects people’s physical and mental capabilities. Aging does not necessarily cause us
        to become rigid in our 5thinking,
        forgetful, or unable to continue our favorite physical or intellectual activities. For most people, aging is a
        long process of change that is so gradual that we compensate for most of it and it has little impact on
        everyday life.
      


      
        Society uses age to categorize individuals, allocate resources, assign people roles, or channel them into and
        out of positions. This may even be for benevolent reasons. For example, there is a minimum legal age for
        employment, which was designed to protect children from being exploited and ensure their schooling. At age 40,
        people in the labor force are legally defined as “older workers” and protected by the Age Discrimination in
        Employment Act.
      


      
        Age can also limit one’s opportunities. Gray hair and wrinkles, perhaps the most visible signs of aging, and
        the chronological age of 65—which is most often used to define old age, at least in policies—have no effect on
        physical functioning or cognitive capability. They do, however, have profound effects on social interactions
        and opportunities for individuals in employment, family life, and community engagement. Whether we would
        seriously consider someone as a possible candidate for a job or as an interesting partner in social interaction
        is influenced by our assessment of the age of that person and what it symbolizes. Again, it is not because age
        65 or gray hair reflects someone’s actual competence or personality, or even that visible signs of aging are
        inherently unattractive or attractive. We make these assessments because we live in a society that has
        constructed the meanings of aging in primarily negative ways—although organizations and advocates are working
        to change this.
      


      
        It is important to think about the extent to which the very same processes work at other ages and phases of
        life. In our culture, it is possible to be “too young,” just as it is possible to be “too old,” for certain
        roles and opportunities. Or we may worry that children and teens grow up “too fast” or be concerned if an older
        person acts “too young.” There are clear policies, often in the form of federal and state laws, about when a
        person is old enough to drive a car, have consensual sexual relationships, get married, or be president of the
        United States. In these examples, “old enough” seems to imply the window of opportunity between legally too
        young and socially too old. For some of these things, like becoming president, there may also be voracious
        debates about whether there is an age after which a person is “too old.” These are good illustrations of the
        social construction of reality (Berger & Luckman, 1966): that is, how we see
        and understand our lives and the world is not our own “objective” reality but instead arises from interactions
        with others and is defined by the social institutions of the society in which we live.
      


      
        Ageism
      


      
        An important aspect of social aging is that age often leads to stereotypes, prejudice, and discrimination.
        Pioneering gerontologist Robert Butler first coined the term ageism in 1969, pointing to it as “another
        form of bigotry” (p. 243). Ageism is similar to other “-isms”—like sexism, racism, classism, or heterosexism—in
        that it creates an “other.” This process of “othering” involves grouping together people identified as
        different from ourselves because of characteristics they do or do not possess. This distancing 6leaves individuals more comfortable in making
        sweeping generalizations about those others, stereotyping them (often incorrectly) as sharing common traits or
        attitudes, and even excluding them from full participation in social life or limiting their opportunities.
      


      
        
          Stop and think:
        


        
          Is ageism a problem only for older people? Can you think of examples of ageism related to younger people? Do
          you speak up if you hear ageist remarks? Why or why not?
        

      


      
        We are all familiar with the views of older people as lonely, frail, poor, and deserving of our help. This
        “compassionate ageism,” as Robert Binstock (1991) once called it, now exists side by side
        with other stereotypical views: older people are cute, wise, funny, greedy, selfish, or well-off financially.
        Although ageism can take many forms, the impact is the same. Older people are seen as “other”—in either
        positive or negative light different from us, but all like each other. Like other “-isms,” we are often not
        even conscious of it. A key difference between ageism and other “-isms” is that everyone will eventually be
        subject to ageism if they live long enough.
      


      
        Societal Aging
      


      
        Societal aging is a significant part of the aging process. Societies themselves experience aging as the
        proportion of the population in the “older” age categories increases. The age shape of the populations of many
        societies was radically transformed in the last century as a result of dramatic declines in mortality (death),
        morbidity (illnesses), and fertility (the number of children), changes which also look different for men and
        women and people of different racial, ethnic, and income backgrounds. The now higher proportion of older people
        in these aging societies has transformed every aspect of social life and these portions will continue to
        grow in the future. Another impact of the growth of the older population is the increased visibility of aging,
        which results in greater awareness of older people and of their diversity as a group and their uniqueness as
        individuals. As older people become more numerous, stereotypical attitudes and discriminatory practices that
        disadvantage older people are more likely to be challenged.
      


      
        As groups of people born at different times in history—or “cohorts” as we discuss later—grow older, their aging
        is somewhat unique relative to those before or after them. These new experiences can change broader perceptions
        of aging. For example, the baby boomers—the surge of births after World War II (starting in 1946) and ending
        around 1964—are experiencing aging in very different ways than those who are older than them. They are
        challenging negative stereotypes of aging, healthier and better resourced, demanding and expanding the market
        for goods and services, spending more, and civically engaged. They have greater potential presence and power in
        our society, and their composition, attitudes, behaviors, and needs affect social institutions such as the
        economy and healthcare. In the process, they are also changing the models and expectations of aging for the
        next generation, which will in turn age in new ways.7
      


      
        
          APPLYING THEORY: “Successful” Aging
        


        
          The last century saw marked increases in the human life span that were met with increased research interests
          in uncovering factors for a higher quality of life in old age. These interests were also actively promoted by
          gerontologists to offer a counterpoint to earlier views of aging as dreary, an “inevitably bleak and
          unrelieved landscape characterized by irretrievable loss,” to use sociologist George Maddox’s (1994, p. 767) words. Negative views of aging and associations with “unproductivity,
          inflexibility, and senility,” said gerontologist Robert Butler (1974, p. 529), “must be
          changed if the elderly are to have more opportunities for successful aging.” Note that today there is even
          great resistance to using terms like “elderly” and “old,” but rather to intentionally choose phrases like
          “older adults” and “later life” that have fewer negative connotations.
        


        
          The notion that the human aging process can to some degree be modified or controlled underlies one of the
          oldest and still active traditions in gerontology: that of successful aging. The term “successful
          aging” first appeared as the title of Robert Havighurst’s (1961) article in the
          inaugural issue of The Gerontologist, which he defined as “the conditions of individual and social
          life under which the individual person gets a maximum of satisfaction and happiness” (p. 8). What constitutes
          and contributes to successful aging has been sharply debated in the decades since, but the idea that one can
          “succeed” at aging, and that some strategies and interventions might increase the chances of that success,
          has become almost an article of faith within gerontology today.
        


        
          Indeed, “successful aging” has become one of the most widely used phrases in the history of gerontology in
          both popular and professional usage, prompted especially by the publication of physician Jack Rowe and
          psychologist Robert Kahn’s (1987, 1997, 1998) prominent publications. Rowe and Kahn had a three-part
          conceptualization of “success” as (1) avoiding disease, (2) maintaining physical and mental function, and (3)
          staying socially engaged. With Rowe as a physician, it is perhaps no surprise that they had a strong health
          orientation, one largely anchored in clinical criteria. Their perspective was also one that was highly
          individualized and emphasized the role of individual behaviors, and implicitly their decisions, in
          determining successful aging.
        


        
          Rowe and Kahn’s biomedical formulation of the successful aging concept generated considerable attention—as
          well as vehement debate and criticism. Their perspective has been criticized for overemphasizing the role of
          individual choice in explaining aging, neglecting social and environmental constraints, not considering
          individuals’ interpretations of “success,” being elitist in promoting a model that is more open to people who
          are advantaged socially and economically, thereby discounting the hardships of those who are disabled, poor,
          or of minority status. So, too, has it been criticized for not acknowledging cultural variation in
          definitions of success (e.g., across race or ethnicity, social classes, or nations) or how earlier life
          experiences have lasting effects on many outcomes in later life.
        


        
          8The challenge, then, is to deepen
          these theories and concepts by expanding the view and measurement of success and by understanding the
          implications of successful aging for individuals, families, and societies. Most important is the theoretical
          task of explaining why some individuals and groups age more successfully than others and how
          successful aging can be nurtured in a wider population of individuals. Despite the growing variability in
          approaches to successful aging, most nonetheless continue to have at their core the first two components
          proposed by Rowe and Kahn: low probability of disease and disease-related disability and high cognitive and
          physical functional capacity.
        


        
          
            Stop and think:
          


          
            How would you define “successful” aging for yourself and others? What are the things you see as necessary,
            optional, or unimportant? Are your indicators more about things that are present or absent?
          

        


        
          A parallel area of interest is “antiaging” science and medicine. As “successful aging” models were advanced
          and broadened within gerontology, the “antiaging” movement was gaining traction as a scientific, commercial,
          and public interest. This is not a coincidence. The emphasis on “successful aging” challenged ageist beliefs
          and stereotypes. Antiaging medicine targets the aging process via biomedical interventions that are
          ultimately aimed at “delaying aging” and “enhancing longevity.” To use biologist Brian Kennedy’s (2016, p. 109) phrase, such interventions bring the lesson that “aging is
          modifiable.” Antiaging medicine may therefore be seen as a route to achieving successful aging, and in many
          ways, successful aging and anti-aging medicine are “two sides of the same coin” (Flatt et
          al., 2013, p. 944).
        


        
          The emphasis on positive aging among gerontologists today—whether “successful,” “productive,” “optimal,”
          “robust,” or other similarly positive views—has been important in combating negative views. But they may
          overemphasize the individual’s role in making their aging experience and end up blaming people for their
          inability to achieve positive outcomes. The grip of optimism in the field of aging can lead us to downplay or
          neglect the difficult sides of aging that must also be acknowledged if problems are to be treated and
          overcome. The example of successful aging nicely illustrates the multidimensional and multilevel nature of
          aging.
        

      


      
        HOW A LIFE COURSE PERSPECTIVE MATTERS FOR AGING
      


      
        The life course perspective is one of the most important frameworks used in the field of gerontology
        today. Gerontology has been central to the development of a life course perspective because the subject matter
        demanded it. That is, understanding life’s final decades is inherently different from earlier phases because
        there is a long past that must be taken into account. People arrive at old age with a long past. The basic
        premise of the life course paradigm is eloquently summarized by Hendricks, who states that “the 9experience of life is cumulative and
        continuous . . . To make sense of any given period, we need to consider whole lives in the contexts in which
        they unfold” (Hendricks, 2012, p. 231).
      


      
        One of the pioneers of the life course perspective, sociologist Glen Elder, summarizes this perspective in five
        guiding principles (e.g., Elder et al., 2015). These principles have implications for
        understanding aging and will resonate throughout the book:
      


      
        	
          
            Life-span development: Human development is a lifelong process. Development does not stop in
            adulthood, but extends from birth to death. All phases of life involve unique and important developmental
            experiences. Even later life involves gains alongside losses.
          

        


        	
          
            Human agency: Throughout their lives, individuals play active roles in determining their outcomes.
            However, these decisions and actions are also constrained by people’s circumstances.
          

        


        	
          
            Historical time and place: The life course must be understood within historical time and its unique
            events, changes, and conditions. Here, the concept of cohort will be especially important.
          

        


        	
          
            Timing: The experience and consequences of a life event or transition depend on when (the age or
            life stage) they occur.
          

        


        	
          
            Linked lives: Individual lives are deeply entangled with other people. What happens in one life has
            implications for others. We organize our lives with and around others. Relationships open and close our
            life’s possibilities, and also bring much of life’s meaning.
          

        

      


      
        The life course perspective, in emphasizing social experiences, underscores the need to understand the sources
        and consequences of diversity and inequality, as well as the contributions of distinct layers of the social
        world (from “micro” to “macro” levels of analysis), on which we elaborate later.
      


      
        Thus, a life course perspective on aging considers how historical time, an accumulation of individual
        experiences and actions, opportunities and decisions, interactions with others, and large-scale social forces
        all combine to influence the experience of aging.
      


      
        Building Blocks
      


      
        Age
      


      
        Age is a central building block for analyzing dimensions of aging. Most often people are categorized in one of
        three ways: using chronological age, functional status, or life phase. Each way of expressing age has
        advantages and disadvantages, and all approaches involve definitions and labels that are socially constructed
        and have social meanings. They are human creations—even chronological age, which is connected to the Gregorian
        calendar invented in 1582.
      


      
        Chronological Age
      


      
        Chronological age is the simplest and most straightforward assessment of age and is often used to
        determine many social rights and responsibilities (e.g., voting, driving, marrying, holding public office) and
        eligibility for social programs or benefits (e.g., Social Security, Older Americans Act services, AARP
        membership).10
      


      
        
          Stop and think:
        


        
          In most states, older drivers must get their licenses renewed more frequently, even starting as early as 59,
          as in Georgia. In many states, people beyond a specific age (often at 65, 70, or 75) must pass written and
          eye examinations to demonstrate their “fitness” for driving, and they can be asked to take a road test if the
          examiner feels there is reason to believe the applicant is unfit. In some states, the renewal must be in
          person. In some cases, like New Hampshire and Illinois, renewal applicants age 75 and older must take a road
          test. In Washington, D.C., applicants 70 or older must have medical certification from a physician that they
          are fit to drive. Why do you think age is being used in these laws? Does it seem fair or right?
        

      


      
        The emphasis on people’s chronological age today is, in the larger historical picture, a relatively recent
        development. It came with the rise of large-scale industrialism and urbanization in the early 20th century,
        which made both time and age more central in economic and social life. This required daily life to march more
        firmly to the clock and the rhythm of work to be ordered to maximize workers’ productivity. Chronological age
        was adopted as a simple way to define a worker’s life stage.
      


      
        The significance of age as a category also grew as mortality (death) rates declined significantly over the
        century. As infant and child mortality rates fell, people more often survived to adulthood; and as adult
        mortality rates fell, they survived longer as adults. In being able to count on living, people could
        predictably mark their years. Historians have shown that the question “How old are you?” and the cultural
        practice of celebrating birthdays did not begin until the early 1900s.
      


      
        
          Stop and think:
        


        
          Peruse the birthday card section of a local shop, or “shop” for cards online. Pick an age, life phase, or
          transition of interest to you. Or consider landmark ages, such as 16, 18, 21, 50, or 65. What do the messages
          in birthday cards signal about growing up and older?
        

      


      
        Functional Age
      


      
        There are considerable differences between 65-year-olds and 95-year-olds, even though both groups are
        considered to be “older adults.” In policies and programs, it is increasingly common to target services to
        specific subgroups of older adults based on age and then based on physical changes and need for assistance. For
        example, if we are interested in identifying people who have physical limitations that require regular
        assistance, we can use measures of functional status such as activities of daily living—especially routine
        personal care tasks such as bathing, eating, dressing, and getting in and out of bed. Such measures are useful
        for targeting home care programs to those who need them because of physical frailty.
      


      
        When we use chronological age as a convenient way to determine eligibility for benefits such as Medicare, age
        is a substitute for the actual need for those services. Everyone gets access when they reach that age, despite
        their needs. Functional age, in contrast, is a way to move beyond generalized assumptions about age but
        is a more complicated and cumbersome way to grant access to programs and services.
      


      
        Life Phase
      


      
        Another way to classify people is by life phases, where large groups of people are assumed to be
        experiencing roughly comparable circumstances—such as “childhood,” 11“adolescence,” “adulthood,” “middle age,” “old
        age.” Life phases roughly correspond to chronological age ranges and are even more socially constructed and
        culturally based than chronological age. For example, we might assume that people in very old age—sometimes
        called the “oldest-old” phase, referring to people 85 and above—are experiencing health challenges, facing
        frailty, or beginning to simplify their lives. Although entry into life phases is often defined by age, or by
        physical or psychological changes, it is often about changes in social roles and life transitions (e.g., the
        “empty nest,” grandparenthood, retirement).
      


      
        
          Stop and think:
        


        
          When does “adolescence” end and “adulthood” or “young adulthood” begin? What kinds of changes mark this
          transition? Contemplate legal, physical, psychological, social, and economic indicators of “adulthood.” How
          might someone in their mid-20s be an adult but also not-quite-adult? Consider some of the markers of “middle
          age” and “old age” too.
        

      


      
        Generation and Cohort
      


      
        The term generation is used in many ways. Our preference will be to use it to designate a level in an
        extended family structure—grandparent, parent, child, grandchild, and the like. But in everyday language, the
        term is also commonly used to refer to different groups in the population that might more appropriately be
        called social generations that are assumed to have unique ideas, values, emotions, and behaviors. For example,
        these generations are often given names with capital letters, like the Greatest Generation, Silent Generation,
        Baby Boomers, Generation X, Millennials, or Gen Z. These generations are thought to have their own
        Zeitgeist (spirit of their times) and to define themselves in relation to, and often against, one
        another—and therefore affect the relationships in a society.
      


      
        Similar to the idea of social generations, scientists use the term cohort to refer to groups of people
        in the population, born at about the same historical time, whose lives share a slice of history as they are
        born and grow up, get older, and die. As they do, they occupy a unique place in the life course, and in
        historical time, relative to older and younger groups. Scientists of aging and the life course seek to
        understand these cohort effects of history, and to disentangle them from age effects that come with
        maturation. Cohorts do not age alike, and what is typical for one cohort may not apply to other cohorts. Many
        aging experiences are conditioned by cohort and how historical events and changes have left a unique imprint on
        them.
      


      
        
          Stop and think:
        


        
          In today’s workplaces, it is not unusual to have multiple generations working together. In families today,
          too, it is not unusual for multiple generations to be alive for extended periods. The idea that each
          generation has its own identity is intuitively appealing, but it is easy (and dangerous) to overgeneralize.
          How have you felt differences between generations? What have you perceived as important differences in how
          they think and behave? What do you call these different generations?
        

      


      
        AGING AND THE SOCIOLOGICAL IMAGINATION
      


      
        As we explore the power of the social world in shaping aging and the life course, it will be helpful to have in
        mind what C. Wright Mills (1959) called the sociological imagination. 12He suggested that the promise and the
        responsibility of sociology are to give individuals the tools to see the connections between the concerns they
        face in their lives and problems that are rooted in society. Many of our personal troubles are
        mistakenly understood as being of our own doing but are in reality public issues that are shared by many
        other people and have causes and solutions that lie outside of us. These are not merely the result of our
        personal choices and behaviors.
      


      
        If in the early 1960s you had an older neighbor suffering because they could not afford healthcare, and then
        recognized that this was a general problem in your community or your state, you would be using your
        sociological imagination. Solving such problems for individual people is very different than tackling it as a
        social issue, as the United States eventually did in establishing the Medicare program in 1965, making
        healthcare affordable for all older adults. We can make this distinction if we have a social context and a
        sense of history from which to understand the individual’s personal experiences. If you understand how that
        older individual’s situation of economic disadvantage is a product of social forces rather than simply personal
        choices, you are applying the sociological imagination.
      


      
        
          Stop and think:
        


        
          Come up with an example from your own life where using a sociological imagination could help you understand
          one of your problems, or the problem of a friend or family member, in a new way. Might that problem be
          understood as a “public issue” and not just a “private trouble”?
        

      


      
        The ability to shift perspectives, to analyze an experience or an issue from many levels of analysis (e.g.,
        personal, family, community, societal), and to see the intersection of these many levels of influence, is the
        fruit of sociological imagination. Having a sociological imagination is especially important in countries like
        the United States, where there is a tendency to explain individuals’ successes and failures as a function of
        their efforts and choices. National values reinforce the significance of free will, autonomy, independence, and
        personal responsibility. The sociological imagination makes it possible to have a richer understanding of the
        power of social forces, forces well beyond individuals and out of their control, in shaping individuals’ lives.
        The chapters of this book reveal how social forces matter for a wide range of specific issues related to aging.
      


      
        And yet, it is also clear that social forces do not completely determine a person’s outcomes. They are
        architects of their lives. They make decisions and take actions to try to ensure certain outcomes or to improve
        their well-being. They have what Settersten and Gannon (2005, p. 36) called “agency within structure” or what
        Evans called “bounded agency” (2007, p. 85). That is, individuals actively create their lives but within the
        confines of the social worlds in which they exist, worlds that foster or constrain their opportunities and
        choices.
      


      
        Levels of Analysis
      


      
        The sociological imagination points to the need to think in terms of layers, from a micro level focused
        on individuals; upward through what is called a meso level focused on groups and more “proximal”
        settings (close to the individual), such as families, 13neighborhoods, schools, and workplaces; and still upward through a macro level focused
        on broader units like states or countries or more “distal” settings (far away from the individual), such as
        historical events, the characteristics of a population, or government policies. These levels help us see
        different phenomena pertinent to aging.
      


      
        The zoom function in a camera is in many ways an apt metaphor. A standard view depicts a modest visual field
        and a modest amount of close detail. The wide-angle view captures a much wider visual field, but the images of
        specific objects within the field usually show less visible detail compared to images produced by the standard
        view. The telephoto lens allows the camera to focus on distant objects in greater detail, but the width of the
        visual field is very narrow. If we look at three photographs of the same general visual field taken with
        different lenses, we can see that none of the photographs captures everything that the human eye is capable of
        seeing. Still, all three photographs will help us see different things. Different questions about the social
        context, meanings, and experiences of aging require different perspectives along the micro–meso–macro
        continuum. These layers will be unpacked in the chapters of this book.
      


      
        Patterning of Experiences
      


      
        It will be important to understand how, why, and to what extent aging experiences are similar or different
        across groups of people. That is, we want to know something about diversity in aging experiences, but
        also to know if underneath that variability there are systematic group patterns according to the social
        locations of people. The most common of these locations are age, gender, race, ethnicity, and social
        class—and the intersections between them.
      


      
        But we are interested not only in describing such differences, we are interested in explaining them. Often,
        these patterns result from the fact that different groups of people in society have unequal access to
        opportunities and resources based on these locations. That is, the differences between groups can result from
        social inequality. These inequalities can also increase as people grow older, resulting in what will be
        called cumulative advantage and disadvantage. On the one hand, older people are often more different
        from one another than are younger age groups. Some of these differences can result from the fact that
        individuals’ experiences become more and more unique to them the longer they live. On the other hand, some of
        these differences can reflect the lifelong pileup of inequalities. Either way, it is one’s social experiences
        that become central in determining aging outcomes. By focusing on groups of people in particular intersecting
        social locations (e.g., poor, White, female, baby boomers), we can better understand the breadth of aging
        experiences. The more we understand the sources of these differences, the better prepared we are to design
        supports and interventions to improve aging. Throughout this text, we describe diversity and inequality in
        aging experiences.
      


      
        
          Stop and think:
        


        
          Poverty is currently almost three times greater for older Black women than it is for non-Hispanic White
          women. Why might this pattern exist? What social forces have produced this structured disadvantage for older
          Black women?
        

      


      
        14GERONTOLOGY AS A FIELD OF STUDY AND
        PRACTICE
      


      
        Social gerontology is a field that includes research, policy, and practice information from all of the
        social sciences and the humanities. It seeks to understand and integrate information about aging from a variety
        of perspectives and to apply that knowledge to solving problems and creating policy. Increasingly, social
        gerontologists seek to be interdisciplinary, rather than just multidisciplinary, in their
        approach. That is, rather than draw on multiple perspectives, they seek to be in active conversation and
        collaboration across disciplinary lines—in formulating questions, designing studies, gathering and analyzing
        data together in team-based science.
      


      
        A specific example helps us describe its scope. More and more families face difficult decisions about long-term
        care arrangements of relatives who need intensive daily care. This is a topic that has implications for
        individuals, families, healthcare systems, and public policy. How will care by given? By whom? At what costs
        and with what benefits?
      


      
        These questions can be approached from many different disciplinary angles. Psychologists might be interested in
        the communication and cognitive processes that are involved in negotiations and decisions of this type.
        Sociologists might consider the hierarchy or differences in power that might come into play as family members,
        the older person, and professionals negotiate the decision. Professionals from the world of long-term care
        practice might be interested in how to more effectively describe options to families; they might also be
        concerned about making sure that the older person whose life is being discussed has a say in the planning and
        decisions. Researchers interested in public policy might focus on how the timing of long-term care decisions
        might be affected by the service options available and the effect on costs to the person or the long-term care
        system. A social gerontologist would draw on all of these perspectives to fully understand the processes and
        outcomes of decisions about long-term care.
      


      
        Aging is complex because it involves interrelationships among biological, psychological, social, and cultural
        processes. It is also a very personal experience. Some aging experiences are widely shared, and may even be
        universal; some are shared with others who belong to particular groups or populations; others are highly
        individual. Regardless of our angle—whether we are seeking to understand aspects of aging as a universal,
        group, or individual phenomena—many of those experiences stem from social life. The pages of this book will
        underscore this basic principle: to understand aging, it is imperative to look beyond the person.
      


      
        Virtually every profession is and will be affected by aging and aging societies: Financial planning, nursing,
        medicine, social work, education, engineering, and technology all have or will need specialties focused on
        aging. New jobs and professions have also emerged in response to the needs of older adults, including long-term
        care administration, senior center management, dementia care, senior housing management, and wellness programs
        for older adults. The relevance of gerontology is also reflected in the growing number of educational programs
        offered at colleges and universities around the world that focus on aging, at associate, baccalaureate,
        master’s, and doctoral levels.
      


      
        15AN INVITATION
      


      
        You are aging, and every other person you care about is aging. Knowing something about aging will be helpful as
        you navigate your life. As the chapters of the book unfold, you will learn about the scientific challenges of
        studying human aging. You will appreciate how aging societies have emerged and what aging populations look like
        around the world. You will comprehend how aging matters for families, work and retirement, health, economics,
        politics, and many other subjects. The chapters ahead will, we hope, bring important lessons to apply in your
        personal, professional, and civic lives—as you, like all of us, grow older.
      


      
        
          SUMMARY POINTS
        


        
          ■   Aging has many facets: physical, psychological, social, and societal. Age is
          different from but entangled with aging. Aging is a lifelong process.
        


        
          ■   Every aspect of aging—even physical and psychological aging—is shaped by
          social life. To understand aging, it is imperative to look beyond the person. Social forces can be
          made more visible by using a “sociological imagination,” which helps us better understand our own and others’
          social experiences by recognizing that these experiences are tied to particular social and historical
          contexts. Social forces can also be made more visible by examining interactions from micro to meso and macro
          levels of analysis, and by examining how patterns of aging are produced by social diversity and inequality.
          Ageism is a key aspect of social aging.
        


        
          ■   “Successful aging” is one of gerontology’s most vibrant and debated
          theoretical and research traditions. It nicely illustrates the multidimensional and multilevel nature of
          aging.
        


        
          ■   A life course perspective is central to understanding aging: Key propositions
          pertain to life-span development, human agency, historical time and place, the timing of life events and
          transitions, and the interdependence of lives. A life course perspective also emphasizes the need to think
          across levels of analysis and understand the sources and consequences of diversity and inequality.
        


        
          ■   Key building blocks of a life course perspective include age, life phase,
          generation, and cohort. These all have important social meanings that affect aging.
        


        
          ■   Gerontology is a broad and diverse field of study and a growing field of
          practice in its own right and specialty in many professions. From individuals to populations, aging is
          bringing enormous changes—both unprecedented challenges and unprecedented opportunities. Aging is reshaping
          the future for everyone.
        

      


      
        
          KEY TERMS
        


        
          ageism
        


        
          chronological age
        


        
          cohort
        


        
          cumulative advantage and disadvantage
        


        
          diversity16
        


        
          functional age
        


        
          generation
        


        
          historical time and place
        


        
          human agency
        


        
          interdisciplinary
        


        
          life course perspective
        


        
          life phase
        


        
          life-span development
        


        
          linked lives
        


        
          macro
        


        
          meso
        


        
          micro
        


        
          multidisciplinary
        


        
          personal troubles
        


        
          public issues
        


        
          social aging
        


        
          social construction of reality
        


        
          social gerontology
        


        
          social inequality
        


        
          social locations
        


        
          societal aging
        


        
          sociological imagination
        


        
          successful aging
        


        
          timing
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        19Chapter 2
      


      
        Studying Aging
      


      
        
          LEARNING OBJECTIVES
        


        
          •   Understanding goals of aging research.
        


        
          •   Identifying the ways that age and aging are used in research.
        


        
          •   Learning the value of quantitative and qualitative approaches in gerontology.
        


        
          •   Making distinctions among aging, period, and cohort effects.
        


        
          •   Exploring specific challenges and research techniques in the study of age and aging.
        

      


      
        The desire to understand how and why people age is long-standing. Studies of the medical and physical aspects
        of aging date back to the 1800s. In contrast, systematic research on the nonphysical aspects of aging is
        relatively new; the bulk of social science research on aging has been done in the past 70 years, reflecting a
        surprisingly recent awareness that aging is much more than a physical process. Early research techniques
        applied to the study of the life course and social aspects of aging were borrowed from the research traditions
        of other fields such as sociology, economics, history, and psychology—the studies focused primarily on
        individual outcomes. The traditions and assumptions within these fields shaped both the types of questions that
        researchers asked and the manner in which they sought answers. Researchers stayed within their fields (e.g.,
        psychologists did not usually consider economic influences) when studying aging and its effects. Current aging
        research reflects a maturation of the field: gerontology has developed its own distinctive research methods to
        explore social dimensions of age and aging. These new approaches are built on the life course perspective and
        they often employ multidisciplinary approaches (crossing boundaries of disciplines). Such innovations are
        necessary to address the growing complexity of questions that researchers wanted to answer. For example,
        research on elder abuse strives to understand, and improve, the many circumstances that give rise to this
        challenging problem; those circumstances include economic insecurity, social isolation, dependency, cognitive
        impairment, and relationship between the abuse victim and perpetrator. The opportunities and challenges of
        studying aging and the unique questions of social gerontology research are the subject of this chapter.
      


      
        20Mainstream social science research frequently uses age as a secondary
        variable, often grouped together with other status variables such as race, ethnicity, gender, and socioeconomic
        status (social class) that influence social phenomena. The study of aging, however, redirects our attention to
        aging, along with its correlates and consequences, as the central variable of interest. The earliest research
        on social aspects of aging examined the aged as a group, considering their circumstances (e.g., poverty and
        poor health) as social problems and assessing ways to intervene to improve those circumstances. Over the years,
        however, the focus has broadened to include the study of aging as a socially significant process. This shift
        has prompted a move away from research methods that focused solely on a static group (e.g., everyone over age
        65) to studies of dynamic processes in society or within individuals as they move through the stages of the
        life course. In short, the recent shift was from a focus on “the aged” to focusing on the process of “aging.”
        This shift, closely aligned with emergence of the life course perspective that shapes this book and is fully
        described in Chapter 4, has raised new questions and prompted the development of new
        research techniques to answer them.
      


      
        WHY DO WE NEED RESEARCH?
      


      
        The ability to get through our everyday lives depends in part on our ability to make sense of the complex world
        around us. We all notice the behaviors and interactions of people around us; we speculate about outcomes such
        as whether the driver coming toward us will or will not stop at the stop sign, how the people around us react
        to stressful situations, why one grandparent is very healthy and active and another is not, and why some
        start-up companies are immediately successful and others are not. Without being necessarily aware of it, we
        develop explanations for why things are the way they are. However, this “everyday reasoning” is often limited
        by things like selective perception (only seeing part of the picture) and inaccurate generalizations (assuming
        that what we observe holds true most of the time). Rigorous social research is an essential complement to
        natural curiosity and everyday speculations. The first goal of research, then, is to generate accurate
        and valid knowledge about the social world in which we live. This knowledge is useful to debunk myths and
        stereotypes and to reframe our understanding of aging. For example, a long-standing stereotype is that older
        people are set in their ways, do not want to learn new things, and cannot keep up with technological change.
        However, research about technology use directly contests this stereotype. One recent study (Anderson & Perrin, 2017) shows that 67% of adults age 65 and above were internet users; among
        older adults with a college degree, that goes up to 92%. While older adults are not as digitally connected as
        younger adults, the proportion who have smart phones, use the internet, and use social media has been steadily
        rising. Younger groups within the older adult population (e.g., those 65 to 69) are much more likely than the
        oldest groups (age 75 and above) to use technology.
      


      
        The importance of research goes deeper than a simple curiosity or desire for knowledge. Social scientists, like
        all scientists, are committed to a fuller understanding of how and why things work as they do; in our case,
        this interest is aging people as part of the 21larger dynamics of the social
        world. Gaining understanding requires us to build theories that both explain and predict social behavior on the
        micro level of the individual, on the macro level of the social institution or society, or on any level between
        these two extremes (Hendricks et al., 2010). The second major purpose of doing
        research, then, is to generate, test, and refine theories. Ironically, the purpose of any specific piece of
        research is not to validate a theory, but to refine or refute it. Since theories require some degree of logic
        and plausibility, it is often easy for us to accept their propositions as sensible or appealing. But sometimes
        this “accepted wisdom” is wrong. As with other fields, the study of aging has had theories that seemed
        intuitively appealing but which were subsequently proved to be inadequate or false. Over 55 years ago,
        disengagement theory proposed that bonds between aging people and society weaken with aging and that this
        process is universal and beneficial, allowing older adults to be freed from responsibilities and making room
        for younger people to smoothly transition into the positions and roles vacated by older people. While the
        theory grew out of empirical research, it ultimately was rejected by further studies that revealed many
        different patterns of aging, including notable proportions of people who remain socially engaged and active
        throughout their lives. Scientific method requires that we do as much as we can to test a theory by trying to
        prove it to be wrong, thereby invalidating it and prompting us to move forward to develop stronger, alternative
        theories to better explain the social world. In this way, progress is made toward understanding many social
        phenomena, including aging.
      


      
        
          Stop and think:
        


        
          Have you read an article or heard a news story about aging that surprised you? What was your original
          speculation, and how did research change your thinking?
        

      


      
        A third and increasingly compelling reason for conducting research on aging is to provide input for
        improving services, shaping professional practices, and informing public policy. This “applied” or “evaluation”
        research uses scientific methods to identify effective ways to intervene in problems of policy or practice
        (Hendricks et al., 2010). For example, researchers could evaluate a program for family
        caregivers of older adults to see if it improved care, reduced their stress, and brought about other desired
        outcomes. In these areas of policy and practice, the demonstrated impact of an intervention (e.g., the
        effectiveness of a new policy or of a fall-prevention program for older adults) helps to determine whether or
        not it should be continued, expanded, or revised. Applied and evaluation research has always been important in
        gerontology, given the field’s early focus on social problems of elders. More emphasis has been placed recently
        on “translating” research findings to make them more intentionally and quickly useful to practitioners, policy
        makers, aging individuals, their families, and their communities, rather than keeping such results primarily
        within the research community.
      


      
        Each of these goals—generating knowledge, refining and testing theory, and shaping programs and policy—requires
        research that is systematic and rigorous. Carefully designed and rigorously executed research will give us
        knowledge that is more valid and will provide an understanding that is richer than casual observation.
      


      
        22The Role of Theory
      


      
        Theories are often described as the driving force behind research, dictating both the specific questions that
        should be asked and the most appropriate analytical techniques to answer them. For example, during the 1960s
        and 1970s, the disengagement theory discussed earlier provided impetus for the development of a competing
        theory (activity theory), which proposed that later life is more satisfying when older adults remain active and
        socially connected. These competing frameworks led to considerable research on the concept of life satisfaction
        among older adults. In general, this line of research was designed to sort out whether disengaging from society
        or remaining active was the better route to satisfaction in later life. Today we know that neither theory was
        entirely adequate to understand the complexities of aging. But they were very significant because they
        generated research, new data, and new interpretations that have given rise to new generations of theory that
        guide current research.
      


      
        Research methods in social gerontology are sometimes viewed simply as tools to enable the testing of
        theoretical propositions, allowing them to be refuted or not. But, the relationship between theory and methods
        is more complex. Both theory and methods are shaped by dominant ideas about what kinds of questions are
        interesting and appropriate, and what scientific tools are appropriate to answer them. This argument is
        compellingly presented by Thomas Kuhn (1996), who describes the ways in which our views of
        the world are necessarily limited. Researchers cannot consider, see, or explore every possible aspect of
        reality, and what we do see is shaped by our experiences and our training. The work of other researchers and
        scholars provides a road map toward our destination and possible ways to get there—that is, a model of the
        questions we are trying to answer and the methods we use to explore them. Kuhn called these maps “paradigms.”
        Paradigms are conceptual frameworks that influence what research questions are defined as important, as well as
        the best approaches to solve those research questions. “In learning a paradigm, the scientist acquires
        theory . . . and methods together, usually in an inextricable mixture” (Kuhn, 1996, p.
        109).
      


      
        To illustrate this linkage, we can return to the tension between disengagement and activity theories. These
        theories propose opposing explanations for changes in individuals as they are aging. Disengagement theory
        suggests that aging individuals and society beneficially withdraw from each other, whereas activity theory
        proposes that keeping up activity levels and social involvement leads to high life satisfaction in later years.
        Even though these theories propose different solutions to the “problem” of aging, they both focus on how
        individuals should and do adapt socially with the passing of time (aging). The methods we use to examine these
        competing theories involve the measurement of individual circumstances, attitudes, and adaptation. A different
        paradigm might shift our focus to very different questions: Why does aging require adaptation? What factors
        lead to the challenges to which people must adapt as they age? This paradigm would lead us to theories and
        methods that consider the ways in which societies and social institutions contribute to the challenges facing
        aging individuals, rather than focusing just on the ways in which individuals might cope.
      


      
        Given their common roots in paradigms, the relationship between theory and methods is reciprocal and dynamic.
        Theory shapes research questions, research questions 23drive methodology and
        data collection techniques, what we observe from the data shapes findings and interpretations, and those
        interpretations contribute to further theory development. Exhibit 2.1 shows the theory–data
        circle. Theory can be developed and refined based on research (the left side of the circle), just as research
        is often theory driven (the right side of the circle). Advancement of knowledge is based on both halves of this
        circle. A single study may attend to one-half or the other, but the ultimate goal is continuous integration of
        theory and research.
      


      
      
        
          EXHIBIT 2.1
        


        
          The Research Circle: Connecting Theory and Data
        

      [image: Image]


      
        Basic Approaches: Quantitative, Qualitative, and Mixed Methods
      


      
        As in other social and behavioral sciences, there are two basic approaches in social gerontology research
        (quantitative and qualitative), and a third that combines both (mixed methods). The following descriptions
        emphasize what is unique about each of these approaches, but it is important to note that one is not better
        (more rigorous, more insightful, more appropriate) than the other. Researchers choose the methodology that best
        fits the questions they want to answer. Those questions may be based on theory-driven hypotheses (quantitative
        approach) or they may be aimed at exploring data to generate abstract ideas and theories (qualitative
        approach).
      


      
        Quantitative Research
      


      
        Quantitative research is reflected in the right half of the research circle shown in Exhibit
        2.1. This approach uses numerical data to draw conclusions about the size, scope, and impact of a problem
        or a solution. These projects are typically driven by a theory or by theory-informed speculation about what
        variables are related to each other (e.g., the impact of exercise on physical health in later life). Surveys,
        secondary data analysis, 24and experiments are three of the techniques
        quantitative researchers use to gather data. Even though specific quantitative techniques differ, they share
        one central feature: they attempt to understand what is going on by examining numerical data using statistical
        techniques. The numerical data are derived from existing sources such as medical records or large national data
        sets (discussed later), or gathered as part of a survey or an experiment, and are analyzed with the presumption
        that the numerical information is a meaningful reflection of what is really going on. Confidence in numbers is
        exactly what is needed in some cases. For example, the prevalence of social isolation among older adults can be
        established only if we have objective and quantified data from a representative group of people. Similarly, if
        we want to know whether happiness levels change over the life course, we need numerical data that adequately
        represents what is happening at each stage to make comparisons. The essay on happiness at the end of this
        chapter summarizes the growing quantitative research on just this topic. While rigorous quantitative methods
        allow us to answer such questions, there are limitations, and there are questions that require a different kind
        of approach. Objectivity and standardization are strengths of quantitative research that allow for valid
        statements about the larger population or about causal connections between variables of interest; this validity
        goal sacrifices attention to subjective interpretations by respondents and deeper explorations of individual
        experience. Indeed, quantitative research is criticized for reducing complex aspects of social life into a set
        of numbers and for factoring out individual interpretations by research participants. The example about
        self-report of limitations in activities of daily living can illustrate this latter point: one person might
        identify as being “limited” in some physical function (e.g., walking) while another individual, whose health is
        the same based on a medical exam, might not report being limited.
      


      
        Qualitative Research
      


      
        Qualitative research complements quantitative approaches and has numerous techniques designed to deal
        with the very issues that quantitative research cannot address. Qualitative research (shown in the left half of
        the research circle) aims to generate deep insight about a topic, gives priority to the first-person voice of
        individuals whose experiences we want to understand, and acknowledges that there are always multiple realities
        that should be considered. Qualitative research is thus based not on numbers generated by answers to an
        objective survey but on words, meanings, and symbols. As mentioned earlier, estimation of the prevalence of
        social isolation requires quantitative data; understanding the experiences of people living in social isolation
        requires qualitative methods. Key to the qualitative approach is the acknowledgment of (a) people’s inherent
        ability to know and communicate things about their own lives and their respective worlds; (b) the researcher’s
        active role in eliciting the facts of experience; and (c) the importance of seeking to understand the
        multifaceted and complex nature of human experience from the perspective of subjects (Sankar
        & Gubrium, 1994). Thus, instead of using questions with multiple-choice answers, which construct the
        meaning of the social situation for the respondent in advance (e.g., your health is excellent, good, fair, or
        poor), qualitative researchers use in-depth interviewing, life histories, or observation, among 25other approaches, to gain an understanding of meaning and social settings of interest
        (de Medeiros, 2014). The goal is to represent the participants’ reality as faithfully as
        possible from their points of view (e.g., “my overall health is good, except for severe arthritis”).
      


      
        In contrast to quantitative studies, where the researcher is only minimally present for the administration of a
        questionnaire asking closed-response questions or for numerical ratings of the subject’s health, a qualitative
        researcher is an active participant in eliciting meanings from the informants, whose reality is often recorded
        on audio or videotape for later analysis. Qualitative research is a complex interpretive process, allowing
        research participants to tell their stories, in their own words, in their own way. The trained qualitative
        researcher uses their own interpretive skills to summarize major themes and to authentically describe
        experiences. Quantitatively oriented methodologists might argue that these interpretive processes are subject
        to bias and selectivity. This very act of interpretation, along with the value placed on multiple subjective
        perspectives, allows qualitative research to uncover deeper understandings than are possible in quantitative
        methods that rely on accurate recounting of events and experiences. “[Personal] narratives are not so much
        about getting the facts straight as about conveying something about the teller” (de Medeiros,
        2014, p. 76). For example, what is of interest to a researcher may not be an individual’s precise realities
        of military service during the Vietnam War, but rather how those events and times are recalled over the course
        of many added years and how they are seen by the teller as influencing them up to the present day. The strength
        of qualitative research is the richness of understanding it can generate; the validity of this approach is its
        authenticity, not its ability to generalize findings or to establish causality. Whether to use a quantitative
        or qualitative approach depends entirely on the questions the research has designed to answer.
      


      
        
          Stop and think:
        


        
          Imagine conducting a study in which you interview five people who are about 25 years and five people who are
          about 65 years to find out what makes them happy. What might be the reason for such a study? If you find that
          their answers are different, could you conclude that sources of happiness change with age?
        

      


      
        Roth and colleagues (2012), in a large-scale qualitative study examining social stigma,
        focused on an “active adult” community, an age-restricted, purposefully built neighborhood for those aged 55
        and over. Through extensive observation of group activities and in-person, detailed interviews with a wide
        array of individuals residing there, the study uncovered unexpected ageism. As this established community’s
        original residents moved away or died, the management actively recruited baby boomers to fill the housing and
        become part of the community’s social life. Instead of joining in the numerous existing clubs and activities,
        some of the new baby boomers, when warmly welcomed by the leader of the drama club, rejected them. One said, “I
        just wanted to say, we’re not really interested in joining the old people. You can just save your breath”
        (Roth et al., 2012, p. 190). Rather than joining the established community life, boomers
        separated themselves from current residents, whose ages ranged from just slightly older than themselves to
        peers of their parents. Some of the baby boomers started their own exclusive Baby Boomer Club. They intended to
        have their own events with music of their era and more physically active outings (e.g., biking). This incident
        spread quickly through the 26community and created a widespread sense of
        discomfort and disappointment among the numerous long-time residents, who had looked forward to welcoming new
        people. It is unlikely that other research approaches, which would spend less time with participants and in the
        community, would have uncovered this unexpected ageism among those who had chosen to pursue a lifestyle in an
        age-segregated community.
      


      
        Mixed-Methods Research
      


      
        Mixed-methods research refers to the use of both quantitative and qualitative approaches for
        different phases of a single study. When we are exploring topics about which we have very little information or
        those where meanings and symbols are the key to understanding, qualitative research is usually the most
        appropriate design. It is important to point out that these two approaches—qualitative and
        quantitative—represent two different but not necessarily opposing frames of reference for examining the social
        world; they are sometimes combined in mixed-methods research studies. Often this can be a simple sequencing of
        a qualitative phase followed by a quantitative phase, or vice versa. For example, researchers wanting to do a
        survey of older people in their community to learn about why they do or do not participate in the local senior
        center might begin with a qualitative phase. They could conduct focus groups or in-depth interviews to gain
        insight into the kinds of ideas, attitudes, perceptions, and logistics that make senior center participation
        attractive or problematic. That information will allow them to construct a better questionnaire, one that
        better measures what is important and meaningful because it is based on deeper knowledge gained from the very
        people the survey will address.
      


      
        Another sequential mixed-methods approach is to begin with a survey or experiment and then follow up with a
        qualitative phase to get a deeper understanding of the findings. For example, if our survey about senior center
        participation revealed that older men were much less likely to come to the center, we could conduct focus
        groups with older men to hear more about the kinds of things that might draw them in and the things that keep
        them away. These sequentially designed mixed-methods approaches certainly expand the depth and breadth of the
        knowledge that a study can generate.
      


      
        However, the best case scenario for mixed methods is “when the data touches.” This high level of truly mixing
        methods requires analytical and interpretive strategies that integrate qualitative and quantitative findings;
        some researchers even quantify their qualitative findings and qualify numerical findings by creating conceptual
        categories to capture broader themes that reflect both findings from both kinds of data (Happ,
        2009).
      


      
        HOW DO WE CONDUCT RESEARCH ON AGING?
      


      
        One of the interesting features of aging research is that it seeks to answer a dazzling array of questions,
        ranging from the aging of cells to the variations in the aging of the world’s populations. What is it like to
        be old? What, if anything, does aging do to us physically, emotionally, or socially? How do different cultures
        or societies treat people differently on the basis of age? How, why, and in what ways does age make a
        difference in our lives? What are the costs and impacts of programs and policies serving older people? How do
        families adjust to the changes throughout the life course, including the onset of disability 27and the need for help from older family members? Each of these broad areas of scholarly
        curiosity could lead to a seemingly endless list of possible research questions.
      


      
        Adding to the range of possibilities is the micro–macro continuum (the range from small-scale to large-scale
        perspectives on social life, covering individual, family, small group, organizational, and societal levels).
        Often the same topic can be addressed from several vantage points along this continuum. For example, the social
        dimensions of retirement can be examined at the micro level with the individual as the unit of analysis
        (addressing questions such as the effects of retirement on economic well-being, friendship patterns, or marital
        satisfaction); at a midlevel, focusing on an organization (how does retirement affect the performance or size
        of the company’s labor force?); or on the macro, societal level (how are the economies of societies affected
        when the number of retirees grows larger than the working age population?). So the first step in any research
        process is to think through exactly what we want to explore. Before researchers can work through the details of
        how to design and conduct a study, they must be very clear about the scope, level, and unit of analysis implied
        in their questions. One of the unique challenges in aging research is specifying exactly why and how we are
        including age in our study.
      


      
        Age as a Variable
      


      
        Age can have many different meanings; it can refer to chronological age or it can be used as a proxy for
        functional age (e.g., how well we can physically and cognitively manage everyday activities) or life stage
        (e.g., grandparenthood, retirement). Similarly, when we say that we want to study aging, we can be referring to
        very different kinds of questions. Consider these three related examples: (a) a study of the impact of aging on
        physical health; (b) a study of effectiveness of fitness training for older people through a structured
        exercise program; and (c) a study asking whether an exercise program has the same effects for older people as
        for younger people. While all of these topics are similar, age plays a very different role in each. In the
        first study, where we want to know about the ways in which age affects health, we are treating age as an
        independent variable. An independent variable is assumed to cause or have a time-ordered connection to
        another variable (the dependent variable). In the second study, we want to see if participating in an exercise
        program has a positive effect on the health of older people. In this case, age is simply a selection
        variable—we are choosing to study older adults rather than some other age group or all age groups. The
        independent variable in this second study is not age, it is participation in the exercise program and the
        dependent variable is health. In the third study, we are again treating the exercise program as the
        independent variable, looking for the impact it has on physical health. However, in this research, we want to
        compare the effects of the exercise program across people of all ages. In this case, we are treating age as a
        control variable, which might influence the findings of our study but is not the focus of attention; for
        example, the exercise program might work better for older rather than younger participants in improving
        fitness.
      


      
        The role that age plays in any study—as an independent variable, a control variable, or a selection variable
        (among others)—is an important decision that has implications for how the study is conducted. Measuring age
        might seem like quite a simple matter: 28we can just ask people how old they
        are or when they were born. In fact, much research on aging does just that. However, it is important to
        consider whether we want to know about the impact of every single year of age or whether the age group of the
        person is most important (e.g., old vs. not old; middle age vs. old age; member of the baby boom generation or
        another age group). These decisions are connected to why we think age matters for the topic we want to study.
        Depending on the particular research question, age may be referring to the passage of time, as in the case of
        our first hypothetical study that focused on the impact of aging on health. In this situation, we might indeed
        want to track changes by single years of age. Age may also be used to define membership in a group—a generation
        such as the target population for a service or program such as Medicare—or to mark the boundaries of a life
        stage such as retirement. In these cases, a person’s exact age does not matter; our research would be focusing
        on membership in an age group (age 65 and older) and not on the impact of every passing year.
      


      
        
          Stop and think:
        


        
          Write a question you have about aging or older people. In your question, is age an independent variable
          (hypothesized to be the cause of something) or a selection variable? Can age ever be a dependent variable?
        

      


      
        Separating Age, Period, and Cohort Effects
      


      
        Thinking through what we mean by “age” as a variable is the first very important step in designing a study.
        Once we have achieved some clarity about why and how we think age matters for the research, it is necessary to
        address one of the most challenging issues in research on aging: the age–period–cohort (APC) problem.
        Earlier in this chapter we saw data about technology use among older adults that contradicted assumptions that
        older people reject or are slow to pick up on technological advances. Was the anti-technology stereotype based
        in speculation that aging itself causes us to avoid new ideas and tools, or is it based on suppositions that
        today’s older people are part of a generation that did not grow up with technology as part of everyday life?
        Similarly, when a researcher studying political participation, such as voting, finds that the percentage of the
        population that votes is higher in upper age groups, what exactly does that tell us? Exhibit
        2.2 shows that people 45 and older have consistently voted in higher percentages than young adults. Does it
        mean that advancing years make us more politically active or involved? Not necessarily. There are, in fact,
        three related influences that shape differences across age groups and over time: aging, period, and cohort
        effects. Understanding these three forces is central to understanding the complexity of aging in a social
        context.
      


      
        Many researchers are interested in learning about aging effects, the changes that occur as individuals
        accumulate years and move through the life course. It is common to think first of the physical effects of
        aging, such as wrinkling of skin or graying of hair. Yet there is clearly a social side to aging as well. As
        discussed earlier, chronological age can be a proxy for life stages and can also be an indicator of social and
        psychological maturation. So there are reasonable questions about the effects of aging on our social as well as
        physical lives. For example, we may want to know whether and how aging influences individuals’ productivity at
        work, happiness in marriage, choices in saving or spending 29money, or
        religious participation. But answering these questions is not as simple as it first appears. In the case of
        work productivity, our inclination might be to observe workers of various ages to learn how productive they are
        at a specific task and then draw comparisons by age. But would differences noted from this observation be
        only—or even mostly—the result of aging? It is very difficult to isolate the effects of aging in
        research, because human aging does not occur in a vacuum. Instead, the process of aging is surrounded by
        social, economic, and historical events that influence the lives of individuals and groups differently as they
        age.
      


      
        
          
            EXHIBIT 2.2
          


          
            Percentage Voting in Presidential Elections by age, 1980 to 2016
          
[image: Image]
        

        
          Source: U.S. Census. (2017). Voting in America: A look at the 2016 presidential election. https://www.census.gov/newsroom/blogs/random-samplings/2017/05/voting_in_america.html
        

      


      
        A second force that is sometimes responsible for differences between age groups derives from historical events
        and social trends that occur during the time of a study. These period effects emerge from the major
        events or changes that occur in the social world during the time period under study. They are sometimes called
        “time of measurement” effects, referring to the fact that the time period during which we conduct a study can
        have an impact on the results. Consider this hypothetical illustration: Thirty years ago, a group of
        researchers surveyed adults in their 40s and 50s to find out how much they knew about HIV/AIDS. They repeated
        the survey last year, asking the same people the same questions and found that they knew much more about
        HIV/AIDS than they did before. Should we conclude that their increased knowledge is a result of aging? Of
        course not. This kind of difference is due to a period effect, specifically the growing public awareness of
        HIV/AIDS that has influenced knowledge among individuals of all ages that occurred during the time period of
        the study. Because individual aging and period effects are tied 30together by
        time, it is important to attempt to separate period effects from those of aging. When we measure knowledge of
        HIV/AIDS, it is not the fact that the respondents are older that accounts for greater knowledge; instead, this
        change is evidence of a period effect. Major events such as economic booms or busts, wars, or epidemics are
        certainly examples of societal changes that can affect people’s experiences; however, less dramatic “everyday”
        period effects—such as the introduction of new technologies or new dietary guidelines—can also have profound
        and confounding period effects when we are trying to track aging-related changes over time.
      


      
        A third explanation for differences we find in aging research relates to birth cohorts, which are groups of
        individuals born at approximately the same time and sharing historical life experiences (period effects); these
        cohorts’ lives often differ from each other in important ways. Cohort effects are the third piece of
        this puzzle. For example, if a research study found that appreciation of the music of the Rolling Stones was
        higher among older generations than among younger ones, would it mean that the younger people would come to
        like that same music when they grew older? Again, this difference is not an aging effect. Instead, the baby
        boomers, many of whom came of age during the heyday of The Rolling Stones, have continued to like that music as
        they have aged. Their preference is an example of a cohort effect. It has moved with them as they aged; the
        preference was not “caused” by aging. Similar long-term effects may ensue for people who come of age during an
        economic downturn and may worry about getting/keeping a job and saving money more than people whose cohorts
        moved into adulthood in a stronger economy (Elder, 1974).
      


      
        Norman Ryder (1965) identified the critical nature of cohorts in understanding aging and
        social change in society. He suggested that the flow of birth cohorts (people born at approximately the same
        time) through society over time creates social change, and those changes help to solidify the unique nature of
        that generation. “Each cohort has a distinctive composition and character, reflecting the circumstances of its
        unique origination and history” (p. 845). Members of a cohort share a distinct slice of history and the social
        and cultural influences of their time, differentiating them from cohorts that preceded them or those that
        follow. Cohort traits such as size or ethnic composition also influence outcomes for the larger society and may
        shape the opportunities available to individuals in the cohort.
      


      
        The diagram in Exhibit 2.3 is a depiction of the triple forces of aging, period, and cohort.
        In this diagram based on the influential work of (Riley et al., 1994), time is represented
        by the movement from left to right on the horizontal axis, and age is represented on the vertical axis. The
        diagram shows three birth cohorts (A, B, and C), each born at a different point in history. For each cohort,
        the bar starts at their year of birth on the horizontal axis and moves diagonally upward as two things happen
        simultaneously: time/history passes and each group ages. The diagonal black bars represent the aging component
        for each cohort. The white vertical bars represent period effects, the first being World War II, the second
        perhaps the Vietnam War, and the third could be the widespread adoption of personal computers into daily life.
        The fourth could represent the economic downturn that started in 2008.
      


      
        The graph shows that the cohorts experience several period events, but each cohort does so at different ages
        and stages of their lives. For members of the oldest cohort, World War II occurred when they were in their 50s,
        old enough to be parents of soldiers. Members of the 31next cohort, born in
        1920, were young adults, likely to be heavily involved in actual fighting or other war work. The 1950 cohort
        did not experience that war, but was undoubtedly influenced by its aftermath. For them the second event, the
        Vietnam War, fell at about the same ages (their early 20s) as World War II did for the 1920 cohort. In
        contrast, the Vietnam War was too late to have much effect on the surviving members of the cohort born in 1890,
        who were by then about age 80. Thus, different cohorts encounter these same historical events at different
        stages of the life course and therefore are differently affected by them. Such period effects may influence
        these cohorts as a collectivity in ways that may persist throughout their lifetimes.
      


      
        
          
            EXHIBIT 2.3
          


          
            Changing Lives and Sociocultural Change
          

        

        [image: Image]


        
          Source: Riley, M. W. (1994). Aging and society: Past, present, and future. The Gerontologist,
          34(4), 436–446. https://doi.org/10.1093/geront/34.4.436
        

      


      
        
          Stop and think:
        


        
          Think of a major social change or world event that has happened in your lifetime. How might this occurrence
          affect you, your grandparents, and your youngest cousin differently? How is this an example of a cohort
          effect?
        

      


      
        Any large-scale event, such as a lengthy war or a significant economic downturn, is likely to have an impact on
        everyone in the society, but the effects are different based on cohort. Young adult cohorts, those most likely
        to be called upon to fight in the event of war or most negatively impacted when jobs are scarce, are more
        likely to experience a life-changing effect. At the same time, older cohorts, while doubtless affected by these
        events, are less likely to feel the same type or magnitude of impact (Pavalko & Elder,
        1990). More mundane examples also apply. Certainly being a teenager in the 2010s is different from having
        been one in the 1940s, even though some issues of aging and/or maturation faced by teenagers remain the same.
        Accumulated 32differences throughout life make persons of those two cohorts
        very different when they reach their third or eighth decade of life.
      


      
        Because they are so closely interrelated, these three factors (aging, period, and cohort) are extremely
        difficult to disentangle in research. That is partly because age, period, and cohort are “exact linear
        functions of each other” (Winship & Harding, 2008). In other words, an individual’s
        age can be known by subtracting the year of birth (cohort) from the year of the study: Age = Period − Cohort.
        This mathematical connection among age, period, and cohort makes it empirically and conceptually difficult to
        identify the unique impacts of age, generation, and societal changes that occur during the time of the study.
        Scholars continue to develop and use research designs and statistical techniques to untangle the influences of
        each of these three factors. Some of the studies summarized in the essay on happiness at the end of this
        chapter refer to this dilemma. They address the extent to which happiness changes across the life course,
        differences in happiness for different generations, and overall trends in self-reported happiness over the past
        several decades.
      


      
        To return to our earlier example in Exhibit 2.2 of variations by age in voting behavior, it
        is not apparent from this comparison whether aging, period, or cohort effects—or some combination—are at work.
        The graph suggests some degree of period effect, reflected in an increase in voting percentages for all age
        groups in 1992. The data also show differences in voting percentages among the age groups at every point in
        time, suggesting at least an age difference. Because we are comparing people across age groups at 10 different
        points in time, we can only know that older people are more likely than younger people to vote at all 10 points
        in time. Concluding that all of the difference is due to aging would be misguided. This particular kind of
        mistake of interpretation is called a life course fallacy—interpreting age differences in data collected
        at single points in time as if the differences were caused by the process of aging, without ruling out
        other possibilities, such as cohort differences or period effects (Riley, 1987). Although
        it may be the case that adults do become more politically aware with the accumulation of experience (aging),
        and therefore act upon that awareness in the voting booth, this interpretation is not the only possibility. A
        second explanation for differences by age may relate to cohorts and their experience. The oldest cohorts were
        reared at a time when patriotism was emphasized and World War II would have affected them directly and they may
        feel a greater duty to vote. They may have voted at higher rates all of their lives when compared with later
        cohorts. The age difference in voting, therefore, could also be a cohort effect. A third possibility is a
        period effect, where a political event, issue, or candidate could increase or decrease the voter turnout or
        voter registration rates. Some contend that the increased voting rate among young adults in 2008 represented a
        specific, positive reaction to the Obama campaign, a reaction that was not repeated in 2012. Finally, it is
        quite possible that the pattern of voting behavior is a result of some combination of aging, cohort, and period
        effects. Despite the difficulties in disentangling these three forces, three examples follow of instances where
        researchers were able to do so.
      


      
        Aging Effects: The Happiness Curve
      


      
        An interesting pattern has emerged over the past few decades of research about happiness (measured primarily as
        life satisfaction or sense of well-being): happiness consistently 33follows a
        U-shaped pattern over the life course. People are happiest at the youngest and oldest ages, and this pattern
        holds true across different countries (Blanchflower & Oswald, 2008; Graham & Pozuelo, 2017). Why might we expect happiness to be affected by age? There are several
        hypotheses about how age might affect our subjective view of how well our lives are turning out. One reasonable
        guess is that midlife, the low point in the happiness curve, is associated with multiple stressors related to
        family (often including aging parents), work, and finances. However, the U-shaped curve persists even when the
        effect of these situational factors is taken out of the equation. Another possible explanation is that midlife
        may lend itself to unfavorable reflections on unmet goals, compared to early life when all things seem possible
        and compared to later life when we might be more likely to enjoy a sense of relative appreciation (doing well
        compared to others) and a new ability to make sense of our lives from the perspective of a broader horizon. The
        research on how and why age affects happiness continues. And it stands as a good example of the investigation
        of aging effects.
      


      
        Cohort Effects: The Case of Voting Among Women After the 19th Amendment
      


      
        Although it is typically very difficult to sort out age, period, and cohort effects, sometimes social life
        provides a “natural experiment” enabling researchers to clearly identify the consequences of cohort membership.
        In one such classic study, Firebaugh and Chen (1995) examined the changes in voting
        behavior of women after the passage of the 19th Amendment to the Constitution, giving women the right to vote.
        The researchers noted that the voting rates of women just after passage of the amendment remained much lower
        than those for men, but that this gap gradually narrowed over the years and then disappeared. Why did not women
        immediately vote at the same rate as men?
      


      
        To examine the issue, the researchers compared the voting behavior of three 10-year birth cohorts of White
        women: those born before 1896, who were still denied the right to vote in young adulthood; those born between
        1896 and 1905, who spent their childhoods before women could vote, but were permitted to vote by the time they
        came of age; and those born between 1906 and 1915, who began adulthood after women were voters. Firebaugh and
        Chen argued that lacking the legal right to vote would have a lasting cohort effect on the first group, and
        that each of the latter two cohorts would be more likely to vote than the first, because this oldest group had
        been taught to believe that women should not vote and had been prohibited from doing so as young adults.
      


      
        Making the test even stronger, the researchers examined voting that took place much later, between 1952 and
        1988. Their analysis showed clear and enduring cohort effects linked to the 19th Amendment. Women from the
        earliest cohort, as predicted, were less likely than either of the other two later cohorts to vote throughout
        the rest of their lives. Even though they could legally vote as soon as they reached adulthood, the women in
        the second cohort, raised during the era when women could not vote, were still less likely to do so 30 years
        later compared to their even younger counterparts, raised after women had the vote. Thus, the critical
        experience of youth lasted throughout life and differentiated these three cohorts of women in their voting
        behavior even decades later.
      


      
        This long-lasting cohort effect also offers an explanation as to why the gender gap in voting (higher voting
        rates among men than women) shrank gradually over time and 34virtually
        disappeared by 1980. This pattern resulted from changes in the cohort composition of the female voting
        population. As the older cohorts of women, who were less likely to vote, died and were replaced by women of
        later cohorts (i.e., cohorts more likely to vote), the gap between women and men in voting systematically
        declined. This change came mostly from the cohort composition effect. As cohorts age and their members
        eventually die, they are replaced in the population (here, the voting-age population) by younger cohorts, whose
        behaviors and attitudes may differ. By 1980, all women had been born into, and had grown up in, a society in
        which women’s right to vote was well established, so the potential cohort effect had disappeared.
        Interestingly, since 1980, women’s participation in presidential elections has exceeded that of men (Center for American Women and Politics, 2017).
      


      
        
          Stop and think:
        


        
          A recent study (Pew Research Center, 2019) shows that women are more likely to vote than
          men in every age group except those 65 and older. How might cohort effects, including cohort composition,
          help to explain this difference?
        

      


      
        Period Effects: A Hypothetical Example of Consumer Spending Over Time
      


      
        As businesses anticipate the needs and desires of aging baby boomers, they might want to track consumer
        spending, looking for changes in the way people spend their money as they age. Imagine that hypothetical
        Company T (a travel and resort company) conducts some research on this topic, wanting to know more about how
        these patterns might change in an aging society. Remember, age effects are not just physical; researchers might
        be looking for changes in social interests, need for new products and services, or activities. Company T
        assumes that consumer expenditures for travel may change because of life stage, hypothesizing that middle and
        later life will be marked by greater availability of income and leisure time to travel once children are grown
        and retirement arrives. To test this question of change with age, they invest in a longitudinal study, tracking
        the same people over time as they age. Exhibit 2.4 shows the hypothetical data resulting
        from this study.
      


      
        As Company T expected, those in the sample were gradually increasing the amount of money they were spending on
        travel as they moved through middle age. The increase continued until a precipitous drop in 2001. There was a
        subsequent modest growth in spending, but not a rapid return to earlier spending patterns; another dip in the
        pattern occurred around 2008. Was this pattern an aging effect? Did these study participants suddenly reduce
        the money they spent on travel when they retired or began receiving Social Security? Was there some other
        age-based event resulting in these changes? Unlikely. Instead, two significant period effects occurred during
        the time of this study: the 2001 attacks on the World Trade Center and the Pentagon, and the major economic
        downturn of 2008. It is much more likely that the pattern of rapid drop in consumer spending on travel was due
        to these two period effects, not related to aging or life stage of study participants. It is widely known that
        the travel industry suffered tremendous losses following the 9/11 attacks and again during the recession. These
        examples of period effects illustrate how a significant historical event or social change can influence
        the results of a study that might be designed to help us understand aging. Without doubt, studies of all types
        of consumers, not just aging baby 35boomers, would also show this period effect
        of a drop in travel spending. In this case, period effects made it especially difficult for Company T to
        project behaviors of baby boomers, whose choices and preferences were being reshaped by unanticipated period
        effects.
      


      
        
          
            EXHIBIT 2.4
          


          
            Hypothetical Travel Spending
          

        

        [image: Image]

      


      
        As you can see, research on aging includes many unique challenges, including the use and measurement of age and
        aging, and sorting out age, period, and cohort effects. There are some research designs that are especially
        suited to these concerns of gerontology researchers. These designs focus on who is studied, how data are
        collected, and how the influences of age, period, and cohort can be distinguished.
      


      
        Longitudinal and Cross-Sectional Studies
      


      
        Longitudinal studies follow the same people over a period of time, using the same questions and
        measurements to observe how they remain stable or change over time. In this way, longitudinal studies
        (sometimes called “panel studies”) help to sort out the effects of aging from generational or cohort effects.
        To understand what happens over the life course, it makes sense to see what remains the same or changes with
        the passage of time. This design allows researchers to track changes within each individual (or other unit) as
        they age. Longitudinal designs are contrasted with cross-sectional studies, in which data are collected
        at one point in time, generating a snapshot of differences between people of different ages and birth cohorts.
        Cross-sectional studies can tell us how age groups may differ from each other, but they cannot tell us the
        extent to which those differences are due to the effects of aging and movement through the life course.
        Findings in cross-sectional studies risk mixing together aging effects and cohort effects. To illustrate,
        consider the question of whether people become more religious (attend church more often, pray more often) as
        they grow older. A cross-sectional study would 36allow us to compare the
        religiosity of today’s 80-year-olds with today’s 60-, 40-, and 20-year-olds. If the older groups are more
        religious, it is not possible to determine how much (if any) of that difference is due to aging and how much
        might be due to the fact that different cohorts grew up in eras with different emphasis on religious practices.
        Longitudinal designs, following people over time, help us to sort out aging effects from cohort effects;
        because we follow a sample over time, as they age, we are comparing individuals’ religiosity at later ages to
        their own earlier behavior, allowing us to avoid confusing aging effects with differences between cohorts.
      


      
        Although it is not a panacea for all of the age–period–cohort analytical problems, the use of longitudinal data
        following a sample of people over time is generally considered a necessity in the study of social dimensions of
        the life course. However, longitudinal research also has drawbacks and limitations. A substantial commitment of
        time (sometimes decades) is needed, generating high costs in both money and effort, and the knowledge gained
        may not be seen for years. The costs and delayed payoff for longitudinal studies are part of the reason that
        the travel-spending study described earlier is hypothetical only. Other challenges include keeping participants
        involved in a study that spans many years and the need to keep research procedures (e.g., the questions asked)
        consistent over the entire period of the study. If researchers use newer techniques or modified questions, it
        is harder to make precise comparisons over time.
      


      
        Even with these challenges, longitudinal data are critical to disentangling the effects of age and cohort on
        the interacting processes of individual aging and social change. Researchers have begun to make use of
        longitudinal data covering many years, finding effects of early life influences on specific outcomes in later
        life. For example, studies that follow people over time have shown that loneliness increases risk for dementia
        (Rafnsson et al., 2017), that midlife financial strain influences health decline decades
        later (Shippee et al., 2012), and that childhood advantage or disadvantage (e.g., poverty,
        education, abuse) in both Chinese and Americans influenced outcomes such as cognitive performance, functional
        health, and life satisfaction many decades later (Schafer et al., 2011; Zhang et al., 2008). Such results encourage us to take a very long view of the numerous factors
        that may influence outcomes in later life aside from just aging.
      


      
        Cohort Sequential Design
      


      
        Especially useful are longitudinal studies that follow multiple cohorts as they age—a cohort sequential
        design. Exhibit 2.5 shows a hypothetical cohort sequential design, following three
        cohorts over four time periods. Each group is reinterviewed at 5-year intervals. This design makes it possible
        to compare cohorts as they age. For example, we can compare the age changes that cohort 1 and cohort 2 go
        through as they move from ages 40 to 50; even though they will go through these ages at slightly different
        historical times, knowing whether an age change observed for one cohort holds true for another gives us greater
        confidence in our conclusions about the effect of aging. Following more than one cohort longitudinally enables
        us to simultaneously examine cohort differences and aging effects. One study, for example, included 15 birth
        cohorts (every 3 years between 1916 and 1958) and collected data annually for 11 years, providing a
        37substantial amount of information to sort out age and cohort effects about
        disease and disability (Reynolds et al., 1998). In the earlier example of women’s voting
        patterns following ratification of the 19th Amendment, the researchers used a cohort sequential design to
        clearly isolate cohort effects from age effects by comparing three different cohorts across a long age span.
      


      
        
          
            EXHIBIT 2.5
          


          
              Cohort Sequential Design
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        Secondary Analysis
      


      
        One way around the demands and costs of conducting longitudinal studies is to use existing data. Secondary
        analysis refers to the use of existing data collected by other research teams to answer new questions
        developed by other researchers. Many valuable contributions to our knowledge of aging have involved secondary
        analysis of existing longitudinal surveys, including several that have been designed to address a wide range of
        topics related to aging. The Health and Retirement Study (HRS) has been collecting information from about
        20,000 people for 25 years; survey questions cover topics such as employment, health, long-term care,
        employment, family connections, and lifestyles. In 2019, more than 4,200 articles, reports, dissertations, and
        book chapters using the HRS were published (HRS, n.d.). Another nationally representative
        study, the National Health and Aging Trends Study (NHATS), was launched in 2011 to foster research on health
        and functioning in later life, with an explicit goal that such research can support programs and policies to
        reduce health inequalities and maximize later-life health and independence for everyone. This rich data source
        also includes information on end-of-life care and caregiving (NHATS, n.d.).38
      


      
        
          
            EXHIBIT 2.6
          


          
              Designing a Study: Critical Questions
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        The growth in these large national data sources available to researchers for secondary analysis is a boon for
        gerontological research, and they are expansive in the topics covered. But there is necessarily a limit to the
        concepts and number of variables included in any one of these studies. Researchers may not be able to measure
        concepts of specific interest to them in ways that are ideal to address their particular research questions;
        researchers must essentially work within the constraints of what the original study provided. If a key
        measurement is missing, then the researcher must choose between not using the data at all and attempting to
        work around this limitation. The comprehensiveness and representativeness of the newer aging-related data
        sources have significantly reduced these limitations.
      


      
        At the beginning of any research project, we should consider whether qualitative, quantitative, or a combined
        (mixed-methods) approach would be best suited for what we want to understand. This research decision is one
        component of the challenging but essential work that must take place before we begin to collect or analyze
        data. Some of those all-important initial decisions are summarized in Exhibit 2.6.
      


      
        OTHER SPECIAL ISSUES IN STUDYING AGING
      


      
        Separating “Normal” From “Pathological” Aging
      


      
        It is essential to distinguish “normal” aging changes from those caused by diseases that are age related but
        are neither caused by age nor universal. This distinction is important 39whether we are talking about physical, psychological, or social changes. If people
        typically experience a decline in response time at the wheel of a car or in purchasing power in the marketplace
        as they age, can we say that these factors are part of the normal process of aging? Often we cannot. Although
        some social phenomena are clearly age related (e.g., the probability of widowhood for women is linked to the
        ages of their husbands), many times the chain of causation is indirect at best. The decline in response time
        may result from illness, rather than age, and the extent and pace of the decline may be highly variable. A
        decrease in income at higher ages, though common, is a consequence of the manner in which society constructed
        the systems for income maintenance for older people who have retired. Because we have institutionalized
        retirement and developed income-maintenance strategies that do not always keep up with inflation, many people
        see their purchasing power erode.
      


      
        There is nothing natural or inevitable about providing retirement income this way; age-based systems are
        socially constructed. In agricultural economies, where the ownership of land often remains in the hands of the
        oldest generation, their power and economic security may endure until death. Assumptions that a situation is
        “normal” because it is common or typical can lead to faulty conclusions. A critical eye enables us to identify
        and address, through policies and programs, problems of older persons that are not inevitable parts of the
        aging process but that could in some instances be thought of as social pathologies in need of “treatment”
        through policy intervention.
      


      
        Increasing Variability With Age
      


      
        There is now an ample body of both psychological and sociological research demonstrating that individuals in a
        cohort become more differentiated (or, in sociological terms, heterogeneous) as age increases. “Older people
        have been thought to be more dissimilar from one another than are younger people in terms of physical health
        status, intellectual capacity and psychological functioning, material resources availability, and lifestyle.
        Although such comparisons are often used to contrast different age groups or strata at one point in time, they
        also implicitly connote a life-course pattern toward greater heterogeneity among age peers” (Dannefer, 1988, p. 360).
      


      
        The processes implicated in increased variability are complex, and the growing differentiation with advancing
        age creates challenges for research. Dannefer argues that neither our theories nor our research methods are
        well equipped to deal with this pattern. Adequate study of variability with aging would require both very large
        samples and longitudinal data (collected on the same individuals over long periods of time), studies which are
        costly in terms of both time and money.
      


      
        Many of our current approaches to describing age-related changes focus on measures of central tendency,
        such as averages (means or medians) that define how a “typical” older person is doing in a variety of
        dimensions such as health, income, or happiness. We then compare these averages across age groups to find
        differences associated with age. Such measures of central tendency ignore the variability within each cohort
        and are less adequate to describe older than younger groups. “Beware the mean” is good advice offered by
        Quinn (1987). He was referring specifically to descriptions of the economic 40status of older adults, warning that the mean masks a great deal of variability and can
        be very misleading. For example, for older adults overall, those who lived in poverty in 2016 was 7.1%, but for
        older Hispanic women who live alone, that proportion was 39.5% (ACL, 2018). While this is
        a very specific example, the advice applies across the board. Alternative measures such as complete
        distributions of scores or the percent of the sample falling into several categories are preferable, and
        Dannefer urges their use in the study of aging populations.
      


      
        Sampling Adequately
      


      
        In most research, we cannot study every person who is a member of the population of interest. So, we use
        samples. As Nesselroade so clearly put it, “A sample is a small part of anything (or a few of a larger
        number of somethings) that is (are) used to show the nature of the whole” (1988, p. 13).
        In most social science research, a sample is a limited number of units of analysis (e.g., people, families,
        businesses, or states) out of all of the possible pertinent units of analysis (the population) under study. The
        units in the sample are selected in a way appropriate to the research question at hand from among the multiple
        possible samples available from a large population. The goal is to have a sample that represents the entire
        population, because it is too costly and time-consuming to reach every member of that population, and good
        estimates of results for the total population can be developed from a good-quality sample. The sampling process
        is especially challenging given the diversity among older adults, discussed earlier.
      


      
        A variety of sampling techniques are directly applicable to studies of aging, where attention is often focused
        on constructing samples based on age (e.g., a study about whether attitudes toward Social Security vary by
        age). Sampling is often a difficult task, because there is no simple way to identify or reach large and
        representative groups of people of interest. For example, there is no full roster of retirees or persons over
        age 65 from which we can easily draw samples. Although the Social Security system has information about most
        older adults, its information is confidential and not typically available to researchers to use in developing
        research samples.
      


      
        The study of aging encompasses more than just age in selecting participants for research. Sometimes researchers
        are interested in locating individuals from more specific groups or “rare populations”: sons providing at-home
        care for a frail parent; older adults who have maintained high levels of creative productivity in the arts; or
        Black business owners anticipating retirement in the next few years. Efforts to examine specific groups require
        additional attention to sampling and sometimes the use of special sampling techniques. Not only may these
        groups be statistically rare, but they may also be hesitant to participate in research for a variety of
        reasons, such as having limited time, health challenges, or privacy concerns. To develop a high-quality sample
        in these cases requires considerable resourcefulness.
      


      
        Studies that focus attention on the oldest individuals in society, who are often frail or cognitively impaired,
        raise additional concerns. Researchers are ethically bound to use special caution in conducting interviews or
        observations with such samples, given the relatively higher risks of stress, fatigue, and health impacts from
        upsetting a normal 41routine. Gatekeepers such as relatives or healthcare
        providers are often reluctant to give permission for frail persons in their care to participate in research
        studies. Special protections, including detailed reviews of research methods for risk factors when frail older
        subjects are involved, work to minimize problems for such vulnerable samples.
      


      
        Ethical Issues
      


      
        All researchers have an obligation to avoid harm and protect anonymity for anyone who participates in their
        studies. Universities, governments, and most agencies or organizations that serve the public have mechanisms to
        protect research participants, including the vulnerable groups described earlier. The group charged with this
        oversight is called an Institutional Review Board (IRB). This group reviews research before it begins to ensure
        that the proposed study will not cause harm or undue distress, and that people do not feel that they are
        coerced into participating. There are special ethical concerns that arise in studies of the older population.
        For example, older people who are living in nursing homes or receiving home-care services need to be assured
        that their participation is voluntary and confidential, so that they can be honest in their answers. It is easy
        to imagine that individuals in these situations might worry that they will disappoint the researcher or the
        agency if they choose not to participate; in addition, they might be concerned about giving any negative
        comments, fearing possible repercussions. For example, a home-care recipient might not be willing to say that
        their worker shows up late sometimes because of worry that the worker might lose their job and not show up at
        all. Addressing such concerns is part of ensuring that human subjects are protected. The integrity of both the
        researcher and the research process is equally essential to the ethical conduct of research.
      


      
        COHORT-CENTRISM, DYNAMISM, AND LIMITS OF CURRENT KNOWLEDGE
      


      
        As already noted, the scientific study of aging is a relatively recent development. Our knowledge of topics
        such as retirement and later-life families has been limited to cohorts experiencing them during particular
        historic periods, with all of their specific cohort-based traits and experiences. Given the earlier discussion
        of cohort effect, it should be clear that any one cohort represents a narrow slice of history upon which to
        build a knowledge base. Riley (1987) warns against the fallacy of cohort-centrism,
        an erroneous assumption that future (or past) cohorts will age (have aged) in the same fashion as current
        cohorts under study. Research findings, as well as the questions themselves, change over time as new cohorts,
        with vastly different experiences in healthcare, the labor market, education, politics, and family enter later
        life. Younger cohorts will experience later life in a global economy where family life, social norms, and
        technology, among other things, have changed dramatically from those of their parents or grandparents.
      


      
        Part of the problem in studying aging is that we attempt to study a moving target. Matilda
        White Riley (1987) describes this dynamic aspect of the study of aging using the idea of cohort flow: birth
        cohorts moving through the age structure of a society over 42time. She
        describes two interrelated dynamisms as underlying this interplay of individual aging and social change. The
        first process is the aging of people in successive cohorts who grow up, grow old, die, and are replaced
        by people in subsequent cohorts. Because the members of these successive cohorts age in different ways, they
        contribute to social change. “When many individuals in the same cohort are affected by social change in similar
        ways, the change in their collective lives can produce changes in social structure” (p. 9).
      


      
        The second dynamism involves the constant change in society as people of different ages pass through
        social institutions organized by age. As society changes, members of different cohorts age differently. The
        economic boom following World War II and the increased availability of pensions have enabled more of the older
        people today to retire with financial security. A secure retirement income, in turn, created a boom in housing,
        travel, and leisure pursuits for these cohorts, to which the economy has had to react by providing products and
        services. “The key to this understanding lies in the interdependence of aging and social change, as each
        transforms the other” (Riley 1987, p. 2). We cannot assume that the experience of the baby
        boomers or cohorts following them will repeat this pattern.
      


      
        The problem, according to Riley, is that we are attempting to study the process of aging within the context of
        constant change. Social changes, in turn, modify the process of and the adaptations to aging among successive
        cohorts, making it more difficult to determine what, if anything, is caused by aging at either the macro or
        micro level.
      


      
        Sociology of Science
      


      
        Most of us take for granted the validity of the information we get, especially from authoritative sources like
        researchers. We assume that the information is factual and unbiased. But there are many questions that we can,
        and perhaps should, ask about it. Why do particular theories become popular or actively opposed by researchers
        or the public? Why do certain discoveries get media coverage while others disappear from view? It is common to
        assume that experts know what they are talking about and use appropriate means to determine and present facts
        and present theories without political or ideological bias. But these assumptions are not necessarily true. The
        sociology of science has focused upon processes through which theories and knowledge are generated
        within the context of the social world, raising questions of why we think the way we do and how we know what we
        think we know. Key to this study is the examination of influences on the work of science in creating theories
        and generating knowledge. Science is, in fact, a social enterprise, undertaken by humans who are shaped by the
        knowledge, cultures, and historical context in which science takes place. Researchers bring their personal
        frames of reference, including ideologies, expectations, interests, and experiences to the research setting,
        sometimes unwittingly confounding what they find in their studies with what they wish to see.
      


      
        Problems of potential bias are especially potent in the social sciences compared to physics, for example, where
        the topics are more removed from personal values. When scientists study people in society and how they
        interact, however, they address topics 43where we all have strong, vested
        interests. It becomes more difficult to maintain the “objectivity” that scientists are supposed to have
        regarding their subject matter when the processes under study affect them and all of the people important to
        them. Because we are all aging and have family and friends who are aging, these issues often become very
        personal.
      


      
        Beyond the individual level, social, cultural, and political forces can also influence science. Research, like
        fashion, goes through trends over time and debates regarding research priorities, including voices of
        political, religious, or advocacy groups. A good example of these external forces is the dramatic increase in
        funding for research on Alzheimer’s disease, which initially skyrocketed after Congress responded to an
        effective campaign by advocates and the public regarding the impact of the disease. Funding continues to
        increase as more individuals and families face the challenges of the disease and as societal costs and
        consequences grow. The story of research about retirement is another example of the way in which the field of
        gerontology has evolved. Questions about how people adapt to retirement received a lot of attention in the
        1970s and 1980s; researchers and policy makers were awakening to the aging of the population, its impact on
        pension funding, and concern about how people made the adjustment to this new phase of life. Today, different
        issues relating to work and retirement are at the forefront of theorizing and investigation, including bridge
        jobs, lifelong learning, and volunteering. Thus, rather than being a neutral force, knowledge is both created
        and shared in a socially constructed context that is influenced by a variety of actors, a far cry from the
        image of the “ivory tower” science of the past.
      


      
        Theories, too, are a product of this social dynamic, reflecting expectations, norms, and priorities of their
        times. Theories reflect historically grounded views of what the appropriate questions are for us to ask, as
        well as what specific topics warrant our attention. Hendricks (1992) introduced the idea
        of generations of gerontology theory. The first addressed individual adaptation to aging and the changes that
        take place in a person’s life over time. The second phase turned attention to social structure and how
        organizations influenced cohorts of individuals, using a more “macro” lens to examine aging issues.
        Third-generation theories synthesized both individual- and structural-level elements, examining questions
        relating multiple levels and acknowledging that individuals are intentional actors within boundaries set by
        social circumstances. In turning our attention to the ways in which theory development is a product of its
        times, Hendricks (1992) and Ferraro (2007) reinforce the orientation
        of the sociology of science: that knowledge itself is a social construction, a product of dominant ideas and
        assumptions.
      


      
        Research Activism
      


      
        A second major critique has to do with the issue of activism among researchers versus the objectivity
        expected by the traditional scientific method. It is difficult for researchers studying aging, as in most other
        fields focusing on human social behavior, to separate themselves completely from the topic they study and
        remain objective. One ongoing dispute about the scientific method has to do with whether social science should
        even attempt to be objective, value-free, or neutral as the scientific method suggests. The 44opposing viewpoint argues that researchers should be activists, openly taking a stand on
        critical social issues of importance and providing applied research findings oriented toward solving these
        problems. There are compelling arguments on both sides of this debate. Those espousing an objective approach to
        science suggest that it is critical for researchers to acknowledge and work to overcome any biases or
        preconceptions they may have. In this way, the research may be more valid, providing conclusions not influenced
        by the perspective of the researcher, and may have more credibility with audiences. A study finding beneficial
        effects of nursing home placement, for example, would be more credible if conducted by an independent
        researcher with no vested interest than if conducted by a research group funded by the nursing home industry.
        Those on the other side argue that it is fundamentally impossible to put aside personal frames of reference in
        conducting research. Rather, we ought to acknowledge the assumptions and biases that have directed us to select
        particular topics and approaches to studying them. Instead of pretending value neutrality, researchers should
        acknowledge and work with their biases to complete applied research that is oriented toward improving
        circumstances or solving a problem. They may carry their activism in to testifying before legislative bodies or
        lobbying on behalf of the causes they choose, combining research with political activism.
      


      
        
          SUMMARY POINTS
        


        
          ■   Researchers studying social aspects of aging and the life course draw from
          techniques developed by several disciplines (e.g., sociology, economics, and psychology), but they also have
          added some specific techniques, such as expanded use of longitudinal studies and special designs to sort out
          aging effects from other kinds of change. As a field of study, gerontology now has its own methodological
          tool kit.
        


        
          ■   The study of aging is inherently suited to research that can be simultaneously
          theory based, methodologically rigorous, and practice relevant. Partly driven by the growing numbers of older
          people and the extent to which aging affects everyone, questions about aging are important to individuals,
          families, communities, researchers, policy makers, product designers, and service providers.
        


        
          ■   Nationally representative data (including HRS and NHATS) are increasingly
          available on selected topics following multiple cohorts over 20 or more years, allowing us to disentangle
          some of the interacting effects of aging and cohort membership.
        


        
          ■   Gerontology research is particularly open to the use of quantitative,
          qualitative, and mixed methods. Given the wide range of questions that need to be answered, there is an
          appreciation of the open-ended interpretive approaches used in qualitative research, the objectively focused
          methods that quantitative researchers use to get empirically valid data, and the especially powerful mixture
          of both approaches.
        

      


      
        
          45KEY TERMS
        


        
          activism
        


        
          aging effects
        


        
          cohort composition effect
        


        
          cohort effects
        


        
          cohort sequential design
        


        
          control variable
        


        
          cross-sectional studies
        


        
          dependent variable
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          heterogeneity
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          life course fallacy
        


        
          longitudinal studies
        


        
          measures of central tendency
        


        
          mixed methods
        


        
          period effects
        


        
          qualitative approaches
        


        
          quantitative approaches
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        A quick Google search on “happiness” will furnish a curated playlist of TED talks on the topic (TED Talks, n.d.), checklists to achieve happiness (Clark, 2018), and rankings
        of the happiest places on earth (BBC News, 2017). Popular media outlets are not the only
        happiness enthusiasts: a Google Scholar search will reveal equally robust attention to this topic in academic
        circles. Happiness has been studied from a multitude of perspectives including, but not limited to, sociology,
        economics, gerontology, medicine, psychiatry, and psychology. Scholarly publications about happiness have been
        on the uptick since it emerged as a topic in the field of gerontology in the 1960s. In fact, the rate of
        publication dramatically increased around 2005, and several research journals that are exclusively dedicated to
        the topic have emerged in recent years, including the Journal of Happiness Studies and the Journal of
        Positive Psychology (Kullenberg & Nelhans, 2015).
      


      
        Studying happiness is challenging. First, how do we measure it? Scholars have used a variety of measures
        such as well-being, self-rated happiness, life satisfaction, and positive affect (cf., Blanchflower & Oswald, 2008; Bardo, 2017; Galambos et
        al., 2015; Kullenberg & Nelhans, 2015). Variations in how happiness might be
        defined and experienced are also a reflection of cultural contexts. Along these lines, the United Nations
        releases annual reports on where happiness can be found (BBC News, 2017). In 2017,
        Norway topped the list followed closely by Denmark and Iceland, while countries in sub-Saharan Africa (e.g.,
        Central African Republic) and those plagued by conflict (e.g., Syria) are listed as the unhappiest places in
        the world.
      


      
        Another enduring unanswered question is regarding when people generally experience the most, and least,
        happiness throughout their lives. That is, how can we expect our happiness levels to change with age? Some
        research suggests that people generally experience happiness on a U-curve, meaning that they are happiest at
        their youngest and oldest ages and are least happy in middle age. One study found that this U-curve of
        happiness holds true for individuals in 72 countries in North America, Europe, Latin America, and Asia using
        measures of self-rated happiness and well-being. Results demonstrated that citizens of most of the countries
        experienced minimum happiness in their 40s and 50s, and the average minimum happiness age among Americans and
        Western Europeans was 47 (Blanchflower & Oswald, 2008). In line with the discussion
        about cultural context, one study (Graham & Ruiz Pozuelo, 2017) found that individuals
        who lived in areas that were more conducive to happiness (e.g., some countries in Latin America) were more
        likely to experience increasing happiness earlier in midlife than those who lived in regions that 48were less conducive to happiness (e.g., Eastern Europe). These findings suggest that
        there may be an interplay between when we experience happiness and where we experience it.
      


      
        While the U-curve of happiness is accepted among many scholars, some research suggests that happiness
        trajectories may be more complicated, with several factors at play. One study (Bardo,
        2017) assessed how the importance of, and satisfaction with, friends, family, health, hobbies, and place of
        residence change and contribute to happiness across the life course. That is, it argued happiness may be
        related to the importance of each of these factors across life, and how satisfied people were with the things
        that mattered most to them at different phases in life. In terms of satisfaction, the study found that
        respondents at age 18 were most satisfied with their friends, family, and health, while at age 89 people were
        most satisfied with their friends and place of residence. Satisfaction with health decreased with age,
        satisfaction with friends and place of residence generally increased with age, and satisfaction with family and
        hobbies increased until early-middle age (late 30s to early 40s) and then decreased.
      


      
        The next question is: How important were each of these factors to overall happiness throughout the life courses
        of the respondents? Although satisfaction with health generally decreased with age, it also became more
        important over time. This mismatch between importance and satisfaction resulted in lower overall happiness at
        later ages because health was one of the most important contributors to happiness in older age, but individuals
        were less satisfied with health as they grew older. Family satisfaction remained the most important
        contributing factor of happiness until about age 70, which offset the impact of declining health satisfaction
        on overall happiness throughout much of the life course. Overall, the study (Bardo, 2017)
        found that no single factor was the key to happiness, but that happiness was dependent on the balance between
        relative importance and satisfaction of each of a set of factors throughout life. Galambos and
        her colleagues (2015) also challenged the U-curve hypothesis of happiness with a study on the trajectory of
        happiness from adolescence to midlife. They measured happiness through positive “affect’”(positive emotions)
        and found that happiness generally increased among high school and college students as they transitioned from
        young to mid-adulthood, while the U-curve suggests that happiness should trend downward during this transition.
      


      
        A common criticism of the U-curve hypothesis of happiness is that it is based on research that evaluates people
        of all different ages at one point in time (cross-sectionally) rather than repeatedly evaluating people of all
        ages over multiple time periods or following the same individuals throughout their lives. It is very difficult
        to draw conclusions about the way something changes with age if we are comparing people of different ages at a
        single point in time, such as comparing 18-year-olds with 65-year-olds who responded to a survey on happiness.
        This challenge is common in research on aging. It is known as the “APC problem,” which arises because any
        age-related change or difference that we want to understand could be a function of (1) individuals’ ages (age
        effect); (2) the major societal events or cultural norms that are impacting individuals of all ages during the
        time of the study (period effect or time of measurement effect); and/or (3) an event or set of experiences that
        uniquely affect those born at a certain time, also called a “birth cohort” (cohort effect; Blanchard et al., 1977; Twenge et al., 2016).
      


      
        49When happiness is evaluated within the context of APC effects, there appears
        to be some justification for the argument that happiness might change throughout the life course partly because
        of generational and societal changes. Twenge and her colleagues (2016) found a multidecade
        trend that generations of adolescents and young adults are increasingly happier than generations before them,
        while adults over age 30 are less happy than they were in the past. The researchers argued that these changes
        in happiness patterns may be due to time period effects, such as technological advancement and increased
        societal expectations regarding career and educational achievement. Specifically, young adults today may be
        more likely to use technology and may be excited by career and educational expectations, whereas adults in mid
        and later life may view such expectations as unattainable due to current career roles or income levels.
      


      
        There is also evidence for cohort, or generational, differences in happiness. Some studies have found that baby
        boomers are consistently more unhappy than other cohorts (Fukuda, 2013; Yang, 2008), which could be due to the fact that a large number of baby boomers have competed for
        limited employment opportunities and socioeconomic resources throughout their lifetimes (Bardo, 2017). Further research could illuminate whether or not the relative unhappiness of baby
        boomers extends to their children, the echo boomers who were born between 1982 and 1995. Like their parents,
        echo boomers are a larger birth cohort who may be competing for limited opportunities and resources. In
        addition, many of them were entering the workforce and graduating from college during the Great Recession.
        Because societal and cultural changes may have different effects on people depending on their ages or cohorts,
        a patterned life curve in happiness may be most discernible when we evaluate groups of individuals repeatedly
        or follow the same individuals throughout their lives.
      


      
        So, does the science of happiness answer the question: “Is happiness related to age?” Like all social science
        research, it provides us some insight into the factors that could contribute to age-related patterns, such as
        family, health, place of residence, and APC effects. Some of the patterns reinforce stereotypes: the U-curve
        hypothesis could be hyperbolized to justify the stereotypes of the midlife crisis, and the retired, carefree
        empty-nesters who spend their days playing tennis and traveling. Other patterns challenge how happiness has
        been viewed: Bardo’s (2017) findings suggest family becomes a less important factor of
        happiness at older ages, and some research indicates that teenagers today are happier than they were in the
        past (Twenge et al., 2016), despite the fact that they are often stereotyped as moody and
        disagreeable. Thus, the answer to the question “Is happiness related to age?” is based on a nuanced combination
        of individual factors, such as health status and family relations, and social and/or cultural APC effects.
        Luckily, if you find the ambiguity of this answer unsatisfactory, there are no shortage of studies, articles,
        and videos to continue your investigation into the pursuit of age-related happiness.
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        51Chapter 3
      


      
        Aging by the Numbers
      


      
        
          LEARNING OBJECTIVES
        


        
          •   Understanding the ways in which a population grows old.
        


        
          •   Interpreting measures of population aging.
        


        
          •   Describing the demographic characteristics of the older population in the United States.
        


        
          •   Appreciating the usefulness of demographic information.
        


        
          •   Understanding why demographic changes matter for our everyday lives.
        

      


      
        People age 65 and above are expected to outnumber people under the age of 18 in the United States by 2035
        (U.S. Census Bureau, 2018). The fact that older people would outnumber children was the
        topic of a great many news articles in 2018. Why was this so newsworthy? It was an unprecedented demographic
        turning point (children had always outnumbered older adults throughout human history), but the newsworthiness
        of this shift also depended on speculations about its implications for social arrangements such as healthcare,
        education, and the economy. This news joined an exploding number of reports and articles about the aging
        population, in the United States and around the world, that appear almost daily. Work, housing, retirement,
        transportation, technology, healthcare, and intergenerational relationships are being transformed by population
        aging. Baby boomer aging is discussed on news programs, reflected in a seemingly endless array of new products,
        and is the subject of a growing number of books, articles, and websites. A recent search for “aging baby
        boomers” yielded about 7 million websites covering demographic information, health tips, skin-care products,
        the job market, and thousands more topics. An aging workforce, along with a short supply of younger workers, is
        causing us to rethink our attitudes and policies about older workers and retirement. The healthcare system
        continues to undergo significant overhaul; some of those changes will help to meet the needs of our burgeoning
        older population for long-term care and prescription drugs.
      


      
        Concerns about the long-range solvency of the Social Security system are directly related to the aging of our
        population (particularly the ubiquitous baby boomers). If you are in your early 20s, you may be worried about
        whether Social Security will be there for your generation and what it will take to keep it going. The battle
        lines in the debate 52are drawn by political processes and societal values, and
        the future of the program will be resolved as a matter of public policy and public sentiment. Important to that
        debate is the fact that the majority of people of all generations think it is important to preserve the Social
        Security system (Tucker et al., 2013). While politics and public opinion are crucial to
        how this will play out, the demographics of our aging society are also at work in framing the Social Security
        debate. The size of the older population in line for Social Security helps to determine how much we have to pay
        in taxes during prime working years. The Social Security challenge is driven partly by demography. Population
        numbers are the starting point.
      


      
        Many aspects of culture and social life are affected by the size, structure, and composition of a society’s
        population. Therefore, as we begin this discussion of the demography of aging, put aside any preconceived ideas
        you may have about demography as thinly disguised math that is ultimately irrelevant to you. As in the case of
        Social Security, demography is shaping public policy and your future. Even the number and kinds of jobs
        available to you when you enter (or reenter) the job market will be determined in part by demography,
        especially the size of the cohorts just ahead of you.
      


      
        THE AGING OF SOCIETIES
      


      
        One of the most important worldwide trends is societal or population aging, which refers to the
        social and demographic processes that result in the aging of a population. The transition to an age structure
        with increasing numbers and higher proportions of older people and decreasing numbers at the youngest ages
        happens as a result of specific demographic forces that are discussed later in this chapter. For now, the focus
        is on the general impact of population aging on a society.
      


      
        The size and composition of the older population influence the most basic features of social life; for example,
        the aging of the baby boomers in the United States has sparked the emergence of more and more active adult
        communities, widespread marketing campaigns for lifestyle pharmaceuticals, and ethical debates about
        end-of-life medical treatment. Families, the labor market, education, government, media, and consumer goods are
        all affected by the age of a population. This is not to say that other age groups and generations have no
        influence in society; indeed they do. But the impact of population aging has been overlooked until recently.
        Two brief examples will help to illustrate how population aging matters.
      


      
        First, consider the number of advertisements and commercials that deal in some way with age and aging. Some of
        these ads present negative messages about aging and try to sell products that slow down or alter the signs of
        aging. Others use positive messages, often featuring exceptional older adults such as 90-year-old swimmers and
        stunning supermodels in their 70s. Still others take a middle ground between the “avoid it if you can (by
        buying our product)” and the exceptionalism messages (“you, too, can be extraordinary—if you buy our product”),
        seeking to reach a more diverse audience of older adults. Analyzing the intended audiences, effectiveness, and
        purposes of negative versus exceptionalist versus realistic age-based advertising is beyond the scope of our
        discussion in this chapter, but the essays in this book on ageism and on antiaging 53products do provide a fuller picture of complex messages underlying these advertisements
        and images. For our purposes here, the main point of these ads is their mere existence. Advertisements
        featuring aging in some way, the appearance of middle-aged and older characters on television, and the design
        of new products for midlife people are relatively recent and rapidly growing trends. They are related to the
        increasing average age of our population. As a large proportion of our population enters middle and later life,
        those who produce and market goods and services are responding to this shift by including a new range of
        images, messages, and products. The use of 1970s music in advertisements for financial services is clearly
        targeted to the maturing baby boomers. As a result of the aging of the U.S. population, “in one way or another,
        every social institution in American society has had to accommodate to older people’s needs, court their favor,
        or mobilize their resources and contributions” (Treas, 1995, p. 2).
      


      
        
          Stop and think:
        


        
          Find an advertisement or a news article that features older adults. Is this ad using a negative (alarmist),
          exceptionalist, or balanced message about aging? Do you think the growing numbers of older adults are
          influencing the world of marketing?
        

      


      
        For another example of the impact of population aging on social life, think about the differences between India
        and the United States in 2018. India is a relatively young society: only 6% of its population is age 65 or
        older, and average life expectancy is 70 for women and 67 for men (Population Reference
        Bureau, 2018a, 2018b). The United States is considered to be an aging society,
        with 15% of its population in the age 65 or older category and an average life expectancy of 81 for women and
        76 for men. As we see in our discussion that follows about population pyramids, young societies have high birth
        rates (fertility) and high death rates (mortality), whereas aging societies have low fertility and low
        mortality. Many aspects of social life (e.g., the kind of healthcare available, the number of generations in a
        family who live together, the availability of pensions, and the status of women) are related to these patterns
        of birth and death that produce population aging. For example, healthcare in India is focused largely on
        maternal and child health, family planning, and immunization. In contrast, the United States spends its
        healthcare dollars very differently: Medicare, the government-sponsored health insurance for older people, is
        the nation’s largest health insurer (Centers for Medicare & Medicaid Services, 2019).
      


      
        The availability of public education, access to safe water and sufficient food, and the demands that compete
        for limited government resources are very different in the two countries. In the United States, we take clean
        water for granted (though there is increasing evidence that perhaps we should not), education through age 18 is
        guaranteed as a basic right of all citizens, and nearly 90% of the older population is eligible for a public
        pension (Social Security). In India, older people depend heavily on their families; about two-thirds are fully
        or partly dependent on their children for financial support, and there are few options other than family care
        for older adults who need long-term care services and supports (Panruti et al., 2015). The
        lack of public policies and programs for older adults in India should not be interpreted as criticism. India is
        still a “young” society, facing the dual challenges of providing for a large number of children and planning
        for a rapidly growing older population. The causes and consequences of population aging are 54far-reaching, and every nation in the world is facing the challenges and opportunities of
        growing numbers of older adults. These realities of global aging are so significant that this book devotes an
        entire chapter (Chapter 10) to the topic.
      


      
        The age of a population is not quite as intuitive as the concept of the age of a person, nor are the processes
        by which a population or a country grows old. In this chapter, we discuss how societies age, how we can tell
        they are aging, and why it matters in our everyday lives, even though these very large-scale changes may seem
        unrelated to our individual experiences. We also present an overview of the demographic characteristics of the
        older population in the United States, focusing on the uses of such information for policy and planning.
      


      
        HOW DO POPULATIONS AGE?
      


      
        The simple answer to how a population grows older is the co-occurrence of two things: smaller numbers of
        children being born and longer life expectancy. In such societies the proportion of the population age 65 and
        older is high. But how does mortality decline? Under what circumstances does a whole society of people decide
        to have fewer children, lowering the fertility rate? An important framework for understanding these changes is
        the demographic transition theory (DTT), explained in the “Applying Theory” section of this chapter.
      


      
        
          APPLYING THEORY: Demographic Transition Theory
        


        
          The demographic transition theory is a set of interrelated social and demographic changes that result
          in both rapid growth and aging of the population. The prototypical transition pattern occurred throughout
          Western Europe in the 19th and early 20th centuries. The first stage of the transition is related to
          mortality (the rate of death in a society). During the transition, the economies of these countries went
          through enormous shifts, changing from an agricultural base to an industrial mode of production. At the same
          time, these countries experienced mortality decline as a by-product of economic development. They gained
          control over infectious diseases, improved the availability of clean water, and saw the emergence of more
          advanced medical technology. This shift from high and somewhat variable mortality (high because of infant and
          maternal mortality and communicable diseases; variable because of epidemics) to lower mortality is shown in
          the graph (Exhibit 3.1).
        


        
          As can be seen in the graph, fertility remained high longer than did mortality as these societal changes
          unfolded, but then fertility began to decline. This second transition phase, the lag between mortality
          decline and fertility decline, set the stage for rapid population growth. Mortality was not removing nearly
          as many people from the population as before, and continued high fertility was still adding many additional
          people. Finally, with sustained low mortality and low fertility, population aging occurs in the late stages
          of the transition.55
        


        
          
            
              EXHIBIT 3.1
            


            
              A General Diagram of the Demographic Transition
            

          

          [image: Image]

        


        
          Thus far we have been discussing the demographic transition as a pattern of change in mortality and fertility
          that accompanied industrialization. Yet, we have referred to the DTT. As you know, a theory goes
          beyond description to search for explanations and ultimately to make predictions. We need to ask: (a) How
          well does this theory explain what happened in the past in Western Europe? and (b) How well did it predict
          patterns of change in other countries? To answer the first question, we can acknowledge that the connections
          between the demographic trends and social changes related to industrialization are logical. An industrial
          economy created, for the first time, an economic surplus; all members of a society could be supported by a
          smaller number of workers. For this reason, it was not necessary for families to have large numbers of
          children as workers or to ensure that at least some survived. It may seem unusual to imagine that people
          decide how many children to have based on such a rational calculation. There is an extensive literature in
          demography about the many factors, including the “economic” cost and benefits of having children, that go
          into such a personal and emotional decision. Even if we accept the logic of the original formulation of the
          DTT, data on the consistency of the prototypical pattern suggest that even in Western Europe there were
          variations in the timing of fertility and mortality declines.
        


        
          We can appreciate the underlying logic and general value of the transition model to explain patterns in
          Western Europe, even if it did not perfectly predict the timing of changes for each country. The second test
          of the theory is how well the pattern and predictions are holding for the developing regions of the world
          that are still relatively 56young and in earlier stages of economic
          development. The story gets interesting, and the theory has to account for some unexpected changes. Quite a
          few countries have experienced fertility declines much more precipitous than those experienced in Western
          Europe. For example, the fertility rate (the average number of children born per woman) in Iran dropped from
          6.2 in 1970–1975 to 1.7 in 2010–2015. During that same time period, China’s birth rate dropped from 4.9 to
          1.6; and for Mexico the drop was from 6.7 to 2.3 (United Nations, 2015). Those are very
          rapid and steep fertility declines. Across that same time period, these countries experienced a significant
          increase in life expectancy (to about 75 years in 2018, from 50 in the case of Iran, 60 for China, and 62 for
          Mexico in 1970). In these countries, and many others, rapid fertility decline occurred at the same time as
          significant improvements in life expectancy. While the demographic changes that took place in Western Europe
          occurred at the same time as economic development, in developing nations today, partly because of the rapid
          importation of technology to limit fertility and to control mortality, population aging can occur ahead of
          economic development. This combination has led to the observation that today many countries are becoming old
          before they become rich, while Western Europe and the United States became rich before they became old.
        


        
          In addition to the rapidity with which medical advances and options for fertility control are shared across
          geographic boundaries, there are other factors that were not explicitly addressed by the original demographic
          transition model. Most notable is the role of public policy. Several of the countries that went through steep
          fertility declines had enacted policies to limit fertility; these policies included incentives for having
          fewer children, and penalties for having more than the prescribed number. China’s one-child policy is
          probably the most well known.
        


        
          Like any good theory, the DTT has evolved to accommodate emerging patterns and new knowledge. Scholars today
          are writing about a second demographic transition; it is similar to the first in that it seeks to
          identify the mutual influences among demographic forces (fertility, mortality, and migration) and social
          changes. It is different because the second transition (Lesthaeghe, 2014) identifies new trends in fertility
          and migration, and mortality plays much less of a role in the second transition because of the relatively
          high degree of stability in control over mortality (with notable exceptions in some parts of the world, and
          for particular diseases). For readers of this book who are in their late teens and early 20s, or who have
          friends and family members in that age range, the changes marking the second demographic transition may seem
          familiar: delayed family formation (late marriage and late parenting), a multitude of living arrangements
          other than marriage, a disconnection between marriage and procreation, increasing proportions pursuing higher
          education, and increasingly selective migration between countries, and within-country geographic mobility.
          These social and cultural shifts which have a direct effect on future fertility and geographic distribution
          of population are related to past fertility, mortality, and migration: the dramatic changes of the first
          demographic transition which produced unprecedented population growth and population aging.
        

      


      
        57MEASURES OF POPULATION AGING
      


      
        The sheer number of older people in a country can be informative. For example, there were 46 million people age
        65 and over in the United States in 2016; that number is projected to grow to more than 98 million by 2060
        (Population Reference Bureau, 2016). That certainly seems like a lot of older people (and
        it is), but the raw number of older adults does not gauge the age of a population. By comparison, India had 104
        million older people in 2016 (Government of India, Ministry of Statistics and Programme
        Implementation, 2016)—far more than the United States. But based on measures of population aging, India is
        much younger than the United States. How can we show whether a population is aging? Six commonly used
        indicators of population aging are population pyramids, proportion aged, median ages, dependency ratios,
        life expectancy, and prospective age. Each of these measures tells part of the story of a society’s
        age.
      


      
        
          Stop and think:
        


        
          Check out the video on this website about population age structure. https://www.census.gov/programs-surveys/popproj.html.
        


        
          It is a great resource as you finish reading about the demographic transition theory and as you begin to read
          about measures of population aging. Watch it again after you have read this section to check your
          understanding of how these indicators fit together to tell the story of population structure.
        

      


      
        Population Pyramids
      


      
        A population pyramid is a graphic illustration of the age and sex structure of a population. It shows the
        percentage or number of people within a total population that fits into selected age and sex categories.
        Population pyramids truly are pictures worth a thousand words. They capture and illustrate at a glance many
        past, present, and future demographic trends. Only three demographic forces directly determine the shape of a
        pyramid: fertility, mortality, and migration. The numbers of people being born, dying, and moving into or out
        of a location will affect the relative size of all of the age and sex groupings for that population, whether it
        is a town or a country. You can see the impact of fertility, mortality, and migration in shaping a population
        structure in the examples of population pyramids discussed throughout this section.
      


      
        Exhibit 3.2 shows the population pyramid for the United States in 2019. The “bulge” of
        people in the 45- to 65-year-old range is the infamous baby boom (the large number of people born after World
        War II, between 1946 and 1964). Thus, we see the powerful impact of a past fertility trend reflected in the
        shape of our pyramid today. We can also see the slightly lopsided top of the pyramid, which shows the greater
        number of older women than men. This imbalance, discussed in greater detail in this chapter, is a manifestation
        of past and current trends in mortality: women live longer than men do. Based on the age and/or sex structure
        illustrated in the 2019 pyramid, we can make some predictions about the shape of our population pyramid in the
        future. The most significant feature of that shape will be the movement upward of the baby boom generation.
        Demographers sometimes refer to this as the “pig-in-the-python,” conjuring up the earthy image of watching a
        whole pig move slowly through the digestive tract of a large snake. So, too, the baby boom bulge moves slowly
        upward through the population pyramid of 58the United States. The baby boomers
        of today are the older generations of tomorrow, and young adults today are the middle-aged of the near future!
        Exhibit 3.3 shows this very phenomenon, based on projections for the population in 2050.
      


      
        
          
            EXHIBIT 3.2
          


          
            Population Pyramid for the United States, 2019
          

        

        [image: Image]


        
          Source: U.S. Census Bureau. (n.d.). International data base. https://www.census.gov/programs-surveys/international-programs/about/idb.html
        

      


      
        In contrast to U.S. pyramids, the population pyramid for the United Arab Emirates (Exhibit
        3.4) has a very unusual shape. Working-age men far outnumber women of the same age. Why would this be so?
        We know that there are only three possible influences on the shape of a pyramid: fertility, mortality, and
        migration. In this case, the imbalance in the numbers of working-age men and women is due to the immigration of
        thousands of people from Asia and other parts of the Middle East to work in the oil fields. These workers are
        nearly always men who migrate into the United Arab Emirates without their families, skewing the sex
        distribution in these age ranges. In 2010, about 43% of the population of the United Arab Emirates was foreign
        born (Malit & Youha, 2013).
      


      
        For most countries, migration does not currently play such a big role in the population pyramid; fertility and
        mortality are by far the more powerful influences. However, for smaller geographic units, such as states and
        counties within the United States, migration can be an important factor. Think about what the population
        pyramid would look like for a small county that builds a 500-unit, state-of-the-art, low-cost retirement
        community that can accommodate 1,000 older people. This desirable location would 5960attract people from all around the area, including
        neighboring counties; the relative size of the older population for the “receiving” county would be affected
        immediately and significantly. If the receiving county had a small population before the new retirement
        community was built, a large number of new, older residents could create a T-shaped population pyramid with a
        big concentration of people at the top age ranges.
      


      
        
          
            EXHIBIT 3.3
          


          
            Population Pyramid for the United States, 2050
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          Source: U.S. Census Bureau. (n.d.). International data base. https://www.census.gov/programs-surveys/international-programs/about/idb.html
        

      


      
        
          
            EXHIBIT 3.4
          


          
            Population Pyramid for United Arab Emirates, 2019
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          Source: U.S. Census Bureau. (n.d.). International data base. https://www.census.gov/programs-surveys/international-programs/about/idb.html
        

      


      
        The shape of a population pyramid tells us something about the past, present, and future of a society—not only
        the fertility, mortality, and migration trends, but also something about life in that society. Population
        pyramids can be categorized into three basic shapes; each stylized shape distinguishes, in a general way,
        demographic patterns and other aspects of social life, such as a stage in the demographic transition and level
        of economic development. Exhibit 3.5 shows two of the three basic shapes. The true pyramid,
        or fast-growth shape, is characteristic of young countries with high fertility and high mortality, such as
        Kenya. The rectangular, or no-growth, pyramid shows the effects of sustained very low fertility and very low
        mortality, as in Denmark.
      


      
        The third classic pyramid shape is a slow-growth, beehive-shaped pyramid; it represents a transition between
        the true pyramid and a rectangle. We saw this shape for the United States in Exhibit 3.2,
        reflecting a pattern of low mortality and fertility. Some demographers have suggested a fourth pattern: the
        collapsing or inverted pyramid, which is narrowest at the base. The bottom half of the pyramid for Denmark (in
        Exhibit 3.5) has this shape, and it is possible that Denmark, and other countries with
        similar demographic patterns, will eventually have an inverted pyramid, if current levels of extremely low
        fertility continue.
      


      
        People are often curious about which pyramid is most desirable for a society. That question has no simple
        answer; each of these pyramid shapes represents a different set of challenges. For example, a pyramid with a
        wide base and narrow apex describes a society with lots of children, large families, and high rates of
        mortality. In such a society, the major focus of public policy will probably be on maternal and child health,
        schools, and family planning. In a society with a rectangular pyramid, it is fairly certain that significant
        public policy and tax resources will be devoted to caring for older people. There is no “best” shape for a
        population pyramid; our views on which set of challenges we find most acceptable are determined by political
        and economic development, as well as cultural and social values.
      


      
        Population pyramids are elegant, informative, intuitively useful representations of the age and sex structure
        of a society. They give information about how old or young a society is and provide an indication of the level
        of economic development, the state of advancement in medical technology, and the nature of the
        resource-allocation dilemmas faced by a society.
      


      
        Proportion Aged
      


      
        A very straightforward measure of population aging is the proportion of a society that is older. “Older than
        what?” you might ask. Good question! Most reports of proportion aged use 65 as the marker, but some,
        especially those comparing countries around the world, use age 60 as a cutoff point. Therefore, it is wise to
        be attentive to the precise definition of “proportion aged.” The first and second columns in Exhibit 3.6 show the 6162proportion
        of population that is age 65 and over in 2018 (and projected for 2050) for a broad selection of countries.
        These proportions range from a low of 1% to a high of 28%. The average proportion of the population 65 and over
        for the more developed world is 18%; for less developed nations, it is 7% (Population
        Reference Bureau, 2018a, 2018b). Why does the United Arab Emirates have such a low
        percentage of older people? Looking back at the unique population pyramid for the United Arab Emirates provides
        some clues.
      


      
        
          
            EXHIBIT 3.5
          


          
            Examples of Classic Population Pyramid Shapes: Kenya and Denmark
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          Source: U.S. Census Bureau. (n.d.). International data base. https://www.census.gov/programs-surveys/international-programs/about/idb.html
        

      


      
        
          
            EXHIBIT 3.6
          


          
            MEASURES OF POPULATION AGING IN SELECTED COUNTRIES IN 2018 AND 2050 (PROJECTED)
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        The proportion aged is easily used to make comparisons among nations or across historical time periods within a
        country, state, or city. Proportion aged are both less complicated and less informative than population
        pyramids, which give a more detailed picture of the age structure of the population. Nonetheless, trends in the
        proportion aged in a society are a very important and easily compared indicator of population aging. As
        mentioned at the beginning of this chapter, the amount of growth in percentage of older adults (observed by
        comparing the first two columns in Exhibit 3.6) is certainly cause for reflection about the
        opportunities and challenges that rapidly aging nations will face.
      


      
        Median Ages
      


      
        Like the proportion aged, median ages are single numbers that are often used in conjunction with other measures
        of population aging. The median is the midpoint of a range of numbers—the point at which half the cases
        fall above and half below. The third 63column of Exhibit 3.6
        shows quite a range of median ages. Japan, by many measures the oldest country in the world, has a median age
        of 47. Eswatini, one of the youngest countries in the world, has a median age less than half that of Japan: 22.
        Half of Eswatini’s citizens are under the age of 21! Curiosity about these patterns would lead us to
        investigate the recent history, fertility patterns, political turmoil, natural disasters, epidemics, and food
        shortages that might have befallen a country with an unusual demographic pattern.
      


      
        Thinking about differences in median ages closer to home, can you guess which states have the highest and
        lowest median ages? While Florida would be a good guess, the two oldest states (based on median age) in 2016
        were Maine (44.6), New Hampshire (43), and Vermont (42.7); Florida ranks fifth, with a median age of 42.1. The
        youngest state by far was Utah, with a median age of 30.8, followed by the District of Columbia (33.9;
        U.S. Census Bureau, 2017).
      


      
        
          Stop and think:
        


        
          Since you know that only three things (fertility, mortality, and migration) directly affect the age of a
          population, what speculations do you have about states with the highest and lowest median ages?
        

      


      
        Dependency Ratios
      


      
        As the term suggests, dependency ratios measure the proportion of a population that falls within age categories
        traditionally thought to be economically dependent: traditionally those under age 15 (the youth dependency
        ratio) and over age 64 (the aged dependency ratio). We can take issue with the definition of anyone under 15 or
        over 64 as automatically being economically dependent, especially in countries where people work long before
        age 15 and sometimes long after age 65. In some calculations of dependency ratios, age 18 or 19 is used instead
        of age 15, but international comparisons often still use age 15. Other scholars have challenged the dependency
        assumption altogether by pointing out that some older people fuel economic growth through their taxes and
        income and that some working-age people may be unemployed (Kinsella & Phillips, 2005;
        Martin, 2011). Despite this limitation, dependency ratios are useful as comparative
        indicators of the relative proportions of traditional working-age versus nonworking-age people. They point to
        different patterns of demand on economic and social resources across states or nations, such as healthcare, tax
        dollars, and the educational system.
      


      
        The aged dependency ratio is similar to proportion aged, but it gives a bit more information and is calculated
        and interpreted in a different way. The proportion aged in a society is simply the number of older people
        divided by the total population. The aged dependency ratio is the number of older people (65+) divided by the
        number of people ages 15 to 64. It is interpreted as the number of older people for every working-age person
        (sometimes stated as the number of older people per 100 working-age people).
      


      
        Exhibit 3.7 shows the youth, aged, and total dependency ratios for the same selection of
        countries as Exhibit 3.6. Of these, the country with the highest total dependency ratio in
        the list is Eswatini, which has almost 70 younger and older citizens for every 100 working-age citizens.
        Countries such as the United States and Germany have roughly two working-age people for every dependent person.
        Looking carefully at the two components (aged and youth) of the total dependency ratio for the two countries
        64with relatively high total dependency ratios (Japan and Eswatini) reveals
        that the youth dependency ratio contributes disproportionately to Eswatini overall ratio, while in Japan the
        aged dependency ratio is the larger share. This pattern would be predicted by the DTT. Eswatini still has the
        high fertility and high mortality rates that are typical of a country in an early transition phase. Many
        children are being born, and many people are dying, producing a low proportion of older people and a high
        proportion of children relative to the working-age population. On the other hand, Japan’s dependency ratios
        reflect the pattern typical of a country in late stages of demographic transition: sustain low fertility and
        low mortality, resulting in high proportions of older adults. The relative sizes of the youth and aged
        dependency ratios are also reflected in the shape of a country’s population pyramid.
      


      
        
          
            EXHIBIT 3.7
          


          
            Dependency Ratios in Selected Countries
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          Source: Central Intelligence Agency. (2014). The CIA world factbook 2015. Skyhorse Publishing.
        

      


      
        One final point about dependency ratios is important to keep in mind. Although the numbers and patterns may be
        (to some of us) quite interesting in and of themselves, they are often used to make an argument, defend a
        position, or influence public policy. In the United States, the increasing proportion of older persons, and the
        accompanying increase in the aged dependency ratio, has fueled concern about society’s capacity to pay for
        pensions, to finance healthcare, and to support long-term care needs of older adults who need assistance in
        their everyday lives.
      


      
        It is certainly reasonable to debate the nation’s ability, obligation, and strategies to provide these
        important programs and services; however, these issues have been used 65to fuel
        political agendas built on the rhetoric of burden. Using “voodoo demographics,” proponents of the burden
        perspective present data such as the aged dependency ratio to conclude that the number of workers will be
        insufficient to support age-based entitlement programs for the huge baby boom generation lurking just around
        the bend. They argue that the economic burden of an aging population will become unbearable in the near future;
        their proposed solution is to cut programs and alter eligibility criteria for those programs. Although we may
        decide to take such action, the demographics of our aging society are not the driving force behind either the
        problem or the solution. Interestingly, while the aged dependency ratio in the United States is increasing
        steadily, the youth dependency ratio has been declining, so that our current total dependency ratio is lower
        than it was in the 1960s and 1970s. The ability of a society to meet the needs of its aging population depends
        not only on numbers of old people in relation to working-age people but also on the productivity of the
        economy, the continued contributions of older adults, and on conscious decision-making on the part of
        politicians and voters.
      


      
        
          Stop and think:
        


        
          The United Arab Emirates has a very low dependency ratio. Use all of the information you have about the
          unique population structure of this nation to explain why that would be the case.
        

      


      
        Life Expectancy
      


      
        Life expectancy refers to the average length of time the members of a population can expect to live. It is not
        the same as life span, which refers to a theoretical biological maximum length of life that could be
        achieved under ideal conditions. We have calculations of the life span of species that can be raised in those
        optimal conditions, but for humans it is not ethically viable or possible to control the environment. For
        humans, we gauge the maximum possible life span by using the most recent reliable data on how long a single
        individual has actually lived. Currently, the life span for humans is estimated to be about 120 years. The
        oldest living person as of March 2019 is Kane Tanaka from Japan; her age was verified by Guinness World
        Records.
      


      
        Life expectancy, then, is the average experience of a population. It is calculated from actual mortality
        data from a single year and looks at what would happen to a hypothetical group of people if they moved through
        their lives experiencing the mortality rates observed for the country as a whole during the year in question.
        The fourth and fifth columns in Exhibit 3.6 show life expectancies for men and women in the
        sample of countries we have been discussing. It is probably not surprising that those countries with the lowest
        percentages of aged persons, lowest median and mean ages, and age and/or sex structures most resembling
        pyramids are also those countries with the lowest life expectancies. These various measures of societal aging
        are all related.
      


      
        Because life expectancy reflects so many biological and social processes, it deserves further consideration.
        Exhibit 3.8 gives more detail about average length of life in the United States; it shows
        the average number of years of life remaining for people of different age, sex, and race categories in the
        United States in 2016 (the most recent year for which published data were available as of May 2019). To use the
        table, look at the leftmost column to find a target age and then read across to the race and gender category
        6667that is of interest to you. Find the number
        of years in the appropriate cell of the table, and add those years to the age in the leftmost column to obtain
        the life expectancy for someone of that age, gender, and race. For example, the life expectancy for a
        40-year-old Black female in 2016 was 79.8 (40 + 39.8).
      


      
      
        
          EXHIBIT 3.8
        


        
          ABRIDGED LIFE TABLE BY AGE, SEX, RACE, AND ETHNICITY, 2016
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        Calculating life expectancies from this table reveals some significant sources of variation. Average length of
        life varies depending on age, race, and sex. Life expectancy at birth (all races, both sexes) in 2016 was 78.7;
        but life expectancy at age 75 is an additional 12.3 years, meaning that the average 75-year-old can expect to
        live to 87. For every year a person survives, their life expectancy goes up. Therefore, the longer you live,
        the longer you can expect to live (and you can quote us on that)!
      


      
        The race and ethnicity differential in life expectancy is evident in Exhibit 3.8. Hispanic
        men and women have the highest life expectancies at all ages. Black men of all ages have the lowest life
        expectancies. Black women have lower life expectancies than White women but higher life expectancies than White
        men. Notice, however, that the differences between Blacks and Whites (within gender categories) become smaller
        and smaller as age increases. The difference in life expectancy at birth for Black and White male children is 4
        years. Black males who make it to age 80, however, have life expectancies almost equal to those of White males
        (8.2 and 8.4 years, respectively), and Black females at age 85 have life expectancies that exceed those of
        White females of the same age. This decrease in the Black/White difference in life expectancy is called
        convergence; the eventual reversal (at the oldest ages) of the difference in remaining years of expected life
        by race (as with the 85-year-old women) is called the crossover effect.
      


      
        These observations suggest two questions: Why are there race and ethnicity differentials in life expectancy at
        all, and why does the differential diminish and even reverse itself at the oldest ages? In answer to the first
        question, much of the race differential in mortality is explained by differences in socioeconomic status. For
        example, one recent study showed that socioeconomic differences accounted for 60% of the variation in mortality
        (Thorpe et al., 2012). Blacks in the United States have historically been economically
        disadvantaged and continue to have unequal access to educational and occupational opportunity; the health
        disadvantages that derive from lack of access to important opportunities, such as employer-based health
        insurance, show up in higher mortality. We discuss these racial differences in health status, prevalence of
        diseases, and causes of death in greater detail in Chapter 8.
      


      
        The second question—regarding the convergence and crossover in the race differential in life expectancy—has
        received some attention, but no definitive answer. One hypothesis for the convergence and crossover effect is
        that because Blacks who make it to the oldest ages do so in spite of many disadvantages and long odds; they are
        survivors. Yao and Robert (2011) found such selective survival among Blacks at advanced
        ages even after controlling for individual and neighborhood socioeconomic status. In other words, the survivor
        group may have some complex set of physiological and social psychological advantages resulting in greater life
        expectancy once they reach advanced ages.
      


      
        A final variation in life expectancy that is readily apparent in Exhibit 3.8 is the gender
        difference. At every age, for both races, females have higher life expectancies than do 68males. How can we explain this excess male mortality? You probably have some ideas on the
        subject. Whenever we present this question in classes, in talks, or in casual conversation, we never wait long
        for responses. Explanations for the sex differential fall into two major categories: biological and social
        and/or behavioral. Biological explanations are based on the premise that females have a physiological advantage
        that results in greater longevity, whereas social and/or behavioral explanations focus on lifestyle choices,
        socialization, risk-taking, stress, and occupational hazards. There is evidence supporting both kinds of
        explanations.
      


      
        One example of empirical support for the biological basis for the sex differential in mortality comes from the
        sex ratio. About 120 males are conceived for every 100 females conceived, but by the time of birth that ratio
        is down to about 105 males for every 100 females. Assuming that social and behavioral factors do not play a
        prenatal role, we might conclude that male fetuses are slightly less viable than female fetuses. Another bit of
        evidence for the physiological basis is heart disease. Prior to menopause, women have significantly lower rates
        of heart disease than men do, but after menopause, women’s rates increase to approximate those of men.
        Apparently estrogen (which is high during the childbearing years but low after menopause) provides some
        protection against at least this one major cause of death.
      


      
        The superior biological viability argument does not tell the whole story, though. As much as 50% of the sex
        differential in mortality could be explained by risk-taking and other unhealthy behaviors such as smoking. Men
        in U.S. culture are socialized to drive fast, drink alcohol, and smoke; they are also less likely to see a
        physician on a regular basis and less likely to use social support networks to deal with stress. All of these
        factors help to explain men’s shorter life expectancies.
      


      
        
          Stop and think:
        


        
          When you read through the questions on the life expectancy test, did anything surprise you? Did your
          predicted life expectancy surprise you? Does it seem too long or too short?
        

      


      
        Sorting out these differences is interesting but also has important implications for health promotion and
        enhancement. The longevity differential by sex had been consistently widening from 1900 until 1972 in the
        United States, but it has been narrowing since the late 1970s, primarily as a result of greater gains in life
        expectancy for men (Vincent & Velkoff, 2010). For many decades, everyone’s life
        expectancy has been improving, but the rate of improvement varies. AIDS, obesity, and increased rates of
        smoking are having a dampening effect on the extension of longevity in the United States, especially for some
        groups within the society.
      


      
        Thus far, we have seen that life expectancy varies by age, by race, by gender, and by economic development of a
        nation. Many other factors help to determine how long any individual is likely to live. To get a sense of these
        other influences and how they can affect an average expectation of life, spend a few minutes taking the “life
        expectancy test” in Exhibit 3.9. After you have answered all of the questions, sum up your
        added and subtracted years of life. Take your total number, find yourself on the life expectancy table
        (Exhibit 3.8), and calculate how long you are likely to live. Obviously, this is not a
        scientific prediction of your life expectancy, but it should be interesting for you to consider how long your
        life might be and how you feel about it.69
      


      
        
          
            EXHIBIT 3.9
          


          
            The Abridged Life Expectancy Test
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        70The life expectancy test shows the importance of genetics, lifestyle, social
        factors, and other social traits, such as marital status. For many of these influences on longevity, their
        impact is apparent, but perhaps the relationship between marriage and life expectancy (i.e., married people
        live longer) was a surprise to you. Having a stable intimate relationship is argued to be conducive to good
        health, and the availability of caregiving support is an important health advantage. The numerous influences on
        life expectancy are relevant to all of us as individuals. They are also part of the complex picture of how,
        why, and when a population ages.
      


      
        Prospective Age
      


      
        As a final note in this section on measures of population aging, consider the expression that “50 is the new
        40.” This statement makes some intuitive sense: the average 50-year-old today seems as young as the 40-year-old
        of earlier times. We are likely thinking about overall health and vitality when we make such an observation.
        Some very innovative demographers are shedding scientific light on the notion that “50 is the new 40” by
        analyzing prospective age rather than chronological age (Sanderson & Scherbov, 2008).
        Prospective age, based on life expectancy, is the average number of years of life a person has left. They
        suggest that this measure can be more meaningful for understanding population aging than chronological age—how
        many years a person has already lived. Sanderson and Scherbov illustrate this idea by comparing data on French
        women born in 1922 and those born in 1975. The 1922 cohort has a life expectancy of 74.7, while the younger
        group has a life expectancy of 84.4 years. If we focus on how many years of life each cohort has left, we see
        that the older group had 44.7 years left by the time they reached age 30, but the younger group will be 40
        before their remaining life expectancy is 44.7. For this younger group, we can use their prospective age to say
        that “40 is the new 30.” These scholars go on to show the significant implications of using prospective age for
        some of the measures of population age that we have discussed in this chapter. Their work offers us a
        scientific and provocative look at new ways to measure, think about, and respond to population aging.
      


      
        After reviewing all of these distinctive ways of examining age, it is important to recall that the causes,
        consequences, and measurement of population aging are large-scale issues. Thinking about powerful forces such
        as fertility and mortality, alarmist warnings about the consequences of global aging and assumption-laden
        measures of dependency ratios may seem far distant from your life. However, we hope that you have begun to see
        that population aging affects us as individuals and members of families; on a more macro level it also affects
        government, public policy, healthcare systems, and the economy. A description of the older population in the
        United States will help bring this picture into sharper focus.
      


      
        DEMOGRAPHIC CHARACTERISTICS OF THE U.S. AGING POPULATION
      


      
        The purpose of this section is not to provide extensive detail about every possible demographic characteristic,
        but to provide a general description of the older population. This overview provides a better idea of the kinds
        of information available and 71encourages thinking about how such information
        is useful. Among the many population characteristics that we could describe are labor force participation,
        living arrangements, ethnic diversity, geographic distribution, education, and sex ratios. Some of the most
        important demographic characteristics, such as health, income, and marital status, are discussed in greater
        detail in later chapters. The major disadvantage of not including them here is that these characteristics
        provide some of the best illustrations of the great variation among older persons in the population—a point
        that is always important to keep in mind. The major advantage to leaving certain demographic characteristics
        until later in the book is that we do not want to press our luck in convincing you that demography provides a
        fascinating, lively, and useful perspective on the issues of aging. Therefore, this discussion focuses on three
        demographic variables and their interpretations: where older people live (with whom and where geographically),
        the gender ratio, and racial and ethnic diversity.
      


      
        Living Arrangements
      


      
        Information about the living arrangements of older people is important for community planners, housing
        designers, researchers interested in social support networks, and those of us curious about the validity of
        prevailing societal images of aging. Contrary to a common stereotype, the majority of older people do not live
        in nursing homes or other age-segregated housing settings. Only a very small proportion live in nursing homes;
        in 2017, only 1% of people age 65 to 74, 3% of those 75 to 84, and 9% of those 85 and above lived in nursing
        homes (Administration for Community Living, 2018). Even though this is a notable increase
        by age, it is still a very small minority of older people who live in nursing homes.
      


      
        Another important aspect of living arrangements for noninstitutionalized older people (those not in nursing
        homes) is with whom they share a residence. The story is quite different for older men compared to older women.
        Older men are much more likely to live with a spouse than older women; the most common living situation for
        women 65 and older is living alone. This pattern reflects differences in marital status and longevity. Because
        women live longer than men and tend to marry men who are about 3 years older, women are much more likely than
        men to become widowed in later life.
      


      
        Information about where and with whom older people live is useful for a host of reasons. For example, the
        statistics about nursing home residence are useful in dispelling the stereotype that Americans abandon their
        elders by warehousing them in nursing homes. You now know that most older people do not live in nursing homes,
        and as you will see in Chapter 5, families provide most of the long-term care that
        older people receive. The data about gender, age, racial, and ethnic patterns in living arrangements provide a
        useful context for thinking about how families plan their lives together across the life cycle, and about
        target populations for services and programs.
      


      
        Geographic Distribution
      


      
        How are the households in which older people reside distributed geographically? This question may appear to be
        of interest to a limited number of people, but the geographic distribution of the older population (across
        states, among cities and suburbs, across 72counties) actually has far-reaching
        consequences for a location’s tax base, educational system, demand on transportation services, and voting
        patterns. The numbers of older people, their percentage in a given community or state, and how they got there
        (by growing older in the same community or by migration) are all related to outcomes of interest.
      


      
        It is not surprising to learn that many of the states with large numbers of older people happen to be states
        with large overall populations. California, Texas, New York, and Pennsylvania are examples of states with both
        large populations and large numbers of older people (Administration on Aging/Administration
        for Community Living, 2018). The percentage of older people in any given location can be a different
        story; this proportion is affected by the three key demographic forces of fertility, mortality, and migration,
        regardless of its overall population size. California has a large number of older people but a lower proportion
        of older adults than the United States as a whole (13.9% compared to 15.6% for the United States in 2017),
        partly because of high rates of international and interstate migration of younger people into the state. In
        contrast, Florida has a large number of older people (about 4.2 million) and the highest proportion of older
        people in the nation (20.1% in 2017), partly because of in-migration of retirees seeking a “sun belt” locale.
      


      
        Even though Florida receives a lot of older people from elsewhere, it is not the case that everybody moves to
        Florida when they retire. Very few older adults move across state lines. Although many older adults who
        relocate choose Florida or other warm-climate states, older adults are much less likely to move on average than
        people under the age of 65. A number of other interesting trends and issues relate to the distribution and
        redistribution of the older population through migration. In his very influential work, Longino (1990) described a model for understanding the causes and consequences of multiple moves by
        older people. He distinguishes an initial relocation motivated by the attractiveness of a particular
        destination to later moves, more likely motivated by the desire to be closer to kin or by the need for
        long-term care. Investigations into seasonal migration are also increasing in number. The presence of
        “snowbirds” (seasonal migrants to a warmer climate during the winter months) in a given location has important
        consequences for the economy and daily life; imagine what a seasonal growth of 20% or 30% might mean to
        retailers, traffic, and housing in a sunbelt community.
      


      
        Increasing Diversity
      


      
        Another important aspect of our demographic future is the increasing diversity of the United States as a whole
        and the older population in particular. The essay embedded in this chapter speaks to the growing number of
        older adults who identify as LGBTQ, noting that an estimated 7 million older adults will identify as such by
        2030. This growth reflects increasing support for LGBTQ issues, and societal and cultural changes that have
        been underway for decades. The essay describes some of the unique circumstances and challenges for aging adults
        on the continuum of sexual orientations and gender identities.
      


      
        Another important dimension of diversity in the older population is the substantial shift in the racial and
        ethnic composition of the U.S. resident population. Exhibit 3.10 73shows the changes between 2014 and 2060 in the proportion of the older population that
        identifies in a particular race and/or ethnicity group. The proportion of this population that is non-Hispanic
        White will decrease from 78% to 55% by 2050, while the proportion identifying with every other racial and
        ethnic group will increase. The proportion that identifies as Hispanic will increase from 8% to 22% (Federal Interagency Forum on Aging-Related Statistics, 2016). The increasing diversity in the older
        population is of great importance for everyone trying to understand and describe the experiences of aging in
        the United States. Because ethnic and racial identities often play a central role in shaping those experiences,
        we need to be aware of this diversity among the older population. Racial and ethnic diversity is also a
        significant factor in planning for programs and services and for the cultural training that might enhance the
        ability of aging-services workers to meet the needs of their clients.
      


      
        
          
            EXHIBIT 3.10
          


          
            Increasing Racial and Ethnic Diversity of the Older Population in the United States
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          Source: Federal Interagency Forum on Aging-Related Statistics. (2016). Older Americans 2016: Key
          indicators of well-being. U.S. Government Printing Office. https://agingstats.gov/docs/LatestReport/Older-Americans-2016-Key-Indicators-of-WellBeing.pdf
        

      


      
        Centenarians
      


      
        Centenarians—people aged 100 and older—are another important part of our demographic profile. In 1980,
        there were only about 32,000 centenarians in the United 74States; the number
        counted for 2016 was 81,896 (Statista, 2021). The number of centenarians will continue to
        grow as the baby boomers continue their journey through the decades of later life, perhaps to as many as
        690,000 in 2060, with women making up 82% of this group (U.S. Census Bureau, 2012). Within
        this group of centenarians are the supercentenarians—people aged 110 and older, a group whose numbers are also
        continuing to grow. Such an exceptionally long life is a product of many factors, including good genes, good
        health decisions, and major improvements in medical care. Our current centenarians have experienced incredible
        social change and major historical events throughout their lives. There is growing interest in studying
        centenarians for the many contributions they can make to our understanding of aging, as well as how lives
        connect to history and social and/or technological change. In addition, scientists speculate that the study of
        centenarians may provide clues to factors that influence longevity and aging well (New England
        Centenarian Study, 2010).
      


      
        INTERPRETING AND USING DEMOGRAPHIC DATA
      


      
        In describing select demographic characteristics of the older population, we have illustrated some important
        uses for demographic data. Such information is the foundation for a wide range of professional endeavors,
        including product design and development, community planning, market research, education about aging, and
        public policy development. Students can very effectively use demographic information to support a position in a
        term paper, debate, or presentation. We all use such data to help us understand the realities of aging.
        Throughout this chapter we have been encouraging you to see the importance and usefulness of demographic
        information. We make those same points in the final section of this chapter.
      


      
        In using such data about the older population, it is extremely important not to overgeneralize—not to make
        blanket statements about all older adults or about the typical older individual. Therefore, while we
        encourage use of demographic data as a valuable tool, we caution you to see it as a way to uncover the
        complexities and varieties of aging.
      


      
        The Fallacy of the Demographic Imperative
      


      
        One key to avoiding errors in interpretation is to keep in mind that demography is not destiny. Friedland and Summer (2005) illustrate various interpretations of commonly accepted demographic
        wisdom. You have heard and read a lot about the baby boomers and what their aging will mean to you and to
        society. Friedland and Summer point out that we can get a different sense of the magnitude of the “baby boom
        problem” if we consider not only the total number of people in that birth cohort but also the additional people
        born solely because of the higher birth rate during that time. That higher birth rate during the 18-year span
        added about 12 million additional children beyond the number that would have been born if the pre–World War II
        birth rates had continued. During the peak year of the baby boom, 4.3 million babies were born; surprisingly,
        4.25 million babies were born in 2008 in the United States—very nearly the same number (Hamilton et al., 2010). If we think about it this way, the baby boom does not seem as large. These
        75authors also clearly demonstrate how economics and policy issues play roles
        at least equal to demography in shaping our destiny.
      


      
        Although the numbers in demographic projections may seem compelling, we have illustrated several times
        throughout this chapter that numbers are only part of the picture. This point will be further illustrated in
        the chapter on global aging. What any society decides to do about the aging of its population depends not
        simply on how many older people there are but also on the political, social, and moral values of the society.
      


      
        The warning against invoking the demographic imperative can apply to the uses of the dependency ratio to
        foretell impending economic disaster for U.S. society. The implication of the numbers is a matter of
        interpretation. Critical choices about which numbers authors or speakers choose to present (or to ignore) are
        often very ideological decisions because some facts better support a particular policy agenda than others.
        Therefore, while we encourage you to consider demographic information as a useful resource, it is important to
        be aware of the social and political contexts that generate the numbers and direct their uses. For example,
        someone interested in raising the retirement age may choose to present dependency ratios in one way, but the
        same statistics can also be shaped to support those opposing that change. Keep this warning in mind as you use
        demographic facts and critically analyze anything you read that uses such information.
      


      
        While demographic information provides an essential framework from which to understand the aging of societies,
        it is equally important to remain aware of the overarching impact of other social institutions (the economy,
        politics, family systems) as we consider how best to deal with the challenges of aging. “We need not believe
        ourselves to be at the mercy of blind forces such as demographic and economic imperatives, as if these existed
        outside the realm of public discussion and debate” (Robertson, 1991, p. 147).
      


      
        
          SUMMARY POINTS
        


        
          ■   Population aging matters to individuals, families, communities, and to
          societies as a whole. The ways that individuals navigate their lives is shaped partly by demographic forces.
          In Chapter 4 we will see that the social construction of life stages is partly a
          result of how long people in a society live. For example, adolescence is a fairly new life stage in
          historical terms; in earlier eras, when people married and had children in their early teens and only lived
          to their 30s, there was no preparatory stage of life. Now we take adolescence as an established and essential
          stage of human development, especially in societies with long life expectancies.
        


        
          ■   Understanding the indicators of the age of a population (through measures such
          as median age, dependency ratios, and population pyramids) allows a glimpse into the past, present, and
          future of life in that society. A country with very high sustained fertility and increasing life expectancy
          will grow rapidly, and will face the double challenge of meeting the needs of growing numbers of older adults
          and children. A country with low fertility and sustained high life expectancy will deal with questions about
          how to fund public pension programs and how to ensure an adequate supply of workers. None of these challenges
          is insurmountable; 76demographics set the stage for informed discussion and
          planning that will ultimately be based on societal values and political will.
        


        
          ■   In the United States, the number of older adults is projected to exceed 83
          million by the year 2050, at which time all of the baby boomers will have reached age 65; older adults will
          represent about 20% of our population by then (Ortman, Velkoff, & Hogan, 2014). One
          in every five people you see on the sidewalks and in the grocery will be 65 or older! This is not an alarmist
          statement. In fact, many gerontologists object to terms such as “silver tsunami” since it implies
          disaster. Population aging is an opportunity as much as it is a challenge
        


        
          ■   Characteristics of the older population in the United States can guide service
          planners, leaders of community agencies, and policy decision-makers in their construction of systems designed
          to maximize health, independence, and meaningful engagement of their citizens. The increasing diversity of
          the older population in terms of race, ethnicity, and sexual orientation has important implications for
          planning, policies, and programs.
        


        
          ■   Demographic data are powerful tools; they must be used thoughtfully and
          interpreted cautiously. Be wary of alarmist language.
        

      


      
        
          KEY TERMS
        


        
          centenarians
        


        
          crossover effect
        


        
          demographic transition
        


        
          dependency ratios
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        Over the past few decades, the LGBTQ+ civil rights movement has grown at an unprecedented rate in comparison to
        other social movements. Political discourse regarding same-sex relationships moved away from criminalization to
        integration and acceptance. A major shift was signaled when same-sex marriages became a federally recognized
        institution in 2013 after the Supreme Court ruled the Defense of Marriage Act unconstitutional. Public
        acceptance of LGBTQ+ individuals has grown in tandem with these types of political decisions: from 1990 to 2010
        the number of people who believed that same-sex relationships were “not at all wrong” increased by more than
        50% (Keleher & Smith, 2012). About 50% of people in the United States today are also
        supportive of transgender and gender-diverse issues (Lipka, 2016).
      


      
        Perhaps as a result of these cultural changes, many older adults feel comfortable self-identifying as LGBTQ+.
        In fact, 2.7 million older adults in the United States currently identify as LGBTQ+ and a projected 7 million
        will identify as such by 2030 (Fredriksen-Goldsen & Kim, 2017). As these
        self-identified LGBTQ+ people grow older, however, they will confront—and remake—conceptualizations of aging
        that have excluded them. It is important to understand unique aspects of aging among LGBTQ+ older adults today,
        and to be aware of how their aging is influenced by a historical context of marginalization and social change.
      


      
        Terms used to describe LGBTQ+ individuals have evolved in the last 15 to 20 years and will likely continue to
        do so. “Sexual orientation” describes romantic and physical attraction; a person is considered to have a
        nondominant sexual orientation if they identify as anything other than heterosexual/straight (e.g., gay,
        bisexual, pansexual, asexual). “Gender identity” describes a person’s internal sense of gender and is usually
        categorized as cisgender or transgender. “Cisgender” refers to people whose gender identity is the same as
        their sex assigned at birth, whereas “transgender” is an umbrella term for people who have a nondominant gender
        identity. In other words, transgender people have a gender identity that is different from their sex assigned
        at birth. Because older LGBTQ+ people have a nondominant sexual orientation or gender identity, they have
        addressed various forms of discrimination throughout their lives, such as heterosexism and cissexism. A life
        course approach to aging is especially useful in this respect, as it allows us to explore how historical
        experiences have shaped the lives of LGBTQ+ older adults today.
      


      
        80EARLY LIFE EXPERIENCES
      


      
        Today’s LGBTQ+ older adults lived through a number of major historical events and political eras. During the
        1960s, they were exposed to antigay rhetoric that medicalized and criminalized same-sex attraction (Fredriksen-Goldsen, 2016). During the 1970s, the LGBTQ+ activism movement took root and stood
        opposed to the negative depictions of the previous period, promoting a sense of community and pride among
        LGBTQ+ people. The 1980s, however, brought the AIDS crisis. AIDS was a devastating epidemic that caused many
        LGBTQ+ people to die and lose loved ones; the epidemic also spurred backlash against this community and halted
        the civil rights momentum of the 1970s (Hammack et al., 2018). Following the AIDS crisis,
        the 2000s and 2010s were characterized by an increased push for equality (Keleher & Smith,
        2012). This period has been termed the “gender revolution” to index the increasing visibility of
        transgender and gender-diverse issues (National Geographic, 2017).
      


      
        These historical experiences undoubtedly shaped LGBTQ+ life experiences. For example, they faced strong
        heteronormative pressures of marriage and traditional child-rearing. Even though most LGBTQ+ older adults
        recognized as teens that they were not heterosexual, social pressures often funneled them into different-sex
        marriages and constrained their ability to “come out” until much later (Fredriksen-Goldsen et
        al., 2017). Although the average age that contemporary LGBTQ+ older adults “came out” was about 28, a
        sizable portion of this population did not actually do so until they were over 40 (Averett et
        al., 2012). Similarly, transgender older adults were often unable to publicly identify as such because
        there was not widespread understanding of or terminology for their experiences (Cook-Daniels,
        2016). Those who wanted to “transition” faced barriers as government officials had to approve
        identification changes, therapists had to endorse medical procedures, and insurance companies often did not
        cover costs. It was not feasible for many contemporary transgender older adults to transition at a younger age
        because treatments were uncommon, expensive, and heavily restricted.
      


      
        LATER-LIFE EXPERIENCES
      


      
        Today, later life can offer LGBTQ+ older adults new opportunities. It is safer to be “out” and open about
        LGBTQ+ identities in public and private spheres without as much discrimination and possible physical harm
        (Hammack et al., 2018). Similarly, transgender older adults have better access to medical
        care and can choose to initiate a gender transition in later life. This increased societal acceptance has
        profound positive effects on the mental and physical well-being of older LGBTQ+ people and many report feeling
        happy in later life (Witten & Eyler, 2012). However, their experiences in early life
        still greatly influence their outcomes and how they experience aging. Furthermore, though somewhat less severe,
        LGBTQ+ older adults today still face daily experiences of individual and institutional discrimination, many of
        which are overlooked or perpetuated by healthcare providers and other service agencies. It is important, then,
        to be aware of the unique needs, risks, and experiences associated with LGBTQ+ aging.
      


      
        81An accepting and well-resourced social network becomes especially important
        to LGBTQ+ aging because aging is often accompanied by the loss of social ties and many LGBTQ+ people were
        isolated from their biological family members when they “came out” (Witten & Eyler,
        2012). LGBTQ+ older adults are also less likely to have children or partners, which can increase their risk
        for poor physical and mental health outcomes (MetLife, 2010; Williams
        & Fredriksen-Goldsen, 2014). Nonheterosexual men are one of the most vulnerable groups in this respect
        because they are even more likely to live alone and often have experienced a loss of a partner due to AIDS
        (Goldsen et al., 2017; Wallace et al., 2011). Although LGBTQ+ older
        adults face vulnerabilities in regard to familial social ties, many have accommodated by forming tightly knit
        friend networks or “chosen family” (Fredriksen-Goldsen et al., 2017). “Chosen families”
        could promote individual and collective well-being because older adults highly prioritize these groups and
        members can often serve as caregivers for one another (Witten & Eyler, 2012). Care and
        service providers must consider the meaning and roles that older LBGTQ+ adults ascribe to their family and
        friend networks to better support them.
      


      
        LGBTQ+ older adults can also have difficulty navigating healthcare settings and interactions. LGBTQ+ people can
        be denied access to relevant health services, their partners can be barred from being involved in healthcare
        decision-making, and they can be otherwise alienated because most traditional long-term care facilities are not
        sensitive to or designed for LGBTQ+ populations. A growing and concerning body of literature also suggests that
        long-term care staff are not properly trained about LGBTQ+ issues and, even more, often actively discriminate
        against their LGBTQ+ residents (Bell et al., 2010).
      


      
        In fact, most LGBTQ+ older adults who reside in long-term care facilities report having experienced
        particularly harmful forms of discrimination enacted by staff members, such as denial of adequate care or
        harassment (Grant, 2010). When LGBTQ+ people move into these care settings, they can feel
        compelled to “return to the closet” because they fear discrimination from staff and rejection from their new
        peers (Justice in Aging Center, 2015; Witten & Eyler, 2012).
        These and other experiences with discrimination are a primary reason why LGBTQ+ older adults are less likely to
        seek medical care and more likely to distrust medical institutions (Movement Advancement
        Project, 2010). To address these issues, some institutions require staff members to complete cultural
        competency trainings and highlight how implicit biases related to homophobia and heterosexism affect the care
        they provide. Some LGBTQ+ older adults have also begun to opt into 50-years-and-older communities and care
        facilities that exclusively serve LGBTQ+ people. Within these facilities, LGBTQ+ older adults are able to feel
        equal to their peers, be surrounded by affirmation and positivity, and feel safe and supported (Sullivan, 2014).
      


      
        Moving forward, it is important to meet the needs and support the strengths of contemporary LGBTQ+ older adults
        through enacting policies and programs that consider their unique experiences. The collective life stories of
        these older adults share a common theme of marginalization and discrimination, yet for many, another life story
        emerges connected to activism, resilience, and pride. It is our job to incorporate their dynamic life stories
        into our fields of work, and to critically question our own beliefs about the legitimacy of heterosexist and
        cissexist institutions in order to promote the well-being of all older adults.
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        Age and the Life Course
      


      
        
          LEARNING OBJECTIVES
        


        
          •   Understanding how age matters for individuals and groups.
        


        
          •   Learning how age matters for social life and the organization of the life course.
        


        
          •   Appreciating how age is related to individual differences and social inequality.
        


        
          •   Exploring how cohorts create new patterns of aging and the life course as they grow older.
        

      


      
        Life-course scholarship takes a long view of human development, trying to account for the whole of life even if
        examining only parts of it. As the field of adult development and aging grew in the last century, it was
        gerontologists who advanced a life-course perspective. They realized that in order to understand the final
        decades of life, one had to account for a long-lived past. People do not suddenly start to age or become old at
        65. They have decades behind them that play critical roles in determining or shaping their later years.
      


      
        In every society, age has unique meanings and uses. Age is a central component of a life-course perspective.
        Some disciplines have examined how age functions in society: as a dimension that structures family life,
        education, work, and other spheres. Other disciplines have focused on how age is linked to expectations for
        social roles and behaviors. These expectations form a “mental map,” to use Hagestad and
        Neugarten’s (1985) phrase, that individuals use to organize their own lives, the lives of others, and their
        general expectations about the life course. In these and other ways, age is a powerful determinant of how the
        life course is negotiated and experienced.
      


      
        No matter what our age, we are aging. As we grow up and older, we have been subjected to many forces that shape
        our pathways through life, and the things that happen earlier in life can have direct or indirect influences on
        the later years. As discussed in Chapter 1,
        a life-course framework is essential for understanding aging and the social experiences and contexts of aging.
        This chapter considers how age is meaningful to individuals and groups and to social life. As you will see, age
        plays a major role in structuring the life course, and subsequent chapters will examine aging and the life
        course in different spheres, such as family, work and retirement.
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        Age as a Proxy for Statuses and Experiences
      


      
        Chronological age has long been recognized as an “empty” variable. That is, researchers often use age to stand
        in for things that are age-related but have not been measured—say, some aspect of the individual’s physical,
        psychological, or social functioning. For example, chronological age might represent an individual’s emotional
        maturity (psychological age), roles and responsibilities (social age or legal age), position in their potential
        life span (biological age), or ability to function in daily life and adapt to their environment (functional
        age). There have been approaches to measuring and validating each of these types of age.
      


      
        It is easy to see why chronological age has great appeal. It is easily and objectively measured, and it is
        universal—everyone has one. This makes it convenient and practical as a research variable and as a basis for
        making policies or determining eligibility for services, such as Social Security, Medicare, pensions, or life
        insurance (for a classic discussion, see Neugarten & Hagestad, 1976). Even more,
        chronological age seems naturally enmeshed with aging because aging seems to be about advancing in age.
      


      
        
          Stop and think:
        


        
          Think of someone significantly older or younger than you. How might knowing their age give you some important
          insight into them? What does it reveal or not reveal about them?
        

      


      


    





        Age as Relative Personal Time
      


      
        Chronological age is ultimately an index of years since birth—absolute time that stems from a human-made
        calendar (see also Fry, 2009). It is a crude way to judge where an individual is in life.
        In individual experience, however, age prompts both internal and external comparisons that are really about
        relative time. Internally, people use age to assess the present and then judge the past and anticipate
        their future. (“I am 25 and still working on my bachelor’s degree. I wish I had known earlier what I wanted to
        major in. I’m going to get a late start to working full time.”) Externally, they make judgments about
        themselves relative to their age peers (“At the reunion, many of my classmates looked much older than me”) or
        relative to people who are younger or older (“He’s 30 years older than me, but he works just as
        much. I hope I’m able to keep working at that level when I’m his age”). Individuals also use age to make the
        same kinds of assessments of other people (“They’re the same age, but our parents couldn’t be more
        different, mine are so active and yours are couch potatoes”).
      


      
        Age can similarly be understood as duration as it is used to estimate time to an event (“I will be 53
        when my daughter graduates high school, just 2 years from now”), time in a role (“I retired at 67 after
        being a professor for 40 years”), or time between experiences (“I had my daughter at 26 but waited 3
        years before I had my son”). A common experience for individuals in middle age is to begin thinking less about
        time-since-birth and to start thinking more about time-left-to-live (Neugarten,
        1968). This observation foreshadowed a vibrant field of inquiry on “future time perspective” (Carstensen, 2006), in which the goals, behaviors, and emotions of people of any age can be shaped
        by how 85much time they think they have left. These duration experiences can
        involve internal or external comparisons. For example, the serious illness of an individual can bring the
        feeling that time in one’s life or with loved ones is running out or cut short (Hagestad &
        Settersten, 2017).
      


      
        Subjective Age
      


      
        These kinds of internal and external comparisons underlie another major tradition of research on subjective
        age. This tradition examines how old a person feels, into which age group they place themselves, or how old
        one would like to be. It probes their feelings and perceptions, but it often compares these perceptions to
        their actual chronological age. Common are physical appearance (look age), activity level or types of behaviors
        (act age), how old one feels (feel age) or would like to be (desired age), or the ages other people would give
        them (assigned age). These subjective ages have been linked to health, personality attributes, and behavioral
        dispositions, and they play roles in shaping the kinds of goals people set and pursue (for illustrations, see
        Diehl & Wahl, 2015).
      


      
        
          Stop and think:
        


        
          What are your look, act, feel, desired, and assigned ages—and how do those ages compare to your actual
          chronological age?
        

      


      
        In the Topical Essay at the end of the chapter, “Is Age Just a Number?”, Senjooti Roy and Sara Stemen further
        explore what age means for how people feel about or perceive their functioning in relation to
        age.
      


      
        THE MEANINGS OF AGE FOR SOCIAL LIFE
      


      
        A long-standing distinction in the discipline of sociology is that between ascribed and achieved statuses.
        Ascribed statuses are those that are automatically assigned to an individual on the basis of
        characteristics that the individual cannot easily change, such as age, sex, or race. Achieved statuses,
        in contrast, are acquired or developed on the basis of abilities and/or effort. Basic ascribed social
        categories, like age, often conceal complicated processes that influence attitudes, behaviors, and language.
        Social scientists begin their work with the assumption that lives are socially structured, even if we are not
        conscious of it, and in most Western societies age is a meaningful dimension of social organization, as we
        illustrate in the sections below.
      


      
        Age and Life Phases
      


      
        Age is the basis for how members of a culture split up the life course, give names to different periods, and
        define their beginnings and ends. Individuals are aware of their movement, and the movement of others, into and
        out of these life phases. Identities, social relationships, and social expectations are based on them.
      


      
        As societies developed and life expectancy grew, so too did the number of life phases, beginning with
        “childhood,” “adulthood,” and “old age.” Childhood was eventually split into “early childhood,” “middle
        childhood,” and “youth and adolescence.” Adulthood was split into “early adulthood,” “midlife,” and “old age.”
        As the phase immediately preceding 86old age, midlife has grown to be of
        special interest to research on aging (see Lachman, 2015). Old age was further split into
        the “young-old” and the “old-old” (Neugarten, 1974) or the “third age” and “fourth age”
        (Baltes, 1997; Laslett, 1989), with people in the “fourth age”
        sometimes called the “oldest-old” (Suzman & Riley, 1985). In light of the prolonged
        transition to adulthood today, we might propose that “early adulthood” be split into the “young-young” and the
        “old-young” to distinguish the front and back ends of the 20s, which are very different (Settersten & Ray, 2010).
      


      
        The terms “young-old” and “old-old” have been part of research on aging since Bernice Neugarten first coined
        them in the 1970s. Researchers have generally based these terms on chronological age, with the young-old
        traditionally defined as 65 to 74 and the old-old as 75 and older. As lives have grown longer, the term
        “oldest-old” emerged, often defined as those who are 80 or 85 and older. But Neugarten’s original use of these
        terms was precisely not about chronological age. It was instead to separate elders who are relatively
        healthy, affluent, and active (the young-old) from those who are not (the old-old)—regardless of their
        ages—because people of a particular age are so different in their lifestyles and functioning.
      


      
        The traditional starting point for “old age” in the United States has long been tied to eligibility thresholds
        for government programs—age 65. (As we will discuss in Chapter 6, these thresholds are
        gradually being moved upward.) And yet, research on subjective age has repeatedly revealed that many people who
        have passed this threshold do not classify themselves as “old” (Settersten & Hagestad,
        2015). People do not wake up one day and suddenly feel as if they are old, and certainly not based on age
        alone or on the fact that they are eligible for a program like Social Security or Medicare. Instead, they
        gradually experience an accumulation of changes that raise their awareness that they are growing older, some of
        which may be related to crossing particular chronological ages but many of which are not.
      


      
        The Third Age, a New Phase of the Life Course
      


      
        Historian Peter Laslett (1989) first described the third age as an initial phase of
        later life in which people are healthy, free of the obligations of child-rearing and employment, and socially
        engaged. In short, this overlaps with the early phase of retirement for many people. It is the image of later
        life to which our culture directs us to aspire. Moen (2016) calls this active period of
        life “encore adulthood.” The third age ends when the fourth age begins, a period characterized instead
        by declining health and loss of independence. The emergence of the third age came about through demographic and
        ideological changes: longer life, better health, some measure of financial security, a more positive attitude
        about aging, and more flexible attitudes about meaningful use of time in recent (and coming) older adult
        cohorts. It is part of rethinking and elaborating what was once an undifferentiated span of later life to
        reflect distinct phases.
      


      
        Although Laslett argued that the third age is a time of personal fulfillment because people can leave the work
        force and have opportunities for leisure, paid work volunteering and other forms of civic engagement are
        especially important ways that elders can contribute 87to society in the third
        age. It is ultimately about continued vigor and engagement in the social world. Time and good health (personal
        resources) are the fundamental requirements for other widely discussed concepts in gerontology, such as
        successful or productive aging or maximizing health span (number of healthy years) over life span (number of
        years).
      


      
        Understanding the third age is a new agenda for gerontology research. Baby boomers are already entering this
        phase of healthy postretirement. But marking the beginning and end of the third age remains quite a challenge.
        Should we consider physical health, functional independence, retirement status, age, or some combination of
        these or other characteristics to identify the start and end of the third age? It is clear that chronological
        age alone cannot suffice as a marker of either period, given the differences among older people in the later
        years. This is especially true of functional health, the presence or loss of which is central to these
        concepts. No matter what, the third age is now part of the new landscape and language of aging. Of course, the
        characteristics of the fourth age, with its focus on physical decline and dependence, has long been part of the
        view of aging. Here, too, this could be as brief as a few months or last many years.
      


      
        
          Stop and think:
        


        
          How might you split up later life into distinct segments? What would you call them? With what criteria would
          you define them?
        

      


      
        Ageism and Age Stereotypes
      


      
        The larger life phases we just described can be the basis of age stereotypes—common images or
        perceptions of people of different ages, and their physical, psychological, and social characteristics. An
        overapplication of these stereotypes can lead to ageism, which Robert Butler (1969,
        p. 243) once described as a “systematic stereotyping of and discrimination against people because they are old,
        just as racism and sexism accomplish this with skin color and gender.” While ageism may be related to society’s
        use of age to organize social life and expectations for behavior, it is a potentially damaging by-product of
        age norms, which we will describe shortly. Through processes like these, age enters into and shapes everyday
        social interaction, affecting the expectations and evaluations of the individuals involved in those exchanges.
      


      
        Age is portable—it always accompanies the individual. But the appearance of age is something that can be
        manipulated for those who have the desire and resources to do so. Indeed, the large over-the-counter cosmetic
        market, which peddles “regenerative” “antiaging” products, has been built around the manipulability of age. The
        desire to look or act younger should occur more often in environments in which aging is devalued, although
        looking or acting too young might also carry negative judgments.
      


      
        Some researchers have theorized that having to confront negative stereotypes depletes the strength that older
        adults have to regulate their thoughts, feelings, and behaviors (Emile et al., 2015),
        forcing them to switch their mind-set from one of achieving gains to avoiding losses (Barber
        et al., 2015). Individuals’ personal stereotypes about aging are associated with physical, cognitive, and
        mental health outcomes in later adulthood. Those who have over many years held negative personal beliefs about
        aging, and/or who 88live in environments that reinforce these stereotypes, have
        poorer memory function and are more likely to experience health concerns such as anxiety, cardiac events,
        suicidal ideation, and posttraumatic stress disorder (e.g., Levy et al., 2015).
      


      
        Many stereotypes of aging are negative, but they need not be. Positive stereotypes also exist, such as older
        people being wise, dignified, nurturing, friendly, patient, or giving. These positive stereotypes are important
        counterparts to the negative stereotypes that many gerontologists deem as ageist. Age stereotypes can provide
        social advantages, not just disadvantages.
      


      
        As a dimension of stratification and inequality in society, age is different from gender or race because
        eventually “everyone becomes vulnerable to ageism if they live long enough” (Palmore,
        2015, p. 873). This is not to say, however, that ageism is experienced uniformly by gender or race.
        Relative to other kinds of “-isms,” ageism is relatively invisible. Individuals are often unaware of ageism in
        their attitudes or behavior, or of when they tacitly support the ageist attitudes and behaviors of others by
        not challenging the things they see and hear. Ageism is also not the exclusive domain of gerontology. For
        example, ageism can exist for young adults too—such as when they are dismissed or judged on the basis of their
        limited skills or experience, or when there is competition (or perceived competition) for employment and public
        resources.
      


      
        
          Stop and think:
        


        
          Can you think of a time when you experienced ageism? Can you think of a time when your actions or thoughts
          were ageist?
        

      


      
        Ageism and Language
      


      
        To refer to a person—even to oneself—as “old” in the United States today is culturally taboo. In fact, the
        American Psychological Association’s guidelines for psychological practice, as well as the style guidelines of
        their publication manual, recommend the term “older adults,” which is used by most gerontologists. The use of
        the term “old age” in describing a life period also seems to have become taboo among gerontologists, who
        instead use softer terms such as “later life” or “older age.” The use of such terms is consistent with the
        reality that age is a relative concept—individuals become older with the passing of time, and they become older
        or younger with respect to others. This language is peculiar, though, because it contributes to the denial of
        aging and finitude: human beings do become old, and old age is, in most societies, recognized as
        a distinct period of life. In some societies, however, the terms “old” and “old age” are not only embraced by
        individuals, but also bring social stature. The avoidance of age-based language is, relative to the study of
        other phases of life, unique to gerontology. It is well-intentioned in that it seems to be done out of
        respect—precisely because the term “old” is interpreted to be devaluing and demeaning. But this practice
        reflects an antiaging culture and, in trying to combat ageism, produces a new brand of it. There is a
        persistent tension in the fact that a field so entangled with age so firmly resists language related to age.
      


      
        In the topical essay at the end of the chapter, “Is Age Just a Number?”, Senjooti Roy and Sara Stemen further
        explore how ageism affects how people perceive themselves and others.
      


      
        89Age and Social Roles
      


      
        The concept of social role is one of the fundamental building blocks of the life course. It is the mechanism
        through which people are linked to social groups and institutions. There are two dimensions that link people to
        social structure via social roles. First, roles entail socially recognized positions (e.g., father, employee,
        student) within established social networks. Second, roles come with a set of expectations about how people
        will behave based on their status: what they should or should not do. Social roles can be compared to an
        actor’s role in a play, but these roles are carried out every day in social life (Goffman,
        1969).
      


      
        
          Stop and think:
        


        
          Think about what constitutes the normal, expectable life for someone like you—however you might define
          “someone like you.” What are the big events that are supposed to mark your life, and when are those events
          supposed to happen? What consequences might come to you and others if you do not stay on course?
        

      


      
        Social roles are in part determined by the basis of age or life phase. The life course is a socially
        constructed roadmap composed of social and cultural expectations—age norms—for the timing of major life
        transitions, such as when to leave home, finish school, find full-time work, partner and parent, or retire.
        These social expectations create a kind of “social clock,” times in life when people are supposed to pursue—or
        not pursue—particular roles. The life course, as a widely shared idea, is a fundamental feature of the societal
        framework in which individual aging takes place. Members of groups share informal notions about the “normal,
        expectable life cycle,” to use Neugarten’s (1969) phrase. As people make these
        transitions, their identities and life circumstances change, and they likely encounter new responsibilities and
        need new resources.
      


      
        Individuals use these age norms as scripts for organizing their own lives and their expectations for the lives
        of others. In orienting behavior, these maps serve an important human need for order and predictability—they
        give people a sense of what might lie ahead and a chance to get ready. For individuals, the strength of these
        expectations is reflected in the fact that they know whether they are on-time or off-time with respect
        to accomplishing these transitions, as Neugarten and her colleagues (1965) observed over
        50 years ago. When experiences come early or late, when experiences that have long been in our minds never come
        along, or when experiences come along that have never been in our minds, we are caught off guard and
        unprepared. Some experiences also have lower or upper limits: for example, an age before which someone should
        not marry or have a child, an age after which a person should not have another child, or an age after which a
        person should not run for a political office, a public debate which always seems to emerge during presidential
        elections in the United States.
      


      
        
          Stop and think:
        


        
          As evidence of the presence of age norms, ask yourself: Why don’t more people work past the age of 70? Why
          don’t people wait until they are in their late 30s to get married? Would you feel comfortable announcing to
          your family and friends that you have decided to delay working full time until age 35 so that you could take
          up more leisure activities?
        

      


      
        90Age norms are central to many sociological theories because adhering to these
        expectations is understood to be important for maintaining social order and allocating resources. If these age
        norms are truly normative, there must be consensus about them. These norms must also be enforced through social
        sanctions that reward people for staying “on track” or penalize those who deviate from them. Although most
        people are aware of these age-based expectations, today they seem to be perceived more as guides or as optimal
        for human development rather than strict mandates that must be followed.
      


      
        Besides the timing of transitions (i.e., the age at which they occur), life-course researchers examine other
        aspects of transitions: duration, sequencing, spacing, and density. Duration is how long one spends in a
        given role or status, such as the length of time as a student, in a job, or married, divorced, childless, or
        widowed. Sequencing is the order of multiple transitions. This is nicely captured in fact that the
        transition to adulthood is not a single transition but is instead a package of transitions. Here, the
        traditional order of what Settersten (2011) called the “Big Five” markers of adulthood is:
        leaving home, finishing school, finding work, partnering, and parenting. Spacing relates to how much
        time there is between status changes, such as between dating and engagement, engagement and marriage, marriage
        and a first birth, first and subsequent children, or divorce and remarriage. Finally, density relates to
        the pileup of changes in a bounded period of time. Density is of special concern for mental health and intake
        interviews, especially as clinicians probe whether any number of “critical” or “stressful” life events have
        occurred in recent months or the past year. Here, the assumption is that there is a maximum amount of change
        that any individual can manage before they are prone to breakdown. One example is a doctoral student who
        graduated, moved, bought a home, started a new job, and had a child—all in a period of 4 months.
      


      
        Other age norms are less about transitions and more about finer grained expectations related to behavior,
        dress, and speech. For example, how would you react to an 80-year-old woman wearing a very short skirt to work
        or a bikini on the beach? A 70-year-old couple kissing passionately in public? A 50-year-old man with a
        25-year-old wife, or a 50-year-old woman with a 25-year-old husband? A 17-year-old male who drives very slowly?
      


      
        Age and Structural Lag
      


      
        Structural lag is the tendency for social institutions and policies to change more slowly than changes
        in peoples’ lives—they often lag behind the times. (The notion of structural lag with respect to aging and the
        life course grew out of age stratification theory, which is the subject of the Applying Theory feature later in
        the chapter.) It is not just that institutions and policies fail to recognize new behaviors and attitudes, it
        is that in reinforcing old behaviors and attitudes institutions and policies may actively penalize these new
        behaviors and attitudes. This kind of dynamic can be witnessed in the long road to civil rights for LGBTQ
        populations and, before them, women and African Americans.
      


      
        The problem of structural lag is reinforced by the fact that some social roles are heavily bound to age.
        Consider the tripartite (Kohli, 2007), or three-box, structure of the life
        course, with education in early life, work in the middle, and retirement and leisure at the end.
        Opportunities in education, work, leisure, and family life are also age-based because 91institutions and markets cater to these age groups. This age-differentiated
        structure is depicted in the left-hand side of Exhibit 4.1. On the right side is what might
        instead be envisioned as an age-integrated structure. An age-integrated structure makes it more possible
        for these opportunities to occur throughout life and therefore to accommodate the needs, interests, abilities,
        and contributions of people of all ages. For this to happen, age would have to become less meaningful as a way
        to structure people’s opportunities or expectations in these three realms.
      


      
        
          Stop and think:
        


        
          Consider one of the spheres in Exhibit 4.1: education, work, or leisure. Can you think of
          some reasons why this sphere is so age-differentiated? Can you come up with some ideas for how it could
          become more age-integrated?
        

      


      
        Exhibit 4.1 is focused on education, work, and leisure. What about family? Family is a
        dominant box in the life course too, and family demands and circumstances make it harder or easier to pursue or
        perform well in education and work roles or to have opportunities for leisure. However, relative to these other
        spheres, family seems more naturally age-integrated, even though family roles and relationships change
        dramatically as individuals grow older, and even though family structures change over time with births, deaths,
        divorces, remarriages, and other events. In families, individuals of different ages, generations, and
        92cohorts are assembled together. At the same time, we will see in Chapter 5 that families are also highly differentiated by age, generation, and cohort. In
        addition, the demographic changes that created aging societies, which were discussed in Chapter 2, have dramatically altered family structures and experiences.
      


      
        
          
            EXHIBIT 4.1
          


          
            Two Idealized Age Structures
          

        

        [image: Image]


        
          Source: Based on Riley, M. W., & Riley, J. (1994). Age integration and the lives of older people. The
          Gerontologist, 34, 110–115. https://doi.org/10.1093/geront/34.1.110
        

      


      
        Signs of Change in the Tripartite Life Course
      


      
        There are signs that the boundaries of these three boxes have been altered and are even eroding. For example,
        the front end of adult life has seen major extensions in education and later entry into full-time work
        (Settersten & Ray, 2010), which in turn mean that recent cohorts of young adults are
        getting a slower start to savings and pension-building, potentially reducing resources in later life or
        delaying retirement. These risks are heightened by the fact that gains in life expectancy have made the
        retirement period longer. The extended support that parents now provide to their young adults for higher
        education and training, housing, and other purposes also strains family resources and may alter parents’
        options and choices regarding work and retirement.
      


      
        In the middle of life, technological and labor market changes have made it necessary for many working adults to
        return to school or seek training to remain competitive. This need has especially grown as “lifetime” models of
        work—in which employers and employees invest in a long-term partnership, and employee longevity translates to
        better wages, job security and mobility, and pensions—have vanished (Hardy, 2011). Stable
        work has itself become uncertain, and many jobs no longer carry health insurance or benefits, or the levels of
        protection they once did. This shift coincides with “contingent” models of work, which are characterized by
        time-bound contracts with no promise of employment beyond those parameters—or no contracts at all (Kalleberg, 2011). These changes, too, may reduce resources in later life and delay retirement.
      


      
        In later life, many older people are unaware of when and how to transition to retirement. A more gradual or
        prolonged transition to retirement is not always a choice as much as an immediate economic necessity or a
        reflection of worry about how much life will remain at the end of the money. Gauging the end of life is
        difficult, as people do not know whether they will live 5 or 25 more years. The Great Recession also took
        significant tolls on the savings and assets of many working-aged or already-retired people, undermining or
        forcing changes in retirement plans and options.
      


      
        Structural lag can be used to support a position of advocacy for older adults. One of the clear messages in the
        discussion of structural lag is the unfulfilled potential of a large proportion of the older population who
        lack formal outlets and recognized positions in which they can make contributions. This attention to the costly
        lack of opportunities for older people is the backdrop for the growing attention to how to foster productive
        aging through volunteer activities or paid work.
      


      
        An Illustration: Lifelong Learning
      


      
        Work and retirement are the focus of Chapter 6. Here, inspired by Settersten and Schneider (2018), we take up lifelong learning initiatives to illustrate
        efforts to make the education box more age-integrated—that is, to move it from the bottom left side of
        Exhibit 4.1 to the longer bar on the right side. An “inoculation” approach to education and
        training—get it early and you are set for life—is inconsistent with the need in many careers for 93continual retraining. There is a growing trend toward education beyond traditional ages,
        sometimes referred to as “adult education,” “continuing education,” or the now more popular phrase, “lifelong
        learning.”
      


      
        Many institutions of higher education, especially traditional 4-year institutions, continue to cater to young
        people straight out of high school. But other institutions, like regional state campuses, community colleges,
        and online learning environments are actively trying to reach students older than 25, even much older. Since
        the 1970s, enrollments have grown dramatically for more mature students, including those returning to school
        after many years of involvement in work and/or family. Baby boomers are likely to expand these enrollments
        still further in response to changing tides in the labor market or for personal enrichment. They have
        preferences and learning styles that make them an attractive market for building new and meaningful programs in
        higher education (DiSilvestro, 2013). There would therefore seem to be sizable demand and
        interest in higher education in all periods of life, if educators can get creative about how to design and
        deliver it. In addition, colleges and universities are beginning to experience population declines in the
        enrollment of “traditional” age students that are threatening the financial well-being of many institutions. It
        will be in their best interests to expand in these directions.
      


      
        How might higher education be made more meaningful in the life course? A greater possibility of getting
        education after early adulthood hinges on the person having flexibility in life and whether it meets their
        needs and purposes. Being able to step away from other responsibilities to invest in or reinvent oneself
        through higher education is easier to do when one has resources. Lifelong education also cannot be primarily
        for those who are already well educated, or it will simply deepen inequality. It must appeal to those who
        need education throughout life as much as to those who are willing or able to take it up.
      


      
        To find a bigger place for education throughout the life course, people in middle and later life must be
        targets of higher education. Returning to school in midlife, for example, poses unique challenges and demands
        and different institutional and policy solutions. Leaving full-time work to pursue study means going without
        insurance or needing to be partnered with someone who can provide it; leaving full-time continuous work means
        long-term losses in pensions and Social Security; stepping into a new career at a later age may not leave
        adequate time for promotions and may bring age discrimination; the middle of life is already tightly squeezed
        by work, parenting, and parental care responsibilities.
      


      
        Online educational platforms have played crucial roles in reaching place-bound students who have significant
        work and family responsibilities. But for these students, education is generally being added onto existing
        responsibilities, not replacing them. And although online platforms offer a gateway to new educational
        opportunities, they also require strong self-discipline, goal-directedness, and study habits and skills that
        may be lacking in the very students these platforms hope to reach.
      


      
        Similarly, we earlier noted the opportunities that come with the third age in which most people no longer have
        work or childcare responsibilities but are in good health. Any educational programming catered to older
        individuals must come to terms with the fact that there is an optimal window for designing such programs and
        outreach, before the physical and cognitive challenges of the fourth age pose more significant barriers to
        learning.
      


      
        94Some existing campuses, especially residential campuses, are attempting to
        become more age-friendly. Along these lines, the Age-Friendly University Global Network has put forward 10
        principles to foster the inclusion of older adults on campuses (Association for Gerontology in
        Higher Education, 2017). These principles, which have been adopted by a growing network of institutions in
        Ireland, the UK, the United States, Canada, and beyond, include promoting the participation of older people in
        core activities of the university, personal and career development, intergenerational learning, online
        learning, health and wellness programs, and arts and cultural activities.
      


      
        Others are building Universities of the Third Age that are explicitly and exclusively meant for retirement-age
        students in the healthy phase of later life (e.g., see u3a.com).
        This largely European movement is composed of two kinds of groups: those who work with local universities to
        create formal learning experiences, and those who rely on the experiences and knowledge of their members to
        create informal learning experiences.
      


      
        These institutions are a response to a large and growing market niche of “successful agers” who seek personal
        enrichment and learning communities rather than degrees. The limited time horizons of these students lead them
        to focus on personal meaning, not labor markets. These initiatives are emerging precisely because 4-year
        settings in particular are so focused on the young, which reinforces the segregation of young and old students
        and misses an important opportunity to create more age-integrated learning opportunities. An aging society
        brings an opportunity to build institutions that are more age-friendly—and therefore more flexible. Lessons for
        4-year universities can be learned from community colleges, which have long served older students and have had
        to respond appropriately in designing flexible environments. These markets demand more convenient class times
        (evenings, weekends, or intensive spurts), formats (online, hybrid or “flipped” classrooms), part-time
        enrollment, and lower cost options. For older students, concerns about time and money are exacerbated because
        there is little time to “waste” in school and there is limited time to recoup costs or reap economic or other
        benefits of schooling.
      


      
        
          Stop and think:
        


        
          If you were to redesign your university, what might you do to attract, recruit, and serve older people? What
          opportunities and barriers do you see?
        

      


      
        No matter, the term “nontraditional” should be abandoned in an effort to build more age-inclusive campuses.
        This does not mean that the needs of students of different ages are the same; they are not. But being mindful
        of the ways that such a term, which signals that the presence of students outside of their early 20s is not
        normal, can be divisive and create dynamics of segregation and stigma. Even if it is not ill-intended,
        “traditional” becomes a “normative standard against which other kinds of students and colleges are easily
        viewed as lesser approximations” (Stevens, 2015, p. 10). Indeed, “traditional” college
        students are an increasingly smaller minority of the student population at large (Deil-Amen,
        2015). Unlike elementary and secondary schools, which are highly age-graded, higher education should not be
        exclusively designed for students under age 24 when the average remainder of adult life now spans at least five
        or six decades. It is also peculiar that the term “nontraditional” 95has been
        used so exclusively in relation to age rather than to reference other social groups that have historically had
        low presence in or access to higher education.
      


      
        
          Stop and think:
        


        
          What do the terms “traditional student” or “nontraditional student” mean to you? How do you think of yourself
          in these ways? How do others think of you in these ways?
        

      


      
        
          APPLYING THEORY: Age Stratification
        


        
          Age stratification theory attempts to explain how age “strata” (or groups) in the population are ranked or
          become meaningful to allocate opportunities or garner status or social value (e.g., Riley et
          al., 1972). Like other stratification systems—such as those based on social class, race, or gender—the
          population is divided into groups. At any given point in time, the members of these groups come from distinct
          cohorts. We can determine whether someone belongs to, say, the “young adult” stratum and, on that basis, make
          some educated guesses about the person, assuming that people in the same stratum have some common
          characteristics. To visualize the idea of age strata, you need only look at the horizontal layers of the
          population pyramids in Chapter 3.
        


        
          Age stratification systems are straightforward in a sense because chronological age allows us to readily
          order individuals into groups and rank them hierarchically—they have greater or fewer accumulated years of
          life. In contrast, a stratification system based on social class requires considerable effort to define the
          strata and place individuals or households within them. In age stratification, it is clear that someone who
          is 75 is older than, and therefore in a different stratum from, someone who is 65. The question remains,
          however, whether the distinction between two chronological ages (65 vs. 75, in this case) is socially
          meaningful. And because age strata usually include a span of chronological ages (e.g., the 65–74 or 75+), the
          boundaries that separate strata may be arbitrary rather than inherently meaningful.
        


        
          Age stratification theory goes beyond just recognizing that societies divide their populations by ages or
          into cohorts; it focuses on how societies offer different rewards and opportunities to members of different
          age strata. People in, say, the age 40 to 50 stratum generally hold more socially valued resources (e.g.,
          money, respect, power) than those in the age 20 to 30 stratum or the age 80 to 90 stratum. And yet, young
          people do have resources like time and health, and older people do often have resources like assets. Age,
          like many other bases for stratification, can be a source of inequality. Unlike social classes, where higher
          class equates to more resources for all persons in the group, those who are higher in the age stratification
          system (e.g., older adults) do not as a group have greater resources than those who are younger (e.g.,
          midlife adults) and, in fact, they may in some ways lose power and prestige as they get older.
        


        
          Another element of age stratification that differentiates it from stratification by social class has to do
          with social mobility. Social mobility refers to the movement 96of an
          individual between levels of the stratification system. In stratification systems based on gender or race,
          such mobility is extremely limited; most people have a fixed race and gender, although race and gender
          identities can be fluid. In the case of social class, mobility between strata is quite possible—for
          example, when a young person from a low-income background seeks an advanced education and achieves a
          high-level professional career, thereby moving to a higher social class. In age stratification, in contrast,
          mobility is automatic and unavoidable—even plastic surgery cannot prevent you from growing older. Simply by
          virtue of surviving, individuals and cohorts experience a sort of upward mobility in the age stratification
          system. But upward age mobility, unlike upward social class mobility, does not necessarily mean an
          improvement in one’s social prestige or economic situation. In social class stratification, higher is better;
          in age stratification, older may or may not be better.
        


        
          To focus attention on age stratification in no way diminishes the importance of other systems of
          stratification. Indeed, it is often informative to use multiple systems of stratification: for example,
          examining age strata and then, within age strata, looking at variations by gender, social class, or race to
          see how these stratification systems augment or diminish opportunities. The fundamental question today for
          age stratification is its usefulness in light of the growing diversity of every age group. Is age really
          likely to matter more than social class, educational background, gender, or race and ethnicity in
          understanding the social placement and life chances of individuals? The answer may be no, but as long as
          age-based restrictions on opportunities and power in society continue, there is some utility in using an age
          stratification framework to examine social and political issues.
        

      


      
        Age Integration and Segregation
      


      
        The fact that societies often allocate opportunities and roles based on age brings the possibility that people
        in different age groups will be segregated from one another. As a result, some researchers have called for a
        thorough examination of the costs of age segregation and the benefits of age integration for individuals and
        societies (Hagestad & Dykstra, 2016). So, too, have they called for actively designing
        social environments to more often put people of different ages together as they learn, work, and live in order
        to foster deeper relationships across generations in a society. Otherwise, the only meaningful cross-age
        relationships are those that are found in the family, and age segregation outside the family can be the root of
        ageism.
      


      
        
          Stop and think:
        


        
          Think beyond your family and long-standing family friends. Do you know someone over age 70 well enough to say
          they are a good friend? How did you meet that person? How long have you known them? What percentage of people
          in your inner circle of friends are roughly the same age as you?
        

      


      
        Age segregation or integration can create age-based conflict or cooperation. A working assumption
        is that age segregation generates conflict across 97cohorts, and that age
        integration generates cooperation. That is, if people are embedded in age-segregated networks they will act in
        ways that promote the interests of their age group, and if people are embedded in age-integrated networks they
        will act in ways that transcend the interests of their age group. Alternatively, one could argue that being
        embedded in age-integrated networks makes it more possible to have age-based conflict. In addition, processes
        of “cohort flow,” which we will address at the end of the chapter, mean that members of all cohorts will
        eventually have the experience of being in a particular age stratum. Older cohorts have already passed through
        many life phases and, based on their own experiences, have an understanding of what those phases are like;
        younger cohorts have not. These differences in experience and worldview can be significant sources of
        intergenerational conflict within families and society.
      


      
        Age segregation is not simply the result of structural forces outside of one’s control. It is sometimes about
        personal choice. Many older people, for example, actively decide to live in 55 and over or 65 and over
        communities that are, by design, meant to facilitate social engagement and integration among age peers and to
        respond to the emerging health needs of aging individuals. Although such communities may bring important
        amenities and benefits, they necessarily restrict interaction with people of younger ages, perhaps even
        regulating the presence of children, youth, and young adults. On the early end of adult life, the same can be
        said of college dormitories. They provide similar functions and have similar consequences for students. These
        examples serve as reminders that one cannot assume that integration brings uniformly positive effects, or that
        segregation brings uniformly negative ones. Both scenarios come with costs and benefits.
      


      
        Aging-Friendly Environments
      


      
        Physical environments affect aging, and the fit between persons and their environments affects how competently
        people are able to navigate their daily lives. A classic model of the relationship between behavior and the
        environment, proposed by Powell Lawton (1986), depicts the optimal fit between
        “environmental press” (i.e., the physical, sensory, and social demands it places on the person) and the maximum
        performance of individuals. There can also be potential negative outcomes of unsuitable environmental press,
        such as when the environment demands too much—or, perhaps surprisingly, too little—of the person. When the
        environment demands more of people than they can accomplish, it can result in stress, maladaptive behavior, and
        negative emotion. Similarly, when the environment is not challenging enough, people may not be motivated to
        maximize their competence. For example, an environment in which there are few motivations or opportunities for
        individuals to participate in community events might discourage them from getting out, walking around, and
        engaging with others.
      


      
        This formulation can be applied to a host of questions and circumstances. For example, “environment” can refer
        to a private home environment, a planned environment such as a retirement community, or a larger community such
        as a neighborhood or city. Lawton’s work gave rise to the field of environmental gerontology. This area
        of gerontology involves a wide range of disciplines and professions, including psychology, sociology,
        architecture, community planning, and public policy. The field offers important avenues to evaluate the
        effectiveness of interventions to improve the environments of older 98people,
        such as smart home devices and technologies that can compensate for physical or cognitive losses and help older
        people reduce the health-related risks of independent living.
      


      
        
          Stop and think:
        


        
          Can you think of a time in your life when the demands of your environment made it hard for you to achieve
          something? What was it that made it hard? Similarly, can you think of a time when there were too few demands
          in your environment and you were not challenged enough? What was it that left you unchallenged?
        

      


      
        These ideas have influenced a global movement to design aging-friendly environments, especially cities
        and neighborhoods. For example, the World Health Organization (WHO) has undertaken an initiative to address
        environmental issues that can help or hinder healthy aging. According to their Age-Friendly Environments
        Programme, “an age-friendly city is an inclusive and accessible urban environment that promotes active
        ageing” (WHO, 2010). An age-friendly environment provides services and amenities—such as
        housing, transportation, outdoor space, and social services—that support the activity, engagement, and
        integration of older people into their communities. An initiative like this underscores the major premise of
        environmental gerontology: that environments can be designed or adapted to maximize the health and well-being
        of older people.
      


      
        
          Stop and think:
        


        
          How might your community or city be redesigned to make it more age-friendly?
        

      


      
        The aging-in-place movement is another example of environmental gerontology (e.g., Scharlach & Diaz Moore, 2016). Research demonstrates that most people prefer to remain
        independent in their homes—whether apartments, condos, or houses—and in age-integrated neighborhoods, for as
        long as possible. Many older adults are not interested in the growing array of “active adult” communities or
        continuing care retirement communities. As a result, a wide range of programs and services are emerging to help
        older people stay at home as long as possible. Services related to home modifications and maintenance,
        home-delivered meals, and transportation keep an older person in a familiar and comfortable environment and
        part of the community. Informal networks and even whole communities of older people can be built around the
        provision of services. For example, the Village model, named for Beacon Hill Village in Boston, is a grassroots
        effort in which older adults who live in geographic proximity create an organization to enhance the services
        available to them. They not only bring in necessary services, but also create a strong sense of community.
        Members of a Village provide informal assistance to each other and actively support each other’s efforts to age
        in place as long as possible.
      


      
        Initiatives to create age-friendly environments and foster aging in place are a response to the powerful human
        need to feel at home and to be in a place that matters to one’s identity and life history. It involves feeling
        secure, having immediate access to cherished objects, and the opportunity to relax and be oneself. Having
        privacy and choosing the people with whom we live is a strong cultural value in the United States. When older
        adults move, they are often moving to a much smaller physical space, one that cannot accommodate all of their
        belongings. A move creates physical separation from long-standing neighbors and friends, merchants and
        services, churches, and other elements of the environment that are part of feeling at home.
      


      
        99Sometimes a move can be actively desired and chosen. A modest percentage of
        older adults choose to relocate after retirement, usually based on better weather, favorite places like beaches
        or mountains, or proximity to kin. For others, a relocation may be forced due to changing health, economic, and
        social conditions. When an older adult moves in order to have easier access to a wider range of assistance and
        health services, it is often prompted by health crises, the loss of a key caregiver, or other events that
        signal the loss of autonomy and control, growing dependence on others, and even the end of life. In settings
        such as assisted living, the wishes of spouses or adult children sometimes take precedence over those of the
        older adult residing there, further eroding the elder’s sense of control. Readers familiar with living in a
        dormitory or in military barracks understand how the individual’s interests are limited by the constraints of
        congregate living. Some older adults say that interactions in the dining rooms remind them of being back in
        high school, with cliques and turf battles and, sometimes, outright conflict.
      


      
        Resistance to moving cannot be boiled down to “stubbornness”; it is a reaction to a highly complex issue.
        Indeed, resisting such a move can be reframed as a positive choice to stay at home. These movements are
        ultimately about how to maximize the possibility that we have choices about where to live, and with whom to
        live, throughout our lives. It matters for aging because even normal changes that come with aging can constrain
        or eliminate those choices.
      


      
        Age in Laws and Policies
      


      
        Laws and policies often rely on, reinforce, and even create ideas about age and life phases (for a classic
        discussion, see Mayer & Müller, 1986). These create differences across societies in
        how the life course is organized and experienced. General references to age-related categories, without clearly
        specified ages, are common in legislation (“minors,” “adult,” “the elderly”). Specific age rules or preferences
        are embedded within laws, policies, and institutions that relate to civic life, education, work, family, or
        health. In most countries, adult rights and responsibilities are determined by chronological ages—for example,
        compulsory schooling, driving, drinking, voting, consensual sex, working, marrying, or seeking public offices.
        Eligibility for pensions, social services, or social insurance is often determined by age. Many discussions
        about legal ages are centered on questions of how soon in life individuals should be granted adult rights and
        obligations, and on how late in life these rights and obligations should be maintained, or the conditions under
        which they should be revoked (Cain, 2003).
      


      
        
          Stop and think:
        


        
          How did your identity change when you turned 18 or 21 and were an adult in the eyes of the law for various
          rights and responsibilities?
        

      


      
        In the United States, there are extensive government-sponsored social programs and services in the first and
        last few decades of life. This scaffolding is based on assumptions about risk and dependence on others during
        these years. In the case of childhood, it relates to the need to invest in and protect children and, in recent
        years, young adults, because of their dependence on parents or guardians. In the case of old age, it
        relates to the need to protect and promote the security of older adults because of their increased health and
        economic risks and the risk of becoming dependent. Programs 100like
        Social Security and Medicare are based on this assumption and are meant to reward elders for their prior
        contributions to society (see also Skocpol, 2000).
      


      
        Intersectionality: Age, Gender, and Social Class
      


      
        In every culture, age usually operates together with gender as “twin statuses” of social organization, to use
        Ralph Linton’s (1940) phrase, and both are affected by culture. That is, gender and age
        are primary dimensions that people use to think about themselves and others. As we move through our daily
        rounds, we sift and sort people, and respond to them, on the basis of gender and age. There are not generic old
        people; there are old men and old women and other types of gender identities in between.
        Men and women attach different social meanings to age, use different guidelines to measure the progress of
        their lives, and are subject to different expectations and evaluations (Settersten &
        Hagestad, 2015). For example, there are strong and persistent cultural differences related to aging bodies,
        including the “double standard” of aging for men and women—that the physical signs of aging often accentuate a
        man’s social capital but for women take it away (Bell, 1970).
      


      
        
          Stop and think:
        


        
          Do you think the double standard of aging for men and women is getting stronger or weaker? Provide some
          examples to support your position.
        

      


      
        Age and gender are two prominent dimensions of social organization and differentiation, but there are others.
        Every society simultaneously classifies its members using multiple dimensions. In the United States, social
        class and race work alongside age and gender as major sources of inequality. Understanding what these
        dimensions mean in combination—for a person’s identity and their opportunities—is called
        intersectionality. These may result in different types or levels of resources because members of these
        groups have differential access to healthcare, education, and housing.
      


      
        Individual Differences or Social Inequalities?
      


      
        The differences among older people—in things like health, income, and assets—are often as great or
        greater than the differences between older people and younger age groups. This is what Dannefer and Sell (1988) called aged heterogeneity. This heterogeneity is often emphasized
        by gerontologists to counter stereotypic or overly normalized versions of aging. But is it due to individual
        differences or to social inequalities? Both may develop as a time-based process (Dannefer
        & Settersten, 2010). Where individual differences are concerned, the lives of members of a birth
        cohort become increasingly unique the older they get, spreading out over time and resulting in experiences that
        are arguably as unique as their fingerprints. But inequality also tends to increase with age as a result
        of processes related to social stratification and exclusion, especially cumulative advantage and
        disadvantage (Dannefer, 2018). That is, reminiscent of the adage that “the rich get
        richer and the poor get poorer,” the effects of early life advantage and disadvantage can grow stronger over
        time. The perpetuation of inequalities leads to increasingly divergent pathways as members of the cohort grow
        up and older. We will see profound examples of these processes in the chapters on work and retirement and
        health.
      


      
        101Social class, race, and gender are central to these processes, which begin
        in early family and learning experiences, including preschool and primary and secondary schools, and continue
        as individuals move through higher education, work organizations, healthcare institutions, and housing markets
        (Dannefer & Settersten, 2010). These settings generate inequality because they
        regulate access to scarce and desirable opportunities and resources based on these social categories. But these
        processes operate in subtle and hard-to-detect ways, or are intended to be invisible. For example, age, gender,
        or race discrimination are not always obvious. The stark and growing inequalities among children and youth in
        the United States, as well as in the working-aged adult population, mean that inequalities among older people
        are only likely to increase in the future.
      


      
        Cohort Flow and New Patterns of Aging
      


      
        Related to age stratification (see the Applying Theory feature) is the idea of cohort flow, which helps
        to illustrate how a cohort can change an age stratum as it grows older and moves through successive age strata.
        This may be because of its unique demographic characteristics, generational values, and responses to social
        change. As discussed in Chapter 2, a cohort is a group of people who were born in the
        same time interval and who age together. As the cohort moves into the next age stratum, some members of the
        cohort will be lost due to death or, for a much smaller number, migration out of the society; a small number
        will be gained through migration into a society. The surviving group then has a different composition
        than it did previously. In addition, each cohort is distinct from those around it, such as the differences that
        become apparent when Baby Boomers, Generation X, and Millennials are compared. These differences are due partly
        to the social and historical circumstances each cohort encountered as their lives unfolded.
      


      
        Distinctive cohort characteristics mean that each age stratum (an age category such as 65–74 or 75+) is altered
        by the flow of successive cohorts through that stratum. This may seem like a complicated way to describe a
        straightforward observation: being 75 in 2020 is not the same as it was in 1990, 30 years earlier, or in 1960,
        30 years before that. Cohorts play active roles in creating these differences. The world changes constantly,
        and each unique cohort that moves through the later periods of life brings with it its members’ own histories,
        including the social changes they experienced earlier in life. As they react to the circumstances of aging,
        they alter them for future generations of older people.
      


      
        The phenomenon of cohort flow and social change can be described using an analogy to escalators in a department
        store (Seltzer, 1993, personal communication to S. Kunkel). An age cohort starts up the escalator, getting off
        at each floor and spending some time there. In Seltzer’s example, the floors of the department store are age
        strata. While on the adolescence floor, for example, a particular cohort will buy certain things, reject
        others, and demand new and different items than their predecessors. When that cohort moves on to the early
        adulthood floor, the people on the floor below then take the escalator to the adolescence floor, which now
        looks quite different than it did before the preceding cohort changed things. The preceding cohort made its
        102changes based on its unique character, stemming from the social and
        historical events its members had experienced.
      


      
        
          Stop and think:
        


        
          How do you think your cohort has been uniquely affected by social and historical changes? How was your life
          affected by the cohort above you? How might your cohort affect the lives of those beneath you?
        

      


      
        Cohort flow is an important mechanism for anticipating aging in the future. Indeed, the future of aging is
        already here—it can be found by examining younger cohorts, from the oldest boomers already well into later
        life, all the way down to Millennials on the front end of adulthood and Generation Z behind them. For example,
        Millennials are experiencing a prolonged transition to adulthood, with later patterns of school completion,
        labor force participation, partnering, and parenthood. Their life aspirations and worldviews on a wide range of
        social and political issues differ significantly from previous cohorts. One can—and should—be skeptical of the
        value and validity of broad generational labels because they put under a single banner very different types of
        people. But there is also no question that successive cohorts will challenge much of what we understand about
        aging. There is much to be gained in building a more “anticipatory gerontology,” to use Cain’s
        (2003) phrase, by projecting the future of aging at the societal level too. After all, the 90-year-olds of
        2110 have already been born!
      


      
        
          SUMMARY POINTS
        


        


        
          ■   Age is a central dimension with which to categorize people in research. It is
          also a dimension with which people categorize themselves and others in everyday life. For better or worse, it
          is used as a window into individuals’ physical, psychological, and social functioning. Age has great appeal
          because everyone has an age and it can be objectively measured. It can also be inferred, albeit incorrectly,
          because aspects of it can be observed and judged based on common ideas about how people of different ages are
          supposed to look or act. People evaluate their own aging in a variety of ways by comparing themselves to
          others. Individuals develop a “mental map” of the life course and use it to anticipate their own lives and
          aging.
        


        
          ■   Age is also a central dimension of social life and the organization of the
          life course. It is used to create distinct life phases and to allocate social roles and activities in spheres
          like education, work, retirement or leisure, and family. This structure is reinforced through age-based laws
          and policies, institutions and environments, and everyday social expectations. These things can make the life
          course rigid and inflexible. They can also result in ageism, age segregation, and age conflict.
        


        
          ■   The individual and social meanings of age are best understood in combination
          with gender, race, social class, and other key dimensions of personal identity and social organization. The
          differences among a cohort of people often increase as they grow older. This may reflect the fact that the
          experiences of individuals become more unique over time. But it may also reflect social inequality that is
          created 103by processes that limit opportunities for members of different
          groups, and which results in the accumulation of advantage and disadvantage over the life course.
        


        
          ■   As successive cohorts grow up and older, they create new patterns of aging and
          the life course based on their unique composition and historical location. It is especially important to
          understand how old they were when they encountered significant historical events and periods of social
          change. Their lives carry the imprint of their times. We can learn much about the future of aging by studying
          cohorts who are now young, by examining how they are different from those who came before them, and by
          projecting what these differences might mean for their later years.
        


        
          ■   Gerontology has an uneasy relationship with chronological age. On one hand,
          age lies at the heart of scholarship on aging. It is difficult to talk about aging without talking about age.
          On the other hand, some of the most dominant messages in the field send quite a different signal: that age is
          not something to be embraced as much as it is something to be transcended.
        

      


      
        
          KEY TERMS
        


        
          absolute versus relative time
        


        
          age-differentiated versus age-integrated life course
        


        
          age-integrated versus age-segregated settings
        


        
          age norms
        


        
          age-based conflict or cooperation
        


        
          aged heterogeneity
        


        
          ageism and age stereotypes
        


        
          aging-friendly environments
        


        
          aging in place
        


        
          ascribed versus achieved statuses
        


        
          cohort flow
        


        
          cumulative advantage and disadvantage
        


        
          environmental gerontology
        


        
          intersectionality
        


        
          life course
        


        
          life phases
        


        
          lifelong learning
        


        
          on-time versus off-time
        


        
          productive aging
        


        
          social mobility
        


        
          social role
        


        
          structural lag
        


        
          subjective age
        


        
          third versus fourth ages
        


        
          time-since-birth versus time-left-to-live
        


        
          timing, duration, sequencing, spacing, and density
        


        
          tripartite life course
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        “Age is only a number.” “You’re only as old as you feel.” “Act young and you’ll feel young.” These are just
        some of the common messages and birthday card greetings that confront people as they grow older. The underlying
        belief is that aging is undesirable and inevitable, and that people need consolation, optimism, and humor to
        face it. Age and the process of aging can be measured and experienced in various ways. For example, an
        individual may compare their functioning or status in different domains—physical, emotional and psychological,
        cognitive, or social—to their chronological age and to others of the same age. An individual may also be judged
        by others in the same way. Hence, we often hear comments such as, “She may be 70, but she has the blood
        pressure of a 50-year old” or “Look at him! He’s 82, but his reflexes are as quick as someone half his age.”
        Age, therefore, may be understood as a fluid, flexible construct that varies among individuals over time and
        changing circumstances.
      


      
        Subjective age is a measure of how individuals feel about or perceive their functioning or status
        in the different domains relative to their past, their actual chronological age, or to others of the same age
        (Settersten & Mayer, 1997). Subjective age is related to health outcomes. For example,
        people who feel younger than their chronological age have been found to have fewer depressive symptoms, higher
        physical and cognitive functioning, better self-rated health, greater life satisfaction, and enhanced longevity
        (Stephan et al., 2015). People may also evaluate themselves and others in more nuanced
        ways based on particular domains of functioning or different aspects of their lives (Kotter-Grühn et al., 2015). For example, people can feel younger cognitively or psychologically,
        but older physically. Of course, this depends on several factors, such as how the person feels at the moment of
        self-evaluation, to whom they are comparing themselves, or to what prior time of their life they are comparing
        their present self. This process may also lead people to identify with age groups other than their own. For
        example, teenagers and young adults may hold age identities older than their chronological age, middle-aged
        people may feel closer to their actual age, and older adults below the age of 80 may identify with younger age
        groups (Settersten & Hagestad, 2015). Consequently, people’s thoughts, actions,
        attitudes, and behaviors may also be greatly influenced by their subjective age identity (or identities).
      


      
        Although the formation of subjective age identity may seem like a highly personal process, how people perceive
        themselves and others is heavily influenced by the norms 108and values of their
        social environments. These environments often contain and perpetuate ageism. Ageism, an “othering” process like
        sexism and racism, discriminates a group of people on the basis of a single characteristic—their age. However,
        ageism is unique in that all people who are fortunate enough to live a long life eventually grow old and become
        “the other” themselves. Thus, ageism is often defined as the last form of acceptable discrimination. The term
        “ageism” was first coined by Robert Butler in 1969. Butler identified three distinct avenues through which
        ageism is generally manifested: (a) prejudicial attitudes toward the older population (both external and
        internalized); (b) discriminatory practices (especially in employment); and (c) institutional policies and
        practices that promote stereotypical beliefs, reduce opportunities, and undermine the personal dignity of older
        adults (Butler, 1969).
      


      
        Ageism has been described as a “social disease” that is passed down from one generation to another (Palmore, 2015). It occurs within ever-changing, complex social realities; it is manifested in
        various ways and is not always clearly understood. For example, offering to help an older adult carry groceries
        may in one society be perceived as ageist and in another be considered a display of good manners and
        upbringing. Therefore, it is necessary to study the social contexts in which people age. If social values
        engender and perpetuate ageist beliefs, attitudes, and practices, aging is bound to be viewed negatively and
        adversely impact an individual’s subjective age identity. Conversely, if older people feel free to embrace and
        experience their later years as they wish, aging may not feel undesirable and may positively enhance one’s
        subjective age identity.
      


      
        Ageism may not always be directed toward others; it may be internalized by individuals and negatively impact
        their perception of themselves, their role in society, and their abilities (Ober Allen,
        2016). Ageism may constrain older adults’ choice of activities and their free will. It may deprive them of
        opportunities—for example, in places of employment, older adults may not be hired or may be discriminated
        against due to their age. Ageism may shape how people are viewed in society, such as when older adults are
        represented in negative ways in movies or advertising, like old witches in Disney films or messaging related to
        antiaging products and procedures. Ageism may lead to the exclusion of older adults in social environments
        catered toward younger people, such as clubs and bars in college towns. Ageism may lead communities and
        societies to ignore the challenges that older adults may face as they continue to advance in age, such as when
        city and social planning is not sensitive to the mobility challenges that come with aging (e.g., design of
        buildings, living spaces, public transportation). Forms of ageism can seem innocuous, but they insidiously
        influence how age, the aging process, and older people are perceived. This in turn may affect how older adults
        view themselves.
      


      
        Ageism is not always inherently negative on the surface. For example, statements that generalize positive
        traits, such as “Old people are wise and kind,” may nonetheless be considered ageist because they do not
        account for heterogeneity among the older population. Similarly, overly positive images of older adults running
        marathons, traveling far and wide, being technologically savvy, and embedded in vibrant social networks may
        also engender ageism as they convey the message that, to age well, older people must act young, energetic, and
        engaged.
      


      
        109It is also important to note that ageism does not affect older adults alone.
        Young people are as vulnerable to the negative outcomes of ageism as their older counterparts (Nelson, 2016). For example, younger people may be perceived as having deficits of many kinds—such
        as lacking knowledge, experience, focus, or loyalty in jobs; being incompetent in face-to-face social
        interactions; or being irresponsible with money or voting and other civic responsibilities. In other words,
        although ageism is often directed toward older adults, people of other ages are subject to ageism too. And no
        matter what, ageism aimed at anyone affects everyone.
      


      
        Despite all of its negative ramifications, some kinds of ageism can be considered beneficial for society.
        “Compassionate” or “benevolent” ageism is credited for welfare and state insurance programs such as pension and
        healthcare, from which older adults derive benefits once they reach a predetermined age of eligibility
        (Binstock, 2010). In the United States, Social Security and Medicare are the two primary
        programs which provide financial and health security in old age. Other programs in the United States and around
        the world may include housing benefits, food and energy subsidies, minimum income guarantee, second-career
        employment opportunities, lifelong learning provisions, discounted train and plane tickets, daily
        transportation facilities, higher rates of interest on bank savings accounts, and smaller benefits such as
        discounted coffee and movie tickets. Although such programs are intended to provide support in older ages,
        their long-term sustainability is increasingly being challenged by demographic, social, political,
        environmental, and economic changes around the world (Binstock, 2010).
      


      
        Over the last few decades, awareness about the prevalence and negative effects of ageism toward older adults
        has grown. People are better-informed and more willing to take a stand against age discrimination. Even then,
        there is a very long way to go as ageism is not always explicit and is therefore difficult to identify. Ageism
        can also come together with other forms of discrimination. For example, “an old person” may experience one form
        of discrimination, but “an old, low-income, Black, disabled, woman” may experience discrimination based on age,
        race, ability, class, and gender, all at the same time. Add to this other aspects such as religion and sexual
        orientation and an individual may never be free of discrimination. As is evident from this example, it is often
        difficult to pinpoint age as a sole cause of discrimination. For this same reason, there exists little to no
        legal protection from age-based discrimination in most countries. Consequently, specialization in the areas of
        “elder law,” “jurisprudential gerontology,” or “geriatric jurisprudence” is becoming more common to protect the
        rights of older adults in the United States and around the world (Doron et al., 2018).
      


      
        Although awareness about ageism is an important first step toward countering this phenomenon, few people
        possess the insight and skills required to change their perceptions and actions, especially in the face of
        strong social and cultural forces that reinforce them. One often recommended strategy is to be “age-blind” and
        treat all people the same. This sounds plausible, but it is difficult, as well as undesirable, to treat
        everybody the same by negating obvious differences, age being one of them. As people are inherently not the
        same, differences in their backgrounds, histories, life experiences, accomplishments, losses, and needs do not
        disappear with age. Similarly, when people attempt to 110be tolerant and
        inclusive by saying “age is just a number,” they inadvertently convey the expectation that one must do
        something out of the ordinary to prove that age indeed is just a number. Hence, these messages are often
        accompanied by examples of a 102-year-old woman skydiving or an 80-year-old man climbing Mount Everest.
      


      
        The fact is age is not just a number, or any random number. Chronological age is a marker of how long an
        individual has lived. Furthermore, chronological age may shed light on how people relate to those around them.
        It is for this reason that people approach older family members, teachers, or colleagues for advice, and the
        reason why older individuals command higher positions and salaries based on years of work experience. And yet,
        while age is an important number, it is not the most defining characteristic of an individual. Therefore, to
        assume people are incapable of using technology or running a marathon or changing attitudes solely because of
        their age is an act of disservice toward them.
      


      
        Old age, like childhood, adolescence, and middle age is a phase of life. Although it is true that the
        likelihood of illness and disability increases with age, it is not true that all older adults share the same
        experiences. If that were the case, all 80-year-olds would have at least one disability, all 90-year-olds would
        have Alzheimer’s, and not one of the 52.7 million Americans over the age of 65 would ever have sex (which would
        completely shut down the multibillion dollar Viagra industry). The best strategy to combat ageism is to become
        conscious of one’s ageist thoughts, attitudes, and language, treat all individuals with respect, and encourage
        others to do the same.
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        Aging and The Family
      


      
        
          LEARNING OBJECTIVES
        


        
          •   Understanding how demographic change has dramatically altered the look and feel of families over the last
          century.
        


        
          •   Appreciating that later-life families are inherently multigenerational, with roles and experiences
          extending across three or more generations over many decades.
        


        
          •   Learning how intergenerational family relationships are regulated by social norms, especially related to
          independence and obligation.
        


        
          •   Recognizing both the positive and negative aspects of close and extended family relationships, including
          patterns of support, conflict, caregiving, and elder abuse.
        

      


      
        Families have existed in every culture and are a primary cornerstone of every human society. Family is
        the most immediate and profound social institution people are part of, and its influence is felt every day. We
        draw on our experiences and other common sense ideas to define what a family is or is supposed to be, but it is
        difficult to find consensus. Families are extraordinarily complex and diverse in their composition and
        functions, and across cultures and historical time.
      


      
        There is a tendency to think first in narrow ways about families as groups that are responsible for bearing and
        rearing children. But families and family relationships are much broader than this. In the United States,
        Litwak (1960) once described family structure as a modified extended family, a wide
        and informal network of multiple nuclear families linked within and across generations. This concept continues
        to characterize families today. Although kin may reside in separate households and at a great geographic
        distance, bonds of affection, identity, support, and interaction exist across these divides. In this way,
        extended families compose what Matilda Riley (1983) called a latent kin matrix.
        This matrix is a “web of continually shifting linkages that provide the potential for activating and
        intensifying close kin relationships” as needed (p. 441).
      


      
        A later-life family is one that has finished the child-launching phase and has moved into what might be
        described as a postparental phase. This phase spans many decades, from an early period still working and busily
        tending to family needs up and down the generations to later decades with reduced work and retirement, the
        death of parents, 112the arrival of grandchildren, health challenges, the need
        for care, widowhood, and the anticipation of life’s end. Research on later-life families turns attention to the
        fact that families are not primarily about little kids and young parents, and that the period of active
        childbearing and childrearing is in the larger scheme of things quite short. Members of multiple family
        generations stay connected but change their roles and relationships as they grow older together throughout
        their lives.
      


      
        Generations are a key component of the family and link family members based on relationship structure and
        lineage. As discussed in Chapter 1, the term
        generation has multiple meanings. Within the family, generation refers to lineage. Child, parent, and
        grandparent generations (and beyond) in family systems form a structure that connects individuals of various
        ages and cohorts. Within the family, members of different generations come from different cohorts because they
        were born in different historical times.
      


      
        Indeed, families are the central, and perhaps only remaining, age-integrated setting. Many other social
        contexts, such as traditional school settings, are segregated or naturally appeal to people based on age.
        Because families are composed of multiple generations—sometimes as many as four or five—they naturally bring
        together people of different ages and cohorts in a social group to share interests, experiences, cultures, and
        values. This spread of ages and cohorts can serve to bring family members together or create tension. It is
        also through family relationships with older generations that we begin to develop ideas about aging and the
        stages of life ahead. Many of our closest, most enduring, and most complicated relationships are with family
        members, with some of these relationships lasting seven or more decades.
      


      
        NORMS AND EXPECTATIONS IN FAMILY RELATIONSHIPS
      


      
        Family relationships are guided by culturally based norms—formal or informal rules—that establish expectations
        for how members should act toward or provide for one another. These cultural norms are specialized in three
        ways. First, expectations depend on particular family roles. For example, the issue of privacy may be very
        different between a teenager and a parent than between spouses, but both parent–child and spousal relationships
        come with some social norms regarding privacy. Second, expectations may differ systematically across groups
        such as social class, race or ethnicity, religion, or region. One example is that, in certain cultural groups,
        there are stronger expectations about providing help to family members or to putting the good of the family
        before oneself. Third, particular families may have their own expectations, such as special family traditions
        that are to be maintained, to add to basic cultural norms.
      


      
        
          Stop and think:
        


        
          What are some common expectations regarding how parents, children, or spouses are supposed to behave, and
          behave toward one another? In your family, were there times when the actions of family members went against
          these norms? How did you or other family members react?
        

      


      
        Two key dimensions of social norms that govern family life are: (1) the degree of independence or
        dependence of bonds among members, and (2) the extent to which relationships are ruled by
        voluntarism or obligation (see Exhibit 5.1). These two underlying 113dimensions affect many of the social issues that families face, and how they face them,
        as members grow older.
      


      
        
          
            EXHIBIT 5.1
          


          
            Dynamics of Family Norms
          

        

        [image: Image]

      


      
        Independence and Dependence
      


      
        Cultures have quite different expectations about whether, or the conditions under which, family members can or
        should be dependent on each other. In the United States, expectations for independence are very strong and
        reinforced by an ethos of individualism at the core of American culture and government. For example, young
        children are physically and emotionally dependent on their parents; as they become teens, they gain social
        independence; and as they enter and move through adulthood, most eventually become financially independent but
        remain socially and emotionally interdependent with their parents as well as siblings. As another example, the
        lives of spouses are heavily enmeshed while they are married, but how they rely on one another may change over
        decades of marriage and, if they divorce, continue long after.
      


      
        These kinds of generational independence norms in the United States can be broken or modified. For
        example, increasing proportions of adult children are living with their parents in their early 20s as they go
        to college, after they finish college, as they get started at work, or to pay loans or save money for a
        stronger launch later. This can also happen with older children who might return home after a divorce or
        financial distress. In these cases, family members might feel discomfort in violating social expectations. This
        discomfort can prompt them to establish or reestablish independence as quickly as possible, or to feel shame if
        they are unable to do so. These circumstances can also have effects on others, as when parents may be judged
        negatively when a son or daughter has not left home or has returned home, or when siblings may resent a brother
        or sister in these circumstances. The vigor of such norms is also reinforced on the other end of adult life
        when, as parents experience health needs or decline, their increasing dependence on a child may be viewed as
        being a “burden” to children, just as the care of an older parent 114by a
        middle-aged child is sometimes described as “caregiver burden” amid heavy existing work and family
        responsibilities.
      


      
        The living arrangements of older couples and individuals reflect these norms of generational independence. In
        later life, most men and women live with a spouse or alone; overall, relatively few live in “other”
        arrangements, such as living with relatives or nonrelatives (see Exhibit 5.2). The large
        majority of men live with a spouse, whereas less than half of older women live with a spouse, and the remainder
        are largely living alone followed by relatives. However, there is substantial variability in living
        arrangements across racial groups. Relative to non-Hispanic White men, a much lower percentage of older Black
        men, and a slightly higher percentage of older Asian men, report living with a spouse. Relative to non-Hispanic
        White women, older Black and Hispanic women are far more likely to live with relatives, and older Black women
        are also more likely to live alone.
      


      
        With adequate finances, health, and housing, the majority of older adults prefer to live independently of their
        adult children, although some may prefer to live nearby, which is in line with the notion of the modified
        extended family. This household autonomy is seen as important in many U.S. families because it provides both
        generations with an ample level of independence and neither generation is subject to the rule of the other in
        the context of the household. Despite situational “violations” of intergenerational independence in living
        arrangements or the financial needs of older or younger generations, it is unlikely that this norm will be
        replaced by one favoring intergenerational households.
      


      
        
          Stop and think:
        


        
          How comfortable would you be if you were to move in with your parents today? How comfortable would you be if
          your parents were to move in with you today? What about in the future? Similarly, how comfortable would you
          be if your adult child were to move home with you, or you with them? Are there conditions that might leave
          you more open or closed to the possibility?
        

      


      
        Norms about the independence of family members have changed over time. In the past, families often had shared
        economic activity (e.g., a family farm or business), but now family relationships are based more on social and
        emotional bonds. And yet, the heavy emphasis on self-reliance and autonomy in the United States means that
        family relationships often shy away from dependencies. Family members are expected to be—or appear to
        be—simultaneously close to but independent from one another. However, the reality is quite the opposite:
        American families, especially parents and children, exhibit high levels of interdependence—they must to
        some extent rely on each other, albeit with a balance that changes as they grow up and older—in part because
        the U.S. “welfare state” provides much less support through its social programs and policies than many other
        countries. That is, there is an expectation that families largely rely on themselves rather than the government
        to meet their needs.
      


      
        Generational independence is also reflected in the norm of reciprocity, which operates in most social
        relationships to provide an acceptable way of managing dependency. In family relationships, as in the larger
        society, the norm of reciprocity leaves individuals aware that they have a debt or obligation until a
        comparable favor can be returned. The common statement “I owe you a favor” is an expression of this norm in
        everyday life. 115116|In families, these norms
        of obligation can be especially complicated because helping each other is what families are supposed to be
        about. But the help given and gotten can be burdensome or destructive to family relationships when the
        financial or emotional needs of family members are great and difficult to reciprocate.
      


      
        
          
            EXHIBIT 5.2
          


          
            Living Arrangements of Men and Women 65+, by Sex and Race and Hispanic Origin, 2015
          

        

        [image: Image]

      


      
        Most families expect reciprocity, but they allow for some flexibility in how the obligation is fulfilled. In
        some cases, reciprocity can involve exchanging the same goods or services, such as when adult siblings take
        turns helping each other move into new apartments or homes. It can also involve exchanging goods or services
        that each party deems equivalent in some way, as when parents give their adult children money for a down
        payment on a home in exchange for ongoing assistance with their household maintenance and repairs. An exchange
        may also be indirect, with the support received from one family member paid back through the support of
        another, as when an older parent might assist an adult child, who will in turn do something for a grandchild
        now or in the future. Reciprocity norms can also be at play for decades, as when parents, having paid for their
        children’s college degrees or a down payment on a home, might expect those funds to be paid back at a later
        time or to be cared for in a certain way in their later years. Help gotten can sometimes come with “strings
        attached,” and these obligations may not always be discussed—creating conflict or disappointment in the
        relationships if obligations are left unfulfilled.
      


      
        There is evidence from longitudinal research that reciprocity influences the relationships between adult
        children and their aging parents. For example, children who receive more support from parents when they are
        teens or young adults are more likely to return more support to parents when they are older, and mothers
        generally receive more support than fathers. And yet, even in families where children do not get much support
        as teens or young adults, older parents may nonetheless get support from them, perhaps out of a sense of filial
        obligation, discussed next.
      


      
        Voluntarism and Obligation
      


      
        Family relationships are different than friendships and other social relationships because kinship carries with
        it a higher degree of obligation. Regardless of culture or historical time, most family systems have unique
        expectations of mutual responsibility and support. However, the degree of voluntarism in these
        relationships—that is, the extent to which individuals have choices regarding whether and how to meet
        individual versus family needs—is quite varied.
      


      
        The extent to which obligation drives family relationships has changed. Since the 19th century, families
        in the United States and other Western cultures have moved toward greater voluntarism, so families are held
        together more by sentiment now in comparison to past eras where family ties were more strongly based on
        obligation or duty. Parental duties are still seen as strong obligations, but children’s obligations to aging
        parents, whether for physical care or financial support, are looser. Filial obligation (sometimes also
        called filial duty) especially refers to the idea that children have a responsibility toward their aging
        parents—but it can extend to other family relationships as well.
      


      
        117It is natural to assume that parents have many types of responsibility for
        their children, at least while their children are young. The legal responsibility of parents to children ends
        at the age of majority, generally 18 or 21, depending on the issue at hand and depending on the state in which
        one lives—although many types of financial and emotional support continue well into adulthood. Parents must
        also generally assume responsibility for the actions of their children, and in some states, parents are legally
        responsible to raise and provide for grandchildren should their teen get pregnant and give birth.
      


      
        But what about the reverse: Should children be held responsible for supporting their aging parents if they
        become destitute or unable to care for themselves? One could ask the same question about the obligation of
        siblings and other family members, but the parent–child bond is assumed to be the strongest and most laden with
        duty. These expectations are not just informal. It will surprise you to learn that many U.S. states have
        filial responsibility laws that obligate children to provide care and pay bills to meet the needs of
        their aging parents, even though those laws are not often enforced (for an in-depth look at these laws, see
        Chapter 6 of Angel & Angel, 2017). These laws currently exist
        in upward of 30 U.S. states. They can involve civil court actions to obtain financial support or cost recovery,
        criminal penalties on adult children who do not comply, or both. There have been several high-profile cases
        where children were obligated to pay exorbitant nursing home bills, regardless of their circumstances.
        Recognizing the principle of reciprocity, adult children who were abandoned or not supported by a parent when
        they were children are generally not required to provide support.
      


      
        
          Stop and think:
        


        
          Do a quick internet search: Does your state have filial responsibility laws? If not, find one that does. What
          does the language reveal about what children are expected to provide for their parents, and under what
          circumstances? Do you think these laws are fair?
        

      


      
        FAMILIES AS AN EXTENDED MATRIX OF RELATIONSHIPS
      


      
        “The family” is not just a social institution. It is a network of people with whom we are likely to interact
        throughout our lifetimes. As individuals grow up and older, their roles and responsibilities change, as do
        their positions in the composition of the family network. And just as individuals change, so too do whole
        families with births, divorces, remarriages, deaths, and other family changes.
      


      
        The shape of families and the availability of kin changed dramatically in the last century. Almost all children
        arrive at adulthood, and live into their 30s, with one or more grandparents living. With time, it is more
        common to have grandmothers alive than grandfathers. There has been a large increase in the typical ages at
        which individuals experience the death of parents and a much greater probability that one’s parents are still
        alive when one is middle-aged and even to have a parent alive as one approaches later life. During the last
        century, the death of children and siblings changed from being regular occurrences to being rare events. In
        fact, it is now unlikely that a parent, even in old 118age, will experience the
        death of a child. Divorce replaced death as the great disruptor of family relationships.
      


      
        Increased life expectancy also now allows individuals to share many decades with parents, spouses, siblings,
        and children. In this scenario, family relationships carry the potential to become more important, active, and
        intense. Family relationships all around may become more significant and positive because there are fewer
        relationships in which to invest; they are of longer duration; and they exist across many generations—thereby
        creating conditions that could strengthen family continuity and stability. But the reverse is also possible, as
        family ties could arguably become less important, active, and intense. Because these ties can be taken for
        granted, individuals may disinvest in them under the assumption that they can be activated as needed. In this
        scenario, family ties become more vulnerable and time together more sporadic. It can also bring the possibility
        of what Vern Bengtson (2001) called “long-term lousy relationships.”
      


      
        Changes in the structure of the population, described in Chapter 3, have been mirrored
        in the structure of families. Demographers have suggested a shift from structures that once looked like
        “pyramids” (bottom-heavy) to structures that now look like what Bengtson and his colleagues
        (1995) called a beanpole family—tall and narrow, with more generations alive at once and fewer
        members within each generation. These changes are driven by reductions in mortality and fertility. As Exhibit 5.3 shows, the difference in the structure of a family with a fertility rate of 3 to a
        fertility rate of 1.5 is dramatic, because this alters the numbers of siblings, cousins, grandchildren, and
        great-grandchildren any individual is likely to have.
      


      
        The timing of fertility is also important because it produces the distance between generations, creating what
        Linda George and Deborah Gold (1991) called age-condensed families that result from
        repeated early fertility (e.g., teenage and early 20s) across generations, to age-gapped families that
        result from repeated delayed fertility (e.g., late 30s or 40s) across generations, to truncated families
        that result from childlessness.
      


      
        
          Stop and think:
        


        
          How might family roles, interactions, and obligations be different in “age-condensed,” “age-gapped,” and
          “truncated” families?
        

      


      
        Increased longevity has created growing numbers of four- and five-generation families, although five-generation
        families are rare and, because fertility is now delayed in many countries or populations, even the presence of
        four generations is for many time-limited. In multigenerational family structures, an individual can
        simultaneously be a grandparent, parent, and a child, or a grandchild, child, and a parent, and sometimes more,
        providing a richer and longer possible set of intergenerational family experiences than families of the past.
      


      
        To understand later-life families, we must also know something about the proximity of adult children to older
        parents, which affects how they can interact and be present for one another. Data from a recent study show that
        Americans are not nearly as 119geographically mobile as we tend to think
        (Choi et al., 2018). Among U.S. adults with a living parent, 6% have a parent living with
        them and 60% have their nearest parent living close. Fewer than one in ten (9%) have their nearest parent very
        far away. Among persons with adult children, 19% have an adult child living with them, fully 57% have
        their nearest child living close to them, and only 7% have their nearest child very far away. In fact, the
        typical adult lives an average of just 18 miles away from their mother; only 20% live more than a couple hours’
        drive from their parents (Bui & Miller, 2015). Of course, for those who live far away,
        social media and the widespread availability of computer applications have enabled face-to-face contact at a
        great distance. The use of technology among elders is discussed in the “iElders” essay that follows Chapter 6.
      


      
        
          
            EXHIBIT 5.3
          


          
            Family Structure and Size in High or Low Fertility
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          120APPLYING THEORY: Intergenerational Solidarity and Ambivalence
        


        
          The field of family gerontology has made significant strides in uncovering and analyzing family interaction
          patterns. As researchers have learned more about how family members interact across generations, two key
          theories have emerged: intergenerational solidarity and conflict, and intergenerational ambivalence.
        


        
          Intergenerational Solidarity and Conflict
        


        
          Rooted in the idea that families are fundamentally social groups, this theoretical approach extends the focus
          on “nuclear” families, which is so dominant in research on the development of infants, children, and youth,
          to the roles of multigenerational relationships in adulthood and aging. That is, although there may be phases
          of life in which relationships between just two generations are especially important (parents and children),
          people in all phases of life are embedded in larger family structures that span more than two generations.
        


        
          The earliest model of intergenerational solidarity, articulated by Vern Bengtson
          (with Roberts, 1991), posited six dimensions of solidarity: structural (e.g., geographic distance of
          family members); associational (e.g., how often they are in contact or get together); affectual (e.g., how
          close they feel); consensual (e.g., agreement in their opinions or values); normative (e.g., exchanges of
          support); and functional (e.g., obligations toward each other). These early models were criticized for
          focusing too much on consistency and harmony across generations, and for making overly romanticized or
          nostalgic assumptions about how intergenerational family members are supposed to be rather than how they are,
          in all their complexity and messiness.
        


        
          Based on these criticisms, Bengtson later (with Giarusso et al., 2002) clarified that
          the six dimensions of solidarity could be thought of as dialectics, showing both the positive and
          negative sides of family relationships. For example, high agreement on values systems can be understood as
          intergenerational solidarity, but low agreement or even dissent can be understood as sources of
          intergenerational conflict. As discussed in this chapter, every family member is attached to a
          particular generation in the family; and because each generation is born in a different historical era, they
          are members of different cohorts. As representatives of a cohort, family members often have distinct world
          views, behavioral patterns, and life choices available to them, which can lead to conflict.
        


        
          Consider, for example, the process of family formation. Younger people today are more likely to postpone
          partnering and parenting in favor of seeking higher education (and increasingly graduate degrees), building
          working experience and careers, and pursuing other goals. However, many younger people feel pressure from
          older family members to accelerate their slower timelines for “becoming adults,” as the generations above
          grew up in very different times—when higher education was not as necessary for getting ahead; when pathways
          for women, especially, were more restricted; and where economic opportunity made it possible to take a faster
          path into 121adulthood. These different generational views and experiences
          can be fodder for family tension and conflict.
        


        
          
            Stop and think:
          


          
            Think about the views of the two generations above you in your family. Are there significant differences in
            what generations see as the “right” time to “get serious” with a romantic partner, cohabit, marry, or have
            children? How do you explain these differences? Have the differences resulted in conflict?
          

        


        
          Importantly, when we think about both the positive and negative sides of relationships, positive should not
          be taken to be a shorthand for solidarity, nor should negative be a shorthand for conflict. “Solidarity” that
          is too strong could hinder relationships or feel disingenuous, just as a lack of conflict could be
          detrimental—for example, where the culture of a family leaves its members unable or unwilling to express
          views or make choices that depart from the group. Conflict may be unpleasant or leave us vulnerable, but
          relationships without conflict may feel inauthentic and superficial. When the conflict in a relationship or
          family system cannot be addressed, people may feel misunderstood and unsupported. It is clear that solidarity
          and conflict are complex dimensions of relationships and can be helpful to consider as dialectics. It is in
          acknowledging that relationships can be simultaneously positive and negative that the concept of
          “intergenerational ambivalence” was born.
        


        
          Intergenerational Ambivalence
        


        
          Early definitions of intergenerational ambivalence painted a picture of aging families rife with
          irreconcilable contradictions in parent–adult child relationships that left its members in a state of
          “ambivalence” (e.g., Lüscher & Pillemer, 1998). As it evolved, the concept of
          intergenerational ambivalence has focused on the paradoxes of family experience, where it is at once
          possible to hold quite opposing emotions toward family members, often stemming from different expectations
          about how individuals are supposed to behave, think, or feel.
        


        
          
            Stop and think:
          


          
            Can you think of examples in your family relationships where you hold quite opposing emotions toward a
            family member? How do you make sense of and live with that tension?
          

        


        
          Intergenerational ambivalence can be considered on two levels: sociological or psychological (Connidis & McMullin, 2002a, 2002b). Sociological ambivalence is
          often rooted in the lack of clarity in many family roles and relationships today. For example, what does it
          mean to be a new stepparent to a middle-aged child or vice versa? What does it mean to be a
          great-grandparent? Repeated divorces and remarriages across generations have resulted in complicated webs of
          multigenerational relationships for which languages do not even have words! Sociological ambivalence occurs
          in these cases because people are unsure of how to relate to one another socially, and of what others expect
          of them and what they should expect of others.
        


        
          122Psychological ambivalence is rooted in the subjective feeling of
          these paradoxes. It is difficult to hold deep, conflicting emotions toward someone, or to carry the
          uncertainty and confusion that comes with the lack of clarity in relationships. Because family relationships
          are the most intimate and often most complex of relationships, it is no surprise that psychological
          ambivalence is common in family life.
        

      


      
        CONTINUITY AND CHANGE IN LATER-LIFE FAMILIES
      


      
        Families offer members a number of strengths: they can be resilient and resourceful groups of people that
        connect us to the past and future. Families can provide a network of emotional and practical support as members
        and their capacities and involvements change. Family members can become what Kahn and
        Antonucci (1980) first called a social convoy—a person’s inner network of close others who provide
        continuity in support over time. Kin relationships are not always close and affectionate, but because of
        normative obligations, most relatives, even those with some negative feelings, often provide some level of
        family support.
      


      
        Spousal, parental, and sibling relationships have been long-standing in later-life families and typically show
        considerable continuity in how they operate. Family members are usually involved to some degree in one
        another’s lives, with established patterns of communication or get-togethers, giving and receiving advice and
        emotional support, and sometimes material help, both across and within generations. These ways of being and
        interacting with one another are often routine and taken for granted over many decades. Crises like divorce or
        illness can, however, upset these routines or patterns, creating temporary or permanent shifts in living
        arrangements, or increases or decreases in the types and levels of contact or assistance across households.
      


      
        Family members with histories of abuse, neglect, or troubled relations carry these risks into their later
        years. While gerontologists have generally assumed that more interaction is always better for the older family
        members, this may not be the case of families with prior or ongoing conflict. Family
        estrangement—creating distance, eliminating contact, or losing affection for a parent, child, or
        sibling—can in extreme cases occur in later life due to enduring or intense conflict and disagreement.
      


      
        However, the great majority of the time that families share is in routine, not crisis-based, patterns of
        contact and support. Also, most older persons are not isolated from their families and most interactions across
        the generations are positive, although the balance of negative and positive elements may change over time in
        response to the life circumstances of the people involved. We have already said much about the parent–child
        relationship over time. We now turn to two other central roles that have been the focus of research: as a
        spouse or partner in a couple, and as a grandparent.
      


      
        123AGING COUPLES
      


      
        As shown in Exhibit 5.4, in 2016 most older men (74% of those aged 65 to 84 and 59% of those
        aged 85 and older) were currently married. However, marriage in older age is quite different for women: only
        58% of women aged 65 to 74, 42% of those aged 75 to 84, and 17% of those 85 and over were currently married.
        Instead, older women were far more likely to be widowed (a staggering 73% of those 85+, but even 43% of those
        aged 75 to 84), reflecting women’s higher life expectancy as well as women’s tendency to marry men a few years
        older and widowers’ more ample opportunity to remarry, should they wish to do so. The social worlds of men and
        women are therefore very different: for men, the later years almost always involve having a spouse, whereas
        women are likely to have an earlier phase with a spouse and a later phase without.
      


      
        Fewer women or men in today’s oldest cohorts were divorced or never married—reflecting the fact that these
        cohorts were more likely to marry and remain married. As can again be seen in Exhibit 5.4,
        being divorced is emerging as more common in men and women aged 65 to 74, as is never married, and these will
        be more prevalent in the years to come as later cohorts grow older. So, too, will be long-term couples who
        never married. These uncounted individuals have often been erroneously presumed to be without an intimate
        partner because they are not legally married. That picture is changing as research is growing on LGBTQ+ aging
        (see the essay on this topic after Chapter 3), same-sex couples, and a new form of
        later-life couples: those who live apart but consider themselves to be part of a stable couple (living apart
        together, or LAT).
      


      


    





        
          
            EXHIBIT 5.4
          


          
            Percentage of Older Women and Men in the United States, by Marital Status, 2015
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        124For persons born in the United States in the early 1900s, marriage was much
        shorter than today. Then, the average life expectancies were about 51 years for White women and 48 years for
        White males (and 35 and 33 years, respectively, for Black women and men). Consequently, it is not surprising
        that many persons were widowed before their children were grown. Even though first marriages come later (28 is
        the median age of first marriage for males, 26 for females) and remarriages are common, couples can because of
        increased life expectancy potentially expect to be married 50 or more years! “‘Til death do us part” means
        something different in a high-longevity context! Some have argued that it is partly the increases in longevity
        that have made divorce more possible—or more necessary. Today, estimates suggest that between 40% and 50% of
        first marriages will eventually dissolve, and most divorces occur just 8 years into the marriage.
      


      
        Over the second half of adult life, marriage does not remain static—the roles and responsibilities of the
        partners change as children are launched, as older kin die, as grandchildren or even great-grandchildren are
        born, and as work or retirement or health statuses change, as will be discussed in Chapters 6 and 8. Of course, the persons in a couple also change as
        they grow older—identities, interests, needs, and desires shift.
      


      
        In addition to these potential changes related to age or life stage, marital cohorts (groups married in
        particular years or eras) have quite different approaches to how household labor is divided and how marriage
        relations are structured. In many of today’s middle-class retiree couples, wives were homemakers and continue
        to handle much of the household work in retirement years. Baby Boomer couples in the early phase of retirement
        more often include more two-earner couples who have pursued a more equal division of labor in the household, if
        not more equal responsibilities, in earlier family life. This more shared pattern is likely to continue when
        they retire.
      


      
        One type of family work that continues to be carried by women is what Gunhild Hagestad
        (1986) called kin-keeping. That is, they take or are expected to maintain family
        relationships—planning birthdays and holidays, passing down family traditions or the traditions of culture and
        religion, and communicating and facilitating connections among family members.
      


      
        
          Stop and think:
        


        
          Who does the “kin-keeping” in your extended family?
        

      


      
        Marital Satisfaction Over Time
      


      
        Among the most persistent topics of interest in the study of couples in later life is that of marital
        satisfaction. Early cross-sectional studies suggested a steady decline after an early “honeymoon” period,
        and later cross-sectional studies on different marriage cohorts suggested that marital satisfaction followed a
        curvilinear path—from a peak during the honeymoon phase to a valley during the rearing of children, followed by
        improvement as couples launched children and moved into later life. Some researchers argued that role overload
        (e.g., conflicting demands of employment and parenting) explained lower marital satisfaction in midlife and
        better scores for couples in later life.
      


      
        125This research has been criticized for concluding that individual couples go
        through this curvilinear pattern, because most of the research has: (a) compared cohorts with very different
        marital experiences and inferred the time trend from cross-sectional data, rather than following the same
        couples over time; (b) relied on the average marital satisfaction score to describe this highly variable trait
        of marriages; (c) ignored the survivorship effect (as time passes, many of the unhappiest couples get divorced,
        leaving behind a pool of marital survivors who were probably among the happiest all along); and (d) relied on
        recall of happiness decades earlier. Of course, most data available are also focused on different-sex couples.
      


      
        Family researchers Benjamin Karney and Thomas Bradbury (2020) recently conducted a
        systematic review of more recent literature, which has benefited from methodological advances and longitudinal
        data for analyzing stability and change. They note that most people across levels of socioeconomic status still
        have aspirations for marriage, that more than 90% of people do marry at some point, and that the quality and
        longevity of the marital relationship is vital to people’s well-being. Their review of new and stronger data
        provides an altogether different account. Most couples do not decline steadily. Instead, they find that those
        who start their marriages happy generally stay happy for long periods. There are two basic exceptions: when
        individuals or couples are undergoing stressful transitions, marital satisfaction is temporarily dampened; and
        for those who express lower satisfaction initially, signaling that the marriage was probably challenged from
        the start. Knowing something about where couples start, they say, tells you a lot about where they will end up.
      


      
        Widowhood
      


      
        Sex differences in average life expectancy (see Chapter 3) mean that more women than
        men will survive their spouses. This trend was apparent in Exhibit 5.4, where for 2016 we
        saw that widowhood increases overall with age and women were nearly two to three times more likely to be
        widowed over the later years, depending on their age. Because of their larger numbers and more pressing
        problems (e.g., higher rates of poverty), women have been the focus of most research on widowhood.
      


      
        For men as “widowers” and women as “widows,” the loss of a partner is one of life’s most difficult passages.
        Even in cases where a loss can be anticipated, and even when a marriage is unhappy, it is usually devastating
        because it takes away a person with whom one’s life and identity have been intertwined and it disrupts one’s
        daily life rhythms, social life, and plans. In cases of unmarried relationships, the lack of legal status may
        heighten the financial and social vulnerabilities of widowhood.
      


      
        Widowhood is often accompanied by other transitions. Widows’ and widowers’ social relationships with friends
        and family change. For example, the person may feel like a “fifth wheel,” creating social discomfort in the
        former friendship and prompting a move to spend more time with other widowed persons. There is also no one to
        share household tasks, and there is often a decline in income and economic well-being. Widowhood can also
        increase the risk of nursing home placement, and even mortality, for both sexes. This is sometimes called
        broken heart syndrome, as spouses left behind 126have a 41% chance of
        dying within the first 6 months of widowhood, with 53% of this increased risk being due to cardiovascular
        disease (Fagundes et al., 2018). Some of this effect, however, can be explained by the
        strain that led up to and came in the wake of spousal death.
      


      
        In earlier cohorts with a stricter gender-based division of labor, many newly widowed women and men were
        inexperienced at the tasks that had been held by their partners. Among women, these tasks could include
        driving, managing finances, or overseeing household repairs. Among men, these tasks could include cooking,
        cleaning, laundry, or sustaining family relationships and a social network. Young cohorts of today typically
        spend time living on their own and learning the full set of basic survival skills. While tasks still are
        typically divided between couples while they are together, more people in years ahead will enter widowhood with
        some experience in these tasks.
      


      
        Changes in family relationships following widowhood include intensified relationships with adult children, as
        sons and daughters assist the surviving parent in the period following the death. This increased volume of
        interaction with children tends to be more lasting for widows but to decrease for widowers after a period of
        mourning. Why this difference? It may reflect emotionally closer relationships with mothers, or the perception
        that mothers are more vulnerable following the loss of their husbands. In either case, even when relationships
        with children may be intensified following the loss of a spouse, widowed persons in the United States conform
        to family norms of independence and keeping intimacy at a distance. Friends play critical roles in
        adjusting to widowhood because friendships are voluntary, characterized more by positive feeling than
        obligation, and focused on social support and activity. Children may also find it difficult to talk about and
        understand the experience of the widowed parent. Widowhood also increases the likelihood of a move, especially
        at older ages, into a smaller housing unit and closer to children and services. They seldom move in with adult
        children if they are healthy and have adequate income, or unless cultural norms dictate otherwise.
      


      
        Recent Canadian data show that most repartnering after widowhood happens within 10 years, at which point about
        7% of widows and 29% of widowers have formed unions; for both widows and widowers, remarriage rates are twice
        as high as cohabitation rates (Wu et al., 2014). These differential rates of union
        formation are driven partly by gender differences in life expectancy: older men are in shorter supply and
        therefore have more opportunity to remarry, among other factors. These patterns are likely quite similar in the
        United States.
      


      
        GRANDPARENTHOOD
      


      
        Most older adults are both parents and grandparents. Although being a grandparent is a familial role we
        associate with later life, most individuals enter grandparenthood when they are in their 50s, married,
        employed, with one or more of their parents surviving and a child still living at home. The timing of
        grandparenthood is, however, highly variable, depending in large measure on the age at which a couple and
        subsequent generations 127have their children. Grandparenthood can start as
        early as one’s 30s if two generations in a row have been teen parents; in contrast, if multiple generations
        defer having children until age 30 or older, the older generation may not become grandparents until well into
        their 60s or even 70s. The vast majority of grandparents are between these extremes.
      


      
        Grandparenthood is enduring. Many women, in particular, can spend nearly half of their lives as grandmothers.
        Grandparents today get to see their grandchildren grow up, graduate, marry, and even become parents. But what
        are the social roles, and the expected duties and rights, of grandparents? The open space gives grandparents
        the opportunity to assume the role in a wide variety of ways, but it also provides them with few clear
        guidelines on how they should act or what they should provide or receive as grandparents.
      


      
        The grandparent–grandchild relationship is conditioned by the physical distance between the grandparent and
        grandchild and on their respective ages, needs, and health. The middle, or parent, generation plays a critical
        role in linking the two generations—a position that Linda Thompson and Alexis Walker
        (1987) called the lineage bridge. The nature of the bond between the grandparent and parent affects
        the frequency and types of interaction that are encouraged or discouraged, or opened or closed, between them.
      


      
        Nonresidential grandparents, especially grandmothers down the matrilineal line, largely provide the function of
        what Gunhild Hagestad (1985) called the family reserve army or family national
        guard. Hagestad notes that some researchers have described grandparents in “well-functioning two-parent
        families” as “socially redundant.” Instead, she argues that what makes the parents function well is that they
        have backups from grandparents who are committed to “being there” and provide help when they need it.
        Grandparents’ presence and support can help foster the success of parents and be a factor in couples’ decisions
        about whether and when to have children, and how many children to have.
      


      
        Residential Grandparents and “Grandfamilies”
      


      
        According to the U.S. Census, in 2018 an estimated 7.2 million grandparents were living with a grandchild—as
        residential grandparents. Almost 2.5 million of these were exclusively responsible for raising their
        grandchildren as custodial grandparents (or surrogate parents) replacing an absent parent,
        otherwise cleverly dubbed as grandfamilies. Viewed from the vantage point of children, about 3% do not
        live with their parents, and of these, about two-thirds are being raised by their grandparents. Although these
        percentages are small, the numbers and responsibilities are significant. For reasons related to both culture
        and resources, the rates of both residential and custodial grandparenting are also much higher in non-White
        populations. These grandparents play crucial roles in ensuring the well-being of these children.
      


      
        When grandparents serve as surrogate parents and undertake the responsibilities of absent parent(s), it is
        typically because the adult child is experiencing difficulties (e.g., mental illness, job loss, substance
        abuse, homelessness, incarceration, death). In recent years, it seems as if the opioid crisis has also been
        responsible for an additional surge 128in grandfamilies. Policy changes have
        promoted using grandparents as surrogates by favoring “kinship care” over foster homes. This unexpected
        resumption of parenting responsibilities can be psychologically or physically stressful for the grandparents,
        who may themselves be facing challenges associated with health and, especially, income. Many of these
        grandparents are already vulnerable and unable to afford the costs of raising their grandchildren.
      


      
        
          Stop and think:
        


        
          Grandfamilies.org is a resource on laws and other
          resources for grandfamilies. Under “laws” find your state and explore matters such as adoption, care,
          custody, education, financial assistance, foster care, housing, guardianship, or any number of specific
          aspects of the Fostering Connections Act or Strengthening Families Act.
        

      


      
        Research suggests that the care of grandchildren can take a toll on the cognitive, mental, and physical health
        of grandparents, especially when the daily hassles and behavioral problems of grandchildren are high. Also
        challenging is that many of these grandparents do not have legal arrangements, which makes it difficult to get
        services and assistance.
      


      
        FAMILY CAREGIVING TO OLDER ADULTS
      


      
        As the number of very old adults in the population has grown, there has been much attention on family
        caregiving to their older members. People often assume that caregiving is the major focus of family
        relationships for older adults. However, even though many people now live into their 80s or 90s, older adults
        do not suddenly require support when they turn 65 or 70. Instead, the need for care is typically delayed to
        more advanced ages, and some older adults require little to no caregiving because they do not experience
        prolonged illness or dependency before death. Most families now experience many years, even decades, during
        which older relatives remain independent. Therefore, although caregiving is a challenge for families and an
        issue in the larger society, it is not a universal occurrence or necessarily a lengthy span for every family.
        More importantly, when needs arise, caregiving is not a purely negative experience, as we explain later.
      


      
        In light of the declines in morbidity and mortality, family members experience many decades in which all
        parties are healthy and mobile. Illness and death are now largely confined to late life and to a compressed
        period. In some ways, this makes life easier because we have a sense of when and what types of illnesses are
        likely to occur. Under earlier conditions, illness and death could occur in all periods of life. Now, families
        and caregivers are particularly taxed at key junctures in life. The main difference today may not be as much
        about the amount of care that family members expend, but its timing and concentration. Even women spend a
        smaller proportion of lifetime engaged in caregiving, especially when reduced time in active childrearing
        (given lower fertility) is taken into account.
      


      
        
          Stop and think:
        


        
          What are your parents’ expectations about their care in later life? Who do they think will help, and how?
          What are your expectations about whether or how their care needs will be met? Is this something you talk
          about openly, or does it go unsaid?
        

      


      
        129Families have always served both their members and the larger society by
        providing various types of support and assistance to their members. Caregiving has received considerable
        research attention because it is essential to dependent relatives, including children, disabled and/or
        disadvantaged adults, and frail elders. Support is a natural, ongoing aspect of family relationships that
        shifts over time as the needs and capacities of family members change.
      


      
        Who Caregivers Are and What They Do
      


      
        During illness or disability, a majority of older adults receive both emotional support and practical
        assistance from kin. The National Alliance for Caregiving estimates that 70% to 80% of informal (unpaid) care
        for frail and disabled elders is provided by family caregivers, rather than by paid caregivers or
        settings such as assisted living or nursing homes. Adult children constitute approximately one-third of family
        caregivers; a wide variety of other family members (spouses to nephews and grandchildren) make up the remainder
        of family caregivers.
      


      
        Estimates also suggest that 5% to 10% of older adults receive help from nonkin caregivers who are neighbors,
        friends, or community members. Some of these are caregivers with whom the person has a close and long-standing
        personal relationship that is family-like. Anthropologists describe these ties as fictive kin in that
        they are not related by blood or marriage, but function as family members.
      


      
        Although family and other informal caregivers are sometimes limited in their skills in healthcare (e.g.,
        changes in healthcare rules have placed more responsibility for skilled tasks like wound care in the hands of
        family or friends to limit growing healthcare costs), older adults who lack these supportive ties are at
        greater risk for nursing home placement when they can no longer care for themselves.
      


      
        Historically, the provision of care to older adults was hierarchical, with the primary caregiver role falling
        first to a spouse (or partner) if one is available and capable and secondarily to children and then more remote
        kin and friends. In reality, however, most primary caregivers are supported in their work by one or more
        additional caregivers.
      


      
        According to the Centers for Disease Control and Prevention (2018), almost 60% of the
        total caregiver group is made up of women, 20% of them are aged 65 or older, 37% are caring for a parent or
        parent-in-law, and nearly 10% are providing care to someone with dementia. Care can be lengthy, with half
        providing care for at least 2 years, and it can be intense, with 30% providing care for at least 20 hours a
        week. Four out of five caregivers help manage household tasks, and over half assist with personal care, such as
        bathing and dressing.
      


      
        More wives than husbands are primary spousal caregivers, given gender differences in life expectancy and family
        roles. Because more women are often widowed when they need assistance, children more often serve in this role
        for women. Caregiving is now seen more as a team activity, engaging multiple family members or friends who may
        provide different kinds of assistance. If multiple potential caregivers are residing nearby, a decision must be
        made about which of them undertakes primary responsibility and how 130duties
        are to be shared. Gender, residential proximity, marital status, and relationship quality all influence this
        decision; these factors may also shape how support is shared among kin. Frequent visits for care are simpler
        for those residing nearby, but some “commuter caregivers” travel great distances and hire professional care
        managers to ensure that care is provided when they live far away.
      


      
        There are gender differences in the performance of the caregiver role by daughters and sons. Aside from
        emotional support, commonly provided by both sexes, more “hands-on” support (e.g., transportation, household
        chores, meal preparation, and personal care) falls to daughters. Sons contribute with more “male” tasks (e.g.,
        financial management, household repairs), spending less time and doing fewer tasks than daughters. Sons appear
        to be more motivated by norms of obligation, whereas daughters are more often motivated by affection,
        confirming the kin-keeping role of women in the family.
      


      
        “Women in the Middle”
      


      
        The concept of women in the middle (also known as being in the sandwich generation) refers to
        women who simultaneously have responsibilities toward their children, even young adult children, and their
        older parents or in-laws. The likelihood of being in this situation has increased as the lives of parents have
        grown longer and as people have had fewer children (thereby reducing the number of potential caregivers). The
        structural problem of being “in the middle” can be serious for those who are in it. This is not just about
        being wedged between the caregiving needs of the generation above and below. It is about the fact that most
        people in the middle, women and men alike, also have significant work responsibilities that make it difficult
        to reduce their hours or rearrange their schedules to accommodate caregiving. The conflict between the two
        roles makes it difficult to perform either one.
      


      
        Caregiver Burden and Rewards
      


      
        Although caregiving benefits the care receiver, the care provider can experience higher levels of stress that
        result in worse physical and psychological health. Additionally, caregiving can strain marriages. Caregivers
        sometimes experience what is called caregiver burden in conjunction with a high level or prolonged
        duration of caregiving. The experience of “burden”—a degree of strain reflecting lower life satisfaction,
        depression, and a decline in health—depends on the level and type of impairment and the existing family
        relationship. For example, adult children who are caregivers seem to be more prone to stress than caregiving
        spouses, perhaps because the high intensity of responsibility for an aged parent violates the norms of
        generational independence or creates role conflicts, as described earlier. Caregivers to those with
        dementia—with its associated behavioral problems, such as night wandering, agitation, and dangerous or
        embarrassing behaviors—also report greater burdens due to the need to be constantly attentive and alert.
      


      
        131Despite these burdens, caregivers also report rewards from their efforts. It
        is possible and likely that both strain and rewards simultaneously characterize the caregiving experience. The
        literature on the positive aspects of reward from caregiving is much less developed than that for burden. But
        this growing literature reinforces the fact that caregiving, while often demanding, is not without positive
        aspects for the caregiver, such as creating closer bonds, spending time together, or feeling good about the
        quality of the care receiver’s experience.
      


      
        Older Adults’ Involvement in Their Care
      


      
        Research on caregiving often characterizes older adults as passive objects toward whom care is directed.
        Indeed, the great majority of research focuses on the givers rather than the recipients of care. And yet, older
        adults can be active participants in arranging services for themselves, choosing or guiding who should do what
        tasks, and retaining control by rejecting services or changes that violate norms of independence between the
        generations.
      


      
        The literature contains rich examples of instances where parents fought their children’s well-intentioned
        efforts to start meals-on-wheels service, resisted moves to their children’s homes or senior-housing settings,
        or dismissed their children’s offers to manage their finances. Except for the subset of parents who are
        extremely ill or cognitively impaired, the actions of children are often at least partly shaped by older
        parents’ wishes. Service providers in nursing homes or assisted-living settings sometimes ignore the older
        adult, dealing instead with the adult child as the primary “client” or “consumer,” and making the older adult
        “invisible.” However, there is an emerging counter-trend today toward seeing older adults as empowered
        consumers. This new perspective is reflected in the consumer self-direction movement in home care (see
        Chapter 8).
      


      
        ELDER ABUSE AND NEGLECT
      


      
        Relationships with older family members may carry a history of abuse or neglect. Growing older does not cure
        troubled family relationships or reduce tension and prevent violence. Early abuse or neglect generally
        continues to affect family relationships throughout life. In later life, one new manifestation comes from those
        who provide care to those who are frail or dependent. Elder abuse is a harmful action inflicted on the
        older person, whereas elder neglect is the failure to provide what is necessary for their care or
        well-being (and in the most extreme case, abandonment), also causing harm. There is a fine line between
        them. Traditionally, these are physical, emotional, and sexual in nature. Recently, “exploitation” has been
        added, which usually involves financial abuse (e.g., accessing bank accounts, stealing Social Security checks,
        or refusing to spend money on needed service to increase assets for oneself). One challenge in the field is
        that definitions and measures of abuse and neglect are not clear or consistent.
      


      
        Despite these challenges, a systematic review of evidence on elder abuse and neglect among community-dwelling
        elders by Dong (2015) calls it “prevalent, predictable, costly, and sometimes fatal.”
        Rates are highly variable depending on the type, altogether ranging 132from 5%
        to 30% of older people, with one in ten older adults on average experiencing some form. Higher rates emerge
        when financial exploitation is included. However, these figures are also underestimated because only a fraction
        (estimated to be around 4%) is officially reported. Elder abuse and neglect is a predictor of morbidity and
        premature mortality of older people, especially those in populations that are already vulnerable. In nursing
        homes, reports of abuse by staff can be equally high, with the greatest risks coming to those who have limited
        activities of daily living, behavioral challenges, and victimization experience before entry into long-term
        care. The rates of abuse among elders in the community or care environments seem only likely to grow as the
        population ages and there is an increased need for family and professional caretakers.
      


      
        Women, more numerous at older ages, are more likely to be victims. Among other common risk factors are being
        separated or divorced, being in low-income households or poverty, having functional impairment or poor health,
        being in a difficult or conflicted relationship, or an environment with little support. The National Center on
        Elder Abuse indicates that most perpetrators are family members. A significant number are spouses rather than
        adult children. Perpetrators often have substance abuse problems, mental illnesses, or feel excessively
        stressed by caregiving.
      


      
        SOCIAL CHANGE AND THE FUTURE OF THE FAMILY
      


      
        The family as a social institution, like individual families, changes over time. Families respond to changes in
        the larger society, and they contribute to, resist, or accelerate societal changes through their decisions and
        actions. Changes in the trends of recent cohorts—for example, in the choices or desires to partner or parent at
        later ages, to cohabitate or enter into nonmarital unions, to have fewer children and to have them outside of
        marriage, to divorce and remarry, or to remain single or childless—matter for the subsequent lives of these
        cohorts as they move into middle and later life. Many other factors have also changed for these cohorts, such
        as the increased educational attainment and labor force participation of women, which will also have long-term
        effects on individuals’ psychological, social, and financial well-being in later life. The look and feel of
        intergenerational relationships and later-life families are likely to be dramatically different in the future.
      


      
        
          SUMMARY POINTS
        


        
          ■   Demographic change in the last century completely altered the look and feel of
          families. Family relationships are among the most enduring that people experience during increasingly long
          lives. Family roles as children, parents, spouses, siblings, grandparents, grandchildren, and others link
          family members in a complex network with whom they share history, tradition, and responsibilities. Families
          provide considerable ongoing support to their members, with most of it being routine across the decades.
          Family members take mutual assistance as a given in many family relationships. Family experiences are also
          characterized by conflict, ambivalence, and even abuse or neglect.
        


        
          ■   133Later-life families must be understood in a
          multigenerational context, with experiences extending across at least three generations over many decades.
          The roles of parent, child, spouse, grandparent, and grandchild are particularly important in understanding
          aging relationships and well-being in the later years. Dynamics related to caregiving are a crucial part of
          these relationships.
        


        
          ■   It is difficult to talk about family as though it is a singular
          phenomenon because family structure, composition, and processes vary across cohorts, race and/or ethnic
          groups, stages of the life course, and socioeconomic status, among other factors. Families are also products
          of their historical times and vary across generations in such important dimensions as marital roles and
          parenting behaviors.
        


        
          ■   The family as a social institution is a dynamic force within the larger
          society, both contributing to and responding to social changes in politics, the economy, and other social
          institutions. Throughout, however, are threads of continuity that connect the generations, and patterns of
          family norms are often passed down as part of familial heritage. The age-integrating family system will
          undoubtedly continue to change in the coming decades. How families are built and how roles are enacted today
          will shape norms of the future.
        

      


      
        
          KEY TERMS
        


        
          age-condensed families
        


        
          age-gapped families
        


        
          beanpole family
        


        
          broken heart syndrome
        


        
          caregiver burden
        


        
          caregiving
        


        
          custodial grandparents
        


        
          dependence
        


        
          elder abuse and neglect
        


        
          family
        


        
          family reserve army
        


        
          family estrangement
        


        
          family national guard
        


        
          fictive kin
        


        
          filial obligation (or filial duty)
        


        
          filial responsibility laws
        


        
          generation
        


        
          generational independence norms
        


        
          grandfamilies
        


        
          independence
        


        
          interdependence
        


        
          intergenerational ambivalence
        


        
          intergenerational conflict
        


        
          intergenerational solidarity
        


        
          intimacy at a distance
        


        
          kin-keeping
        


        
          latent kin matrix
        


        
          later-life family
        


        
          lineage
        


        
          lineage bridge
        


        
          living apart together
        


        
          marital satisfaction
        


        
          modified extended family
        


        
          norm of reciprocity
        


        
          obligation
        


        
          psychological ambivalence
        


        
          residential grandparents
        


        
          sandwich generation
        


        
          social convoy
        


        
          sociological ambivalence
        


        
          surrogate parents
        


        
          truncated families
        


        
          voluntarism
        


        
          women in the middle
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        Americans love the idea of love. Novels, movies, television, music, and advertising all affirm the power and
        magic of romantic love, tender love, passionate love, lustful love, unrequited love, and the most enduring plot
        of all, love found, lost, and found again. With few exceptions, characters portrayed in popular media in
        general—and love stories in particular—confirm a cultural reality: Romantic love, intimacy, and especially sex
        are the domain of the young and the beautiful, the slim, and the unwrinkled. Although a “sweet little” old man
        and old woman strolling while holding hands may look “cute” and elicit a smile and an “aww,” that same
        postcard-picture couple engaging in passionate, playful, or even kinky sex probably is not what comes to mind
        for most people. In fact, for many, that image elicits disbelief and disgust, an undeniable “ew” factor. You
        mean old people do that?
      


      
        Why does even the idea of old couples expressing desire and making love seem so disgusting? Ageism (Butler, 1969) is the culprit. Beginning very early in life, negative stereotypes about aging and
        old people lead to beliefs that “olders” (a term introduced by Ashton Applewhite [2016/2019] in place of the
        currently standard “older adults”) are less attractive, less intelligent, less productive—and less sexual.
      


      
        Research has consistently found that although sexual activity declines with age, sex in all its forms remains
        an important and desirable part of life to olders (Brown & Shinohara, 2013). There is
        no expiration date for sensual and sexual pleasures; however, those pleasures are defined. Into their 70s, 80s,
        and even 90s, many olders remain both interested in and capable of a mutually satisfying sexual relationship.
        So how do older heterosexual lovers define sex? There are olders of both sexes who expect or demand what
        Marshall and Katz (2002) termed the “intercourse imperative,” an essentially
        male-focused mandate that intercourse requires the ability for an erection. But many older couples, both gay
        and straight, hold and practice a wider view of what sex is, including greater appreciation for a naked body
        close to you (Sandberg, 2013), holding hands, hugging, tender touch, oral sex, and mutual
        masturbation (Delamater & Koepsel, 2015).
      


      
        Despite today’s greatly increased openness about intimacy and sexuality, it is still a surprisingly taboo topic
        (DeLamater, 2012). Although health professionals are perhaps the most likely among the
        helping professions to be asked a question about sex, they are the least likely to have the answers and have
        little training or comfort with the topic (Hillman, 2012).
      


      
        138LEAPING INTO THE DATING POOL
      


      
        Although a small percentage of people remain single their entire lives, nearly all adults have been married or
        in a long-term relationship at some point. By the age of retirement and for decades thereafter, divorce and
        widowhood lead to increasing numbers of single olders, particularly women. With advancing age and the life
        events that accompany that journey, olders’ social networks tend to shrink. Retirement decreases opportunities
        to be actively involved with colleagues and to form new relationships. The death of spouses, partners, friends,
        and family members as well as mobility and health issues can contribute to feelings of increasing isolation and
        loneliness. Despite real or perceived barriers that may seem insurmountable to younger, healthier people, many
        olders actively seek both meaningful friendships and new love relationships (Alterovitz &
        Mendelsohn, 2013).
      


      
        For many who have chosen to leap into the dating pool, the search for new love proves challenging due to uneven
        supply-side relationship economics. Two sets of demographic realities, one biological and one cultural,
        intersect to create a gender imbalance that increases with age: Women live longer than men, and throughout
        their lives, men date and marry women who are younger. By the time they are in their 70s, most men live with a
        spouse or partner, and women are more likely to be widowed and living alone (Administration on
        Aging, 2018). With the ratio of single men to women as high as 4:1, men are at a decided advantage. Nearly
        everywhere olders gather, women outnumber their male counterparts, a situation that can result in feelings and
        displays of jealousy and competition that many women find distasteful. A quote from pioneering research
        conducted 35 years ago still echoes true today: “Seeing six blue-haired women competing for the attention of
        one overweight male on a cruise or at a gathering turns me off” (Brecher, 1984, p. 153).
        The supply–demand imbalance plays both ways, though. Hillman (2012) described an older man
        complaining that his dance card was always full, leaving him barely a chance to relax with all “of those
        womenfolk around” (p. 263).
      


      
        Ironically, as people have begun to be more open about the desirability and possibility of new romantic and
        sexual relationships in later life, women have found themselves in the difficult situation of having permission
        without opportunity. The question, especially for older heterosexual women, is who is there to do it
        with?
      


      
        ADIOS, MATCHMAKING FRIENDS AND SENIOR CENTERS; HOLA, ONLINE DATING
      


      
        A common solution to this question is a friend or family member who hopes to play matchmaker by recommending a
        recently widowed or divorced man or woman described as “perfect.” Residential “55 and better” communities,
        senior centers, assisted living facilities, and even nursing homes host opportunities for socializing, offering
        not just mixers and dances but increasingly dating services as well as a more open acknowledgment that dating
        might lead to sexual activities (Hu, 2016).
      


      
        Growing numbers of olders who face limited dating options are turning to such online sites as Match.com, Plenty of Fish, and OurTime, the latter of which touts itself
        as the largest online dating community catering to singles over 50 (McWilliams & Barrett,
        2014). 139Anyone who has ever participated in online dating knows that
        agony of creating the profile—deciding what to include, selecting the most appealing pictures, and putting the
        qualities of a hoped-for ideal match out there. Like younger populations, both straight and gay olders admit to
        manipulating information about themselves, lying about their age and weight or posting pictures taken as many
        as 10 years earlier so they appear more attractive and desirable.
      


      
        WHAT LATER-LIFE SEEKERS WANT (AND DON’T WANT) IN A PARTNER AND RELATIONSHIP
      


      
        The reasons older daters give for actively seeking a partner are as diverse as those of adults of any age. They
        include a desire for love, companionship, friendship, a “soul mate,” adventure and exploration, financial
        security, social prestige, intimacy (emotional, romantic, and sexual), and a buffer against loneliness and
        longing (Alterovitz & Mendelsohn, 2013). Later-life daters’ descriptions about how
        they hope to benefit from a new loving relationship sometimes differ by gender. Divorced or widowed
        heterosexual men, whose wives were often their sole outlet for intimate conversations and self-disclosure, may
        be more likely to note payoffs in intimacy and emotional support. Women more typically report getting that kind
        of support from girlfriends but appreciate having—and showing off—a man with whom to go out.
      


      
        Given the preponderance of ageist attitudes, it is understandable that getting, looking, or acting “old”
        becomes something we resist at ever-younger ages. Consider, for instance, the proliferation of ads for
        antiwrinkle creams aimed at younger women. That resistance increases when we actually are old and when
        the judgment about “oldness” applies not just to others but ourselves as well (Levy,
        2009). Age stigma becomes particularly pronounced in later-life intimacy, dating, and sexuality. In their
        search for new love, virtually all older men and most women have admitted to preferring a new romantic partner
        who is younger and are critical of potential partners who either look or act old (Jen,
        2017; Levaro, 2011; McWilliams & Barrett, 2014).
      


      
        NOW THAT WE HAVE FOUND EACH OTHER . . .
      


      
        Hoping to once again have the comforts of intimacy and household support previously experienced with a wife,
        men are often more likely than are women to have marriage as a goal. Although some women express a wish for the
        security of marriage, many cherish the autonomy and independence they have come to embrace after divorce or
        widowhood and have little desire to resume expectations of traditional marital and cohabitation roles
        (McWilliams & Barrett, 2014). A “living apart together” relationship, often shortened
        to LAT, offers a living arrangement that balances women’s sometimes conflicting desires for both autonomy and
        intimacy and companionship and independence (Benson & Coleman, 2016). LAT couples
        consider and present themselves as a romantically committed monogamous couple but choose to live in separate
        households, spending time together at either residence or time alone, as desired. This increasingly popular
        arrangement offers 140flexibility, convenience, and freedom from such
        problematic commitments as shared finances, division of household labor, unfettered access to adult children
        and grandchildren, and the potential responsibilities of caregiving (Funk & Kobayashi,
        2016).
      


      
        Six decades of research findings challenge society’s continuing myths of olders as asensual and asexual beings,
        affirming that even well into life’s final chapters, an intimate partnership can fill emotional and physical
        spaces that no other can. The individual and societal challenges lie in recognizing and resisting the
        underlying internalized ageism that hinders broader understanding and acceptance of these realities.
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        Work and Retirement in the Life Course
      


      
        
          LEARNING OBJECTIVES
        


        
          •   Appreciating how employment organizes the life course and how it is changing over time.
        


        
          •   Understanding the labor market for, and labor force experiences of, older workers.
        


        
          •   Recognizing the difficulty of defining retirement and the complexity of retirement patterns.
        


        
          •   Identifying the factors that shape retirement decisions and outcomes, including Social Security,
          pensions, and personal factors.
        

      


      
        Employment, or work for pay, is a core role around which individual, family, and social life are
        organized. Modern economies—whether local, regional, national, or global—organize themselves around employment.
        Employment is also the central driver of what sociologist Martin Kohli (1986) called the
        tripartite life course, explained in Chapter 4, or institutionalized life
        course. That is, the life course becomes organized around three “boxes” and the institutions associated
        with them: on the front end of life, education and training (which is often viewed as preparation for
        employment but is important for other purposes); in the middle of life, active employment; and on the back end
        of life, retirement (departure from employment), and leisure. Significant changes are occurring in how long
        people are spending in each of these boxes and what they are doing in them.
      


      
        The aging of society raises questions about how employment fits into longer and healthier lives and the needs
        of a labor market that has more older people and fewer younger workers. It also raises questions about the
        nature of work, which is broader than employment and includes household, volunteer, and other unpaid
        activities, which, despite being essential, are not a standard part of calculations of economic productivity.
        The danger in focusing on employment is that it ignores the unpaid contributions of people of all ages and, by
        implication, suggests that some groups, like young children and retirees, are mere “dependents” in society
        because they do not contribute directly to the formal economy.
      


      
        142MAKING SENSE OF WORK
      


      
        The Structure of Careers
      


      
        An examination of the patterning of employment across the lives of individuals has sometimes been referred to
        as the occupational life cycle. As we discussed in Chapter 4, many age-related
        phenomena are socially constructed and subject to change. This is also true of expectations and behaviors
        related to work. In the traditional occupational life cycle, an individual completes education or training,
        then lands an entry-level position with a corporation, government agency, or other employer. The worker
        advances upward through the ranks of that occupation, perhaps seeking additional training or changing employers
        along the way. The worker’s earnings also increase with advances in skill, experience, and responsibility,
        reaching a career plateau in middle or late-middle age. At that point, an advancement may slow or cease in
        anticipation of retirement, which comes with health benefits and a solid pension.
      


      
        These expectations can be seen more clearly if we ask, for example, what would happen if those in senior
        positions in their organizations seriously delayed their retirements. Such a scenario affected the oldest baby
        boomers during the “Great Recession,” which began in 2008, potentially squeezing opportunities for entry or
        advancement of younger workers and violating one of the core elements of the career model—advancement. Would
        similar problems arise if large numbers of young adults decided to take time off after training before
        initiating a career? This would instead create a temporary shortage of new entrants to the labor force, perhaps
        prompting the recruitment of nontraditional workers, importing workers from foreign countries, or improvement
        of wages, benefits, and working conditions to attract the labor needed. In short, our economy is built on the
        assumptions of the occupational life cycle.
      


      
        This model of occupational life is so ingrained into ways of thinking that people expect to follow it—even
        though the lives of many workers will not take such a continuous upward path and even though the model is
        outdated and misaligned with the realities of jobs and careers today. Questions have long been raised about how
        realistic this traditional model of the occupational life cycle is for workers as a whole. It is a very
        gendered (male) and class-based (middle-class, and to some extent working-class) model that began in the
        vibrant American economy of the World War II and postwar era, which also favored manufacturing. Since then,
        much has changed about the labor market and the nature of work. Many have wondered whether this model is even
        viable for the kinds of workers who might have been more secure in an earlier era. Layoffs from downsizing or
        corporate mergers, job automation via technology, or worker health problems may interrupt an orderly
        progression even among middle-class males expecting to follow the “traditional” steps of this model.
      


      
        Also, there is ample evidence that this pattern has never fit the experiences of employed women. Consider three
        important points that continue to be pertinent to women’s careers. First, the years of career-building in the
        traditional model are also prime years for childbearing and the early years of child-rearing, creating
        disruption or distraction in the employment of parents, but especially women, who continue to shoulder more
        responsibility for the care of infants, toddlers, and preschoolers. Second, jobs and 143sectors that are occupied primarily by women often have shorter career ladders, meaning
        that female workers have fewer opportunities to advance and attain higher wages, status, and benefits over
        time. Third, the working lives of women have been subject to more interruptions due to other family needs, such
        as caregiving to older parents or changing jobs to follow a husband’s often higher-earning career path. Such
        interruptions may significantly diminish job and wage advancement over time.
      


      
        The occupational life cycle model does not fit many other types of workers, including those with limited
        education, those in groups that have been subject to discrimination, and those in positions or sectors that
        have limited opportunities or protections. Many jobs or companies, particularly in small businesses, do not
        offer the type of career trajectory that we generally associate with the traditional occupational life cycle
        model.
      


      
        
          Stop and think:
        


        
          How well would the occupational life cycle model fit a migrant farmworker? What about a dancer in a
          nightclub, a repair technician, a server in a diner, or a sales representative for an online merchant? What
          about the jobs you have held until now?
        

      


      
        The changing nature of the labor market also limits the usefulness of the occupational life cycle model. In the
        second half of the last century, career workers were predominantly full time and had pay and pension incentives
        to stay with the same employer—in what has been called lifetime work. These incentives and job
        securities have eroded over time, so much so that workers increasingly face careers where it is the norm, not
        the exception, that people change employers and jobs many times. Data from the U.S. Bureau of
        Labor Statistics (2018) show that the number of median years that workers have with their current
        employer—known as employee tenure—for workers aged 55 to 64 has dropped from 16 years in 1973 to 10 in
        2018. In comparison, the tenure of workers aged 25 to 34 in 2018 was just 2.8, three times lower than those 55
        to 64. Fully 57% of workers between the ages of 60 and 64 in 2018 had at least 10 years with their current
        employer, in contrast to just 12% of those between 30 and 34.
      


      
        Of course, older workers have more working years of employment behind them, but these changes are a deeper
        reflection of structural changes in the U.S. labor market, including the growth of smaller companies; the
        decline in manufacturing and labor unions, and the increase of the service sector; the outsourcing of work to
        other countries; and corporate mergers, takeovers, and downsizing. These have resulted in an expansion of what
        is called contingent work and the contingent labor force. Contingent labor force employees are
        under contract for temporary and often short spells of work (weeks or months to years) rather than being hired
        permanently. Contingent labor was once relegated to the lower rungs of the employment rankings, such as day
        labor in construction or crop harvesting, but now extends to the level of executives.
      


      
        Contingent work lacks the continuity and the career-building and benefits (e.g., health insurance or pension)
        expected of careers. This format is often more efficient for the company than making an open-ended employment
        commitment; it also avoids having to lay off workers when labor and/or expertise needs change.
      


      
        When the job market is strong, other opportunities become attractive to employees who are actively
        job-hopping for positions that pay more or provide better benefits or 144job-shopping for positions that will help them build their portfolios of skill
        and experience. Millennials have also been branded as a generation of employees who switch jobs often.
      


      
        
          Stop and think:
        


        
          As you think about your career ahead, how often do you think you will change employers? How often do you
          think you will change positions? Under what circumstances would you leave a current job, even one that you
          enjoy or one that is secure?
        

      


      
        Whether due to the erosion of lifetime work, the emergence of contingent work, and the increase in job-hopping
        or job-shopping, it is clear that occupational careers in the future will continue this less predictable and
        orderly path. These trends are not always best for an individual’s financial security, but they may foster the
        more “age-integrated” life course we described in Chapter 4. This rests on a shifting
        blend of education, employment, and leisure throughout adulthood, with careers punctuated by spells of
        intentional or involuntary unemployment and returns to school for additional training or skill development. The
        growing variability in patterns of employment may change age-based ideas of when it is appropriate to have a
        job or to be retired, breaking up the rigid traditional occupational life cycle model.
      


      
        Workers today may begin anticipating multiple careers, in which they undergo training and employment two
        or more times, potentially in very different fields. The idea of multiple careers seems to be premised on an
        undersupply of labor, creating a situation where workers have choices about jobs and ample salary and benefits
        to prepare and fund periods of leisure and training between careers. Multiple careers theoretically reduce the
        risk of boredom or outdated skills in employees, accommodate rapidly changing labor market needs, and provide
        options to continue working in the face of more and healthier years in the final decades of life.
      


      
        It is not yet clear whether there will be sufficient choices in the future to make the multiple career idea
        work for many people, but the idea of encore careers, undertaken after people retire from a primary job,
        has begun to appear more often in the media. These careers, which are often found in the public sector (e.g.,
        education, healthcare, social services), bring some income but are high in personal meaning and make meaningful
        contributions to society or younger generations (for more information, see encore.org).
      


      
        
          Stop and think:
        


        
          How important are the elements of an encore career—positions that provide some income, but maximize personal
          meaning and contribute to society—in your own job choices? What makes an encore career more possible or
          attractive in retirement?
        

      


      
        Who Are “Older Workers”?
      


      
        Researchers and policy makers sometimes focus on a subset of the labor force referred to as older
        workers. Often, this term is not clearly or consistently defined because there is little agreement on a
        chronological age at which a worker is considered “older.” Age is, as we indicated in Chapter 1, a relative concept. Some government reports consider
        anyone over 45 to be older workers! On the early side, it is common to find “older” workers assembled into
        brackets covering the years just before the age of 65—from 55 to 64, or 14545
        to 54 as well—and then into brackets after 65, sometimes just 65 and over but more helpfully in finer-grained
        bands from 65 to 74 and 75 and over or, better yet, 75 to 84 and 85 and over, given the variability in
        later-life employment and the transition to retirement.
      


      
        Definitions may also vary by occupation. For example, workers may be identified as “older” at much earlier
        chronological ages when they are bricklayers or professional athletes than if they are public school teachers
        or Wall Street portfolio managers. As we will discuss later, a few occupations do have mandatory retirement
        ages—because age is assumed to be linked to cognitive and physical functioning, which in turn are connected to
        the requirements of the job. Both the demands of the job and the ages at which workers in the occupation reach
        their peak in promotion and performance may be keys to defining when “older worker” status begins.
      


      
        The views of employers are also essential to understanding older workers. Workers may come to be defined as
        “older” because their employers start to treat them differently on the basis of age—perhaps not considering
        them for promotions, training, or raises. Such actions are illegal discrimination, as discussed further on. The
        fate of older workers in the labor force depends both on the overall level of demand for labor and on the views
        held by employers regarding the skills and productivity they bring to the job.
      


      
        
          Stop and think:
        


        
          How would you define an “older worker”? Can you think of jobs where “older” might mean age 30, versus 60,
          versus 80? In contrast, who might be considered a “younger worker” or “young worker,” and why?
        

      


      
        Labor Force Dynamics
      


      
        Both the labor market (the demand for employees, in terms of both numbers and skills) and the labor
        force (the supply of available employees with their particular skills and experience) are highly dynamic.
        In the labor market, employers, job locations, and needed skills shift dramatically and in unexpected
        ways over time. Changes like the “outsourcing” of jobs in the global economy and the creation of new technology
        jobs reshape the labor market; the pace of change in the labor market has been extremely rapid since the middle
        of the last century. In the labor force, employees have a changing mix of education, skills, and
        experience. When labor shortages occur, less active groups may enter the labor force. When talented labor is
        difficult to find and keep, workers have an advantage in bargaining for better wages and benefits. When labor
        is abundant, however, employers can offer lower wages and fewer benefits because workers are easier to replace.
      


      
        A key point of tension is that the kinds of careers and jobs for which people are being trained today may not
        match those a few decades from now, underscoring the need for broad-based skills that can be more readily
        transferred and the need for workers in many sectors or occupations to be nimble.
      


      
        
          Stop and think:
        


        
          How well do you think your training now will prepare you for the work you might be doing in 10 or 25 years?
        

      


      
        The labor force participation rate is the proportion of a population that is employed (or seeking
        employment) at a given time; this rate indicates the 146prevalence of
        retirement or other nonemployed statuses. The Bureau of Labor Statistics projects that, due to smaller cohorts
        of younger people and larger cohorts of older ones, the overall labor force participation rate (16 years and
        older) will decline from 66% in 2016 to 61% by 2026 (Lacey et al., 2018). The labor force
        participation of older people has been rising in the last few decades, due partly to the Boomers’ movement
        through retirement and partly to their need or wish to work longer. The participation of those aged 55 to 64,
        65 to 74, and 75 and over is rising significantly: from 58%, 18%, and 5%, respectively, in 1996 to a projected
        67%, 30%, and 11% in 2026.
      


      
        It is notable that the percentages of participation of those aged 65 to 74 and 75 and over has either nearly or
        more than doubled. Although there are greater percentages of men than women in the labor force, men’s rates
        have been declining gradually over time, whereas women’s have been growing but peaked around the year 2000.
        However, the proportions of both older men and women have been increasing. The labor force participation rates
        of those in all age brackets beyond 55 are significantly lower for Hispanics and African Americans than for
        non-Hispanic Whites, reflecting disadvantages in their earlier employment histories and educational attainment.
        Asian Americans have the highest rates.
      


      
        There also continue to be significant inequalities in the wage gap of adult men and women and of White
        workers relative to Hispanics and African Americans, although Asian Americans are doing better than Whites on
        several indicators (for detailed information, see Bleiweis, 2020, on gender; PayScale, 2019, on race and
        ethnicity). These differences, compounded over the work history, create gross inequalities in income and assets
        in later life—consistent with the principle of cumulative advantage and disadvantage, introduced in
        Chapter 1.
      


      
        Skills and Employability of Older Workers
      


      
        As noted previously, the jobs available to older workers depend on factors related to the labor market and the
        labor force, including the number of younger “prime-age” workers (often defined as those aged 25 to 54).
        However, older workers, especially those over 65, are found in different jobs, such as being self-employed or
        continuing to work in high-status professions that require significant skill or value substantial experience,
        or in occupations that are disappearing due to changing technology.
      


      
        Another major influence on the demand for older workers is the perception of older people’s competence and
        desirability as employees. These affect the hiring, retention, and promotion of older workers. Although a wide
        range of physical and mental capacities (speed, strength, visual acuity, reaction time) decline slightly with
        age, these changes are generally not significant until advanced ages and may be compensated for by greater
        experience, judgment, or attention to the task. In fact, as physical demands of most U.S. jobs decline and the
        general health of older workers improves, the physical barriers to continued employment, in particular, are
        diminishing. The growth in the proportions of older workers noted earlier is, and will continue to be,
        concentrated among the most educated. As more older workers have higher educational attainment (college or
        more), their value to employers will grow. Less skilled older workers more often choose or are required to
        leave employment at traditional ages.
      


      
        147Only recently, as the oldest Baby Boomers started to retire, have employers
        begun to actively discuss the challenges they will face in ensuring “succession” among those in highly skilled
        positions. A web search of baby boomer brain drain—a term that has become popular in business
        discussions—displays an active interchange on the topic of companies losing large numbers of experienced
        knowledge workers. An important question remains: Where there is a shrinking pool of younger qualified
        candidates, will employers be forced to reconsider how they use older workers, luring them back or keeping them
        working beyond traditional retirement ages?
      


      
        Age Discrimination in Employment
      


      
        Age discrimination occurs when an employer makes decisions on the basis of age that disadvantage older
        workers. Employers are no less subject to ageism than anyone else in society. Research has consistently shown
        that when managers make decisions about interviewing, hiring, training, and promotion, they tend to favor
        younger applicants over older ones. Managers who are themselves older (over age 50), however, tend to be more
        favorable toward hiring older workers. In response, older workers have adapted their identities and profiles to
        obscure their ages, such as trying to appear younger or removing select dates from work and educational
        histories.
      


      
        The costs of providing job-based benefits can also sometimes be a barrier to hiring, retaining, or retraining
        older employees. Experienced senior workers have often achieved substantial salaries, causing employers to
        question whether the same work could be performed at lower pay by a younger employee. Older workers’ experience
        can sometimes lead employers to deem (or dismiss) them as “overqualified” for positions they desire. Federally
        mandated health benefits have added to the costs of employing older workers. Employers sometimes weigh these
        added costs and decide against selecting an older applicant for a job or against keeping their older employees.
      


      
        Age discrimination negatively influences the employment status of older workers. The Age Discrimination in
        Employment Act (ADEA), passed in 1967 and amended significantly in later years, prohibits the use of age in
        hiring, firing, and personnel policies for workers over 40.
      


      
        
          Stop and think:
        


        
          Look at the U.S. Equal Opportunity Commission website’s description of age discrimination: https://www.eeoc.gov/age-discrimination. It
          indicates that the ADEA “does not protect workers under the age of 40, although some states have laws that
          protect younger workers from age discrimination. It is not illegal for an employer to favor an older worker
          over a younger one, even if both workers are age 40 or older.” Does this seem justified to you? Why or why
          not?
        

      


      
        Age discrimination is often subtle and difficult to prove in court. Most cases that are initiated never result
        in a trial; for the majority of cases, the employer wins, or evidence is not strong enough to warrant a trial.
        For example, when a supervisor selects a younger employee over an older one for a training program, is this
        action age discrimination? Not necessarily, because the two employees undoubtedly differ on a variety of other
        work-related characteristics. But if the supervisor systematically selects younger over older workers,
        even when the qualifications of the older employee are equal or better, it is discrimination. Discrimination
        may be conscious or unconscious but is often predicated 148on negative
        assumptions concerning the attitudes and abilities of workers as they age. In defending such cases, employers
        claim legitimate reasons for failing to hire, promote, retain, or increase the wages of older employees. The
        burden of proving age-related reasons for such treatment falls on those bringing suit, a burden that is much
        lighter if multiple workers share a common experience of discrimination with the same employer.
      


      
        Even though mandatory retirement is now prohibited for the vast majority of jobs by the ADEA, the law allows
        for exceptions. These exceptions are specific occupations in which age is allowed to be a bona fide
        occupational qualification (BFOQ). That is, for these jobs, employers have convinced the courts that age
        has a predictable effect on one’s ability to perform adequately and that the consequences of poor performance
        are potentially devastating. Qualification (in this case, exclusion) based on age is therefore permitted.
        Examples include airline pilots (age 65), air traffic controllers (age 56, with exceptions up to 61), and
        federal law enforcement officers, park rangers, and firefighters (age 57). Some of these mandatory retirement
        ages have been increased in recent years in light of longer healthy life expectancy.
      


      
        
          Stop and think:
        


        
          Some states have mandatory retirement for judges and sometimes sheriffs, generally at age 70. Is your state
          one of them? Does this seem justified? Why or why not? In contrast, there is currently no age of mandatory
          retirement for surgeons. With one-third of practicing surgeons over age 55, the American College of Surgeons
          has recently begun debating this, recommending for now that surgeons be “policed” by their colleagues and
          reported if there are reasons to believe their competencies should be assessed. Does this seem justified? Why
          or why not?
        

      


      
        Age discrimination reflects our society’s ambivalent views of older workers, which are reflected in the
        ideologies and underlying assumptions of two early theories that attempted to describe the connections between
        retirement and other age-based life changes on individuals: disengagement and activity theories (see “Applying
        Theory” box).
      


      
        
          APPLYING THEORY: Early Theories of Aging: Disengagement, Activity, and Continuity Theories
        


        
          Theories mirror the values of their creators and the norms of their times, reflecting culturally dominant
          views of what are deemed as the appropriate questions to ask and problems to solve. Here, we contrast three
          early theories from the 1960s and 1970s that follow this pattern—and that set the stage for much theorizing
          today, including popular contemporary theories of “successful” aging. Disengagement, activity, and continuity
          theories not only postulated how individuals’ behaviors and orientations change with advancing age but also
          imply how they are supposed to change (specifying normative patterns) for the good of the older person
          and society.
        


        
          Disengagement Theory
        


        
          Disengagement theory, which was put forward by Elaine Cumming and William Henry in 1961, proposed that
          the process of disengagement—an inevitable, 149rewarding, and universal
          process of mutual withdrawal between the individual and society with advancing age—was normal and expected.
          This theory posited that an orderly disengagement process was beneficial and functional, for both the aging
          individual and the society, minimizing the social disruption that might otherwise be caused at the older
          person’s eventual death.
        


        
          Cessation of work roles at retirement was a good illustration of this disengagement process, enabling the
          aging person to be freed of the daily responsibilities of a job, permitting the pursuit of more voluntary and
          flexible activities. Through disengagement, society anticipated the eventual deaths of older people by
          removing them from essential employment and family roles and by replacing them with younger people.
        


        
          Although focused primarily on individuals, this theory assumed that disengagement had significant benefits
          for society overall. Developed during the period when mandatory retirement was typical, the theory provided a
          positive spin on forced retirements. On the side of the employer, the predictable withdrawal of older workers
          from various jobs meant that they would be less likely to lose a critical employee unexpectedly and that
          senior-level jobs would become open to younger workers seeking promotions and better pay as they progressed
          through the occupational life cycle.
        


        
          Reaction to disengagement theory was swift and negative. To many of the activists and advocates of aging at
          that time, disengagement theory represented a threat to their goal of promoting more positive roles and a
          fully engaged lifestyle for older persons. Although the original theory was not stated in these terms, it was
          quickly interpreted as a normative statement about what older people were supposed to do rather than
          as a statement of their actual behavior.
        


        
          Disengagement theory had mixed success as a theory. Some argue that it was successful because it stimulated
          discussion and research, a major function of any theory. Yet it has been widely criticized as being
          unfalsifiable, a major failing of any theory. The theory states that disengagement is universal and
          inevitable, but that its form and timing vary among individuals. Thus, if a person is not disengaged at age
          85 or 95, it is not that they have not disengaged, but only that they have not disengaged yet, making
          it impossible to disprove. Cumming and Henry also labeled some individuals who continued to be actively
          involved as “unsuccessful disengagers,” suggesting that being active and engaged was an improper, negative
          response to aging. Additionally, even if the loss of social roles is typical in the later years, this may not
          be an inevitable or beneficial process.
        


        
          Activity Theory
        


        
          Activity theory was developed by Robert Havighurst, also in 1961, partly as a response to
          disengagement theory. Activity theory, like disengagement theory, promotes a normative view of aging. It
          argues that individuals, faced with role losses, must be active to age well and be satisfied in life. The
          activity theory mandate for the 150older adult, then, was to identify other
          activities to substitute for the loss or reduction of work and family roles. To replace employment, an
          activity should substitute for nonfinancial goals of employment, such as feeling productive and providing
          social contact, which the job had previously fulfilled. Thus, the very people that Cumming and Henry
          described as “unsuccessful disengagers” would, from the standpoint of activity theory, be “successful
          engagers.”
        


        
          
            Stop and think:
          


          
            How do disengagement and activity theories reflect your expectations about your future aging?
          

        


        
          Continuity Theory and the “Busy Ethic”
        


        
          A central tenet of Western cultures for centuries has been the importance of productivity through
          employment—the work ethic. The work ethic, like any ethic, is a set of beliefs and values that
          identifies what is good and affirms ideals of conduct. The work ethic historically has identified work with
          virtue and is associated with traits and habits such as diligence, initiative, industriousness,
          competitiveness, self-reliance, and deferred gratification.
        


        
          Although sometimes attributed to the Puritans, the work ethic has a long cultural heritage from a time when
          labor by all was necessary to survival, and pride in successful employment was central to identity. The work
          ethic has long been viewed as a pivotal force, driving men (and in more recent decades women) to seek
          employment and job-related achievement as a (if not the) basis of self-worth and social esteem. But
          how do individuals adjust when retirement removes the status and achievement engendered by employment?
        


        
          A partial effort to answer this question can be found in activity theory and continuity theory. Activity
          theory, described previously, focuses on maintaining equilibrium—it matters less that existing self-concepts,
          activities, and relationships are maintained and matters more that any activity or relationship that is lost
          is replaced with an equivalent one to keep the level consistent. Continuity theory, posited most
          formally by Robert Atchley in 1971, modifies activity theory with the idea that aging adults should attempt
          to preserve and even continue to evolve existing self-concepts, activities, and relationships. From
          the perspective of this theory, it is important to maintain what is valued, not merely substitute it with
          other things, to minimize disruption and sustain one’s sense of self.
        


        
          Consistent with these views, David Ekerdt, in 1986, posited a moral imperative for active involvement during
          retirement, a theory he calls the busy ethic. Just as there is a work ethic that holds industriousness
          and self-reliance as virtues, so too is there a “busy ethic” for retirement that honors an active life. It
          represents people’s attempts to justify retirement in terms of their long-standing beliefs and values.
        


        
          151That is, retirement and leisure are difficult for people to justify in
          nations like the United States that emphasize the need to be productive. People feel the need to “keep busy,”
          much as they did during their years of employment. Rather than unlearning the work ethic, it transformed
          retirement into a busy ethic, giving content to the “retiree” role, which was once considered devoid of
          expectations (a “roleless role”). The busy ethic directs retirees to approach leisure in the same organized
          and purposeful manner that was true of their years of employment. Interestingly, retirees do not have to
          be in a state of constant busyness as much as they feel an expectation to talk about their
          activities and plans for volunteer work, hobbies, socializing, and other pursuits. Busyness structures time
          in a socially acceptable and work-consistent manner—again minimizing the risks of disruption and distress in
          retirement.
        


        
          
            Stop and think:
          


          
            How have you felt the “busy ethic” in your own life, no matter how old you are? Have you observed it in
            others? How might what you have felt or seen be different from what older people experience?
          

        


        
          Disengagement, activity, and continuity theories remain important guideposts regarding normative views on
          aging. Activity and continuity theories resonate with contemporary ideas of “successful” aging, discussed in
          Chapter 1. Active aging, in whatever forms
          it takes, is understood to be successful aging.
        

      


      
        MAKING SENSE OF RETIREMENT
      


      
        ■   Colonel K. retired from the military after 30 years of service. She receives a
        military pension and has recently begun a full-time consulting business, based on her military expertise.
      


      
        ■   Mr. L., 70, receives a generous pension from the large accounting firm where he
        worked for 30 years. For 3 months of every year, Mr. L. is a self-employed, full-time tax preparer for
        long-time clients and family members. In the remaining 9 months, he enjoys an active leisure lifestyle.
      


      
        ■   Ms. J., aged 58, has had a spotty record of employment throughout her adult
        life, working temporary and part-time jobs when she could find them. Having more trouble in the past few years
        finding work, she has given up looking and calls herself “retired.” She would work again, if she could find a
        job, because money is scarce.
      


      
        Would you categorize any or all of the foregoing persons as “retired”? How do we decide? It is useful to
        establish some common boundaries defining retirement to develop both policies and research. As these examples
        show, even though the idea of retirement is familiar, defining it is not at all straightforward. The central
        issues discussed here are retirement as a life stage and the process of separation from employment, which for
        many people is no longer a clear and immediate transition but is instead gradual and may include new work that
        is full time, part time, unpaid, or intermittent or that includes the continuation of prior work in some
        capacity.
      


      
        152Given the difficulty of knowing what retirement is, it is no surprise that
        it is equally hard to determine when it begins. We can answer these questions in two ways: (a) using
        self-definitions, such as answers to questions like “Are you retired?” or (b) using standard indicators, such
        as whether the person is receiving a pension, no longer working, working but no longer in the major job or
        career they had, or significantly reduced hours of employment. As we saw in the cases described at the start of
        this section, many workers today do not make a clean break from employment. Retirement has become somewhat
        blurred as a life transition, so we may need more than one of these criteria, or other criteria, to define it.
        Although there is no overall agreement about these definitions, three criteria are part of most researchers’
        definitions: age, receipt of a pension (public or private), and diminished activity in the labor force at or
        after the “retirement” ages reinforced in policies.
      


      
        The Social Construction of Retirement
      


      
        Where did retirement come from? Did it always exist? Retirement is simply a social construct, which is easily
        seen by looking at historical information on employment and leisure. Retirement did not always
        exist—large-scale retirement did not exist for the masses until the last century, with the advent of Social
        Security and other old age policies to support retirement, with greater economic security and financial
        well-being, with inheritance and the transfer of newfound resources down to other generations, and with gains
        in life expectancy.
      


      
        Throughout most of history, people of all ages and social classes were required to work to ensure the survival
        of themselves and their kin. Labor started early in life and continued until death or disability. Even the
        wealthy nobility of Europe had duties to perform and could not do whatever they wished with their time. In
        fact, elders in many cultures have held responsibility as leaders or teachers to very advanced ages. In
        contrast, the option of having a block of unstructured leisure time—with a source of income—at the end of the
        life cycle is relatively new.
      


      
        Four social conditions set the stage for the emergence of retirement as a social institution. First, society
        must produce an economic surplus (initially via industrial production) sufficient to support its nonemployed
        population. Second, there must be some mechanism in place (e.g., pensions) to divert that surplus to meet the
        needs of these nonemployed members of society. Third, the culture must hold positive attitudes toward a period
        of not working for pay. Fourth, people must live long enough to accumulate an acceptable minimum of years of
        productive employment to warrant support during retirement.
      


      
        Following the growth of productivity in the Industrial Revolution, employer pensions (retirement plans
        that were fully paid in installments from employers) first appeared in the late 1800s. Pension benefits to
        workers were considered a reward for merit and a gift from a magnanimous employer after long years of service;
        there was no sense that employers owed their retirees any support. Initially, very few employers offered
        private pensions. In the post–World War II era, however, pension programs grew rapidly in a strong economy,
        expanding in the 1940s and 1950s to cover a wider range of occupations. 153During this period, labor was in ample supply because larger youth cohorts were
        continually entering the labor force and the economy was strong. The availability of pensions continued to grow
        until the 1980s but declined thereafter, when plans covered fully by employers (called defined benefit plans)
        were rapidly replaced by programs that required employees to make their contributions (called defined
        contribution plans). These plans will be discussed in more detail further on and in Chapter 7.
      


      
        The Institutionalization of Retirement in the United States
      


      
        As pension availability grew through much of the 20th century, worker attitudes toward retirement slowly
        changed, becoming more positive and accepting of retirement. Initially, the idea of retirement contradicted a
        strong “work ethic,” which suggested that the worth of an individual was tied to productivity, most
        specifically in the labor force. By the end of the 20th century, the idea of retirement as an expected and
        welcomed stage of life was widespread in developed economies of the world. Retirement is now generally accepted
        as an appropriate stage of the adult life cycle and as a legitimate, earned privilege. Nonetheless, retirement
        has never been secure or available to less economically advantaged workers or women.
      


      
        The Role of Social Security
      


      
        In contrast to employer-supported pensions, Social Security is a government-supported program. The
        creation of the Social Security program in 1935 enabled retirement to become a reality for the majority of
        American workers. Social Security was important in helping to institutionalize and promote retirement in two
        related ways: (a) it made retirement socially legitimate as a transition and stage of the life cycle, and (b)
        it enabled individuals to retire by providing a reliable source of income to the vast majority of American
        workers.
      


      
        The current full age of retirement has increased to 66 and is being phased to 67. The percentage of people
        “insured” (covered for retirement and survivor benefits) by Social Security has increased dramatically.
        Analyses by the Center on Budget and Policy Priorities (2020) reveal some eye-opening
        facts about Social Security. In 2020, 64 million Americans—1 in 6 people—collected Social Security; older
        people constitute 4 out of 5 of these people; the other fifth received Social Security Disability Insurance as
        survivors of deceased workers.
      


      
        Social Security was never designed to be the primary source of income in retirement, but it constitutes 50% of
        the income of half of its beneficiaries and 90% of the income of a quarter of its beneficiaries. Those payments
        currently replace only an average of 40% of prior earnings, and this percentage will decline for future
        cohorts. In 2020, the average retirement benefit was $1,540 per month, or $18,170 for the year. However, Social
        Security kept an estimated 15 million near-poor older Americans from poverty (without it, 4 in 10 people over
        65 would be poor) and 1.5 million children out of poverty through benefits of retired, disabled, or deceased
        workers or the parents or relatives with whom they live. The program is especially crucial for people of color,
        who have earned less and whose jobs brought fewer opportunities to participate in pension programs. People of
        color also have higher disability rates and premature death, as will be discussed in Chapter 8.
      


      
        154In its early decades, Social Security encouraged full retirement by creating
        financial disincentives to continued employment. The key disincentive, called the earnings test, taxed
        earnings of retired workers to “recover” some of the Social Security benefit dollars The earnings test has been
        changed and now applies only to workers taking retirement before their normal retirement age (NRA),
        which depends on one’s birth year (currently between ages 65 and 67). These changes have substantially reduced
        Social Security’s previous negative influence on working at higher ages.
      


      
        Social Security policies have changed to adapt to new circumstances as the population has aged and the size of
        the labor force has shrunk. Policies now encourage workers who can stay in the labor force longer by raising
        the age of eligibility for full benefits (eventually to 67) and adding financial incentives to continue working
        up to age 70. The public is not keeping up with these changes. Although the age for full benefits is currently
        66, most members of the public do not understand this fact; age 65 remains a peak of retirement, in part due to
        the option to take Medicare health benefits at that age, despite a slightly reduced Social Security benefit. By
        2027, a worker will have to be 67 (rather than 66) to retire with full Social Security benefits. The purpose of
        moving the age up was to control Social Security costs by shortening the number of years for which retirees
        receive benefits. But raising the age for full benefits also increases the financial penalty for early
        retirement, since Social Security spreads out the same expected dollars of benefits over a longer span of years
        for early retirees. For example, benefits for taking retirement at age 62 will shrink from 80% of the full
        benefit amount (when the age for full benefits was 65) to 70% (when the age is 67).
      


      
        
          Stop and think:
        


        
          Gerontologist Leonard Cain (2003) once proposed the controversial idea that aging
          policies like Social Security should be sensitive to the differential life expectancies of men and women of
          different racial and ethnic groups. That is, policies should “count backward from death.” If you are in a
          group with a shorter life expectancy, you should be eligible for benefits sooner, and if you are in a group
          with a longer life expectancy, you should get them later. What do you see as some of the promises and
          problems with this idea?
        

      


      
        However, there are important assumptions in Social Security that are especially important for women to be aware
        of (Social Security Administration, n.d.). First, to receive benefits of one’s own, the
        person must work 10 years and achieve 40 work credits, up to four per year, which are based on yearly wages. If
        one earns their benefits, there is no penalty later for being married. If women are potentially eligible for
        two benefits, one based on their own and the other based on their husband’s record, they get only the higher
        one. If they do not have benefits of their own, they will receive only between a third and a half of their
        husband’s benefits, although they may be able to apply for a higher “widow’s rate” upon the death of a spouse.
        However—and this is important—if a woman is not married when she hopes to seek spousal Social Security
        benefits, she is eligible for benefits only if the marriage lasted 10 years. As a result, women who
        forego or reduce their work commitments to raise children but divorce before their 10th anniversary may
        inadvertently jeopardize their well-being in later life. Because many groups of women now have working careers
        that more closely resemble those of men, and establish their eligibility, they are entering and experiencing
        retirement in whole new ways.
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        For workers expecting pensions from their employers, the size and security of such benefits are central to
        retirement decisions. Workers have come to question the stability of companies’ promises to pay benefits, as
        corporate mergers, bankruptcies, and other issues have resulted in dramatic pension cuts by some employers. The
        Pension Benefit Guarantee Corporation, the government agency that insures pensions as the Federal Deposit
        Insurance Corporation insures bank accounts, does not guarantee 100% coverage of expected pension benefits if a
        company’s pension program goes into default through the failure of the company or insufficient funding to pay
        benefits.
      


      
        From the perspective of workers, employer-funded pensions (generally known as defined benefit plans)
        have been understood to be deferred compensation for their working years or a reward for past productivity.
        From the viewpoint of an employer, however, pensions are useful for building workers’ loyalty during earlier
        spans of their careers and enabling orderly departures (retirements) at later career stages. In tight
        economies, when companies may need to reduce a workforce suddenly, employers sometimes add incentives to make
        the pension more attractive and encourage “voluntary” retirements. The use of such incentives, called early
        retirement incentive programs (ERIPs), is common during difficult economic times when it is less costly for
        an employer to fund pension benefits (for which money may already be set aside) than to pay salaries and
        benefits for higher-cost mature workers. Using an ERIP is often costly in other ways, however, because
        employers must offer them to all age-eligible workers, and they may lose workers with critical skills and
        experience or end up with fewer or more workers taking the ERIP than necessary. Relative to layoffs, ERIPs are
        viewed as more humane, better for the corporate image, and subject to fewer legal problems—all the while
        targeting more “expensive” workers.
      


      
        The topic of pensions is incredibly complex, and a full treatment is beyond the scope of this chapter and book.
        What is important to understand is that recent changes have shifted the responsibility for financing pensions
        from employers to workers. When employees are scarce, employers must offer better wages and benefits, including
        pensions, to hire and retain skilled workers. When employees are plentiful, workers are in a less powerful
        position to negotiate for generous wages and benefits, such as pensions. To limit their costs and their
        long-term commitment to funding pensions, many employers have, in the last few decades, switched to pensions
        that are directed and funded by employees, called defined contribution (DC) pensions (e.g., 401k
        programs).
      


      
        In DC pensions, employees choose from several investment options and contribute, sometimes along with matching
        funds from their employers, to a pension “nest egg,” which is an investment in stocks and bonds outside the
        company’s control (although investing in the company may be an option). Advocates suggest that this change fits
        with the American value of individual responsibility. Individual workers “own” the fund, but they also
        undertake whatever risk arises from a downturn in the stock market or their poor management of the invested
        funds. Only a modest percentage of workers who are eligible initially sign up for DC pensions available at
        their jobs, because this reduces take-home pay, sometimes at ages when retirement seems a very remote goal.
        Also, 156employers who match all or part of worker contributions to DC plans
        often suspend these payments during times of financial stress, reducing the fund’s growth over time. These
        changes also mean that employers now have less leverage over when their employees retire because they are not
        able to manipulate provisions of DC pensions to influence retirement timing.
      


      
        When workers view pensions and benefits as unstable, they more often assume they will work beyond age 65; and
        when they plan to work beyond 65, they do not save as much. In DC plans, employee contributions generally lag
        far behind what these individuals will need to finance their eventual retirements; to make things worse, they
        also often draw on these funds when they encounter other life crises or needs, further eroding their retirement
        savings. Finally, not all employers offer pensions, nor are they required to do so.
      


      
        Older adults’ decisions about retirement are often based on whether there are enough resources from savings,
        Social Security, and pensions to fund the anticipated remaining years of life without “outliving one’s money.”
        However, many people are not prepared for how much money they will need, nor can they anticipate how long they
        will live or what their eventual care needs will be. Given the difficulty of saving and often-limited resources
        in many workers’ 401k accounts, many people have to work longer or potentially never retire.
      


      
        
          Stop and think:
        


        
          There are several life expectancy calculators online that are based on gender, age, race, and other
          background characteristics, physique, life events, fitness, and lifestyle factors. A good one can be found at
          https://www.blueprintincome.com/tools/life-expectancy-calculator-how-long-will-i-live/. Take one
          of these surveys. What is your projected life expectancy? In light of this, when might you like to retire,
          and what resources would you need in place to make it possible?
        

      


      
        Retirement income stems from four primary sources. Data from 2018 show that most people aged 65 and over are
        receiving (a) Social Security (84%), followed by (b) assets (64%), (c) pensions (31%), and (d) earnings from
        employment (24%) (Pension Rights Center, 2020). This underscores the significance of
        Social Security for the welfare of older people and the fact that pensions and savings are missing from the
        portfolios of many older Americans. Additionally, there are significant inequalities in the dollar amounts
        people are receiving or wealth they have accumulated in these categories, if they even receive them, by gender,
        race, and indicators of social class (education, occupation, prior income).
      


      
        Individual Retirement
      


      
        Most workers make the retirement decision on the basis of a mix of health, family, financial, and policy
        factors, as well as personal goals, the challenges they anticipate, and the gratifications they expect in their
        retirement years. The retirement decision may also involve a variety of highly individualized factors, such as
        how much they like their coworkers, the difficulty of their commute, changes in the cost of living, healthcare,
        or leisure activities they anticipate during retirement—things that remain largely unmeasured by researchers.
      


      
        157Decisions on whether and when to retire are also influenced by the
        availability of continued employment. Many older workers say they would prefer to reduce their hours but keep
        the same hourly rate of pay, preferably in the same job. Employers seldom offer the same hourly wage to
        part-time employees, so few workers can gradually retire from their long-term employer. This type of “phased
        retirement,” shown in Exhibit 6.1, is not yet common in most jobs, as companies and
        organizations are slow to give up the occupational life cycle model that includes instant, full retirement.
        Consequently, the retirement decision with one’s long-term employer is often “either/or”: either continued
        full-time employment or complete withdrawal. Such a retirement may not be final, however, because many people
        become reemployed after retiring from a long-term job.
      


      
        
          
            EXHIBIT 6.1
          


          
            Alternative Retirement Patterns
          

        

        [image: Image]

      


      
        People still often think of retirement as an abrupt transition, moving from full-time career employment one day
        to no employment the next—the “traditional” pattern in Exhibit 6.1. But retirement today,
        like most life transitions, is not so simple and immediate and has become highly individualized or
        destandardized. Even when it occurs as a clear line of demarcation, there is usually a long process of
        preparing for and anticipating it. For those taking a more “phased,” “intermittent,” or “bridged” pathway, it
        may be many years before the person is no longer working. In particular, a growing percentage of older workers
        find their career jobs disappearing before they are ready to retire, requiring them to seek what is called a
        bridge job—jobs to carry them over between a 158career job and
        retirement; these jobs often provide lower pay and fewer benefits. Some workers also manage to retire well
        before their NRA but then, most often out of necessity, must find employment after NRAs. This has been dubbed
        unretirement. Earlier in the chapter, we also discussed the growing proportions of people who aspire to
        or can build encore careers after retirement. Encore careers, while generally compensated, carry deep meaning
        and involve civic contributions.
      


      
        Volunteering and political and civic engagement have long been part of the conceptualization of retirement.
        Political and civic engagement are taken up in Chapter 9, as well as in the topical
        essay on volunteering that follows it. These things, in addition to or as a replacement for paid work, are
        central to the cultural ideal of “productive aging.” Productive aging refers to both a larger social
        movement that aims to increase the potential for older people to contribute to society and to foster particular
        types of activities among older people—namely those that are tied to producing or consuming goods and services,
        as well as volunteering in ways that are not only about personal enrichment and growth. Productive aging, as a
        cultural ideal, resonates with the busy ethic described earlier.
      


      
        THE FUTURE OF WORK AND RETIREMENT
      


      
        Changes in Policies and Political Attitudes
      


      
        As discussed earlier, the U.S. government has already taken steps (e.g., abolishing mandatory retirement,
        raising the age for full Social Security benefits, and building fiscal incentives to work until age 70) to
        encourage employment at later ages. As businesses encounter financial stresses, however, they often try to
        address their problems by retiring senior workers rather than finding ways to retain them—despite the potential
        “brain drain” associated with the retirement of baby boomers and the smaller worker cohorts to follow.
      


      
        Numerous proposals have identified ideas to address the changing age structure of employment and retirement.
        One involves further increasing the age of entitlement for Social Security as life expectancy expands—in
        essence, keeping the length of retirement from growing. This change reduces fiscal demands on Social Security
        because workers would receive benefits for fewer years. If the age of full retirement were altered to make the
        remaining years of life equal to what it was in 1940, the retirement age would be around 71 to 73. Other
        proposals simply suggest mandating 70 as the age of eligibility for full Social Security benefits. Changes such
        as these would further expand the financial penalty for early retirement, risking inequity toward those who
        become disabled early or who, as a group, have shorter life expectancies. In considering such changes, it is
        important to remember the importance of programs like Social Security and Medicare as workers make retirement
        decisions, as well as the likelihood that less advantaged workers have fewer other resources (e.g., assets,
        pensions) to rely on when they retire. Low-earning workers and those in physically challenging jobs could also
        be impoverished in later life if the age for full benefits were raised significantly and no other safety net
        were provided for those needing to retire due to poor health. Workers who lack other financial resources will
        not see retirement as a viable option if it means they will have to live in poverty. Dismantling or
        significantly altering what has now come to be an expected stage of the life course would be far from simple.
      


      
        159Changes in the Economy and the Nature of Work
      


      
        The productivity of the labor force depends on many factors, including the use of advanced technologies (e.g.,
        computers, automated systems, and robotics), as well as the degree of fit between a job’s demands and the
        skills and abilities of the worker filling it. More jobs today require a high level of skill and continuous
        training to remain up to date, compared with the case that prevailed a few decades ago. Some other jobs are
        becoming deskilled, as machines take over the tasks of workers (e.g., architects using design software), so a
        growing segment of workers create, service, and maintain the equipment and systems that support it, rather than
        providing the skill. The servicing worker typically earns lower wages than the skilled predecessor and is more
        easily replaceable, because training and knowledge so rapidly become obsolete.
      


      
        Employers are moving away from a pattern of long-term or even lifetime employment for workers and from
        providing supports such as defined benefit pensions and retirement health benefits; contemporary employers
        prefer a more dynamic relationship. Consider contingent employment, discussed earlier in the chapter. Employers
        like contingent workers or independent contractors; their use limits the employer’s long-term investments in a
        worker, such as retraining, pension, or health benefits. These and other kinds of nonstandard work permit
        resizing the workforce very quickly and with little fuss. It is unclear how prepared those in contingent work
        will be to retire because they will have as pensions only money they saved from their earnings.
      


      
        These changes also reflect the goals of large-scale business and industry as they compete in a global
        marketplace. Locking a business into long-term obligations with workers in one location limits its capacity to
        respond to lower wage rates or ample skilled labor elsewhere in the world. “Off-siting” or “off-shoring” has
        occurred in many fields as communication- and knowledge-based jobs can be performed by workers at home or in
        less expensive office space halfway around the world. The COVID-19 pandemic has opened the eyes of both
        employers and employees to the possibility of remote work. It is also important to remember that many U.S.
        workers are employed in smaller businesses, which have always had more difficulty offering benefits such as
        pensions to their workers, especially in economic downturns.
      


      
        Worldwide, attitudes concerning work and retirement seem to be moving toward flexibility, a pattern of moving
        into and out of the labor force in a less structured fashion or age-prescribed way. Again, this is something
        that benefits employers, and it is something many employees want and need, but workers who do not have
        histories of full-time continuous work risk their well-being in retirement because eligibility for programs
        like Social Security contain requirements related to duration and level of labor force participation.
      


      
        Some speculate that retirement has moved beyond its “golden age,” as fewer workers have adequate pensions, as
        job insecurity grows, as employers try to limit long-term obligations to workers, and as life expectancy has
        expanded. Economic stresses felt at the individual, employer, and societal levels and doubts about large
        numbers of people who will not be able to afford retirement have raised the question of whether retirement as
        we have known it will be deconstructed. Although Americans have come to accept and expect retirement as a
        normative aspect of the life course, the underpinnings of retirement are in question.
      


      
        
          160SUMMARY POINTS
        


        
          ■   The U.S. labor force continues to grow older and become more diverse. The
          growth in the overall labor force is slower now than in recent decades, due to smaller cohorts reaching
          adulthood, forcing society to consider how labor needs will be met. Regardless of the answers that emerge,
          the future will bring changes in how we view work and retirement as part of the life of society and of
          individuals’ lives. Because employment is central to organizing the lives of individuals and families and the
          flow of cohorts into and out of the labor force, any changes will have substantial social and economic
          consequences.
        


        
          ■   The concept of the occupational life cycle is moving rapidly into
          obsolescence. New patterns of employment—including later entry and contingent work—bring both flexibility and
          uncertainty for the life course and retirement, as well as significant vulnerability for groups that are
          disadvantaged in the labor market and labor force.
        


        
          ■   There is tension between corporate desires or incentives to retire older
          workers and the need to develop older people as a resource for the economy and society. Older people
          increasingly need to, and are expected to, work longer to support themselves and their families and to reach
          later ages of eligibility for Social Security. Opportunities for employment in later life are limited for
          many older workers in view of their prior education, training, and work histories, and the relevance of their
          experience in today’s labor market. Age discrimination also continues to exist and is an ongoing barrier to
          the employment of older people.
        


        
          ■   As a life stage, “retirement” is a social construct, reinforced in people’s
          expectations and by policies and programs. Retirement is also heavily conditioned by the educational,
          training, work, and family experiences that have come before it and that to a great extent determine it. The
          retirement “decision” is extremely complex and rests on many factors. The transition to retirement is highly
          variable and for many no longer an abrupt transition but a gradual and long or intermittent process.
          Retirement is difficult to define, and cultural ideas emphasize the need to be productive in later life.
        


        
          ■   Rapid changes in the nature of work and the resources of workers are calling
          into question the very notion that retirement is a normative phase of life—or that inequalities and the
          accumulation of advantage and disadvantage over the life course will make retirement possible for some and
          impossible for others.
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        The last half-century has given rise to exponential advancements in media and communication technology. Today’s
        older adults witnessed a historic proliferation of electronic innovations; they saw the internet go from a
        curiosity to a research tool to an indispensable part of the world around them. The internet and forms of
        social media are now integrated into virtually every aspect of people’s lives. Older adults are uniquely
        impacted by the role of technology in that social connections are created and maintained.
      


      
        Older adults have largely welcomed technological advancements and use these tools on a daily basis (Zickuhr & Madden, 2012). The internet has become an integral part of daily life for people of
        all ages, despite common stereotypes about age and technology. In fact, older adults are the fastest growing
        group of social media users (Smith, 2014). In comparison with typical media avenues such
        as TVs, newspapers, magazines, or the radio, social media lets users interact with each other and engage with
        content. Social media, then, supports a larger, faster, and more connected web of communication. It is
        important to understand how older adults use social media, their perceptions of it, and the impact that it
        might have on social and emotional well-being. Two forms of social media use among the older population are
        particularly interesting to consider: social networking sites and online dating.
      


      
        SOCIAL NETWORKING SITES
      


      
        Social networking sites such as Facebook, Twitter, and LinkedIn are the most popular forms of social media
        among older adults and can support the development of stronger interpersonal connections (Hogeboom et al., 2010; Madden, 2010). Oftentimes, older adults live far away
        from their loved ones, lose social connections during the transition from work into retirement, and experience
        changes in physical abilities that limit their mobility and everyday interpersonal interactions. Dominant
        cultural values in the United States also tend to prioritize individualism over familial connection,
        potentially creating barriers to maintaining consistent and positive family relationships. These aspects can
        make it more likely to feel isolated and lonely in later life. However, social networking sites can enable
        older adults to connect with family members or find supportive communities that they would otherwise have had
        difficulty accessing (Jung & Sundar, 2016; Smith, 2011).
      


      
        164Looking at a friend’s or family member’s content updates on social media
        helps older adults feel present and relevant in the lives of their loved ones, even from a distance or without
        direct interaction (Jung et al., 2017). These pathways are important because, relative to
        earlier eras, older adults know face-to-face communication, letter-writing, and phone calls are not used or
        valued to the same extent. Social networking sites can positively affect older adults’ well-being by bridging
        generational gaps and fostering intergenerational familial relationships in a virtual space where people of all
        ages can interact (Madden, 2010). Nonuse of social networking sites could negatively
        affect older adults purely because of their rapid popularity. When family members, friends, communities, or
        organizations use social media as their primary communication outlet, older adults who do not use them can
        experience a technologically based form of social exclusion (Trentham et al., 2015).
      


      
        Many adults aged 50 to 75 frequently use social media, whereas the same is not true for those who are over 75.
        About 45% of older adults who are younger than 75 report using social media, compared with only 20% of those
        who are 75 and older (Anderson & Perrin, 2017). For this subset of the older
        population, the internet may be a source of anxiety because it was unincorporated into most, if not all, of
        their adult life (Zickuhr & Madden, 2012). Using social networking sites in old age
        could also be viewed as an income and access issue. Older adults who are over 75 are least likely to have
        access to high-speed internet, especially if they are low-income or live in rural areas. Internet users within
        this group tend to be wealthier and more educated (Smith, 2014). Many older adults choose
        not to use social networking sites because they do not like it or are uninterested, because they have concerns
        about privacy or security or because they will be exposed to content that is unerasable. Nonusers are often
        uninterested in social networking sites because they prefer face-to-face interaction and feel that these sites
        are impersonal and reflect society’s increasing self-involvement (Jung et al., 2017).
      


      
        ONLINE DATING
      


      
        Online dating sites such as match.com and eharmony are designed to
        foster new relationships in a less public forum than is typical of most social networking sites. These venues
        are less widely used than typical forms of social media but have gained traction over the past few decades
        (Smith, 2016). Older adults are particularly receptive to online dating, and many sites
        are now specifically geared toward users who are over 50 (e.g., OurTime, SeniorMatch). Online dating is one of
        the most common ways in which older adults meet romantic partners—about 27% of older adults have met their
        partners online (Gonzaga, 2010; McWilliams & Barrett, 2014).
      


      
        The increased use of online dating sites is likely due to social and demographic changes facing this generation
        of older adults. With divorce more common than ever before, and with more older adults than ever before (as
        Baby Boomers move through later life), more individuals are seeking romantic partners well into their later
        years. Older adults face a number of challenges as they seek out romantic partners: older singles still
        constitute a relatively smaller and more diffuse group of people than younger 165singles, making it difficult to meet in traditional settings. Traditional settings for
        meeting romantic partners—such as at a bar or social club—are often not tailored to meet the needs of older
        singles (Stephure et al., 2009). In contrast, online dating can allow older adults to
        connect with potential partners with whom they would not easily cross paths in the course of everyday life.
      


      
        Online dating can be particularly appealing to older women. It allows for more equitable control over romantic
        interactions, especially compared with their younger years. When older women today were young, most of the
        control in romantic relationships was held by men; however, online dating has enabled many older women to have
        a renewed sense of control over the dating process in ways that they might have been unable to do in the past.
        Older women are not only empowered to use online dating to create more egalitarian relationships and manage the
        pace of a relationship, but they also feel physically safer because they can limit the amount of information
        they give to potential partners, and they can sever contact with problematic users easily (Vandeweern et al., 2016).
      


      
        Online dating sites can meet a number of interpersonal needs in later life. Older adults find online dating
        more satisfying than younger populations do and are more likely than any other age group to arrange a
        face-to-face meeting with someone with whom they have interacted online (Stephure et al.,
        2009). Beyond romantic involvement, online dating has also proven to be a viable way to make friends and
        foster platonic connections for this population as well (Vandeweern et al., 2016). Online
        dating and social networking sites seem to provide older adults with meaningful avenues for expanding and
        deepening their social ties. The increasing popularity of these communication outlets has the potential to
        reshape how older adults conceptualize interpersonal relationships and receive support. As these outlets
        continue to meet the needs of older adults, researchers and service providers must also be aware of how these
        shifts might further affect the aging process, health, and well-being of current and future generations.
      


      
        
          REFERENCES
        


        
          Anderson, M., & Perrin, A. (2017) Tech adoption climbs among older adults. Pew Research Center
          website. http://www.pewinternet.org/2017/05/17/technology-use-among-seniors
        


        
          Gonzaga, G. (2010). How you meet your spouse matters [Web log post]. https://www.eharmony.com/blog/how-you-meet-your-spouse-matters/#.W-y9EOhKg2w
        


        
          Hogeboom, D. L., McDermott, R. J., Perrin, K. M., Osman, H., & Bell-Ellison, B. A. (2010). Internet use
          and social networking among middle aged and older adults. Educational Gerontology, 36(2),
          93–111. https://doi.org/10.1080/03601270903058507
        


        
          Jung, E. H., & Sundar, S. S. (2016). Senior citizens on Facebook: How do they interact and why?
          Computers in Human Behavior, 61, 27–35. https://doi.org/10.1016/j.chb.2016.02.080
        


        
          Jung, E. H., Walden, J., Johnson, A. C., & Sundar, S. S. (2017). Social networking in the aging context:
          Why older adults use or avoid Facebook. Telematics and Informatics, 34(7), 1071–1080. https://doi.org/10.1016/j.tele.2017.04.015
        


        
          Madden, M. (2010). Older adults and social media. Pew Research Center website. http://www.pewinternet.org/2010/08/27/older-adults-and-social-media
        


        
          McWilliams, S., & Barrett, A. E. (2014). Online dating in middle and later life: Gendered expectations
          and experiences. Journal of Family Issues, 35(3), 411–436. https://doi.org/10.1177/0192513X12468437166
        


        
          Smith, A. (2011). Why Americans use social media. Pew Research Center website. http://www.pewinternet.org/2011/11/15/why-americans-use-social-media
        


        
          Smith, A. (2014). Older adults and technology use. Pew Research Center website. http://www.pewinternet.org/2014/04/03/older-adults-and-technology-use
        


        
          Smith, A. (2016). 15% of American adults have used online dating sites or mobile dating apps. Pew
          Research Center website. http://www.pewinternet.org/2016/02/11/15-percent-of-american-adults-have-used-online-dating-sites-or-mobile-dating-apps
        


        
          Stephure, R. J., Boon, S. D., MacKinnon, S. L., & Deveau, V. L. (2009). Internet initiated relationships:
          Associations between age and involvement in online dating. Journal of Computer-Mediated Communication,
          14(3), 658–681. https://doi.org/10.1111/j.1083-6101.2009.01457.x
        


        
          Trentham, B., Sokoloff, S., Tsang, A., & Neysmith, S. (2015). Social media and senior citizen advocacy:
          An inclusive tool to resist ageism? Politics, Groups, and Identities, 3(3), 558–571. https://doi.org/10.1080/21565503.2015.1050411
        


        
          Vandeweerd, C., Myers, J., Coulter, M., Yalcin, A., & Corvin, J. (2016). Positives and negatives of
          online dating according to women 50+. Journal of Women & Aging, 28(3), 259–270. https://doi.org/10.1080/08952841.2015.1137435
        


        
          Zickuhr, K., & Madden, M. (2012). Older adults and internet use. Pew Research Center website.
          http://www.pewinternet.org/2012/06/06/older-adults-and-internet-use
        

      

    


    
      
        167Chapter 7
      


      
        Economics of Aging
      


      
        
          LEARNING OBJECTIVES
        


        
          •   Understanding the role of income maintenance programs for older adults.
        


        
          •   Differentiating eligibility for programs and services based on age versus need.
        


        
          •   Describing the notable diversity in economic status across the older population.
        


        
          •   Utilizing the life course perspective to explain economic status variations among older adults.
        


        
          •   Recognizing the economic effects of an aging population on the overall economy, including the longevity
          economy, and demographic dividends.
        

      


      
        AGING AND THE ECONOMY
      


      
        What a society produces and consumes and how it distributes or transfers its resources (wealth) are components
        of what is loosely referred to as “the economy.” The economic system of a society has a profound influence on
        the lives of its citizens. Our social policies relating to work, retirement, and income maintenance in later
        life at the macro (societal) level shape the economic circumstances of individual older people (micro level).
        The economy affects, and is affected by, demographics, politics, social policy, employment, and family
        patterns.
      


      
        Economics influences the unfolding of each individual’s life course in many ways. In this chapter, we examine
        the economic status of the older population and the factors that affect it (e.g., lifelong inequality and
        social policies); we also consider how older people’s economic behaviors as a group in turn influence the
        economy. We start by exploring the intentions and impacts of policies that provide income support to the older
        population.
      


      
        POLICY AND THE ECONOMIC STATUS OF OLDER ADULTS
      


      
        Income Maintenance Systems
      


      
        In some countries of the world, older persons are protected by income maintenance systems: public,
        private, or combined systems for supporting people who are older, poor, and/or ill. Typically, these programs
        use public monies or funds generated through employment. The idea of public policies to provide income to
        persons in their later lives, after they are no longer involved in the labor force, grew from many roots.
        Central among 168these roots for the United States was the British system of
        Poor Laws, which emerged in the 17th century. Poor Laws included older persons among the deserving
        poor—citizens lacking the means to support themselves through no fault of their own. Poor older adults and
        others without adequate financial resources were considered deserving of society’s support if they had worked
        hard, tried to support themselves and save, not drunk or gambled away their money. The deserving poor received
        either a modest pension or food and lodging in a workhouse or poorhouse run by the community. From this
        beginning, a set of public and private programs has evolved in many countries of the world; these programs are
        intended to maintain at least minimal income for older persons who have retired or become economically
        dependent. Whether a country offers an income maintenance program and what kind of program it is (e.g., who is
        covered, how it is funded, how generous the benefits are) depend on a number of factors, including the economic
        stability and strength of the country, the size of the working-age population, and competing priorities for
        resources. For example, a country with a growing younger population may need to invest heavily in health,
        education, and training programs to support the economic growth that the working population can produce. In
        such a country, especially if resources are limited, programs to protect the financial security of older adults
        may take second place.
      


      
        In its early years, the U.S. system to support the deserving poor kept changing between pensions and
        poorhouses, because the public worried that providing cash income (pension) from public funds would discourage
        personal responsibility, undermine the duty of family to provide support, and increase the financial burden to
        the community. The poorhouse, a truly unattractive alternative, was believed by some to motivate personal and
        family responsibility. This debate about maintaining individual and family responsibility for the care of
        dependent elders and other deserving poor persons continues today, as the United States and other societies
        struggle with the tension between individual and collective responsibility for older adults and others in need.
        Just as in the era of poorhouses, concerns are voiced today that comfortable levels of government benefits
        undermine the responsibility of individuals toward their families and their own economic support, echoing
        centuries of debate on this topic.
      


      
        The interest of governments in establishing income maintenance policies is not purely altruistic. As Schulz and Myles (1990) point out in their classic work, countries that develop industrial and
        postindustrial economies need ways to deal with persons unable to participate as workers for reasons of poor
        health or advanced age. An income maintenance system, whether it involves benefits based on need (e.g.,
        disability benefits from Social Security or Supplemental Security Income [SSI], discussed later in this
        chapter) or public and/or private pensions based on employment, enables governments to avoid upheavals from
        masses of displaced and destitute persons. “Very simply, market economies need ways of providing for those who
        cannot participate in markets; labor markets need welfare states or people will die or revolt (or both!)”
        (Schulz & Myles, 1990, p. 401). Thus, as many countries industrialized and urbanized,
        moving away from a family-based economy, it became clear that income needs of older adults and others in need
        must be addressed by policy makers.
      


      
        169Instead of broad policies covering all groups in need, many nations have
        established separate programs providing income for older persons, children, disabled adults, and other
        deserving groups. Until fairly recently, programs to support the elderly have been widely endorsed both by the
        public and by politicians (Hudson & Gonyea, 2012). Support from the growing older
        population (and their family members) swells the constituency with an interest in seeing that income
        maintenance programs, such as Social Security, are continued. In recent years, however, income maintenance for
        older persons has become controversial both in the United States and internationally, largely because the aging
        of populations raises the price tag for these long-popular programs.
      


      
        Income Maintenance in the United States
      


      
        Two distinct premises underlie the different components of the income maintenance system in the United States.
        The major programs of income maintenance are predicated on the idea that benefits are earned through
        prior productivity. Leading examples are Social Security retirement benefits and employer pensions, which are
        based directly on having made a significant contribution in the paid labor force (or being a dependent of such
        a contributor). By reaching a specified age (or number of years of employment), one becomes eligible for
        benefits—a system known as age eligibility. Other programs, such as the SSI program for poor and disabled older
        adults, instead reflect benefits based on financial need for those who are deserving. When individuals
        establish that their resources fall below a certain level, they receive benefits based on criteria of need
        eligibility.
      


      
        SSI, a major need-eligibility program for low income in the United States, supports significant numbers of
        people over 65; benefits for individuals in 2020 were just $783 per month (Social Security
        Administration, 2020a). Although SSI is administered by the Social Security Administration, it uses
        need-eligibility criteria—in contrast to age-eligibility for retirement benefits—to determine who receives
        support. Because such need entitlement programs carry the stigma of welfare, they are disliked by some policy
        makers, many taxpayers, and even recipients. In programs using either age or need eligibility, the fundamental
        belief motivating income maintenance is that older people are economically dependent through age and (possibly)
        poor health and are deserving of public support, rather than being left to rely entirely on the family or their
        own resources to survive. It is this issue of deservedness that fuels the ongoing debate.
      


      
        International Views on Income Maintenance
      


      
        Although Americans tend to be most familiar with our own programs, such as Social Security, income maintenance
        for older adults is a feature of social policy in most countries of the world (Smeeding &
        Sandstrom, 2005). In 1940, only 33 countries had formal retirement financial support systems in place, but
        the number has grown to more than 175 (He et al., 2015). In most countries, these pensions
        are related to the earnings a person had while working; the proportion of people eligible for these pensions
        within a country varies considerably, from a high of more than 90% in Japan, the UK, and the 170United States to 1 in 10 in India and Indonesia (He et al., 2015).
        This variability is, in part, explained by the fact that relatively high percentages of people in developing
        countries participate in the “informal economy” (economic activity that is not monitored or taxed by any form
        of government) and would thus not be eligible for earnings-based pensions. About 60% of the world’s employed
        people earn their living in the informal economy (International Labour Office, 2018). The
        details of eligibility and the generosity of benefits also vary widely across countries and often differ
        between women and men and between rural and urban populations within countries.
      


      
        Many public pension programs, especially among higher-income countries, are based on the idea of social
        insurance. The concept of social insurance refers to sharing the risks of something (e.g., loss of income)
        across a group of people, whether informal (among friends) or formal (through an employer or a government). The
        U.S. Social Security system is based on this concept: during our working years, we contribute to a fund that
        provides all of us protection against the potentially dire consequences of lost wages that accompany
        retirement. In 2018, about 10% of older adults lived in poverty; without Social Security, that number would
        rise to 38%—more than one in three (Romig, 2020). For African American elders in 2017,
        Social Security effectively reduces the rate of poverty from 50.5% to 18.8%. (National
        Committee to Preserve Social Security and Medicare, 2018).
      


      
        Most social insurance programs for retirement income are based on these features: national coverage with
        compulsory participation, benefits related to earnings or length of employment, contributions from workers and
        employers, a benefit amount intended to meet minimum needs, and mechanisms to adapt this benefit to inflation
        (Smeeding & Sandstrom, 2005). Programs in less developed nations may take very
        different forms, such as mutual benefit societies in occupational groups (e.g., farmers or industrial workers)
        or compulsory savings programs, called “provident funds,” in which workers pool resources to meet a variety of
        needs, including, but not limited to, retirement and disability.
      


      
        
          Stop and think:
        


        
          Why would the proportion of people covered by some kind of public pension vary so much across and within
          countries?
        

      


      
        SOURCES OF INCOME FOR OLDER ADULTS IN THE UNITED STATES
      


      
        The image used by the Social Security Administration in describing income maintenance for retired Americans is
        a three-legged stool. The three legs (here, three sources of income) are retirement benefits from Social
        Security, income from employer-based pensions, and funds from personal savings or other assets. If any
        of the three legs is missing or shaky, it is impossible for the stool to provide reliable support—it falls
        over. The device of the three-legged stool reflects the goal of Social Security’s creators for that program: to
        serve as a basis for economic security, rather than providing an adequate standard of living by itself.
        Exhibit 7.1 shows the percentage of older adults receiving income from the major categories
        by race and/or ethnicity. This chart does not reflect 171the amount of
        money coming from any source but simply the percentage of people in each group who got any income from
        that source. Clearly, the most common source for all groups is Social Security; some of the remaining sources
        (e.g., assets, SSI) vary significantly across the groups. Blacks and people of Hispanic origin are much less
        likely to have retirement income from assets or pensions. Higher percentages of Whites receive funds from the
        first three categories, indicating that more of them experience a stable retirement income, having a stool with
        three or even four legs. Asians and Whites have the highest percentages receiving earnings (nearly 30% of the
        four groups). This fourth leg of the retirement income stool (earnings) has been growing in recent years. As
        was discussed in Chapter 6 on work, the proportion of older adults who are in the
        labor force has been growing, due to a combination of personal preferences, good health, opportunities, and
        financial need.
      


      
        
          
            EXHIBIT 7.1
          


          
            Percentage Age 65+ Receiving Income from Major Sources by Race and/or Ethnicity
          

        

        [image: Image]


        
          Source: Social Security Administration. (2014). Income of the aged chartbook, 2014. http://www.ssa.gov/policy/docs/chartbooks/income_aged
        

      


      
        In the aggregate, Social Security, pensions, and assets constitute the bulk of the income to households of
        older persons (Social Security Administration, 2012). This aggregate view of income can be
        quite misleading, however, because there are striking differences in terms of who gets income from which
        sources and in what amounts. The three-legged stool is quite precarious for many older persons who have stools
        with only one or two legs, as we discuss later in the chapter. Before examining these inequalities, let us take
        a closer look at the three original “legs” of the income maintenance stool in more detail.
      


      
        172Social Security: Background and Contemporary Issues
      


      
        Social Security, created in 1935, developed in the context of the Great Depression, with encouragement of the
        Townsend Movement—a 1930s’ social movement that advocated a $200 monthly pension to older people that
        must be spent by the recipients within 30 days in order to stimulate the economy. Many people supported the
        Townsend Movement, because older adults at that time often relied on their kin for financial support. For
        families, the start of a public retirement program reduced their financial burden at a historically critical
        time, the depths of the Great Depression.
      


      
        Some of the key features of Social Security are noted in Exhibit 7.2. As mentioned
        previously, the fundamental premise of Social Security is that of a social insurance program, in which society
        as a whole shares the risks of becoming economically dependent through old age or disability. As with any
        insurance system, some participants benefit more than others; for Social Security this is because some groups
        receive higher monthly benefits (from higher earnings while working) or live longer (receiving benefits for
        more months). Alternatively, some individuals pay into Social Security and recoup fewer benefits because they
        die soon after becoming eligible for benefits or receive only the minimum benefit.
      


      
        A second critical aspect of Social Security is that it serves an income redistribution function,
        returning a higher percentage of prior income (although not necessarily a higher dollar amount) to
        poorer individuals than to high-earning retirees, who are also likely to have other income sources. The lowest
        earners, on average, get about 50% of prior wages, and the highest earners receive 25% (Center
        on Budget and Policy Priorities, 2020). Redistribution is important to reducing poverty, because fewer
        individuals with 173low earnings or inconsistent employment histories have
        private pensions or savings to augment Social Security, so they are more dependent on Social Security as a
        primary source of income. This redistribution function is politically controversial because it is somewhat in
        conflict with the idea of a benefit earned on the basis of prior contributions.
      


      
        
          EXHIBIT 7.2
        


        
          Key Features of Social Security
        


        
          Social Security is an important “leg” of the income security stool for the vast majority of older people. It
          was not designed to be the sole source of income in later life but has become the most important source for
          some groups of older adults.
        


        
          It is a social insurance program funded through taxes; it is not a personal private savings account, and it
          is not means-tested.
        


        
          Benefit amounts are based on earnings, with adjustments made for lower-income participants: retirement
          benefits for people with lower earnings replace a higher proportion of their preretirement earnings.
        


        
          Social Security is not just a retirement program. It provides income to retired and disabled workers and
          their spouses and dependent children; when a worker dies, their survivors (dependent children and spouses)
          continue to be supported by the program.
        


        
          Social Security lifts people out of poverty, and is especially important for people of color.
        


        
          Source: Romig, K. (2020). Social security lifts more Americans above poverty than any other program.
          Center on Budget and Policy Priorities: Policy Futures. https://www.cbpp.org/research/social-security/social-security-lifts-more-americans-above-poverty-than-any-other-program
        

      


      
        Social Security is now a massive program, providing benefits to 64 million people in the United States in 2019;
        54 million are retirees, their dependents, or their survivors, and 10 million are disabled workers and their
        dependents. The dollar amounts paid out as benefits by this program have risen dramatically since its
        inception—from $62 million in 1940 to more than $1 billion in 2019 (Social Security
        Administration, 2020b). Part of this growth is attributable to inflation, but much of the increased output
        is explained by growth in the number of beneficiaries. Because of the huge number of recipients and the large
        dollar amounts involved, any changes made in the program’s provisions in the future will have a significant
        effect on millions of individual retirees and other recipients (survivors, disabled, dependent children) and
        affect both the larger economy and the federal budget.
      


      
        
          
            EXHIBIT 7.3
          


          
            Types of Social Security Beneficiaries
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          Source: Social Security Administration. (2020b). The 2020 annual report of the board of trustees of the
          federal old-age and survivors insurance and federal disability insurance trust funds. https://www.ssa.gov/oact/tr/2020/tr2020.pdf
        

      


      
        Retirees are not the only recipients of benefits from Social Security, as Exhibit 7.3 shows.
        At various points after the Social Security law’s passage, dependents of workers (spouses, minor children),
        widows or widowers of beneficiaries, and younger disabled people (preretirement age) were added to the program,
        so now funds are distributed to 174all of these. The largest category in terms
        of amount paid out by the program each year and number of recipients is still retired workers.
      


      
        Many experts agree that “Social Security style” programs have been highly effective in reducing economic
        insecurity among older adults both in the United States and in other countries. Data drawn from the Luxembourg
        Income Study have been used to compare these effects in the United States and several other Western countries.
        One recent study showed that, across 49 countries, Social Security–type transfers were responsible for lifting
        an average of almost 18% of people out of poverty. In some countries (e.g., France, Ireland, and the UK), this
        poverty reduction effect was 25% or higher (Caminada et al., 2019).
      


      
        Exhibit 7.4 illustrates the importance of Social Security systems in a different way. The
        findings show that Social Security–type benefits dramatically reduce the percentage of each country’s older
        adult population whose incomes fall below 50% of the country’s median national income. This measure avoids some
        of the challenges inherent in establishing a poverty threshold that can be standardized across different
        countries. The darker portion of the bar shows the actual percentage of each country’s older adult population
        below the country’s median national income, and the gray extension to the bar shows what this percentage
        would be without the benefits from the country’s Social Security program (Wu,
        2005). For example, while the percentage of older adults below this income level would be multiplied
        several times over in Sweden without their Social Security system, 175it would
        just double in the United States. Clearly many of these European countries have lower percentages of older
        adults falling into low-income or poverty ranges than does the United States (or Australia); for many of these
        countries, their Social Security benefits are substantially responsible for this success. Such success in the
        United States has its limits, however, because there remain many older persons with incomes just above the
        poverty threshold. In addition, certain groups within the older population continue to face higher risks of
        poverty in later life, as we discuss later in this chapter.
      


      
        
          
            EXHIBIT 7.4
          


          
            Impact of Social Security on Proportion of Population below Median Income
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          Source: Wu, K. B. (2005). How social security keeps older persons out of poverty across developed
          countries. AARP Public Policy Institute. https://www.aarp.org/money/low-income-assistance/info-2005/dd118_ss_poverty.html
        

      


      
        Two areas of long-standing concern with Social Security center on the adequacy of benefits (are they
        high enough?) and the equity of benefits (are they fair across persons and groups?). Both of these
        problems are rooted in economic inequality across gender, race, and ethnicity. Although the program was not
        designed to be the sole source of financial security in later life, some people do depend on it very heavily.
        For 45% of unmarried persons and 21% of married couples, Social Security provides 90% or more of their income
        (Social Security Administration, 2020c). Women and non-Whites also receive a higher
        proportion of their retirement income from this one source. The adequacy of any one source of income matters
        much more if it is the sole or most important source.
      


      
        Equity of benefits—the degree to which fairness exists across groups—is also of special concern to women and
        people of color for whom interrupted work histories and lower wages can translate into lower Social Security
        benefits and poorer access to other sources of later-life income (e.g., assets and private pensions). The
        redistribution principle addresses this to some extent but does not make up for lifelong economic
        disadvantages. Given the wage gap and the greater likelihood of time out of the labor force for women, many
        women still receive spousal benefits, based on their husbands’ earnings rather than their own. This benefit
        amount to the couple is the same as what they would have received if the wife had not worked at all (i.e., no
        added benefit based on her contributions from her wages). For example, if a retired worker receives $1,500 a
        month, the couple is entitled to an additional 50% of that amount (a $750 spousal benefit in this example) or
        to the additional amount the spouse is entitled to based on their own employment. For many couples, the total
        monthly benefit is higher using the spousal benefit (50% of the primary worker’s pension amount) than using the
        second-earner spouse’s (usually the wife’s) earnings-based benefit.
      


      
        Debates about the foundations of Social Security have escalated in the face of large baby boom cohorts now
        entering retirement. As these cohorts age, fears have escalated with regard to the ability of the smaller
        cohorts of future workers to provide the financial support needed to maintain funding for this system. What
        will the effects of societal aging be on the future of Social Security? The debate in recent years regarding
        Social Security is more fundamental than those in prior years, when modest adjustments, reflecting politically
        accepted compromises, adapted the program to changing societal needs. However, ongoing partisan debate has
        focused on several issues fundamental to Social Security: its social insurance premise, using age to qualify
        for benefits, redistribution of income, and its funding mechanism. We return to these issues later in the
        chapter.
      


      
        
          Stop and think:
        


        
          The goals of adequacy and equity of Social Security may seem incompatible. Do you think one of these goals
          should be more important than the other?
        

      


      
        176Data from the Social Security Administration’s projections show that the
        ratio of workers to beneficiaries will decrease from about 3.3 in 2008 to 2.8 in 2018 to 2.3 in 2035 (Social Security Administration, 2020b), due to lower birth rates and increasing longevity. Although
        the funding was designed as a “pay as you go” system, with contributions by today’s workers going toward
        supporting today’s retirees, the large number of current workers paying into the system has created some
        surplus over what is needed to support the smaller number of current beneficiaries. These excess funds have
        always been kept in the Social Security Trust Fund, a designated federal fund held in government
        securities that was created to hold and gain interest on funds not needed for current retirees. Changes enacted
        in 1983, the last major alteration of the Social Security System, mandated building the trust fund (via an
        increase in payroll deductions) in anticipation of the needs of the baby boom cohorts. As contributions are
        collected from paychecks and employers, extra monies are funneled into this trust fund, which will build up
        until about 2021. After that time, the retirement of baby boomers begins to deplete this surplus, and the trust
        fund, barring additional changes, is projected to run out of money around 2033 (Social Security Administration,
        2013a). Depletion of the trust fund does not mean that Social Security will be bankrupt, because it will
        continue to receive payments from current workers and employers via payroll deductions. However, depletion of
        the trust fund, unless some action is taken to close the gap, does mean that Social Security will not be able
        to pay the full amount of benefits promised to retirees. Projections suggest that benefits would be cut to 76%
        of what workers were promised by 2034 and possibly even lower even if no action is taken (Social Security Administration, 2020b).
      


      
        Spending down the trust fund and smaller worker-to-retiree ratios require either lowering benefits in some way
        (i.e., raising retirement age, changing formulas for benefit calculation) or increasing revenues (i.e.,
        increasing economic productivity, increasing payroll deductions, or raising taxes on benefits received) or some
        combination of these approaches. Although the alarm has been raised for decades in Washington, political
        paralysis has resulted in no changes to the system, even though the problem grows larger the longer we wait.
        Recent debates and publicity have succeeded in raising national awareness of the Social Security issue and the
        political and economic challenges involved in its restructuring. For a while, debate focused on changes to
        policy, permitting some portion of contributions to be invested in the stock market, which had been yielding
        high returns in the early 2000s. Referred to as privatization, this suggestion was quite politically
        divisive and lost momentum once the stock market dropped in 2008. Moving toward privatizing Social Security
        would reduce both the social insurance and redistributive aspects of the program. A number of developed
        countries around the world, facing population aging, had made this type of privatization with limited financial
        success. Critics of privatization point to two major concerns. First, privatized accounts would provide no
        protection for individuals who are victims or fraud or who, by seeking high returns on their investments, risk
        and lose their money. Social Security and its SSI program currently protect individuals against such risks.
        Second, the transition to a more privatized system could incur hidden costs; one generation must pay twice,
        once to finance their own future retirements and again to pay for the benefits already owed to older adults in
        the legacy Social Security system. No source to cover this latter cost has ever been identified.
      


      
        177Alternative scenarios for addressing the funding crisis include a number of
        adjustments that could, in combination, address the shortfall. These include increasing the ages for retirement
        (even slightly); increasing contributions through higher payroll (Federal Insurance Contributions Act [FICA])
        taxes on workers, employers, or both; converting Social Security from an age entitlement to a need entitlement
        program; or recovering benefits from high-income retirees through higher taxation. Most of these proposals face
        practical problems or political opposition (or both), keeping the government stalled without a solution. For
        example, opponents say that an increase in the retirement age would be unfair to disadvantaged workers, who
        face higher rates of health problems limiting their employment in later life and who rely most heavily on
        Social Security. In 1983, Congress approved gradually raising the age of entitlement for full Social Security
        benefits to 67 (by 2027) and raising taxes on higher-income elders to recoup some of their Social Security
        benefits. Since that time no significant changes have addressed the issue. If and when a plan emerges to remedy
        the expected gap in funding in 2034, it will follow a lengthy and very intense political debate.
      


      
        Despite the negativity of the political debate, and although many younger people doubt they will ever receive
        Social Security retirement benefits, the program enjoys considerable support from the public. Most of us have
        relatives, neighbors, or friends receiving Social Security benefits. Ninety-six percent of Americans say that
        Social Security is an important program, the majority are not in favor of reducing benefits, and more than half
        think that the program is even more important because of the COVID-19 pandemic (AARP,
        2020). What would families have to do if Social Security suddenly disappeared? Most people do not wish to
        contemplate the answer, and thus they support some version of the program.
      


      
        Employer Pensions
      


      
        Employer pensions—retirement income systems sponsored or organized (and sometimes funded in part) by
        employers—represent a complex legal, fiscal, and policy area. The details of pension design and financing are
        beyond the scope of this chapter, and the magnitude of their importance in the overall economy is staggering.
        In 2013, pension expenses averaged $1.53 per employee hour worked, an amount totaling billions of dollars
        (Employee Benefit Research Institute, 2014). Paired with the vast accumulations from
        individual retirement accounts (IRAs) and other personal savings or investments, these funds constitute a major
        component of financial capital in stock and bond markets. Because access to a private pension is often the
        difference between an economically secure old age and a more marginal lifestyle, both individuals and the
        larger society must be concerned about how pensions operate and their soundness.
      


      
        Not every job includes pension coverage, and, for those that do, there are specific eligibility criteria. For
        some pension programs an individual must work a minimum number of years to become eligible, or vested,
        for pension benefits. Therefore, not every worker covered by a pension will eventually receive benefits
        if his or her job tenure is too short. The likelihood of being covered by a pension depends on a variety of
        factors, including occupation, education, union membership, frequency of job change, and gender. In 2012, only
        42% of adult workers (aged 25–64) were in private sector jobs that offered 178an employer-sponsored pension program of some type; 21% of those workers who had a 401k
        program from their employer did not participate in it (i.e., the workers made no contributions into the 401k),
        resulting in a surprisingly low number likely to get benefits when they retire (Munnell et
        al., 2012). Exhibit 7.5 shows the percentages of people in private sector jobs with
        employers that offer a pension. While differences in coverage are great between low earners and high earners of
        both sexes, overall gender differences in coverage have shrunk in recent years to nearly zero. This declining
        pension coverage in the workforce raises concern about this traditionally important leg of the three-legged
        stool for the economic security of future cohorts.
      


      
        Because employers generally seek to minimize pension costs, sometimes at the expense of pension recipients, the
        federal government passed legislation (the Employee Retirement Income Security Act of 1974 [ERISA]) that
        controls how pensions are offered and funded. This law (and its subsequent amendments) mandates how funds must
        be collected and credited to employees, how employees become vested in pension plans, and how pension funds are
        managed. The legislation was prompted by the collapse of a number of company pension funds, leaving the
        retirees without promised resources in retirement. ERISA also created an agency to protect pensions, the
        Pension Benefit Guarantee Corporation (PBGC), which works much as the Federal Deposit Insurance Corporation
        (FDIC) does to insure funds in banks. The PBGC is under financial pressure due to a large number of corporate
        pension defaults during the economic downturn that began in 2008, and it is struggling to cover its obligations
        to thousands of pensioners from defunct plans (Pension Benefit Guarantee Corporation,
        2014).
      


      
        
          
            EXHIBIT 7.5
          


          
            Percent of Workers with Pension Coverage, by Age and Sex
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        One major trend in pensions is away from what are called defined benefit systems (DB plans). In a DB
        pension system, the employer controls a worker’s pension. The employer contributes to and manages a common fund
        under rules defined by the ERISA. Benefit 179amounts are guaranteed on a
        formula based on the number of years an individual has worked, the salary level, and related factors. Under
        such DB systems, workers know exactly what their pension amount will be as they approach retirement and whether
        the amount will grow with inflation or remain fixed. Issues may arise under DB plans when the worker changes
        jobs, because these programs are held and managed by employers—pensions may be frozen for those who leave after
        becoming eligible, and often such benefits are forgotten and go unclaimed.
      


      
        
          Stop and think:
        


        
          Pension availability has been decreasing over the past several years, even though it is an important “leg” of
          retirement income. What issues do you think employers face in deciding about whether to offer a private
          pension, and to whom?
        

      


      
        Rapidly taking over the field of pensions are defined contribution (DC) pensions, familiar to many as
        401k plans. DC is a system where the worker, the employer, or both contribute to a fund that is held by an
        independent financial entity; the money in this fund belongs to the worker immediately, although rules limit
        whether and when it may be used before retirement age. The amount contributed influences a retiree’s eventual
        benefit amount, as does the way the funds are invested. Benefits at retirement are not preset but instead
        depend on the trends in the stock and bond markets where the employee invests, especially when close to
        retirement. The economic and stock downturn in 2008 caused many individuals nearing retirement to reconsider
        their plans and continue to work, due to the loss of value in their DC investments. Payment from DC pensions
        may come as a lump sum or as an annuity, which is paid over the life of the retiree and/or the spouse. Because
        the worker often has control over investment choices (and thus can take greater or lesser risks), benefits may
        grow or shrink depending on the vigor of the stock market and the worker’s success at choosing investments. In
        DC plans, both the risk and the responsibility are shifted from the employer to the employees, whose financial
        literacy, unfortunately, is very low on average (Hurd, 2009; Lusardi
        & Mitchell, 2009). Employers are not responsible for managing these funds, but DC pensions also give
        the employer less influence over the timing of workers’ retirement, because the company cannot “tweak” benefits
        to encourage earlier or later retirements. From 1991 to 2011, the percentage of workers with the traditional DB
        plans dropped from 40% to 19% of those covered, while DC plans have grown to be the only pension available to
        most “pension-covered” workers today (Wiatrowski, 2012).
      


      
        Personal Savings and Assets
      


      
        Savings and other assets accumulated during one’s life are the third leg of income maintenance in retirement.
        Assets are all the resources people own that can be converted into money, including home equity, other
        real estate, savings, IRAs, and stocks and bonds not part of a pension. Assets “provide housing, serve as a
        financial reserve for special or emergency needs, contribute directly to income through interest, dividends, or
        rents, and help to enhance the freedom with which individuals spend their income” (Schulz,
        1992, p. 37). A majority of older adults have savings or assets of some type (the gray bars in Exhibit 7.6), although a large percentage of these assets do not generate income. Exhibit 7.6 shows the difference in overall assets by age (also known as “net worth”). 180Clearly, net worth is higher in older cohorts than in younger ones—up to around age 75.
        However, the great majority of this net worth at all ages is tied up in equity in a home, shown by the shorter
        black bars that exclude home equity, rather than representing savings, stocks and bonds, or other more liquid
        resources. This reflects the poor record of Americans at saving money at all ages. In short, the great majority
        of net worth for those of any age does not generate income.
      


      
        
          
            EXHIBIT 7.6
          


          
            Median Net Worth by Age, 2014
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          Source: U.S. Census Bureau. (2014). Wealth, asset ownership, & debt of households detailed tables:
          2014. http://www2.census.gov/programs-surveys/demo/tables/wealth/2014/wealth-asset-ownership/wealth_tables_cy2014.xlsx
        

      


      
        As with other resources discussed here, savings and assets are unequally distributed among the older
        population, and this inequality has grown in recent years. As we saw in Exhibit 7.1, asset
        income is less available to Blacks, Asians, and Hispanics than to Whites over 65. Accumulation of assets is
        possible only by having a surplus of income to save or invest after expenses are paid; this limits the chances
        that low-income persons can accrue significant assets to utilize in later life. In a few cases, assets are
        inherited from kin, but these amounts are generally not large; most people who generate assets do so through
        their own productivity in the labor force. Thus, inequality in asset accumulation is a reflection of income
        inequality during the working years.
      


      
        In summary, the three-legged stool of income maintenance for older people is a shaky structure for older adults
        today, and it is significantly more wobbly for some groups than for others. Social Security is likely to face
        some adjustments in the future, private pensions are available only to some workers, and relatively few adults
        have substantial savings or assets beyond home equity to rely on in their future retirements.
      


      
        181ECONOMIC WELL-BEING OF OLDER AMERICANS
      


      
        So, how are older Americans doing economically? Armed with your understanding of the three legs of the income
        maintenance stool (and the newer, fourth leg of earnings), let us next consider the effectiveness and long-term
        impact of this income maintenance structure on the economic status of older people. The adequacy of our
        strategies and policies for maintaining the economic well-being of older people is a complex question. Given
        that many of us aspire to retire at some time in the future, these policies, as well as any changes to them,
        will shape all of our economic futures.
      


      
        As we have seen, groups in the older population vary widely in their sources of income in later life. This
        heterogeneity plays an extremely important role in answering the question about the economic status of older
        people, and we will review major sources of, as well as explanations for, these variations in a later section.
        Another basic influence on our answers regarding the economic status of older Americans is the choice of
        definitions or measures we use to answer our question.
      


      
        Measuring Economic Well-Being
      


      
        There are many definitions of economic status, including current income, assets, and what is called in-kind
        income. Poverty level offers another view of economic well-being. With any of these measures, the number
        and nature of financial resources we include in our analysis shape the results. We briefly review each of these
        measures and the sometimes-conflicting conclusions they allow experts to draw about the economic status of
        older people.
      


      
        Some economists have suggested that economic well-being should consider not just income but also economic
        responsibilities (e.g., support to family and tax liabilities) and other economic resources (e.g., the values
        of home ownership or health insurance). Usually, however, economic status is measured more simply. One obvious
        way to assess someone’s financial situation is to find out how much income a person receives. Salaries and
        wages, interest and dividends, and income from public or private sources (e.g., Social Security, unemployment
        compensation, or child support payments) are traditionally included in definitions of income. When we compare
        older adults with the younger population, we find that older people have lower incomes than do younger adults
        and that people over age 80 have lower incomes than those aged 65 to 79. In 2012, for example, the median
        household income for all persons 65 years and older was about $28,056; for people 80 and older, median income
        was only $20,517. This compares with $64,346 for households headed by adults aged 45 to 54 (Social Security Administration, 2012).
      


      
        Another element of economic well-being involves “in-kind income.” In-kind income includes noncash benefits that
        contribute to economic well-being by reducing expenditures. A publicly funded health benefit (e.g., Medicare)
        is an example of in-kind income because it reduces expenses for participants. Subsidized housing and
        Supplemental Nutrition Assistance Program (SNAP) benefits (formerly known as “food stamps”) are other familiar
        examples of such noncash benefits. The inclusion of in-kind income in calculations of economic well-being has
        an enormous impact on the story of the economic status of older adults. Some studies used an “expanded income”
        measure (regular 182income plus some other cash and in-kind benefits, including
        health insurance, capital gains, public housing subsidy value, and net equity) and found older people as a
        group to be as well-off as the nonelderly. This is quite a different conclusion from the one we would draw from
        the data on median personal income or assets exclusive of home equity. One dilemma of such inclusive measures
        has to do with the role of health benefits. When people are seriously ill—making heavy use of healthcare
        covered by Medicare, for example—counting the high dollar value of that in-kind income significantly raises
        economic status. Even though no money comes to them, such seriously ill people appear wealthier because
        they receive high levels of in-kind healthcare. Such variations in how income is measured reinforce the need
        for caution in drawing conclusions unless you understand the definitions and measurements used to generate the
        results.
      


      
        Rates of Poverty
      


      
        Whereas measures of financial resources answer one kind of question about economic well-being (how well-off are
        older people?), poverty rates answer another kind of question about economic health: How large or small is the
        proportion of older people who are in serious financial jeopardy? Poverty rates are the percentage of
        the population living below a minimum level of income defined as necessary for survival. These minimum levels
        of income are the poverty thresholds, income levels below which people are defined by the government as
        “poor”; this threshold is linked to eligibility for many of our nation’s safety net (need-eligibility)
        programs. For example, SNAP benefits, referenced earlier, are available to people whose income is less than
        130% of the poverty threshold. The poverty rate (the proportion living below the poverty threshold) is thus not
        a measure of how many or what type of resources people or families have, but of what percentage of them live in
        an untenable financial situation.
      


      
        Researchers and policy makers often use poverty rates and trends to chart how effectively programs and policies
        address social ills, redistribute resources in ways society desires, and improve the financial situation of
        particular at-risk groups. The poverty rate among older Americans was 28.5% in 1966, compared with 9.7% in
        2018, reflecting substantial improvement in the past several decades among those 65 and over overall (Semega et al., 2020). Because of the many ways people use poverty statistics, and because of the
        many competing agendas that can underlie those uses, it is important to understand the way the U.S. government
        calculates poverty thresholds and poverty rates.
      


      
        The original poverty level was based on the cost of food needed to meet minimal nutritional requirements for a
        family of four. This cost of food was calculated using 1962 prices, when the index was initiated; the resulting
        amount was multiplied by three (based on data from a 1955 survey, which showed that food represented one-third
        of the average family’s budget) to arrive at the official poverty threshold. The poverty threshold is now
        adjusted for inflation year-to-year for individuals and households of various sizes. Individuals or households
        whose incomes fall below the designated level are defined as “poor.” In 2005, the poverty threshold for a
        family of four was $20,144; by 2018 the equivalent figure had grown to just $25,900—a slow growth driven by
        inflation rates (Institute for Research on Poverty, 2013; Semega et al.,
        2020).
      


      
        183The poverty threshold formula is open to serious criticisms. First, the
        original food costs were based on minimum nutritional needs during emergency periods rather than long-term
        health; no one was expected to thrive on such a menu plan for a long time. Second, different food needs were
        anticipated for different kinds of households. The budget for a family where the head of household is under 65
        allows for higher food costs than if the household is headed by someone over 65. The result of this difference
        is a lower poverty threshold for those 65 and older, meaning that older people have to meet an even lower
        income standard than younger people to be considered poor and to qualify for some need-based entitlement
        programs. For example, a single individual under age 65 had a poverty threshold of $12,043 in 2018, compared
        with $12,043 for a single individual aged 65 or older, presuming that these persons need less (or less
        expensive) food.
      


      
        A final focus of criticism is the multiplier of three. The idea that food represents about a third of a
        family’s budget, which was apparently the case for working class families in 1955, is quite unrealistic today.
        Most families require much more than three times their food budget to meet all of their other needs, including
        housing, utilities, healthcare, clothing, recreation, and transportation. Housing takes a much higher
        proportion of the budget and food a lower proportion than in 1955 (even though food costs are higher today).
        Moreover, families at different levels of living will have different expenditure patterns; for poor families,
        necessities such as housing and food will consume a higher proportion of the total budget than for middle-class
        families of the same size. The impact of the “food times three” approach to calculating the poverty threshold
        is to keep the amount artificially low, meaning that people have to be extremely poor in order to be
        categorized as living in poverty. Questions about how poverty is and should be calculated are receiving
        significant attention from researchers, policy analysts, advocates for older people, and the government
        agencies that produce poverty statistics (Pimpare, 2009).
      


      
        Reflecting these concerns about the adequacy of the original poverty threshold formula, poverty rates are now
        often reported including figures for 125% and up to 200% of the poverty line. Those falling below 125% or 150%
        of the poverty threshold are often referred to as “near poor.” In 2018, 9.7% of all older people lived
        below the official poverty line. However raising the poverty level to just 125% of that threshold increased
        this percentage to 14.1%, and one in three older Americans lived with an income below twice the poverty
        threshold (Semega et al., 2020). Although not officially counted as poor, they remain
        economically vulnerable and at risk of being unable to provide for their own basic needs—one illness or job
        loss away from poverty.
      


      
        Another type of study, based on a life course view, reinforces the need to be cautious about concluding that
        poverty is not a serious problem for older adults. These studies estimate the likelihood that someone will
        experience an episode of poverty at some time in later life. In one large, longitudinal study, the researchers
        followed individuals from age 60 onward and found that 35% experienced at least one episode of poverty by the
        time they reached 85. Some of the individuals in the study were at greater risk of becoming poor, especially
        those with less than high school education, those who were unmarried, and those who were Black. A married White
        male with more than high school education had a 14% risk of ever experiencing poverty by age 85; risks for a
        married Black man 184who did not graduate from high school reached 60% and
        soared to 88% for his female counterpart (Rank & Hirschi, 1999). Once again, employing
        the life course perspective shows a different picture of the problem of poverty among older adults than do
        snapshot cross-sectional views of current poverty rates; studies based on a life course perspective suggest
        that a growing number of people will find themselves in an economically precarious situation as they age
        (Sandoval et al., 2009).
      


      
        These kinds of analyses underscore the complexity of answering questions about the economic well-being of older
        adults. The very different conclusions that can be drawn—all of them supported by facts and figures—suggest
        that answers and conclusions can be easily shaped by ideology, vested interests, and political agendas. An
        85-year-old widow subsisting on SSI in her modest house may appear to be economically secure because her income
        was calculated including the benefits she received for a temporary nursing home visit; such contradictions
        suggest that we all need to look critically at the kind of statistics on the economic well-being of older
        adults about which we hear or see in print. Data-based (but ideologically motivated) statements about the
        economic status of older people have stereotyped them as “greedy geezers,” responsible for the federal deficit
        and a drain on the welfare of children. You are now better prepared to be more informed as you examine such
        statements. Whatever definitions and measures are used, these discussions emphasize the importance of not
        generalizing or speaking about the “average” older adult, given their great economic diversity.
      


      
        
          Stop and think:
        


        
          You have read about many different “objective” ways to measure the economic situation of an older person,
          such as income, assets, and poverty. Another way to understand someone’s economic status is to explore
          perceived adequacy. Instead of, or maybe along with, asking about things like income and Social
          Security, researchers sometimes ask whether the individual thinks that their income is adequate to meet their
          needs. How might this kind of subjective information be used to describe and understand the situation of
          older adults?
        

      


      
        Economic Inequality
      


      
        Most researchers agree that there have been notable improvements in the economic well-being of the older
        American in the past three decades, as reflected in the sharp reduction in poverty rates among older Americans
        mentioned previously. This success, in turn, has provided support to those with political and social agendas
        seeking to reduce government entitlements (e.g., Social Security) to older people. However, despite the
        historical decline in poverty among older Americans, there is significant variation in the economic status of
        older adults, including pockets of severe economic distress in certain social groups. Exhibit
        7.7 shows the wide variation in levels of income and a persistent concentration of older adults in
        households at the low end of the income distribution (more than 40% are under $25,000). You may be surprised to
        see that the modal (largest) income categories are between $10,000 to $14,999 and $50,000 to $75,000;
        households with incomes over $75,000 constitute only about 19% of older adults (Social
        Security Administration, 2014). These data paint a picture far different from the widespread inaccurate
        notion of pervasive wealth among older adults.185
      


      
        
          
            EXHIBIT 7.7
          


          
            Income Distribution of the Population 65+ in 2014
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          *NOTE: Income amounts are in thousands.
        


        
          SOURCE: Social Security Administration. (2014). Income of the aged chartbook, 2014. http://www.ssa.gov/policy/docs/chartbooks/income_aged
        

      


      
        These wide income variations mirror the varying rates of poverty for different groups within the older
        population. Exhibit 7.8 shows that the overall poverty rate masks notable differences across
        groups, with gray areas of the bars indicating poverty and black areas indicating those who are near poor (125%
        of the poverty level). Black, Hispanic, unmarried, and female persons over age 65 experience notably higher
        rates of poverty and near poverty.
      


      
        It is important to point out that all of the data in this section have been cross-sectional—comparing people
        from different age, gender, race, and ethnic groups at a single point in time. Age comparisons do not tell us
        anything about age changes. It is generally not the case that the economic fortunes of specific persons have
        improved or deteriorated over time. Some erosion of buying power is possible if income sources, such as
        employer pensions, do not adjust for inflation or if health or family problems require spending, or
        liquidating, assets that had been providing ongoing income. In interpreting cross-sectional data such as these,
        it is important to avoid the life course fallacy of interpreting differences across age cohorts as the effects
        of aging.
      


      
        EFFECTS OF POPULATION AGING ON THE ECONOMY
      


      
        So far, we have considered the impact of aging (along with variations by gender, race and/or ethnicity, and
        marital status) on the economic well-being of older individuals. 186Another
        kind of question looks at the impact of societal aging on the economy of the nation as a whole. Population
        aging can have an effect on aggregate economic activity, the size and composition of the labor force, economic
        productivity, and the structure of demand and consumption of goods and services. Here we consider some of these
        effects of societal aging on the economy.
      


      
        
          
            EXHIBIT 7.8
          


          
            Percent of Older Persons in Poverty by Marital Status, Sex, and Race and/or Ethnicity, 2014
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          SOURCE: Social Security Administration. (2014). Income of the aged chartbook, 2014. http://www.ssa.gov/policy/docs/chartbooks/income_aged
        

      


      
        Spending and Saving Over the Life Course
      


      
        How will societal aging affect savings behavior in the United States and the pool of assets in pension funds
        and privately owned assets? If future cohorts behave like current ones, the already low level of savings among
        individual Americans could drop even more. However, we cannot necessarily predict the savings behavior of
        future cohorts from the activities of aging cohorts up until now.
      


      
        Economists posit what they call the economic life cycle hypothesis of saving and spending. According to
        this hypothesis, rational economic planners (all of us, presumably) accumulate assets of various types,
        including personal savings and home equity, and we invest in 401k plans in anticipation of a change in later
        life, as we become less economically productive at retirement. The hypothesis argues that we defer some of our
        potential consumption (e.g., putting money into pensions and IRAs rather than spending it as we earn it) to
        support ourselves in later life, “spending down” these assets as we 187move
        through later life (Holtz-Eakin & Smeeding, 1994). A person who adapted perfectly to
        this economic life cycle hypothesis would have adequate finances throughout life and end up with absolutely no
        resources left at the time of death—but, of course, this outcome seldom occurs. Economically secure people
        often die leaving an estate, whereas some less economically advantaged people may “outlive their money,”
        requiring assistance to pay for basic needs and long-term healthcare before they die.
      


      
        Research shows that the oldest age groups have fewer accumulated assets than do their younger counterparts over
        age 65, suggesting either that they are spending down their accumulated resources or that there is a cohort
        difference (i.e., they started out with fewer resources at age 65 than current cohorts). People certainly do
        spend down their resources with age, as they consume pensions and other resources, but not as quickly as the
        life cycle hypothesis suggests. While most people do not add more to their accumulated assets in later life,
        most work to hold onto those assets to meet expected or unexpected needs (a new car, a healthcare emergency).
        If the life cycle hypothesis is accurate for most people, the aging of society could result in lowering the
        levels of private assets, the stock of money in pension funds, and thus the capital available to the economy
        for investment in new business or research. The concept of the demographic dividend, however, gives a
        different perspective on ways that an aging population can contribute to economic growth.
      


      
        As the name implies, this term refers to the positive economic and social impacts a nation might experience
        during or after the transition from a “young” society to an aging society—a process described in Chapter 3. Initially, as fertility rates decline, the young people already born are very likely
        to survive to become part of the adult labor force—a change that may enhance progress toward economic
        development. At this stage, the older population remains relatively small; changes in fertility and mortality
        have not yet produced the longer-term result of an increasing older population. Therefore, not only is the
        labor force larger than the younger population that depends upon it (i.e., a favorable youth dependency ratio),
        but the old-age dependency ratio is also low. At this point, “the labor force grows more rapidly than the
        population dependent on it, freeing up resources for investment in economic development and family welfare”
        (Lee & Mason, 2006, p. 1). Whether the shifting age structure, resulting in a large
        labor force and low dependency ratios, will produce a positive impact on economic development in any particular
        country depends on a host of factors, including prevailing policies (e.g., wages and taxation rates), as well
        as social norms about consumer spending and saving of resources by individuals and families.
      


      
        Some scholars postulate a second demographic dividend, taking place as countries move into later stages of the
        demographic transition. As a society ages, the workforce becomes concentrated in the older working ages, as is
        the case today in the United States and many Western European countries. Because these older workers (people in
        their 50s and 60s) can look forward to a long life after retirement, they have strong incentives to save and
        invest for their later years. This accumulation of assets is necessary for individual economic security in
        later life, unless one can assume that families and/or the government will provide for one’s economic security.
        When these savings are accumulated and invested, national income rises (Lee & Mason,
        2006). Adequate finances can 188also encourage later-life spending, which
        is also good for the economy. As with the first dividend, the extent and form of these potential gains from the
        shifting age structure depend on complex economic, cultural, and policy factors, including tax incentives and
        disincentives for work and for investment, beliefs and policies about mandatory retirement, and patterns of
        consumption across the life cycle (Lee & Mason, 2006). Finding a balance among
        individual factors (ability and willingness to save) and policies that support these behaviors is crucial. The
        possibility of a second demographic dividend is in part determined by more equitable access to jobs and
        reasonable wages that make it possible for people to consider saving for the future.
      


      
        
          APPLYING THEORY: The Stratified Life Course:
          

          Cumulative Inequality and Economic Diversity
        


        
          As we have seen, groups within the older population differ substantially in rates of poverty and on more
          detailed measures of economic status, with married couples faring better than unmarried adults and Whites
          better than Hispanics or Blacks. What brings about these systematic differences, which tend to appear
          regardless of the measure you use to evaluate economic well-being? The answer has to do with choices and
          opportunities available throughout the life course—sometimes described as life chances. The concept of
          life chances, introduced by Max Weber, an influential sociologist writing in the early decades of the 20th
          century, refers to opportunities for a good quality of life and the structural factors (e.g., social class
          and social inequality) that can enhance or endanger an individual’s life chances.
        


        
          These differences must be considered from a life cycle perspective, such as the consequence of differences in
          life chances over time (including education, health, family, and labor force experiences), consequent access
          to various resources in adulthood (work, income, a support network, pensions, insurance coverage, and
          assets), and the adequacy and equitability of income maintenance programs for later life. Thus, life chances,
          which are associated with earnings potentials and access to pensions, have long-term consequences for
          economic well-being in later life. Sociologists and economists have used cumulative inequality to
          describe this process, whereby individuals who have early opportunities for success (better life chances)
          more often build on that success to perpetuate their advantages through adulthood and into later life; in
          contrast, those with disadvantages also carry those disadvantages forward through sequential life stages,
          often resulting in less economic security in later life. This perspective is also referred to in gerontology
          as cumulative advantage and disadvantage (Ferraro & Shippee, 2009).
          Structural barriers to full employment experienced by some groups (e.g., women, minorities, those with less
          education) will likely result in greater financial vulnerability in old age. An observation from nearly 30
          years ago still holds true: “One interesting implication of a life cycle perspective is that, in the long
          run, the well-being of the elderly may 189be more efficiently served by
          concentrating on programs whose impact occurs long before old age-programs like education, training or
          health. . . . [Such programs] can have great impact on the income, assets, and health status of the
          elderly-to-be” (Quinn, 1993, p. 21).
        


        
          The tendency, then, is for those who have been advantaged in early stages of adulthood to continue that
          advantage into later life, with economic disadvantage also following persons as they age.
        


        
          Race, ethnicity, and gender influence the accumulation of wealth by affecting life chances. Blacks generally
          have lower assets in later life than their more advantaged peers, likely because of poorer access to
          education and better paying jobs. Life course events, such as marriage, widowhood, and divorce, can also
          influence individuals’ long-term economic status. For example, older women who had been divorced or widowed
          are more likely to live in poverty than married women (Social Security Administration,
          2016).
        


        
          Life chances and life course inequality in accumulation of resources translate into various groups of older
          adults being more or less likely to have income from the major categories discussed earlier. People with
          lower levels of education and those who are in lower income brackets are much more likely to depend almost
          entirely on Social Security for their income. For example, in 2014, 41% of those who did not complete high
          school and 64% of older adults in the lowest income quintile depended on Social Security for 90% or more of
          their income (Dushi et al., 2017). For high-income older adults, several sources are
          much larger contributors to income (earnings, income from assets, and pensions). Those most economically
          secure in later life had earned incomes large enough to enable them to save and invest in various ways during
          their working years, gaining a better chance of continued employment and pension coverage.
        


        
          Although life chances are associated with membership in particular social groups and categories, the system
          is not completely deterministic; some individuals with limited life chances do “beat the odds” and do very
          well, gaining education, excellent jobs, good incomes, and substantial pensions despite early disadvantages.
          Those with strong life chances can and sometimes do fail to thrive economically. The notion of life chances
          simply points out that, to date, individuals in different groups have had different odds of moving
          successfully through the events of the life course in ways that result in economic security in old age. These
          different odds—patterned by race, ethnicity, class, and gender—are the product of our histories of cumulative
          inequality based in the larger social structure. Differing life chances contribute to one kind of diversity
          among the older population, but diversity can have different meanings and implications. Is diversity a
          positive, negative, or neutral fact of life in our society? Should we promote diversity or seek to reduce it?
          The answer to that question obviously depends on the kind of diversity and on the ideology of the people
          discussing it. In the case of economic status, a high degree of diversity may be a negative reflection on our
          society and may call for policies to reduce differences.
        

      


      
        190Consumption Patterns
      


      
        Although asset and investment policies and behaviors are crucial to a second demographic dividend, so too are
        the consumption patterns of older adults. Researchers have analyzed how patterns of saving, spending, and
        consuming vary by age, as well as other social variables. The amounts and types of spending by older adults may
        seem to be of little relevance to the rest of us. However, as society ages and one out of five consumers
        becomes an older adult, the degree to which this group is both able and willing to spend discretionary income
        on goods and services will have a major impact on the overall vigor and size of the economy, indirectly
        influencing everyone else. Spending by households headed by individuals over age 65 is lower than that of other
        age groups, averaging 73% of the amount spent by all households (U.S. Department of Labor,
        2009). Studies have shown that, although older adults spent more on healthcare (a necessity) and made more
        charitable contributions (discretionary spending), their spending in some other areas, such as necessities like
        housing and food, was similar to those of younger groups. Despite lower overall spending levels, the choices
        made by this growing consumer pool (to spend or save; what to purchase) will also help to determine the mix of
        products and services available in the marketplace to all of us.
      


      
        Early studies on the older population showed a significant percentage of their monthly incomes going toward
        basics—food, healthcare, utilities, and housing—with discretionary spending on leisure and recreation varying
        substantially by income level (Goldstein, 1960). Poorer households could not afford the
        travel or recreation consumed by the middle class; as with poor people of any age, nearly all of older,
        low-income persons’ incomes went toward monthly necessities (food, shelter, and transportation). Longitudinal
        studies of low- and moderate-income households, however, indicate that consumption patterns remain largely
        unchanged over time as members age. Fixed costs still constitute a major component of spending by older
        consumers. Data from the 2013 Consumer Expenditure Survey show both age similarities and differences in
        spending. Older (65+) and midlife adults (45–54), for example, used similar percentages of their total spending
        on necessities like food (12.0% and 13.4%) and housing (34.3% vs. 30.9%), but total spending was lower for
        older households (58% of what 45- to 54-year-olds spent). One notable difference that appeared was in terms of
        healthcare spending. While 45- to 54-year-olds spent 6.1% of their total dollars on healthcare, the percentage
        for older adults was double, at 12.3% (U.S. Department of Labor, 2014).
      


      
        One component of consumption that is not entirely predictable for individuals or families is costs related to
        healthcare. Older adults who can afford to do so seek to control this unpredictable cost by buying insurance
        that supplements Medicare, including an increasing share among those 65 years and older. One component of
        healthcare costs that has recently shifted, with the passage of Medicare Part D, is the cost of prescription
        drugs. Yin et al. (2008) report a modest reduction in out-of-pocket spending for
        medications after the program began, but consumer research showed that the average spending in households
        headed by an adult over age 65 remained high ($5,007 in 2013; U.S. Department of Labor,
        2014). Concerns regarding the high cost of healthcare, and the potential for costly catastrophic illnesses,
        prompt older adults to hold onto savings and suppress consumption to retain a cushion just in case of a health
        emergency.
      


      
        191Experts disagree on whether consumption patterns will shift substantially in
        the next decades, as new cohorts with different saving and/or consumption experiences, including the baby
        boomers, enter later life. On one side of this debate, some researchers voice concerns about restricted
        consumption by the older population. This group wonders whether, as society ages, the economy will slow if
        older consumers keep cars and durable goods (e.g., refrigerators) longer than younger adults. Will the aging of
        society have a negative effect on overall consumerism? Again, the answer will turn on whether aging or cohort
        effects are more potent in these behaviors. Spending and consumption patterns of future aging cohorts may be
        based more on income levels and security and the choices available; we cannot assume that because a society
        ages, its rate of consumer spending automatically drops (Easterlin, 1996). Future cohorts
        may be more free-spending or more worried about their money, depending in part on their lifetime experiences
        and the state of the economy. For example, the recent recession may lead older adults, or those about to enter
        their ranks, to curb their spending and save more in case the stock market once again drops. Other concerns,
        including potential limits to Social Security or Medicare/Medicaid benefits if programs remain underfunded,
        could also influence consumer behavior.
      


      
        On the other side of the debate, some claim that the improved health and financial status of current and future
        retirees, as well as their potentially increased leisure time, will result in demand for new products and
        services. This perspective suggests that specialized products and services (e.g., retrofitting a house with an
        elevator), as well as senior-oriented leisure, will be an expanding market as societal aging continues. For
        example, adults over age 65 made up almost a quarter (23%) of those taking a vacation cruise in 2011 (Cruise Lines International Association, 2011). If that percentage remains constant as the
        population ages, should not enterprising shipbuilders and travel agents be preparing now for the growing number
        of customers (once the residual effects of the COVID-19 pandemic on the travel industry have worn off)?
      


      
        Supporting this view is a great deal of new thinking, business activity, and research related to the
        longevity economy. The longevity economy refers to all of the economic activity driven by the needs and
        preferences of the growing older population and views the aging population as a major driver of economic
        growth. One estimate suggests that by 2030, people 55 years and older will account for half of all domestic
        spending growth in the United States since the 2008 recession (British Broadcasting
        Corporation [BBC], 2019). Quantification of the longevity economy typically counts spending by people 50
        (or 55) years and older on goods and services and the further economic activity this spending generates
        (AARP, n.d.).
      


      
        Business and marketers have discovered the mature market. The essay at the end of this chapter discusses one
        sector that has pivoted to directly address the growing older population: the cosmetics industry. The
        “discovery” of older consumers has had the dual effects of recognizing and meeting the needs of this
        population, but it has also resulted in a focus on the affluent among the older population, downplaying the
        continuing economic marginality of some subgroups within the older population (Minkler,
        1991). Both the senior lobby and private corporations have contributed to the notion of the older
        population as a vast, untapped resource for marketing goods and services. The fact that we now see mature
        models in advertisements, even those for products not oriented only 192to older
        adults, is a signal that the older consumer market is no longer as marginalized by business. It remains
        important, however, for the marketplace to be responsive to the needs of a wide range of older consumers, not
        just the wealthiest.
      


      
        
          Stop and think:
        


        
          Imagine yourself at a family gathering where your favorite uncle asks about your classes this semester. When
          he hears you are taking a course on aging, he lets you know in no uncertain terms that he thinks older people
          are selfish and a huge drain on the economy, living comfortably and always asking for more. What would you
          tell him?
        

      


      
        PROSPECTS FOR THE FUTURE ECONOMIC STATUS OF OLDER ADULTS
      


      
        Recognizing and attempting to harness the size and potential buying power of aging generations is an important
        indicator of the role that older adults will play in our economy. However, predicting the economic well-being
        of future cohorts of older persons involves many unknowns. Critical among them are the potential changes in
        public and private policies for income maintenance and the overall health of the economy. Under a worst-case
        scenario, the economy would face sustained growth of the elderly population, increased costs of care for this
        group (e.g., healthcare and personal assistance), a smaller working-age population, a less productive workforce
        (dominated by older workers and less educated youth), and a stagnant level of economic growth. This is a
        drastically different view from the longevity economy framework. A best-case scenario, hinted at by the
        longevity economy, would find improved health among older adults, enabling more to continue employment and
        delaying the onset and amount of healthcare costs, along with increased economic security and purchasing power
        of the large, older adult population, stimulating the economy. Although we know that the aging of society will
        proceed barring an unexpected increase in fertility, many of the other elements in that worst-case scenario are
        hotly debated by experts and may deviate dramatically from current trends. For example, the size and
        productivity of the workforce can vary depending on immigration policies, use of technology, and shifts toward
        higher average ages of retirement. How close we come to the worst-case scenario is yet to be determined.
      


      
        Although we have seen improvement in the economic fortunes of recent cohorts, there is no guarantee that this
        improvement will continue for future cohorts. The cohort born in the 1920s has been dubbed the “good times”
        generation because of the way in which historical events positively shaped their lives and their retirement
        incomes (Moon & Smeeding, 1989). The “good times” generation is a privileged cohort,
        because members of this generation were in their prime working years during the economic boom following World
        War II, worked during the period in which private pension coverage was peaking, and benefited from a dramatic
        increase in the value of real estate during their time of home ownership (Holtz-Eakin &
        Smeeding, 1994). The coincidence of so many favorable circumstances benefiting a cohort is unlikely to
        repeat, so future cohorts may fare worse on some economic indicators than will their predecessors. When we see
        indicators like decreasing pension coverage, it is reason for concern about these coming cohorts’ economic
        security in later life.
      


      
        193What also seems likely is that inequality will continue to be problematic
        among the elderly. In contrast to many other countries, the piecemeal system of income maintenance in the
        United States leaves some individuals much less protected than others. By attempting to create incentives early
        in life to work hard and achieve, our income maintenance policies reward mostly high achievers and do less for
        those less fortunate in terms of life chances. As a nation, the United States will probably revisit several of
        its income maintenance policies in the coming decades, with the outcomes from those political processes shaping
        the economic well-being of all of us as we age.
      


      
        
          SUMMARY POINTS
        


        
          ■   An aging population affects the economy of a nation by altering, at least to
          some extent, patterns of consumption and income generation and by heightening the need for effective and
          efficient policies that protect the economic well-being of individuals as they age. Economic well-being is
          one area in which it is especially critical to avoid discussions of the “average” older adult. It is clear
          that economic well-being has improved overall, but many sizable groups of older adults continue to experience
          high rates of poverty and economic marginality.
        


        
          ■   Lifelong advantages or disadvantages embedded in the labor market and public
          and private policies of income maintenance result in individuals whose economic histories, for good or ill,
          follow them into later life to result in economic security or insecurity. In general, wealthy older people
          are not suddenly impoverished after retirement, nor are the poorest older persons likely to be in poverty for
          the first time as a result of retirement.
        


        
          ■   Social Security is a crucial component of income maintenance in later life,
          providing benefits to the vast majority of older Americans and serving as the major source of income for
          some. Based on the concept of social insurance, Social Security protects retirees, disabled workers, their
          dependents, and their survivors against poverty.
        


        
          ■   Economic status in later life reflects life course processes of cumulative
          advantage and disadvantage. Variations in economic well-being by gender, race, and ethnicity reflect
          structural discrimination that affects life chances through education, employment, and wages.
        


        
          ■   To the extent that later-life economic well-being depends on experiences in
          earlier life, policies that invest in equal access to education and jobs have to be considered alongside
          policies and regulations about pensions. As James Schulz eloquently put it, “The issue is not whether . . .
          we can have better pensions and services for the aged. The issue is whether we want a higher standard of
          living in our retirement years at the expense of a lower standard in our younger years. Whether we like it or
          not, the ‘economics of aging’ begins for most of us quite early in life” (Schulz et al.,
          1990, p. 201).
        


        
          ■   194An aging population can drive economic
          growth, as suggested by the longevity economy and the demographic dividend, both of which require a life
          course view of the policies and behaviors that allow individuals to earn enough money during their working
          lives to plan and save for retirement. Older adults who have savings and assets in addition to Social
          Security are in a position to support economic growth and innovation designed to meet their needs.
        


        
          The choices of a graying consumer market, with regard to saving versus spending and to types of goods and
          services, will have a significant impact on the larger economy in years to come. The economy cannot afford to
          ignore such a large group of consumers and continue to gear merchandise for the youth market only. Whether
          consumption among older adults will be limited to necessities or extend to leisure, luxury, or optional goods
          will depend, to a great extent, on how much disposable income is available from public and private systems of
          income maintenance.
        

      


      
        
          KEY TERMS
        


        
          adequacy of benefits
        


        
          age eligibility
        


        
          assets
        


        
          cumulative advantage and disadvantage
        


        
          cumulative inequality
        


        
          defined benefit
        


        
          defined contribution
        


        
          demographic dividend
        


        
          deserving poor
        


        
          economic life cycle
        


        
          equity of benefits
        


        
          ERISA
        


        
          income maintenance systems
        


        
          income redistribution
        


        
          in-kind income
        


        
          longevity economy
        


        
          need eligibility
        


        
          poverty rate
        


        
          poverty threshold
        


        
          privatization
        


        
          social insurance
        


        
          Social Security Trust Fund
        


        
          three-legged stool
        


        
          Townsend Movement
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        Media abounds with stories and advertisements for products and procedures to keep people looking young. Some
        promise good health in later life, whereas others claim to stop and even reverse aging processes. Although
        healthy aging and antiaging might be viewed as two sides of the same coin (Flatt et al.,
        2013), they are, in reality, drastically different perspectives. Healthy aging promotes behaviors that
        foster physical and psychological well-being in later life. It is about positive lifestyle practices, such as
        following a good diet, exercising regularly, and limiting smoking or excessive drinking from a young age. These
        healthy practices cost little and have long-lasting, demonstrated, positive effects.
      


      
        In contrast, antiaging cosmetics and medicine offer quick fixes to hide or remove signs and “symptoms” of
        aging, such as wrinkles, by applying, ingesting, or injecting chemicals or performing surgery. Antiaging
        products and procedures require significant financial resources. For example, in 2017 the average cost of a
        Botox injection was $385, plus associated office and physician expenses; and the average cost of a face-lift
        was an astonishing $7,448 not including anesthesia, operating room facilities, and related expenses (American Society of Plastic Surgeons, 2018). Depending on the procedure, a patient may be required
        to have multiple or recurring appointments, further escalating costs.
      


      
        A GLOBAL PHENOMENON
      


      
        Globally, the market for antiaging products, devices, and services was a whopping $325 billion in 2017. By
        2022, this industry is expected to leap to $429 billion (Mordor Intelligence, 2018). North
        America, followed by Europe and Asia-Pacific, held up to 60% of the market share of this multibillion-dollar
        industry in 2017. The projected increase in the size of the industry from 2017 to 2022 is expected to be driven
        primarily by cosmetic products, such as antiwrinkle creams which held the largest market share of 43% in 2016
        and is expected to increase to 70% by 2022. Antiaging procedures will register slightly restrained growth in
        market size, owing to consumer awareness about side effects and strict regulations governing such procedures.
      


      
        The expansion of the antiaging industry is expected to be influenced by population aging, obesity, sedentary
        lifestyles, medical 200and technological advancements, medical tourism
        (visiting foreign countries for antiaging procedures, often at lower costs), and regulations related to the
        safety of antiaging procedures and products. The antiaging market is currently targeted at three distinct sets
        of consumers—baby boomers (currently 54–72 years), Generation X (currently 38–53 years), and Generation Y
        (currently 22–37 years)—with different products, services, devices, and marketing targeted at each group
        (Mordor Intelligence, 2018).
      


      
        ANTIAGING IS NOT NEW
      


      
        Although “old age” in the past was much younger than in current times, the aging process and older people have
        not always been viewed negatively. In fact, from the 16th to the 18th centuries, aging was viewed as a natural
        process and senescence as a time of considerable value and worth. Luigi Cornaro, an Italian nobleman and
        author, is often invoked in discussions about antiaging. Cornaro led a life of excessive eating and drinking
        until the age of 35, when his lifestyle culminated in a combination of gout, colic, fever, thirst, and stomach
        disorders, from which his only relief was considered to be death. However, he heeded his doctors’ advice,
        completely altered his lifestyle, and lived in good health to the age of 99, or to 103 as some argued. In 1548,
        at the age of 80, he published the widely read book Discourses on the Sober Life, in which he
        highlighted the importance of restraint and moderation to live a long and healthy life. He also emphasized the
        benefits of reaching old age, including understanding the beauty, value, and worthiness of life; enjoying the
        fruits of life’s labor; and being an asset to the community. Cornaro believed that by eliminating the diseases
        of old age, rather than old age itself, one could have a quiet and peaceful death instead of pain and suffering
        in later life (Cornaro, 1548/1916; Shapin, 2018).
      


      
        During the Enlightenment period of the 18th century, leading thinkers like Benjamin Franklin and the Marqui of
        Condorocet placed great faith in the science of the future to address the physical deterioration associated
        with aging. Notably, they did not equate physical decline with corresponding mental or cognitive decline.
        Instead, the perspective was that those who enjoyed temperate lifestyles would retain cognitive capacity until
        death. In 1812, Benjamin Rush (known as the “father of American psychiatry”), after studying a group of
        octogenarians, found that although participants had experienced some short-term memory loss, other aspects of
        their mental, moral, and cognitive health remained unimpaired. Rush, like other thinkers of the time, believed
        that the goal of society should be to understand the laws of nature to enable aging individuals to remain
        productive members of society rather than to fight nature and the aging process itself (Haber,
        2004; Rush, 1812).
      


      


    





        Moving into the 19th and 20th centuries, notions about old age changed drastically. Old age became something to
        be feared, despised, and eventually beaten. From today’s vantage point, researchers tried many outrageous and
        dangerous approaches to stop aging—such as transplanting animal glands into humans—but failed. Medicine,
        economics, politics, and welfare programs began to treat old age as a pathologic state that challenged the
        well-being of individuals and as a social problem that challenged the 201prosperity and progress of nations and the human race. Negative sentiments about aging
        and diseases of old age began to pervade the culture with fear, making people responsive to antiaging beliefs
        and practices (Haber, 2004). In this context, it is no surprise that medical and
        technological advancements have created a massive global antiaging industry that promises to tackle the
        “problems” of aging in myriad ways.
      


      
        GROWING OLD IN AMERICA: CAN OLD AGE BE “FIXED”?
      


      
        The United States is one of the world’s largest centers for antiaging research and the manufacturing and
        consumption of antiaging products. According to the American Society of Plastic Surgeons (ASPS), which performs
        cosmetic and reconstructive plastic surgeries, the demand for cosmetic surgical procedures has soared over the
        last two decades. For example, the number of “upper arm lift” procedures increased by 5,235% between 2000 (338
        procedures) and 2017 (18,033 procedures). Similarly, the demand for botulinum toxin (also known as “Botox” and
        similar brands) increased by 819% during the same period. In 2017, ASPS performed 17.5 million cosmetic
        procedures, of which 1.8 million were surgical procedures such as breast augmentation, liposuction, nose
        reshaping, eyelid surgery, and “tummy tucks”; 15.7 million were minimally invasive cosmetic procedures such as
        Botox type A, soft tissue fillers, chemical peel, laser hair removal, and microdermabrasion. Breast
        augmentation has continued to lead the demand for surgical procedures since 2006 while the use of Botox type A
        for face rejuvenation recorded the highest numbers ever in 2017 with 7.2 million injections. Americans spent a
        total of $16.7 billion on cosmetic procedures in 2017 alone (ASPS, 2018). Although
        antiaging messages target everyone, many products and most procedures are available only to those with
        significant financial means.
      


      
        DOES GENDER MATTER?
      


      
        Antiaging themes underlie numerous advertisements for products and services aimed at making people look
        younger, more fir, and more attractive. Like most social issues, antiaging products and procedures are
        “gendered.” The majority of antiaging products and procedures are targeted toward women, given the
        traditionally stronger connection between a woman’s appearance and her self-worth. In 2017, American women
        underwent 92% of the total number of cosmetic procedures performed by ASPS, compared with 8% for men (ASPS, 2018). Women have long been encouraged to go to great lengths to attract and retain the
        attention of men, and in some groups, a woman who does not do so is perceived as “letting herself go” and is
        subject to social reactions that instill “blame, shame and moral failure” (Smirnova,
        2012). It is therefore not surprising that women are primary targets for, and primary consumers of,
        products and procedures that promise to repair, restore, fix, solve, or reverse aging.
      


      
        However, men are slowly but surely taking up antiaging products and procedures. According to ASPS, American men
        underwent 214,000 cosmetic surgical procedures and over 1 million cosmetic minimally invasive procedures in
        2017. Common services 202included nose reshaping, eyelid surgery, liposuction,
        breast reduction, hair transplantation, Botox, laser hair removal, microdermabrasion, chemical peel, and soft
        tissue fillers (ASPS, 2018). A quick internet search reveals numerous choices and tips
        geared toward men. With messages such as “Guys: It’s Time to Take a Big Gulp from the Fountain of Youth”
        (Koch, 2018), antiaging advice for men includes everything from lifestyle improvements and
        proper grooming to lowlighting hair and using exotic age-defying serums infused with “gold, champagne extract
        and black summer truffles”. Perhaps the most pervasive antiaging message hits “below the belt” in preying on
        men’s fears related to sexual performance and masculinity. The natural decline in men’s sexual functioning has
        been increasingly medicalized and problematized through testosterone therapy, Viagra pills, and other
        treatments that purport to rejuvenate and restore vigor, vitality, and virility to the male body (Marshall, 2006, 2009).
      


      
        NO FOUNTAIN OF YOUTH?
      


      
        Researchers of aging believe that the antiaging industry exaggerates or misinterprets scientific data, if data
        are there at all, in order to sell antiaging products to the public (Binstock, 2003). Many
        labels carry messages saying products are “clinically proven” or “doctor-recommended.” The U.S. culture
        encourages consumers to take actions to delay aging as long as possible, even if it cannot be entirely
        eliminated. According to noted scholar S. Jay Olshansky, “It’s always the same message: ‘Aging is your fault
        and we’ve got the cure’” (Olshansky in Crary, 2011). In fact, the claims of the antiaging industry grew so
        extreme by the early 2000s that a group of 51 scientists from around the world felt compelled to issue a
        statement, warning that “[n]o currently marketed intervention—none—has yet been proved to slow, stop or reverse
        human aging, and some can be downright dangerous” (Olshansky et al., 2002, pp. 92–93).
        Little has changed in the nearly two decades since that statement was written.
      


      
        DIETARY SUPPLEMENTS
      


      
        There is a parallel and growing market for dietary supplements that purport to prevent and arrest the aging
        process. Dietary supplements—available as capsules, tablets, powders, soft gels, liquids, gelatin capsules, and
        chewable preparations—provide vitamins, minerals, amino acids, herbs, and other dietary nutrients in individual
        form or in combination. Although supplements are widely used to improve health through the intake of
        nutrients—such as folic acid for pregnant women or calcium and vitamin D for improved bone health in later
        life—the antiaging claims of this industry remain unfounded, and the use of supplements among those who are
        already adequately nourished can even be very harmful (Rautiainen et al., 2016). Still,
        consumers spend large amounts of money on dietary supplements and often use them over long periods of time.
        Worldwide spending on nutritional supplements is expected to reach $278 billion by 2024, with multivitamin
        tablets alone expected to generate over $100 billion in revenue by 2025 (Grand View Research,
        2018).
      


      
        203Despite their rising popularity in the United States, dietary supplements
        are not tested, reviewed, or approved for effectiveness and safety by the U.S. Food and Drug Administration
        (FDA) prior to being marketed, although the FDA can withdraw products that are misbranded or adulterated. Under
        the Dietary Supplement Health and Education Act, which was passed by Congress in 1994, dietary supplements are
        recognized as products that supplement an individual’s nutrition intake; they are not intended for treatment,
        diagnosis, prevention, or cure of diseases (FDA, 2018). As a result, they are not subject to the same laws that
        regulate the manufacture and sale of food and drugs. Although the FDA has taken some companies to task for
        outrageous claims in the past, there is usually little protection for consumers who do not get the desired
        results from these products (Hamblin, 2016).
      


      
        IS THERE A FORMULA FOR AGING WELL?
      


      
        Striving for good health and quality of life is a more effective route toward successful aging than using
        antiaging cosmetics and surgeries. Dan Buettner’s concept and book, The Blue Zones, is an example of how
        simple lives, plant-based diets, regular physical movement, and strong social networks have enabled people to
        live long, happy, and healthy lives in many different parts of the world. The key to healthy and positive aging
        is to accept the body rather than fight it, to look forward to the future rather than live in the past, and to
        celebrate life and value it. Mark Twain once said, “Wrinkles should merely indicate where smiles have been.”
        The signs of old age, therefore, should be a testimony to one’s life, one’s work, and one’s hopes for the
        future.
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        Aging and Health: Individuals, Systems, and Policies
      


      
        
          LEARNING OBJECTIVES
        


        
          •   Appreciating the social determinants of health that influence the well-being of an aging individual.
        


        
          •   Articulating the multiple ways that health is defined and measured.
        


        
          •   Identifying variations in health status across different groups of older adults.
        


        
          •   Understanding the major public policies that affect healthcare for older adults.
        


        
          •   Exploring factors that affect healthcare access and utilization for older adults.
        


        
          •   Understanding the fragmented way that health and long-term care for older adults is funded and delivered.
        

      


      
        PHYSICAL AGING AND HEALTH
      


      
        Why and how do we physically grow old? Does health change as a result of aging? Is there an inevitable increase
        in illness and poor health that accompanies age? To answer these questions, we can compare the health status of
        older people overall to that of younger cohorts. However, we also need to look at variations within the older
        population. The degree of diversity in health among older people suggests that age itself may not be a very
        strong predictor of health problems. Variations in health status across cultures provide further evidence for
        the idea that age is not the most powerful factor. For example, Americans experience a progressive age-related
        increase in blood pressure, but in Japan and China resting blood pressure changes very little well into old
        age.
      


      
        To set the stage for discussing these cultural and social variations in health, it is important to distinguish
        age-related biological and physiological changes from disease processes. There are normal physical changes that
        accompany aging, such as a reduction in collagen that results in wrinkling of the skin and decreased elasticity
        of veins and arteries, which can reduce the ease and efficiency with which blood flows through the body. The
        timing and extent of such changes are highly variable across individuals, and they do not inevitably produce
        disease or disability. There are, however, diseases that become more common as we grow older, such as
        arthritis, heart disease, and Alzheimer’s disease. Age can be a marker for physiological declines and increased
        risks of some diseases, but its role as a cause of these outcomes is not clear. 206During the COVID-19 pandemic, older people have been at higher risk of contracting the
        disease, and have been more likely to have poorer outcomes than younger people. About 60% of all COVID-19
        deaths through June of 2020 occurred to people ages 75 and older. Some of the other medical problems associated
        with contracting and suffering more serious consequence of COVID-19 are also associated with age; because of
        these possible interconnections, it is important to separate how much of the increased risk is due to age, and
        how much is explained by the higher prevalence of underlying conditions such as diabetes. At the writing of
        this book, research is just beginning to uncover the physiological mechanisms, such as less efficient and
        effective immune response, that can explain why, and to what extent, age itself matters.
      


      
        
          Stop and think:
        


        
          In Canada, about 80% of the COVID-19 deaths were nursing home–related; the percentage in the United States
          was about 40% (Canadian Institute for Health Information, 2020). Group residence and
          underlying health conditions clearly played a role in these tragic deaths. Does this information change your
          opinion about the overarching statements about age as a risk factor? In Canada in particular, how much of a
          factor is age (by itself—separate from its association with underlying health problems) in COVID-19
          mortality?
        

      


      
        We must be cautious not to assume that age-related health and illness are solely or even primarily caused by
        age. Some older adults get certain of these diseases, others do not—so clearly age is not a cause, or almost
        everyone would get these diseases as they age. As discussed in Chapter 1, Rowe and Kahn (1997) described this
        variability in their distinction among successful, usual, and pathological aging. This breakthrough changed our
        thinking about physiological aspects of aging, and set the stage for newer understanding about the importance
        of social, cultural, and economic factors that affect health. Further supporting the notion that age is not a
        perfect predictor of health status is the fact that age-related patterns of illness do not necessarily hold
        true across cultures, as mentioned previously regarding high blood pressure. Breast cancer patterns by age and
        across cultures provide a good illustration. In the United States, the rates of breast cancer rise noticeably
        with age up through age 75, from about 60 cases per 100,000 women ages 35 to 39 to about 460 cases per 100,00
        women ages 70 to 74; the rate for older women is almost eight times higher than that for the younger group
        (Centers for Disease Control and Prevention, 2020). In the United States about 1 in 8
        women will be diagnosed with breast cancer, compared to 1 in 38 women in Japan, a country with a very high
        proportion of older people—the age group most likely to be affected by this disease. The much lower prevalence
        of breast cancer in Japan is probably partly explained by genetics, because there is some hereditary risk for
        the disease. But the overall difference between the United States and Japan also suggests that cultural factors
        that govern diet, alcohol consumption, and exercise—the context in which the passage of time is taking
        place—are more important than age.
      


      
        This chapter explores the health of the older population as a way to get a glimpse into what happens to the
        health of individuals as they age, but also as a way to understand variations in the health status of older
        adults, and ultimately the population 207health challenges for aging societies.
        These averages and patterns among the older population as a whole mask a great deal of individual variation and
        cohort variation. For example, the age cohorts currently included within the broad category of “older people”
        did not all have the same access to knowledge and options related to nutrition, healthy behaviors, and advanced
        healthcare. There are also individual and subgroup differences in health status. We can all think of examples
        of healthy, active 80-year-olds, and frail, unhealthy 65-year-olds. For any individual, health is a product of
        many factors: the genetics discussed previously, lifestyle choices related to exercise and diet, available
        medical and preventive care, and social characteristics such as education, gender, race, and social class.
      


      
        These latter characteristics are some of the social determinants of health (SDOHs): the conditions in
        which people are born, grow, live, work, and age that influence choices, risks, and ultimately, health
        outcomes. These determinants (which are related to economic stability, neighborhood safety and infrastructure,
        healthcare access and quality, and education) place people at advantage or disadvantage for health risks. For
        example, living in a neighborhood without access to a grocery store will affect an individual’s risk for
        conditions such as diabetes, obesity, and heart disease. One of the most important developments in research
        about health in later life is the increased focus on these nonclinical, nongenetic aspects of health and
        well-being. SDOHs and related health behaviors explain more of the variability in health outcomes than do
        clinical care and genetics (Artiga & Hinton, 2018).
      


      
        Disadvantageous circumstances on the SDOHs are reflected in significant health inequities by race, ethnicity,
        and socioeconomic status. The accumulation of disadvantages or advantages over the life course is reflected in
        health differences in later life. Health disparities represent another application of the cumulative
        advantage/disadvantage theory; this perspective describes the systematic tendency for continued and perhaps
        expanding divergence among individuals as they age (Dannefer, 2003). This divergence over
        time has little if anything to do with individual strengths, character traits, or meritorious behavior; it is
        instead a result of structured inequality in access to opportunities (and favorable circumstances related to
        SDOHs) across groups of individuals. We will see these patterns in some of the health information throughout
        this chapter. The diagram in Exhibit 8.1 is a simple representation of the multiple forces
        that play a role in determining an individual’s health. The large gray section represents the SDOHs.
      


      
        THE HEALTH STATUS OF OLDER PEOPLE
      


      
        To develop a profile of the health of older people, we need to clarify how health is defined and measured. Even
        though health includes more than the absence of disease, much national data focus on diagnosed illnesses and
        impairments, chronic conditions, hospitalizations, and doctor visits. In fact, we typically measure the absence
        of health rather than health itself. Historically, few national surveys included emotional, physical,
        spiritual, and social well-being, mirroring our emphasis on the medical model of thinking 208about health (further discussion follows). Recently, however, there has been increased
        interest in the many dimensions of wellness and in positive health behaviors, such as disease prevention and
        health promotion activities, including good nutrition, exercise, and smoking cessation. Some programs that
        focus on preventing or managing illness and injury among older people focus on falls prevention, chronic
        disease self-management, management of depression, and fitness/physical activity programs. Health promotion and
        disease prevention is the explicit goal of a major U.S. initiative called Healthy People, which seeks to
        reduce health disparities among social groups, address major risks to good health, and promote quality of life
        and healthy behaviors across all life stages (Healthy People 2030, n.d.). This
        ongoing initiative sets decennial goals for the health of the U.S. population, defines major indicators of
        health, and evaluates progress toward those goals. Even as the United States increases 209its focus on good health, information on patterns of diseases and chronic conditions
        provides a useful foundation for understanding health in later life and for developing affirmative goals.
      


      
        
          
            EXHIBIT 8.1
          


          
            Factors Influencing Individual Health
          
[image: Image]
        
      


      
        
          Stop and think:
        


        
          Go to the section of the HealthyPeople website that focuses on older adults (https://www.healthypeople.gov/2020/topics-objectives/topic/older-adults). Review the objectives
          and goals that have been set; choose one that seems especially important and see what interventions and
          resources are available, and what progress has been made. How might this national public health initiative be
          relevant to an aging family member or friend?
        

      


      
        Prevalence Rates for Chronic Conditions
      


      
        One of the most common measures of the health of the older population is the prevalence of chronic health
        conditions, such as diabetes and arthritis. Chronic conditions are health problems that last for an
        extended period of time and are not easily or quickly resolved. In contrast, an “acute condition” appears
        suddenly and changes quickly. Influenza is an example of an acute condition, as is COVID-19, the cause of the
        2020 pandemic. Here we focus primarily on chronic conditions because they become more common as we age, and may
        require prolonged treatment or management. Prevalence rates indicate what proportion of a given group
        has a certain condition or diagnosis. These rates, which say something about how common a condition is, can be
        reported as percentages, telling us how many people per 100 have the condition. For health problems that are
        less frequent, prevalence rates are often reported per 1,000—how many people per 1,000 in the group of interest
        have the specified condition. Exhibit 8.2 shows the prevalence (expressed as a percentage)
        of several common chronic conditions among men and women ages 65 and older. Arthritis, hypertension, heart
        disease, cancer, and diabetes are the most common chronic conditions among older adults in the United States.
      


      
        
          
            EXHIBIT 8.2
          


          
            Percentage of People 65 and Older Reporting Selected Chronic Conditions, by Sex
          
[image: Image]
        

        
          Source: Federal Interagency Forum on Aging-Related Statistics. (2016). Older Americans 2016: Key
          indicators of well-being. https://agingstats.gov/docs/LatestReport/Older-Americans-2016-Key-Indicators-of-WellBeing.pdf
        

      


      
        210There are some notable gender differences in Exhibit 8.2.
        Women have higher rates of hypertension and arthritis than men, but men have higher rates of heart disease, the
        number one cause of death in the United States among adults. This conclusion is consistent with the general
        observation that older men have higher rates of the most life-threatening conditions, but older women have
        higher rates of illness and disability overall. This pattern has been summarized in the generalization that
        women live longer, but with poorer health than men. Later in this chapter, we discuss a number of social
        forces, including gender differences in undertaking risky behaviors (e.g., drug use, high-speed driving),
        attention to bodily symptoms, and in seeking help for health problems that contribute to this pattern
        characterizing current cohorts of older adults.
      


      
        Functional Ability
      


      
        Another important indicator of the health status of older adults is the degree of independence or limitation in
        their ability to carry out activities of daily living (ADLs). Knowing about older people’s health conditions is
        informative, but in order to plan meaningful and effective services, we need to know how these conditions
        affect people’s lives. Measures of functional ability or “functional limitation” (these terms are used
        here interchangeably) serve that purpose. These measures evaluate older persons’ ability to get through the day
        by asking about what activities of daily life they are able to perform, how difficult a given activity is for
        them, and whether the help of another person is needed to accomplish the task. The most common measures of
        functional ability are the Activities of Daily Living and Instrumental Activities of Daily Living (ADL/IADL)
        scales, developed by Katz et al. (1970) and refined by numerous researchers. These
        measures assess the extent to which an individual needs help with basic personal tasks such as bathing, eating,
        and getting dressed (ADLs) and with household and independent living tasks such as preparing meals, shopping,
        and transportation (IADLs). Some versions of these measures of functional capacity are used for a wide range of
        purposes, including determining eligibility for services, evaluating the appropriateness of care plans for
        people receiving assistance, describing the health status of the older population, and projecting future
        challenges to the healthcare system.
      


      
        The likelihood of needing help with some of these activities increases with age, as Exhibit
        8.3 shows. For example, only 6% of those age 65 to 74 need the help of another person with at least one
        instrumental activity (e.g., household chores, shopping, and getting around), but almost 20% of individuals 75
        and older need this help. The patterns of increased need for assistance with age hold for both ADL and IADL
        limitation, but the majority of older adults remain independent in these activities even at advanced ages.
        There are numerous studies and data sources that assess the functional limitations of older adults. It is
        important to pay close attention to exactly how the questions in these different studies are worded, because
        the answers will also be different. Exhibit 8.3 reports the data for needing help of another
        person to complete the tasks. If instead we ask whether the person has any difficulty in completing the
        tasks, the results are different: a much higher percentage of the 65- to 74-year-olds reports some difficulty
        with ADLs, compared to those who say they need the help of another person. People who 211have difficulty with a task might still be able to complete it independently or with
        adaptive equipment; needing the help of another person implies a need for assistance. Since each set of numbers
        tells a different story, the decision about which data to use should be based on exactly what we need to know
        and why. The percentage of older adults needing the help of another person might be particularly useful for
        planning or determining eligibility for services, as well as those concerned about the informal assistance
        provided by families and friends.
      


      
        
          
            EXHIBIT 8.3
          


          
            Percent Needing Assistance from Another Person with at Least One ADL and One IADL
          
[image: Image]
        

        
          Source: Lucas, J. W., & Benson V. (2018). Tables of summary health statistics for the U.S. population:
          2017 National Health Interview Survey. National Center for Health Statistics. https://ftp.cdc.gov/pub/Health_Statistics/NCHS/NHIS/SHS/2017_SHS_Table_P-3.pdf
        

      


      
        Data on the prevalence of functional limitations have implications for the everyday lives of older people.
        While most people find ways to compensate for gradual loss of function, there comes a time when people who live
        long enough may need some kind of assistance. Most people get the help they need from family and friends for as
        long as possible, an important part of the larger long-term care system. Thus, patterns of functional
        limitation in the older population have direct bearing on the issue of long-term care—special services and
        assistance provided on an ongoing basis (whether in nursing homes, in specially designed living units, or in an
        individual’s own home) to people who need help with the activities of everyday life. We return to this topic
        later in this chapter.
      


      
        Self-Assessment
      


      
        Prevalence of chronic conditions and functional limitations are fairly objective measures of health. Another
        way to measure the health of the older population is self-assessed 212(or “self-rated”) health status. With this subjective and straightforward
        indicator of perceived health, people are asked to rate their own health as excellent, very good, good, fair,
        or poor. It is an informative measure. First, it is quite useful to know how people view their own health
        situation, because their views reflect their own perceptions, which are probably based on some objective
        information about the health conditions they may have. In addition, the subjective assessments might include
        how they compare themselves to others in their age group or in their circle of friends, or how they felt a year
        ago. Second, subjective evaluation of health status is (perhaps surprisingly) a very valid measure of overall
        health. Self-assessed health is strongly associated with objective health status, such as physical exams
        and physician ratings, with mortality risk, and with some biomarkers of health (Chaparro et
        al., 2019). The fact that self-assessment is so closely connected with ratings by physicians is surprising
        to some people, but clearly older adults have a sense of how their bodies are working that goes beyond clinical
        diagnoses or daily tasks.
      


      
        
          
            EXHIBIT 8.4
          


          
            Percentage of People Age 65 and Over with Respondent-Assessed Good to Excellent Health Status
          
[image: Image]
        

        
          Source: Federal Interagency Forum on Aging-Related Statistics. (2016). Older Americans 2016: Key
          indicators of well-being. https://agingstats.gov/docs/LatestReport/Older-Americans-2016-Key-Indicators-of-WellBeing.pdf
        

      


      
        Consistent with the focus throughout this book on diversity among the older population, Exhibit
        8.4 displays variations in self-assessed health by age, race, and Hispanic origin. Since self-assessment of
        health is influenced by social and cultural factors as well as clinical conditions, this comparison is
        especially important. First, note that the majority 213of all older people in
        all groups rate their health as good, very good, or excellent. Those percentages are lower with age, but
        overall half in all age groups still rate their health positively. There is a significant race and/or ethnicity
        pattern, suggesting that older non-Hispanic Whites are more likely to say their health is good to excellent
        compared to non-Hispanic Blacks or Hispanics.
      


      
        How does self-assessed health align with the prevalence of chronic conditions? Among the population 65 and
        older, about 80% have at least one chronic condition, and 77% have at least two (National
        Council on Aging, 2018). The most common chronic disease is hypertension that affects 58% of older people,
        high cholesterol, arthritis, heart disease, and diabetes. Given the high prevalence of major chronic
        conditions, how can older people rate their health as good, very good, or excellent?
      


      
        Some researchers have suggested that older people rate their health positively because expectations about
        health change with age and because people tend to compare themselves with age peers. This explanation implies
        that people make mental adjustments in the reference point against which they judge their own health so that
        they see their health as better than they had expected for their age or better than others they know. An
        alternative explanation suggests that chronic conditions develop gradually so that older people are able to
        adapt to and compensate for them. Many of their health problems have minimal impact on their everyday
        functioning. According to this view, positive self-assessments of health are not the result of altered
        expectations, but instead are an accurate representation of the ability to perform daily activities.
      


      
        Even though fairly high percentages of older people rate their health as good to excellent, there are
        significant differences among Blacks, Whites, and Hispanics on self-assessed health. Exhibit
        8.4 shows that Blacks and persons of Hispanic origin are much more likely than Whites to rate their health
        as fair or poor at every age and much less likely to see their health as very good or excellent. These poorer
        self-assessments are not surprising, given the higher levels of illness and mortality among older Blacks
        compared to older Whites. They may also reflect cultural differences in defining categories such as good or
        poor. The findings from a study tracking self-rated health and likelihood of mortality among non-Hispanic
        Whites and Hispanics reinforce this idea. Despite similar risks for dying during the course of the study,
        Hispanics reported poorer self-rated health than non-Hispanic Whites. At the beginning of the study, about 25%
        of the Hispanics reported fair or poor health, compared to 16% of Whites (Su et al.,
        2013).
      


      
        Mortality
      


      
        A final indicator of health status—or the ultimate lack of health—is mortality. Mortality rates reveal
        who dies, of what causes, and when (at what ages). Rates of death tell us how many people per 100,000 in a
        particular group died in a particular year. Turning the number of deaths into a rate allows us to compare
        across groups and across time. It is similar to turning the points you received on an assignment into a
        percentage; that is, if you got 42 points on an assignment, you would want to know the answer to the question,
        Forty-two points out of how many possible points? The rationale for calculating death rates is similar. For
        example, in the United States in 2017, about 2.8 million people died. 214That
        seems like a high number, but we cannot tell until we know out of how many. Once we divide the number of deaths
        by the total population and multiply by a factor of 10, we get something that can be compared across different
        sizes of populations or groups: death rate per 100,000. The death rate in 2017 was 864 deaths per 100,000
        persons of all ages. But that rate varies considerably by age. For the 85 and over population, there were about
        13,570 deaths for every 100,000 people in that age group in 2017, compared to only 74 deaths per 100,000 people
        aged 15 to 24 (Kochanek et al., 2019).
      


      
        While overall mortality rates are extremely important in shaping the size and age structure of a population,
        the causes of death are probably of greater interest, because it is easier to imagine their impact on health
        policy, individual lives, and health behaviors. Given all of the demographic changes discussed in Chapter 3, and all of the medical advances, it might be reasonable to assume that there has
        also been a lot of change in causes of death of older adults. Some of the top causes of death have changed a
        great deal since 1900, when the list included tuberculosis and enteritis. However, the top causes of death for
        older adults have not changed very much in recent decades. In 1980, heart disease, cancer, and cerebrovascular
        disease (stroke) were the top three causes. In 2017, those same three causes accounted for a very high
        proportion of deaths in later life. One of the most interesting recent changes in causes of death is the rise
        in deaths due to Alzheimer’s disease, which is now among the top five causes of death among older adults; in
        2017, Alzheimer’s disease was the third leading cause of death for people age 65 and older, and it was the
        second leading cause for people 85 and older, moving cancer to third place.
      


      
        
          Stop and think:
        


        
          The multiple influences (including social determinants, cultural context, and genetics) that help to
          determine individual health outcomes are a major theme of this chapter. The Blue Zones project
          reinforces the role of these factors in determining health and longevity. What began as a journalistic
          discovery of five places in the world with exceptional health and longevity has turned into a platform for a
          broad array of resources and articles related to healthy long life. Check out the Blue Zones website
          (https://www.bluezones.com) to learn about locations
          and cultures with exceptionally long, healthy lives. What two takeaways will you be most likely to share with
          friends and family?
        

      


      
        The Social Context of Mortality: Death and Dying
      


      
        How, when, and where we die and how we deal with death are part of the social construction of human
        experiences. While death is a physical event, it carries with it profound social, cultural, and personal
        meaning. Looking at the death rituals of any non-Western culture, or at our own culture in different historical
        periods, illustrates how differently we deal with death in the United States today than in other times and
        places. Accounts of how death was handled during the early 20th century in the United States show that family
        and community had central roles in carrying out funeral practices. Women prepared the body, cleaned house, and
        prepared food; men dug the graves and made the caskets. Body preparation included washing and dressing the body
        and trying to make the body look as good as possible by putting coins on the eyes to keep them shut and
        covering the face of the corpse with a washcloth soaked in baking soda to help 215preserve the color of the skin. This description of the traditions and rituals in early
        20th-century America is in distinct contrast with the more business-like approach to death that has become
        common today.
      


      
        Death has become highly medicalized and professionalized. Sustaining life and preventing death for as long as
        possible is a hallmark of the tremendous advances in our medical technology. However, our success at prolonging
        life has been accompanied by a reluctance to deal with death—as a physical reality or as an ethical and
        emotional reality. The United States even has drive-through funeral homes.
      


      
        Just as we have come to rely on the medical system to delay death, we have come to rely on other professionals
        to deal with death once it occurs. The funeral industry has become firmly established in the American way of
        death, offering products and services including funeral planning, casket selection, and body preparation.
        Turning these matters over to practitioners in the funeral industry is consistent with our professionalized and
        segregated approach to death. Moller (1996) argues that in the United States, “the
        movement away from ritual and community to bureaucratic management and medical treatment of dying patients is
        consistent with broader patterns of social life” (p. 25). In particular, he discusses bureaucratization—having
        rules and regulations about everything—and technological approaches to all kinds of problem-solving, including
        dealing with death and dying. Social norms on how and how long we should grieve often reflect a societal
        emphasis on minimizing disruption and getting back to work and everyday routines. Many companies have policies
        about how long people can stay home from their jobs when there is a death in the family, even specifying what
        degree of kinship is required before any time off is allowed.
      


      
        When people return to regular routines following the loss of a loved one, they are expected to control their
        emotions and get on with their lives. Crying and discussing the loss are generally not acceptable, except with
        close friends and family. While we would be sympathetic if a colleague began openly grieving during a meeting
        or a class, it would make most of us very uncomfortable. These rules about how long or under what social
        circumstances grieving can legitimately go on, where and how it can happen, and who can legitimately grieve
        reflect a unique set of historical and cultural values.
      


      
        Doka (1989) offers the idea of disenfranchised grief to help explain the ways in
        which experiences surrounding death are socially constructed. He suggests that when a person experiences a
        sense of loss but does not have a socially acknowledged role or relationship with the deceased, the rights to
        grief are not recognized and thus the grief is disenfranchised. Clearly, the lack of social support and the
        lack of opportunity to participate in sanctioned, open mourning can make this process much more difficult.
        Same-sex relationships, divorced spouses, and assisted deaths defined as merciful (e.g., advanced Alzheimer’s
        disease) can all give rise to this disenfranchised grief. For example, the partner in a same-sex couple who is
        not accepted by the family might be excluded from participating in the funeral and related activities. People
        who are in relationships that are not sanctioned, in roles that are not clear, or in situations where the death
        is not recognized are likely to experience disenfranchised grief.
      


      
        216There is extensive literature in both academic journals and the popular
        press about how people experience and adapt to loss. One of the best-known approaches to understanding death
        and dying is the pioneering work of Elizabeth Kübler-Ross (1969), who identified five
        stages that dying patients and their grieving loved ones go through: denial, anger, bargaining, depression, and
        acceptance. Kübler-Ross developed her model out of her conversations with dying people. Clearly the model has
        validity; it summarizes the experiences of many people and helps both dying people and their loved ones to
        understand their experiences. The approach has been critiqued, however, for implying that there is a universal
        trajectory through the phases and for potentially imposing linear stages as the only appropriate way to deal
        with the intensely personal and complex phenomenon of dealing with death.
      


      
        Perhaps in response to the imposition of a single right way to experience death and grief, and certainly in
        response to the medicalized, technological, and compartmentalized way of death in the United States today, some
        countervailing trends are emerging. The growing visibility of palliative care is probably the best
        example. Palliative care focuses on quality of life, symptom management, and understanding choices for medical
        treatment for individuals living with serious illness. It can be provided alongside curative treatment, and
        does not seek to hasten or postpone death; palliative care can be useful at any stage of an illness. Palliative
        care is usually provided by a multidisciplinary team that includes doctors, nurses, and social workers; the
        team works with the patient and the family to provide coordinated medical, social, and emotional support.
        Hospice is one form of palliative care. The hospice movement emphasizes care, not cure; it uses liberal
        pain management to keep the person comfortable and takes a holistic approach to the dying person and their
        family and loved ones. Hospice includes everyone in the experience and emphasizes knowing the dying person as a
        whole person, not just as a medical patient. In addition, the ongoing debates about euthanasia (literally
        meaning “good death”), quality of life for the dying person, and control over the circumstances of one’s own
        death suggest that we are trying to develop norms and values that will balance our awesome medical and
        technological capacity to sustain life with elements making for a “good death” in this new age.
      


      
        Consistent with a growing trend toward dealing with death more holistically, less medically, and more
        personally, there has been a shift in where people die. Based on a professionalized and segmented approach to
        death and dying, it is reasonable to expect that most deaths would occur in a hospital. That was the case for
        decades in the Unites States. In 2000, nearly 50% of deaths occurred in hospitals, but that percentage
        decreased to 35% in 2018; during that same time period, the percent of deaths that happened in the person’s
        home went up from 23% to 31% (National Center for Health Statistics, 2020). The trend
        toward dying at home likely reflects greater respect for the preferences of the dying person and their family,
        and a shift toward end-of-life care that is planned and high-quality. More research on the experiences of dying
        at home for the dying person and their family can support policies and practices to improve end-of-life care
        (Cross & Warraich, 2019).
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        Thus far the discussion of health status of older adults has focused on physical health and mortality. The
        mental health status of the older population is an equally important issue. Parallel to the different
        ways in which physical health can be defined and measured, mental health also has different meanings. It can
        refer to emotional well-being in our everyday lives, but like physical health, most often the term is
        referenced negatively as mental illness or mental conditions that are a departure from health. Mental illness
        includes cognitive, emotional, and behavioral problems, including Alzheimer’s disease, depression, and anxiety
        disorders. Behavioral health is related to mental health, but is broader in scope. Mental health focuses
        on a person’s psychological state, while behavioral health considers the connections among physical, spiritual,
        and psychological health and the ways that these dimensions of health affect each other and can be manifest in
        behavioral issues such as anxiety and alcohol abuse. Behavioral health services are multidisciplinary; they are
        provided by social workers, counselors, psychiatrists, neurologists, and physicians.
      


      
        About one in four older adults have a behavioral health problem such as depression, anxiety, or substance abuse
        (National Council on Aging, 2018). Estimates of the prevalence of mental health problems
        vary, based on whether they include: (a) only diagnosed conditions (for which individuals have been seen by
        healthcare professionals), (b) diagnosable conditions (serious enough to be diagnosed if they are seen by
        physicians), and (c) symptoms of conditions such as depression or psychological distress (they have signs of
        the disease, but not at the clinically diagnosable threshold). Many people of all ages have conditions that
        remain undiagnosed for many reasons; mental health conditions typically carry more stigma than physical health
        problems, so our knowledge about these conditions may be affected by especially high rates of underreporting.
      


      
        Just as the introduction to physical health began with a question about how aging in and of itself affects
        health status, it is important to consider if and how the passage of time might have an impact on behavioral
        health. Most of the data that we have about mental health and aging are cross-sectional; we know something
        about the prevalence of mental and behavioral health conditions among the older population, but not whether
        those conditions arose in later life as a result of aging. It is important to recognize that some older people
        who have mental health problems in later life have had those problems throughout their lives, suggesting that
        these issues are not always age-related.
      


      
        Looking at the risk factors for mental health difficulties can help sort out if and how aging might matter. One
        risk factor for psychological and psychiatric disorders is a history of mental illness in family members; this
        risk is not likely to be directly affected by aging, but is likely to play a role for people who grow older
        with a mental health condition. Other risk factors include dealing with chronic disease and stressful
        life situations such as loss of a loved one and financial difficulties. Some of the data about mental health in
        later life suggest that these risk factors could be at play. Using a broad definition of depression, about 5%
        of older adults meet the criteria for major depression, and another 21815% have
        significant depressive symptoms; but these proportions go up to 27% and 31% among older people who are dealing
        with illness or need assistance with daily activities (Substance Abuse and Mental Health
        Services Administraton [SAMSHA], 2013). The prevalence of depression and anxiety is also higher in people
        who are providing care to someone with dementia. Loss of mobility and independence and financial insecurity can
        also affect mental and behavioral health in later life.
      


      
        As with physical aspects of health, there is variation among groups in the prevalence of various mental
        conditions. Depression, for example, was found to be more common among Hispanic and African American older
        adults than among Whites (Dunlop et al., 2003). However, most of the racial/ethnic
        differences in depression disappeared when the researchers controlled for group differences in education,
        health insurance coverage, income, and physical health status. Thus, it may not be so much the race and/or
        ethnic group as the other factors (e.g., income or health insurance) that are connecting more of those in
        select groups to depression. Reinforcing the earlier discussion about risk factors for mental health problems,
        this study found that for all groups, having physical health limitation was the strongest predictor of having
        major depression, more than doubling the odds (Dunlop et al., 2003). Other studies have
        shown that people with less education have higher rates of depression and that this difference grows even more
        pronounced with age. Education is linked to social advantage, especially economic advantage. The same
        disadvantage of low education in determining physical health and freedom from disability in later life affects
        mental health as well.
      


      
        Social Isolation
      


      
        During the COVID-19 pandemic, rates of depression and anxiety increased for all groups in the United States.
        For older people who lived alone and sometimes could not safely be out in the community and around their
        families and friends, social isolation became a great concern. Healthy relationships provide a protective
        effect against mental and behavioral health issues. The heightened challenges related to isolation during the
        pandemic came on the heels of growing research on the detrimental health effects of isolation and loneliness.
        It became common to hear that “Loneliness is the new smoking,” referring to the fact that isolation has an
        effect on health and life expectancy equivalent to smoking 15 cigarettes a day (Health
        Resources & Services Administration, 2017).
      


      
        Cognitive Impairment
      


      
        Cognitive impairment refers to the loss of mental capacity for higher level mental functioning; memory
        loss, confusion, disorientation, and loss of ability to care for oneself are some of the symptoms of cognitive
        impairment, often referred to as dementia. The most common cause of cognitive impairment is Alzheimer’s
        disease, which is responsible for an estimated 60% to 80% of cases of dementia; but there are other underlying
        diseases that can cause dementia, including cerebrovascular disease and Parkinson’s disease. Since Alzheimer’s
        disease is the most common form of dementia, the two are often equated, but it is important to keep in mind
        that dementia is a set of symptoms and characteristic 219changes, and
        Alzheimer’s disease is the most common cause of those changes. About 10% of all people age 65 and older have
        Alzheimer’s disease or other dementias, but the risk changes with age. For people ages 65 to 74, only 3% have
        dementia, but that percentage goes up to 32% when we look at people who are 85 and older (Alzheimer’s Association, 2020). Cognitive impairments such as Alzheimer’s disease are gradual,
        progressive deteriorations, but the course of the disease and how rapidly it will progress are highly variable.
        In the early stages, people with Alzheimer’s disease are very often cared for at home by family members; some
        are cared for throughout their lives at home. The majority of people with dementia live in the community, cared
        for by some combination of family, friends, and paid caretakers.
      


      
        Caring for a person with dementia (PWD) is challenging, especially for loved ones. Dementia has been
        characterized as “the long goodbye”; friends and family members often describe the sense of losing their loved
        one, little by little, every day, sometimes over the course of many years. This often-reported sense of loss
        and grief cannot be denied. But it has its roots in wanting the PWD to be who they used to be, which is not
        possible. Hanging onto, and acting on, the desire for the PWD to be who they no longer can be is frustrating
        and sad for everyone, and can be anxiety-provoking for the PWD. Continuously reminding a PWD about what day it
        is, what happened yesterday, and how they should behave does not bring about the desired results. New programs
        and philosophies of care for people with dementia emphasize living in the moment with them, finding meaningful
        and failure-free activities to do together, and focusing on the fact that people with dementia are still fully
        human, deserving of respect, dignity, and love.
      


      
        The fear of getting dementia is common among older and middle-aged adults. It is a very difficult disease for
        all concerned. It is important to consult with medical professionals about worrisome cognitive changes. Some of
        those changes are typical age-related processes; others can be related to medication side effects, excessive
        alcohol consumption, depression, or vitamin deficiencies.
      


      
        EXPLAINING RACIAL, ETHNIC, AND GENDER DIFFERENCES IN HEALTH
      


      
        On all of the measures of health we have reviewed, there are significant differences by race and/or ethnicity
        and gender. The most current U.S. data show that Hispanic females had the highest life expectancy (84.3 years),
        followed by non-Hispanic White females (81), Hispanic males (79.1), non-Hispanic Black females (78.1),
        non-Hispanic White males (76.1), and non-Hispanic Black males (71.5). We have alluded to the various
        explanations for these differences that fall into two main categories: biological and social/behavioral. The
        short answer is that social and behavioral determinants of health matter most.
      


      
        Gender and Health
      


      
        The general pattern of gender differences in health is that men more often die with little or no warning from
        an acute or shorter term chronic illness, whereas women more often live for many years with chronic illnesses
        and functional limitations. The differential 220persists across contexts, and
        the female mortality advantage is found in most species, not just humans. The commonality of this pattern
        provides some support for a biological basis for longer lives among females; its variation across historical
        and cultural contexts, however, also reinforces the impact of social factors.
      


      
        In Chapter 3, we discussed some of the biological bases for the female advantage in
        longevity including the protective effects of estrogen, but also emphasized nonbiological factors such as the
        different health behaviors of males and females in our society. One of these differences is awareness of, and
        seeking help for, health problems. Women are more likely to attend to changes in their bodies (in part perhaps
        because of the emphasis placed on appearance and weight, and partly because of attention to changes that
        routinely happen during the menstrual cycle and maternity) and to visit physicians more regularly. One of the
        results of women’s more frequent contact with healthcare providers is that they are diagnosed and diagnosed
        earlier than men for many health conditions. A related result is earlier treatment of these health problems,
        which helps to explain women’s greater longevity. This pattern of women’s earlier and more frequent
        help-seeking does not hold for all health problems, nor does it apply equally to all groups of women as
        indicated by the income differences in having had a mammogram in the past 2 years noted in an earlier section.
        Nevertheless, this general gender pattern of seeking medical attention is an important social factor in the
        gender difference in health and mortality.
      


      
        Lifestyle risk factors for which men and women have been differently socialized also have an impact on risk for
        developing illness. For men in current older cohorts, these behaviors include more smoking, alcohol
        consumption, hazardous occupations, and fast driving; for women, stress related to competing demands on their
        time (e.g., work and family pressures) and emotional reactions to feeling stressed are two socially produced
        health risks. Gender differences in health in later life are a product of the cumulative effects of biology,
        lifestyle, health behavior, and other SDOHs. Given that some of the health behaviors are now less
        gender-specific (e.g., drinking and smoking or work/family pressures), these bases for gender difference may
        change in coming cohorts as they age.
      


      
        Race, Ethnicity, and Health
      


      
        Racial and ethnic differences in health are similarly created primarily by social forces; biology plays a much
        smaller role. The impact of biology on race and/or ethnicity differences in health is largely limited to the
        genetic component of a few diseases and conditions (e.g., sickle cell anemia and hypertension). Living
        conditions, access to healthcare, poverty, and other SDOHs have a much greater influence on these differences.
        The social forces at play in race variations in health are both socioeconomic and cultural. In the United
        States, there has long been a strong relationship between race and socioeconomic status (the standing of a
        person or group related to education, income, occupation, and chances for upward mobility). There is also a
        strong relationship between socioeconomic status and a range of health indicators, including prevalence of
        chronic conditions, obesity, lack of preventive healthcare, and early mortality. The historic link between race
        and poverty—resulting from systemic racism—has meant that Blacks have had poorer lifelong access to healthcare
        than Whites, greater health risks 221from hazardous jobs, poorer nutrition, and
        poorer prenatal care. In a provocative and compelling article, Cooper et al. (2018) give
        voice to a very important position about the role of race in medical research. They suggest that race matters
        primarily, and perhaps solely, because it is a measure of lifelong exposure to systemic racism.
      


      
        In an interesting analysis of how health disparities are related to the complex intersection of race,
        ethnicity, socioeconomic status, and living environment, Murray et al. (2006) identified
        “eight Americas.” Using county of residence as a way to measure income and risky environment (here defined by
        homicide rate), these researchers established eight race–income–county combinations of the U.S. population and
        compared life expectancies across these groups. Among these eight groups, the longest life expectancy was seen
        among Asian women, and the shortest life expectancy was among high-risk urban Blacks; the difference in average
        life expectancy between these two groups was an astonishing 20.7 years.
      


      
        Race and ethnicity can also operate through cultural factors that affect health behaviors related to diet and
        exercise. An excellent example is the case of diabetes prevalence among Pima Indians who live in a remote
        region of Mexico compared to those who reside in the United States (primarily in the desert region of Arizona).
        The two groups share common ancestry, but have very different environments and different cultural contexts. The
        Pima people living in Mexico grow most of their own food and are involved in the physical activities of
        plowing, planting, and harvesting by hand. Those living in the United States were less likely to be involved in
        physical labor, more likely to buy their food in grocery stores, and more likely to use vehicles rather than
        walking as a mode of transportation. Among the U.S. Pima Indians, 34% of men and 41% of women had diabetes,
        compared to only 6% of men and 8.5% of women in the Mexican Pima group (Schulz et al.,
        2006). This research supports the greater influence of culture, context, and SDOHs over genetics or
        biological dispositions.
      


      
        
          Stop and think:
        


        
          Why do race, gender, and ethnicity matter so much in the health status of people in the United States?
          Identify a specific illness or condition that varies by one of these characteristics (e.g., race and life
          expectancy), and think through the specific steps that explain the link.
        

      


      
        Thus far, this chapter has emphasized that individual health outcomes, and the health status of any particular
        group of people, are the product of a variety of social and cultural factors. Another extremely important
        factor in patterns of health and illness is the healthcare system: how healthcare is financed, and what
        services are provided, when, how, where, and for whom.
      


      
        THE U.S. HEALTHCARE SYSTEM
      


      
        Healthcare is a large and fast-growing segment of the U.S. economy. The United States ranks first in the
        proportion of Gross Domestic Product (GDP) spent on healthcare: 17.8% in 2016, compared to an average of 11.6%
        for other high-income countries (Papanicolas et al., 2018). Increases in healthcare
        expenditures are expected to outpace growth in the GDP over the next several years, and by 2027, national
        health expenditures are expected to reach $6 trillion (Centers for Medicare and Medicaid
        Services, 2020). A 222number of factors help to explain the growth in
        healthcare spending and the U.S. ranking on international comparisons. These factors include advanced medical
        technology of the United States, an aging population, cultural preferences for the very best (and often most
        expensive) care available, a medical-model approach to solving health problems after they occur (which is
        discussed more thoroughly later), relatively high administrative costs for providing insurance and managing
        health services, and fee-for-service (FFS) reimbursement, which has dominated the payment system for
        healthcare in the United States until recently.
      


      
        In FFS systems of care, doctors, hospitals, and other healthcare providers are reimbursed for all of the
        services they provide; the more they do, the more they are reimbursed. Because Americans tend to value the idea
        that everything medically possible is being done for them, their expectations as healthcare consumers reinforce
        the financial incentive for providers to do as much as possible. Spiraling healthcare costs result, in part,
        from this circular relationship among FFS reimbursement, technological advances, and demands for the best
        possible treatment. Such a system encourages innovation, encourages consumer demand for high-tech services, and
        encourages providers to deliver costly services. The FFS model is gradually being replaced by a prospective
        payment system, in which standards set ahead of time determine which costs will be reimbursed in treating a
        given condition. This kind of payment system encourages more limited use of healthcare resources, especially
        expensive, high-technology care.
      


      
        The high-tech, medical-model system of healthcare in the United States is a poor fit to the needs of an aging
        population. The conditions that older people most commonly have do not lend themselves to high-tech cures—or to
        cures at all, for that matter. The surgical or chemical treatments that are the foundation of the U.S. approach
        to fixing health problems simply are not appropriate for ongoing, chronic conditions, such as diabetes,
        arthritis, and heart disease. A system of care that is especially responsive to the health situations of older
        people would focus on the broader definitions of health, not just on the absence of disease. Managing rather
        than curing a condition and maintaining or enhancing an individual’s ability to function in everyday life would
        be the major goals of a healthcare system matched to the needs of the older population. Instead, the health
        system in the United States is oriented toward curing illnesses, is biased toward care provided in institutions
        such as hospitals and nursing homes, and is financed in a very fragmented and uneven fashion.
      


      
        The Medical Model of Healthcare
      


      
        Much of the approach to the provision of healthcare in the United States is derived from a medical model
        of health and illness. This model of health and healthcare focuses heavily on the diagnosis and treatment of
        disease within specific systems of the human body (e.g., the cardiovascular system). When we summarize the
        health status of an individual or group, we tend to report the most common conditions or illnesses, the most
        common causes of death, and the success of various treatments for ill health. These 223statistics reflect the medical-model emphasis. Although a focus on disease is certainly
        a central dimension of health, some important assumptions and limitations underlie this view of health.
      


      
        First of all, the medical model implies that health is simply the absence of disease: if you are not sick, you
        are healthy. However, broader definitions of health include positive dimensions such as physical,
        psychological, and social well-being and the ability to function in and perform the tasks associated with
        everyday life. Health is not just the absence of something negative (disease), but rather the presence of
        positive mental and physical conditions.
      


      
        Second, the medical model is founded on some assumptions that can be questioned. Mind–body dualism is
        the assumption that there is a clear separation between physical functioning and psychological, spiritual,
        behavioral, and emotional dimensions of the person. One outcome of this view is a focus on disease as a purely
        physical process, with little attention to the complex interplay between the physical and the social,
        emotional, and spiritual aspects of existence. Reductionism, which is based on mind–body dualism, is the
        tendency to reduce any illness to a disorder of the physiological systems of the body of the afflicted
        individual, rather than considering other dimensions of the person that may be influential. The assumptions of
        the medical model (mind–body dualism and physical reductionism), as well as its limited definition of health as
        the absence of disease, strongly impact many aspects of the healthcare system and related health behaviors. The
        skills, training, and decisions made by physicians, the expectations of healthcare consumers, and limits on
        what our healthcare insurance programs will pay for are all based on the medical model.
      


      
        The implications of the medical model for health and illness are well illustrated by the discovery of diseases.
        Examples of “discovered” diseases from history include drapetomania, which caused slaves to run away from their
        masters (Freund & McGuire, 1999), and hysteria, which was originally defined as a
        diagnosable physical illness in females said to result from a uterus that had wandered from its proper
        position. The deep-rooted focus of the medical model on physical conditions fostered the naming of troubling
        behaviors as physical diseases. Distance from the historical and social contexts that gave rise to the
        identification of these conditions allows us to see both the profound impact of social forces on identifying
        what is a disease and, by extension, the limitations of the medical model.
      


      
        The way in which menopause is commonly defined and treated in American society—as a medical condition—is
        another manifestation of the medical model. Current views about menopause have roots in some startling, and
        very reductionist, ideas about women’s health. The primary assumption originally underlying the treatment of
        menopause as a disease was that a woman’s reproductive organs define her essence. Giving a stark example of
        physical reductionism, a late 19th-century physician stated that the uterus is the “controlling organ in the
        female body; as if the almighty, in creating the female sex, had taken the uterus and built up a woman around
        it” (quoted in Ehrenreich & English, 1990, p. 277). The uterus and the ovaries were
        thought to be the source of any abnormality, from irritability to insanity.
      


      
        224This reductionism helped to pave the way for the medicalization of
        menopause. Medicalization is “the process of legitimating medical control over an area of life,
        typically by asserting the primacy of a medical interpretation of that area” (Freund & McGuire, 1995, p.
        201). In the case of menopause, medicalization means that we focus on physical symptoms and biochemical
        processes, identify these symptoms as unpleasant and uncomfortable, and transform the very natural process of
        menopause into an estrogen-deficiency disease. Defining menopause as a disease has several important
        implications. First, identifying something as a disease implies a course of treatment. In the case of
        menopause, the prescribed treatment has been hormone replacement therapy (HRT). Artificial hormones help to
        reduce hot flashes, vaginal dryness, and other symptoms of menopause but have been implicated in increased
        incidence of breast cancer.
      


      
        Second, focusing on an intervention means that less attention is given to the subjective interpretations and
        meanings that individuals give to their own experiences of their physical condition. In the case of menopause,
        many women report very positive reactions to this phase of life, including a sense of physical and
        psychological freedom. Giving greater voice to the subjective social and psychological experiences of women
        going through menopause would provide a counterbalance to the medical-model approach.
      


      
        Analyzing this approach as it applied to later life, Estes and Binney (1991) suggest that
        the tendency to medicalize normal physical processes has resulted in the “biomedicalization of aging.” They
        assert that our society has constructed aging as a medical problem, and numerous areas of professional practice
        (including a huge healthcare industry, policy efforts, and research agendas) have arisen to deal with this
        medical challenge. The growth of the aging industry (including increasing numbers of professionals involved in
        dealing with the medical problems of aging, and expanding opportunities for economic gains) is accompanied by
        an increasing social and economic investment in the medicalization of aging.
      


      
        In a provocative challenge to the medical model, McKinlay and McKinlay suggested decades ago that traditional
        “medical care is generally unrelated to the health of populations” (1990, p. 21). Using
        data on mortality trends following the introduction of major medical interventions, such as vaccines for polio,
        smallpox, and flu and treatments for pneumonia and typhoid, they conclude that “at most 3.5% of the total
        decline in mortality since 1900 could be ascribed to medical measures” introduced for those diseases. Social
        factors such as improved nutrition, a rise in real income, and improved sanitation played a more significant
        role in improving the health of the American population than did the medical measures for treatment or
        prevention of disease. Although no one would argue against the value of medical interventions at the individual
        level, this perspective draws our attention to the contextual factors involved in population health and the
        limitations of the medical model. It is perfectly consistent with the current focus on SDOHs.
      


      
        The biopsychosocial model of health is a well-respected alternative to the purely medical model. This
        approach emphasizes a multidisciplinary and holistic view of health and healthcare and acknowledges that health
        and illness are inherently multidimensional, requiring attention to psychological, social, interpersonal, and
        emotional aspects of health. The biopsychosocial model advocates bridges across disciplines, redefinitions of
        health, and a general paradigm shift within medicine. It is an important alternative 225to the unidimensional, mechanistic views of health and illness of the medical model.
        Interestingly, this model of care sounds very much like the approach used by geriatricians (physicians
        who take additional training in caring for the health needs of older people). Geriatric medicine is
        distinguished by specialized training in conditions that affect older people; a holistic approach to
        understanding the interactions among aging, disease, mental health, and independence; and a focus on
        coordinated, interdisciplinary care that involves families and other caregivers important in the lives of older
        patients (American Geriatrics Society/Association of Directors of Geriatrics Academic
        Programs, 2005). Even though such an approach to healthcare for aging people seems like a better fit than
        the traditional medical model, the United States faces a severe shortage of physicians trained in the
        principles of geriatric medicine. There are currently fewer than 7,500 certified geriatricians in the United
        States—less than half of what is needed; the shortage is expected to be almost 30,000 by 2025 (Rowe et al., 2016; U.S. Department of Health and Human Services, 2017).
      


      
        Healthcare Workforce Needs for an Aging Society
      


      
        The shortage of geriatricians is only one component of the healthcare workforce. While financing, access, and
        delivery models are crucial components of the healthcare system, at the end of the day we need people to
        provide healthcare services. The health and long-term care systems require significant expansion in personnel,
        from geriatricians to direct-care workers. Comparing projections of the aging population with the current
        status of the healthcare workforce clarifies the upcoming shortage. For example, by 2020 we will have only
        about one-third of the number of geriatric social workers that we will need (Institute of
        Medicine, 2008), and the number of physicians certified in geriatric medicine is currently declining,
        rather than increasing to meet this need (Harahan & Stone, 2009). There is an
        especially acute shortage in the direct-care workforce: those trained to work with older people to provide
        personal care and assistance that is nonmedical. This mismatch between growth of the older population and
        current status of the healthcare workforce creates a compelling case for retooling: enhancing the geriatric
        skills of the overall health workforce; stronger recruitment and retention for direct-care workers; and
        improving the links among good training, good care, and financial rewards (Institute of
        Medicine, 2008).
      


      
        
          Stop and think:
        


        
          The World Health Organization has recommended that all health professionals should be trained in gerontology
          and geriatrics, regardless of their specialty. They recommend that healthcare personnel should know how to
          identify elder abuse, conduct basic screening for cognitive and physical difficulties, and attend to
          nutritional status and oral health (WHO, 2016). What do you think? What would be the
          advantages and disadvantages of implementing this idea?
        

      


      
        Access and Utilization
      


      
        Like many other societal rights and entitlements of citizenship, our healthcare system is based on fundamental
        policy decisions, such as: who has access to the system and why, what services or benefits are provided, who
        pays, and what benefits are used by whom. 226Even though the United States
        ranks first in the amount of money spent on healthcare, we have traditionally had a surprising number of people
        who do not have good access to this system. In 2009, 45 million Americans under the age of 65 were uninsured;
        many of the uninsured were employed people, or their families whose employers did not offer health insurance.
        Older people are excluded from data on our uninsured population since they are covered by Medicare. When the
        Affordable Care Act (ACA) was fully implemented in 2014, the number of uninsured Americans dropped to
        35.9 million; the greatest gains in coverage were for the groups that had high uninsured rates before the
        legislation (low-income people, people of color, and adults; Garfield et al., 2019). As
        the ACA continues to be contested and revised, more than 27 million Americans under the age of 65 remained
        uninsured as of 2017.
      


      
        Older adults are less likely to be without medical insurance, thanks to Medicare, which is discussed
        later in this chapter. However, individuals who enter their Medicare-eligible phase after years of no health
        insurance are likely to have some accumulated health deficits. Missed opportunities to receive health
        screenings and early interventions in diseases can have substantial consequences for health and functioning
        once people achieve Medicare eligibility. For example, in 2015, about half of women living in poverty had a
        mammogram, compared to 75% of women with incomes four times that high (National Center for
        Health Statistics, 2018). These differences in healthcare use can have lifelong consequences.
      


      
        Even though virtually all older people have the benefit of Medicare coverage, differences in healthcare access
        persist throughout life, perhaps because of habits of healthcare use, especially for services not covered by
        Medicare. For example, older people who are poor were significantly less likely than nonpoor older people to
        have gone to the dentist (a service not covered by traditional Medicare). Among older adults living in poverty,
        only 33.0% had gone to the dentist in the past year, compared to 82.9% of those with incomes at or above four
        times the poverty threshold (National Center for Health Statistics, 2015).
      


      
        Another illustration of unequal healthcare access and its implications comes from infant mortality data. Even
        though this example seems far removed from issues of aging, it is a powerful illustration of the effect of
        healthcare access, which has lifelong consequences for those lucky enough to survive. In 2017, the infant
        mortality rate for the United States overall was 5.8 per 1,000, meaning that almost 6 babies out of 1,000 died.
        This overall rate masks important race differences. For non-Hispanic White infants, the rate was 4.7 compared
        to 11.0 for non-Hispanic Black infants. Low birth weight is the leading cause of death for non-Hispanic Black
        infants, while congenital malformations was the leading cause for non-Hispanic White infants (Department of Health and Human Services, Office of Minority Health, 2019). Although birth weight is
        related to individual factors such as the age of the mother and her health habits, a powerful determinant of
        birth weight is the adequacy of prenatal care. Access to adequate prenatal care is also linked to income;
        these, in turn, are linked to race and ethnicity. In this way, an intensely personal outcome—the life or death
        of one’s infant—is linked to larger social forces, such as social inequality and structural discrimination. The
        connections among health outcomes (infant mortality), individual health behaviors (mother’s nutrition), and
        macro-level societal forces (unequal access to prenatal care) operate throughout our lives.
      


      
        227Even for older people with good access to care, the structure of the current
        healthcare system presents some significant challenges. As described in the following sections, the system is
        fragmented and confusing. Acute care for short-term conditions that can be treated and resolved quickly is
        provided in one kind of location (doctors’ offices and hospitals), while long-term care for ongoing chronic
        conditions and disabilities is provided in others (nursing homes, assisted-living facilities, or an older
        person’s home). There is inadequate linkage among acute and long-term care services; older people often have to
        navigate the different systems of care on their own, or with the help of family and friends. The fragmented
        system reflects, in part, the way that healthcare for older people is financed.
      


      
        
          APPLYING THEORY: The Political Economy of Healthcare Access
        


        
          The political economy of aging is a critical perspective that draws attention to the ways in which
          economic and political forces influence the policies, services, and experiences of an aging population. In
          particular, the political economy framework looks to the U.S. economic structure—capitalism—as an ideological
          and political force that shapes policies and services for older people. Estes (1999)
          suggests that a critical look at aging requires an examination of “the dilemmas and contradictions in
          maintaining both a market economy and democracy—that is, jointly advancing public interest in a democracy and
          private profit through capitalism” (p. 29). She suggests that the profit motive of our healthcare system and
          universal protection of the rights of citizens are not always compatible.
        


        
          This perspective often draws strong reactions because it calls into question the very foundations of U.S.
          society. However, it does provide a very important lens through which to look at some of the inequality in
          the U.S. healthcare system. Prior to the healthcare reform legislation (Affordable Care Act) of 2010, the
          United States did not have a universal healthcare system, one that would guarantee some degree of access to
          every citizen; the fact that more than 45 million people had no health insurance at all in 2004 and the
          evidence provided on differential healthcare access and outcomes among the older population clearly
          illustrate the lack of universal access to healthcare. In the United States, healthcare has been seen as a
          privilege, rather than a right of citizenship. That privilege was earned through certain kinds of employment,
          or through reaching Medicare eligibility at age 65. The ACA works to broaden access and options for all
          citizens, but the extent to which it will result in universal coverage remains to be seen.
        


        
          The political economy perspective proposes that our lack of universal healthcare serves the economic purposes
          of those who profit from the current arrangement. In contrast, those who take issue with the political
          economists argue that the opportunity to make a profit from healthcare has driven the United States to be the
          best, most technologically advanced healthcare system in the world. In response, a political economy theorist
          might argue that there are actually two healthcare systems—the 228best in the
          world for those who have access to it through jobs or private resources, and one of the worst, for those who
          cannot get even minimum healthcare.
        


        
          One of the most provocative challenges to our thinking about healthcare came from a 1987 book titled
          Setting Limits: Medical Goals in an Aging Society. Author Daniel Callahan argued that medical care
          should be rationed, especially expensive life-extending treatments, in order to spread healthcare resources
          among the greatest number of people. In a rationing system of this sort, older people would be unlikely to
          receive advanced and costly medical care, because the long-term benefits of such treatments for society and
          for the patient are limited. Callahan’s work sparked extensive debate on a variety of fronts. One source of
          opposition came from those who were understandably concerned about the ageism implicit in an age-rationed
          healthcare system; others argued that rationing would produce a two-tiered system, one for people who can pay
          their own way and receive the best care possible, and another system for those who would have access only to
          services based on the rationed system. Political economists argue that we already have a two-tiered system of
          healthcare but that the rationing is based on social class and race, not age.
        


        
          Callahan’s (1987) proposal called for an explicit formulation of principles to be used
          in rationing healthcare. Because age would become a factor likely to limit access for older people, few
          gerontologists would support such a proposal. However, political economists of aging might see value in
          bringing to light the implicit rationing that already takes place. Acknowledging that we have had, and
          continue to have, a two-tiered system was a necessary step in defining the debate about whether healthcare is
          a universal right of citizenship or a privilege tied to employment.
        

      


      
        FINANCING HEALTHCARE FOR OLDER AMERICANS
      


      
        Over the past five decades, there has been a significant change in funding for healthcare for older Americans.
        In 1960, just before Medicare was created, the system relied mostly on patient out-of-pocket payments
        and the government’s share (federal, state, and local) of the healthcare bill came to only 25%. The remaining
        75% of the nation’s healthcare expenditures were paid for by private insurance or out of pocket (paid for by
        individuals). The story has changed considerably. The healthcare system now relies heavily on third-party
        private and government insurance programs, as illustrated in what follows. The transition occurred largely
        because of two important public policies for the financing of healthcare.
      


      
        Medicare and Medicaid are the major payers of the government’s share of healthcare. These
        programs, along with other public sponsors of healthcare, including state-funded programs, accounted for 45% of
        the total healthcare expenditures in 2017. Private sources, which include out-of-pocket expenditures and
        private health insurance paid for by individuals or businesses, sponsored 55% of healthcare spending (Centers for Medicare and Medicaid Services, 2018). Exhibit 8.5 shows these
        proportions, and the differences 229between 1987 and 2017; in general, the
        proportion of expenditures paid by government sources has increased, while private expenditures have gone down,
        even though private expenditures still account for a greater proportion of the total.
      


      
        
          
            EXHIBIT 8.5
          


          
            Percentage Distribution of National Health Expenditures, by Type of Sponsor, 1987 and 2017
          
[image: Image]
        

        
          Source: Center for Medicare and Medicaid Services, 2018
        

      


      
        Medicare
      


      
        Medicare is federal health insurance for people 65 and older; it also covers some younger disabled people, but
        older adults are the majority of its beneficiaries. It is virtually universal for the older population, with
        about 97% of those over 65 insured by the Medicare program. The legislation establishing Medicare was passed in
        1965, after decades of debate and concerns over whether it was the beginning of the slippery slope toward
        socialized medicine. This concern has been especially problematic because it goes against U.S. norms and values
        regarding independence and self-reliance. These values resurfaced in the 2009 debate on healthcare reform,
        which continues even after the enactment of the ACA.
      


      
        230There are clear limits to what services are covered by Medicare, and some
        costs remain the responsibility of the individual. Medicare initially had two major sections: Part A and Part
        B. Part A, sometimes called “hospital insurance,” covers room, board, and nursing services in the hospital; it
        also covers up to 100 days of skilled nursing home care in a Medicare-approved facility, under certain
        conditions. Part A also covers hospice services and, to a very limited extent, home healthcare. There are
        copayments (a certain percentage that the insured must pay) and deductibles (an amount that the insured must
        pay before Medicare pays any part of the charges). The yearly deductible for hospitalization was $1,408 in
        2020. There is no copayment required of a Medicare recipient for the first 60 days in the hospital. But, if
        someone stayed in the hospital for 61 to 90 days, they were charged $352 a day in 2020.
      


      
        Part B, sometimes called “supplementary medical insurance,” covers doctors’ fees, outpatient hospital
        treatment, lab services, and some limited home healthcare. For doctors’ fees and special therapies, there is a
        deductible ($198 in 2020); Medicare then pays 80% of an approved amount, and the insured is responsible for
        paying the remainder. Part B is optional and carries with it a monthly premium. In 2020, the cost to a single
        consumer is about $145 per month.
      


      
        Medicare Part D
      


      
        Prescription drugs, another major healthcare cost for older people, are a more recent addition to Medicare. For
        decades there were common stories about older people who cut pills in half or skipped doses in order to make
        their prescription medicine last longer. Some media coverage featured older adults with low incomes who skipped
        their prescriptions because they could not afford them along with groceries or heat for their homes.
        Prescription drugs are one of the fastest growing components of national healthcare spending, increasing more
        than fourfold between 1990 and 2003 (Kaiser Family Foundation, 2005). In an effort to help
        older people with their prescription drug costs, Congress signed into law the Medicare Prescription Drug
        Improvement and Modernization Act of 2003, commonly known as “Medicare Part D.”
      


      
        As with any major policy change, implementation was challenging. As a result of the compromises necessary to
        make the coverage politically feasible and the costs of the program manageable, the legislation became a
        confusing pattern of protection for those with very high or low drug expenses; there was also a gap (the
        so-called “donut hole”) in the pharmaceutical coverage for those whose medication costs are neither high or
        low. Those with drug coverage through private or employer-based programs are not required to enroll in Medicare
        Part D.
      


      
        Medicare Part D enrollment opened in late 2005, with coverage starting in January of 2006. Enrolling posed
        challenges, because those eligible had to sort through extensive and often confusing information about numerous
        plans from private companies, decide which to choose, and take steps to officially enroll. Extensive media
        coverage showed confused consumers trying to understand complex program alternatives, which resulted in
        enrollment at a much slower pace than anticipated. Over the past few decade, however, enrollments have
        increased gradually, and the overall goal of the legislation—to 231provide
        prescription drug coverage for Medicare beneficiaries who had no such coverage through other means—has largely
        been accomplished. In 2019, 70% of Medicare beneficiaries had prescription drug coverage of some kind
        (Cubanski et al., 2019).
      


      
        Medicare has been a very successful program, providing nearly universal access to hospital care and reducing
        the cost of many routine health services for all older people. It has brought about increased access to
        high-quality medical care, equality of treatment, and high levels of satisfaction among beneficiaries. The ACA
        extended Medicare coverage by including some important preventive services with no required copayment for older
        adults. There are challenges to the program as well, including its cost to the federal government and to
        individuals. Rising healthcare costs and gaps in coverage mean that individuals still have high out-of-pocket
        costs. The average Medicare beneficiary paid $5,460 out of pocket in 2019 for their healthcare (Cubanski et al., 2019), (including premiums for supplemental insurance and Medicare
        copays/deductibles, prescription drugs, and long-term care). In line with the medical model, the Medicare
        program covers primarily acute care, not long-term care, which is the greatest unmet healthcare need of the
        older population. Exhibit 8.6 shows that older people with very low incomes (at or near the
        poverty level) pay a higher proportion of their household income for out-of-pocket healthcare expenditures than
        do other income groups, and this proportion has increased for all older age groups.
      


      
        In an effort to reduce costs and improve choice and quality, Medicare Advantage (MA) plans are now being
        encouraged. Based on a managed care model, MA participants sign up with a private insurance company that
        manages their Medicare Parts A and B services, usually prescription drug coverage, and sometimes extra benefits
        such as eye care and dental care. MA participants typically need to use healthcare providers who are part of
        the plan’s network. Medicare pays the insurance company a fixed amount for providing these services, so there
        is typically no additional monthly fee charged to participants, though there might be deductibles or
        out-of-pocket costs for out-of-network services. About one-third of all Medicare beneficiaries are currently
        enrolled in MA plans.
      


      
        Some Medicare beneficiaries who do not enroll in an MA plan choose a different solution to the costs associated
        with copayments, deductibles, and gaps in Medicare coverage. About one-quarter opt for supplemental insurance
        policies, generically referred to as Medigap policies. These policies are purchased privately by
        individuals or made available through employers.
      


      
        Medicaid
      


      
        Originally conceived as insurance for the acute healthcare needs of low-income people, Medicaid now plays a
        crucial role in financing healthcare for older people, most especially long-term care in nursing homes. Jointly
        funded by states and the federal government, Medicaid was created as the primary health insurance program for
        low-income individuals and families, but over the past few decades two important shifts have taken place.
        First, an increasing proportion of Medicaid expenditures have gone for healthcare for older people. Second, an
        increasing proportion of those expenditures have gone to long-term care rather than acute care. For decades,
        the 232majority of money that Medicaid spent on long-term services and supports
        for older adults went to nursing homes rather than home and community-based services, but that balance has
        shifted considerably. In 1995, 82% of Medicaid LongTerm Services and Support dollars went to nursing homes; in
        2016, more than half (57%) went to home and community-based services (Kaiser FamilyFoundation,
        2019).
      


      
        
          
            EXHIBIT 8.6
          


          
            Out-of-Pocket Healthcare Expenditures as a Percentage of Household Income, Among People Age 65 and Over, by
            Age Group and Income Category, 1977 and 2013
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          Source: Federal Interagency Forum on Aging-Related Statistics. (2016). Older Americans 2016: Key
          indicators of well-being. https://agingstats.gov/docs/LatestReport/Older-Americans-2016-Key-Indicators-of-WellBeing.pdf
        

      


      
        How did this shift occur? From the beginning, Medicaid coverage included nursing facility services. Older
        people who needed fairly extensive assistance with ADLs resorted to Medicaid-financed nursing home placements
        because they lacked other options. Most 233people with long-term care needs do
        not have the financial resources to stay at home and pay for long-term services out of their own pockets for
        very long. Because Medicaid originally covered long-term care only in institutions, older people who came to
        the end of their own and family financial resources often faced the dilemma of not having access to government
        assistance unless they went to a nursing home—using Medicaid funding.
      


      
        For decades Medicaid provided very little financing of community-based services, such as home healthcare. That
        situation has changed with the proliferation of Medicaid waiver programs. These programs allow states to
        waive (hence the term waiver) certain restrictions that typically apply to the delivery of Medicaid-funded
        services. In the case of long-term care, waiver programs allow Medicaid dollars to be spent on home- and
        community-based care, rather than just for institution-based (nursing home) care. The average cost for a
        private room in a nursing home is about $8,000 per month; the average spending per year for an
        older adult receiving Medicaid-funded home care was about $16,000 in 2018 (Watts et al.,
        2020), illustrating that the waiver programs are a potential source of cost savings. Equally important in
        the shift to home care is the fact that most people prefer to receive long-term care services in their own
        homes, rather than in institutions.
      


      
        This potential for home- and community-based waivers to save money is of great interest to state- and
        federal-funding agencies. There is ongoing concern at many levels about the growth of Medicaid expenditures.
        Medicaid state and federal spending has grown far beyond the significant inflation of healthcare costs. The
        current Medicaid price tag (about $600 billion in 2018; CMS, n.d.), dramatic rates of growth, and the looming
        demand that baby boomers will place on the healthcare system combine to suggest that innovations and reform are
        necessary.
      


      
        In summary, Medicare and Medicaid provide the foundation for the financing of healthcare for older Americans.
        Because of the restrictions on what these programs will fund, they also play an important role in shaping how
        and where healthcare is delivered to older adults. The acute care (i.e., hospital) and institutional (nursing
        home) biases in these programs have helped to produce a delivery system that is not particularly responsive to
        the needs or preferences of the older population. The emergence of the Medicaid waiver programs signals a
        significant attempt to restructure the financing and delivery of some healthcare services to better fit the
        preferences and demands of an aging population.
      


      
        The Affordable Care Act and Older Adults
      


      
        Following long and partisan debate, the Patient Protection and Affordable Care Act (PPACA) was passed in 2010.
        Much of the debate focused on issues other than healthcare for older adults, such as whether or not to have a
        “single payer” (i.e., government-based) insurance program and how to finance the costs associated with coverage
        for the millions of Americans who were uninsured. The passage of the ACA, and its troubled early
        implementation, continue to be discussed and debated. Regardless of political views, this bill represents a
        significant shift in the American healthcare landscape.
      


      
        234For older adults, the vast majority of whom already had access to healthcare
        through Medicare, the ACA did not bring about sweeping changes. The most significant are better coverage of
        preventive care, lower prescription drug costs, and strengthening the Medicare program through greater
        investment in preventing Medicare fraud. For adults between the ages of 50 and 64, the provisions of ACA are
        extremely important. The ACA prohibits discrimination based on preexisting health condition plus it bans denial
        of coverage and charging higher premiums. If this protection were taken away, up to 40% of people ages 50 to 64
        could be turned down for coverage because of an existing health condition (Noel-Miller &
        Sund, 2017). The life course consequences of these denials would be significant; middle-aged adults whose
        access to healthcare services is diminished are likely to enter later life with poorer health and greater need
        for long-term services and supports.
      


      
        LONG-TERM CARE IN THE UNITED STATES
      


      
        One of the most important issues in healthcare for older people is long-term care. Long-term care is the
        system of services provided to assist people with chronic or progressive medical problems and poor functional
        health status resulting from them. It is fundamentally different from acute care in its focus. Rather than
        curing illnesses, long-term care is focused on managing chronic physical health conditions, such as severe
        arthritis, lung and heart disease, or cognitive conditions, such as dementia, while maintaining function for as
        long as possible. Long-term care provides people with assistance in the ADLs and IADLs, mentioned earlier in
        the chapter (e.g., help with bathing, dressing, meal preparation, and transportation). Some people also require
        medical care, including administration of medications that might be forgotten by someone with dementia, or
        medical treatments, like insulin injections. The diverse needs of older people for long-term care are met by a
        fragmented, complex array of programs and services.
      


      
        The long-term care system includes a range of services (e.g., home care, adult day services, and home-delivered
        meals), different locations where services are provided (e.g., senior centers, assisted-living facilities),
        several consumer groups (including older adults and disabled or seriously ill people of all ages), and multiple
        payers (e.g., government, insurance, and personal/family funds). In addition to these formal settings and
        providers, the vast majority of the day-to-day assistance that older people get is provided by family and
        friends in an informal system of support, without pay.
      


      
        Although we often think of nursing homes as synonymous with long-term care, these services are provided in a
        range of settings: from an individual’s own home to a specially designed congregate setting (e.g., assisted
        living), or in a more medically focused institution such as a nursing home. Some long-term care programs are
        designed to provide services to clients indefinitely for chronic conditions from which recovery is not
        expected; others might be set up as a shorter term solution to an immediate crisis, such as rehabilitation
        after major surgery or a serious health event. This diversity of services and programs that fall under the
        umbrella of “long-term care” includes paid and unpaid care, 235services
        provided in a person’s home, services provided in specially designed housing, and services provided in a
        nursing home.
      


      
        Unpaid Caregiving
      


      
        The vast majority of the day-to-day nonmedical help that older people receive comes from family and friends.
        The unpaid help that is provided by family members and friends can range from relatively infrequent help with a
        few activities and needs, such as shopping and transportation to a nearly constant level of daily assistance
        with more complicated personal needs (e.g., bathing, getting in and out of bed, and eating) and even medical
        treatments. A great many people are involved in providing these services. An estimated 25% of the U.S.
        population provides unpaid care to family and friends who need assistance with everyday activities (CDC, 2019). The economic value of the care that is donated by family and friends has been estimated
        at more than $470 billion annually in 2017 (Reinhard et al., 2019). This astounding figure
        certainly challenges us to think about how long-term care should be provided and financed. Voluntary unpaid
        care is clearly the economic, social, and personal foundation for the current system of long-term care. Those
        who pay for healthcare services (private insurers and various levels of government via Medicare and Medicaid)
        prefer that families and friends continue this substantial contribution toward the long-term care of their
        members. But these unpaid caregivers need support in order to continue in this important role.
      


      
        Families and friends generally want to continue to provide as much help as they possibly can for as long as
        they can, and caregiving has many rewards. However, extended intensive family caregiving can take a toll,
        including out-of-pocket spending to purchase goods and services for the person they are helping, and declines
        in their own health. More than half of caregivers say that their ability to continue to provide care is
        compromised by their own health problems (CDC, 2019). Caregivers who are employed face
        added costs, including lost wages and reduced Social Security benefits because of missed days of work, unpaid
        leave, and reduction in work hours.
      


      
        
          Stop and think:
        


        
          Think of someone you know who is providing unpaid care for a person who needs help with everyday activities
          such as shopping, meal transportation, or personal activities such as bathing and dressing. Have they had to
          change their own lives to be able to provide this help? Does that caregiver get the support and help that
          they need? What are their greatest challenges? The National Alliance for Caregivers offers links to many
          resources and programs designed to support caregivers (https://www.caregiving.org/resources). The local Area Agency on Aging is another source of
          information and possible access to caregiver support services.
        

      


      
        Because of the importance of informal caregiving to older people and to the long-term care system, increasing
        attention is being given to legislation, programs, and employment policies that help to support the informal
        networks of care. The raise the age legislation mentioned in Chapter 9 acknowledges
        that family caregivers are the backbone of the caregiving system; though still in its developmental stages,
        this legislation seeks to support family-centered assessment and service planning, information and training,
        236and financial security and workplace issues. Workplace policies such as
        flexible scheduling to allow for planned and unplanned time off, and paid leave for family caregivers can make
        a difference in an employed caregiver’s ability to continue in their role.
      


      
        Nursing Homes
      


      
        There are many myths and stereotypes about nursing home care. One misconception is that most older adults end
        up in a nursing home—not so. It is one among a set of options for long-term services and supports that are
        available depending on need. Nursing homes are a significant part of the formal system of long-term care today;
        however, they grew out of a much less formal system of care, in which families took other people from the
        community into their homes for care. This form of care expanded and became more formalized when additional
        sources of funding (notably Medicaid) began to provide payment. Today nursing homes are highly regulated and
        strictly controlled by states, which oversee the number of homes that are built and monitor their compliance
        with state and federal guidelines. The federal government has national standards and strict guidelines
        regarding all aspects of nursing home operation for any facility that receives Medicare or Medicaid funding.
      


      
        These regulations and guidelines speak to a second misconception about nursing homes: that they are a last
        resort and inevitably a miserable experience. Much of the regulation of nursing homes did come about through
        cyclical discoveries over the decades of serious problems in some nursing homes, including abuse, inadequate
        nutrition or facilities, or insufficient medical treatment. However, there is now a strong focus on measuring
        and improving nursing home quality, including publicly available information about each facility. For example,
        the Five-Star Quality Rating System, managed by the Centers for Medicare and Medicaid Services at the federal
        level, provides information about health inspections, staffing, and quality measure related to resident care
        and outcomes; this information is readily available on the Nursing Home Compare website. Substantial resources
        are invested in avoiding negative events in nursing homes through tight regulation, regular inspections, and
        training requirements of staff.
      


      
        More recently, nursing homes have changed their orientation from caring for seriously ill or cognitively
        impaired older adults and disabled people of all ages to include more active rehabilitation and short-stay
        visits. One study of all nursing home residents in Ohio found that 57% of their patients stayed for 3 months or
        less; the majority of the short-stay residents were in the nursing home to receive rehabilitative services
        (Mehdizadeh et al., 2006). Some nursing homes also offer short stays (also known as
        respite care) so that family caregivers can have some time in order to deal with their own health issues or
        take a break for a vacation from their nearly constant responsibility to oversee care. Nursing homes are
        serving an increasingly diverse range of needs, from short-stay rehabilitation or respite to long stays by
        older adults with complex health challenges.
      


      
        Some nursing home providers are currently rethinking the way that nursing homes are run, including the physical
        environment, the amount of personal attention each resident receives, and other aspects of care. The “Eden
        alternative” and “Greenhouse” models of nursing homes, developed by physician Bill Thomas, are good examples of
        such innovative, person-centered, resident-empowering approaches. In both of these models, 237staff training, resident roles, and the physical environment of the facility are all
        based on the principle that elders, no matter where they live or what assistance they may need, have something
        unique and valuable to offer. As a result, long-term care services should be designed with this in mind. Such
        alternatives are at the leading edge of the so-called “culture change movement” in nursing home care: making
        changes intended to bring person-centered care and an improved quality of everyday life to those in nursing
        homes through innovations such as allowing pets, giving individuals with dementia more choice over how they
        spend their time, and creating entirely new physical designs for the living spaces, rather than shared rooms
        arrayed down long hallways.
      


      
        Assisted Living
      


      
        One major player in the long-term care sector is assisted living, which is generally considered to be a
        less medical setting. While highly varied in size, structure, and amenities, some assisted-living options
        feature private efficiency apartments decorated with one’s own belongings within a building that sometimes
        looks more like a hotel or apartment complex than a hospital. The philosophy of assisted living focuses on
        providing privacy, autonomy, and personal attention within a setting where services to support ADLs are also
        available. Much of the early development of assisted living was done by those in the hotel industry, who knew
        relatively little about the care needs of older adults. Because most people prefer to remain in their own
        homes, individuals or couples choosing to move to assisted living do so because living at home is no longer
        feasible, often due to health or cognitive problems. Therefore, rather than just being a “cruise ship on land”
        that provides housing, housekeeping, and meals, developers quickly learned that residents with ADL or IADL
        limitations required supervision in taking their medications, monitoring for falls, and assistance in dressing
        and bathing.
      


      
        As time passes, the residents of these assisted-living settings, which were not designed to provide extensive
        healthcare services, are growing older and facing more health challenges. These changes force decisions about
        whether to bring more services into assisted living or whether residents must move to a higher level of care,
        typically a nursing home. Some assisted-living facilities include specialized units to care for those with
        dementia, including a larger staff and locked doors. As these progressions continue, some contend that
        assisted-living environments are becoming more like nursing homes without the same level of regulation and with
        a greater emphasis on maximizing independence. In response to negative events that have taken place in assisted
        living, states have individually begun regulating assisted living on things like staffing requirements,
        openness about admission and retention, and resident rights; many states also inspect and monitor the
        facilities. In some states, Medicaid waiver funding can be used for assisted living, connecting these
        facilities to the Medicaid-licensing and -inspection process
      


      
        Community-Based Long-Term Care
      


      
        The phrase “community-based long-term care” describes the assistance with daily activities that is
        provided in people’s homes by community-based agencies. Options for community-based care began to expand in the
        1970s. This expansion occurred because of 238the convergence of three factors:
        the sometimes inappropriate placement of individuals in nursing homes, the high costs of nursing home care, and
        the preferences of older adults to stay home, if possible. Even though home care was hotly debated at first
        (with strong opposition coming from the nursing home industry, expressed as concern that home care cannot be as
        well-regulated as care provided in an institution), this form of service delivery has been increasing steadily
        over the past four decades. The Medicaid waiver programs mentioned previously have allowed states to include
        home care as an option in their long-term care systems, albeit on a somewhat limited basis.
      


      
        One of the recent innovations in community-based care is consumer direction. The philosophy of consumer
        direction holds that consumers have the right and the ability to assess their own needs, determine how best to
        have those needs met, and evaluate the quality of the services they receive. Under this approach, healthcare
        consumers choose and hire their own workers, decide how and when services will be delivered, and provide
        feedback about how well the services are working. In practice, the most fully developed model of self-direction
        is embodied in the Cash and Counseling model. In this model, consumers are the legal employer of record—hiring
        and supervising their own care workers and managing their own services with professional support. But the key
        point is that the consumer, rather than someone else, is in charge of what happens and when. Based on the early
        successes and widespread diffusion of participant-directed service delivery models (Simon-Rusinowitz et al., 2010), consumer direction is becoming part of the long-term care
        landscape. Consumer direction brings to long-term services greater flexibility, expanded options, and greater
        responsiveness to individual preferences.
      


      
        Continuing Care Retirement Communities
      


      
        A final option within long-term care is the continuing care retirement community (CCRC). In this
        arrangement, multiple housing and service options are combined and offered on a single campus. These
        communities typically offer independent living units (cottages, apartments, or houses), assisted-living units,
        and a healthcare facility or nursing home. There is often a steep entry fee to move into the community and
        monthly charges that vary, depending on where in the community the individual resides. In exchange for the
        entry fee and monthly charges, residents receive the promise of care that is tailored to their changing needs,
        all provided by the CCRC. Because of the high cost of CCRCs, this option is not affordable to all older people.
      


      
        
          Stop and think:
        


        
          According to current U.S. statistics, someone turning age 65 has a 70% chance of needing some kind of
          long-term services and supports in their remaining years (LongTermCare.gov, 2020). What
          are your preferences for where and how those services should be delivered for you or a loved one? What will
          it take for your first choice to be a feasible option?
        

      


      
        Financing Long-Term Care
      


      
        Through Medicare and Medicaid, the federal government is the largest purchaser of long-term care services.
        Although local programs, such as those funded by county tax levies 239or state
        subsidies, are becoming more common, federal sources are still the primary payers of long-term care. Exhibit 8.7 shows the proportion of long-term care funded by these various sources.
      


      
        One alternative to expand the financial capacity of individuals to support whatever long-term care needs they
        may face is long-term care insurance. This option is widely discussed but still is not adopted by many people;
        only about 11% of Americans have long-term care insurance (Johnson, 2016). These policies
        provide coverage for individuals who require long-term care services later in life, often including
        alternatives to enable them to receive care at home, if that is medically feasible. The low adoption rate of
        private long-term care insurance is probably linked to a general societal distaste for thinking about issues
        such as severe illness and end-of-life issues. We would rather gamble that we will not need long-term care than
        contemplate that possibility. In addition, the policies can be costly so that many people cannot afford to
        insure themselves against the prospect of a nursing home stay in their future.
      


      
        
          
            EXHIBIT 8.7
          


          
            Long-Term Services and Support Spending by Source (In Billions)
          
[image: Image]
        

        
          Source: Congressional Research Service. (2018). Who pays for long-term services and supports? https://fas.org/sgp/crs/misc/IF10343.pdf
        

      


      
        The financing of health and long-term care is one of the most important policy challenges facing our nation
        today. Even if we can agree that a coherently financed, integrated, and accessible system of integrated acute
        and long-term care is the goal, the fundamental problem of paying for it remains unresolved. The cost of
        providing healthcare to an aging population in a country without universal access to healthcare across the life
        course 240has proved to be a stumbling block in moving toward a better-designed
        system of care. A greater investment on health promotion, disease prevention, and improving favorable
        circumstances on social determinants across the life course could reduce downstream expenditures related to
        illness and disease.
      


      
        We should use a critical eye in considering the problems in the healthcare system and their potential
        solutions. Certainly, the growing numbers of older people play a part in increasing healthcare costs to the
        nation. But the healthcare system is not well-designed for an aging population, and fees charged for healthcare
        services continue to increase. Blaming older people for rising healthcare costs is seen by some as the social
        construction of catastrophe which emphasizes the demographics of an aging population and the presumed
        unbearable demands it will place on the healthcare system. There are at least two other views of the problem
        and its solution. One focuses on the role of the healthcare system in perpetuating the problem; proponents of
        this view suggest that the healthcare system sees the aging population as a growth market and responds by
        medicalizing many aspects of aging—“creating” diseases such as menopause or erectile dysfunction or aging
        itself, offering treatments, and receiving reimbursement for providing those services. This
        process—provider-induced increased demand for healthcare services for older people—rather than the size of the
        older population, may play the more significant role in increased healthcare costs.
      


      
        A second alternative to the “apocalyptic” view of the impact of older adults on healthcare resources argues
        that the healthcare system needs to be better designed for people of all ages to equalize healthcare access and
        invest in health and wellness rather than illness. Adapting the system to the aging population is another part
        of this solution, one which is taking shape under a new initiative for Age-Friendly Health Systems. This
        initiative seeks to improve the quality and outcomes of clinical care for older adults by emphasizing
        evidence-based practices specifically tailored to older. An age-friendly health system focuses on four Ms: what
        matters most to the older adults and their family and caregivers, medication, mentation (memory and cognitive
        ability), and mobility (Institute for Healthcare Improvement, n.d.). Each of the four Ms
        addresses areas of health and function that have well-established links to overall well-being for older adults.
      


      
        The resolution of the healthcare delivery and financing crisis may well be on the horizon, even though debates
        about what care should be provided, to whom, under what circumstances, and by whom persist. We must come to
        terms with the question of whether healthcare is a right of citizenship (much like education and clean drinking
        water) or a privilege (tied primarily to employment or economic resources). The importance we placed on
        individual responsibility, self-reliance, and independence had historically stood in the way of major
        healthcare reform; acknowledgment of an appropriate role for government in guaranteeing healthcare access to
        all citizens was key to passage of the 2010 reforms that the legislation honors these values. Momentous changes
        face us in the very near future, as we consider new healthcare reform legislation, including provisions for
        long-term care.
      


      
        
          Stop and think:
        


        
          Picture two older people you know, one who is very healthy and active and one who is in poor health and quite
          frail. Can you explain why they are so different? What life circumstances, individual choices, access to
          resources, or random events across their life courses contributed to their current health status?
        

      


      
        
          241SUMMARY POINTS
        


        
          ■   The health status of older people—individually and collectively—is a product
          of lifelong forces including genetics, behaviors, lifestyles, and access to a particular kind of healthcare
          system. SDOHs (the circumstances in which people live and work over the life course) explain a greater
          proportion of variation in individual well-being than genetics and clinical healthcare. Social determinants
          of health are related to education, income, gender, race and/or ethnicity; they are reflected in inequalities
          throughout the life course.
        


        
          ■   The medical model has given rise to a system of healthcare not well suited to
          the needs of an aging population. It emphasizes acute care when the greatest need among older people is for
          long-term care for chronic health problems and functional limitations.
        


        
          ■   There are some optimistic trends in our healthcare system, including a growing
          emphasis on promoting health, increasing healthy life expectancy, and reducing health disparities. In
          contrast, however, increasing rates of obesity, sedentary lifestyles, and increasing rates of smoking among
          some groups in our society will influence future cohorts of older adults, who may enter their later lives
          with more health risks.
        


        
          ■   The financing of long-term care for older people is fragmented, uneven, and
          somewhat biased toward care provided in an institution, rather than in the community or in people’s homes,
          though there is now a better balance in the amount of public funding for long-term care going to both
          settings.
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        OLDER ADULTS AS SURVIVORS OF CRIME
      


      
        In a comprehensive report from the U.S. Department of Justice (USDOJ), Morgan and Mason
        (2014) describe recent trends in crimes against older adults (age 65 and older), most of which have
        declined over the last two decades. Older adults experience significantly lower rates of property crime and
        nonfatal violent crime than their younger counterparts. From 1994 to 2013, older adults experienced a 48%
        decrease in property crime and a 41% decrease in nonfatal violent crime; a decrease in both of these types of
        crime was experienced across all other ages groups as well. Older adults are more likely to experience crimes
        connected to identity theft—even though those between the ages of 25 and 64 are most targeted. The homicide
        rate for older adults has also declined (44% decrease from 1993 to 2011) and remained lower than any other age
        group. Older adults who reside in urban areas are more likely to experience higher rates of property crimes and
        nonfatal violent crimes than their peers who reside in suburban and rural areas.
      


      
        Some older adults may experience abuse, neglect, and exploitation—all of which are forms of mistreatment that
        cause physical, emotional, or financial harm. These types of harm can often go unseen and may include covert
        financial exploitation, abandonment, social isolation, and neglect of care (National Adult
        Protective Services Association [NAPSA], n.d.). In a related research, Acierno and
        colleagues (2010) found in a nationally representative sample of older adults (age 60 and older) that 1 in
        10 respondents reported experiencing some form of abuse, neglect, or exploitation in the last year. The Centers
        for Disease Control and Prevention (CDC, 2017) and National Council on Aging (NCOA, n.d.) echo the same results for adults 60 and older. Actual reported accounts vary likely due
        to fear of reporting—for example, the NCOA estimates that only 1 in 14 cases are actually reported to
        authorities, and as many as 5 million elders are affected by these crimes each year.
      


      
        Low social support is associated with all forms of mistreatment (Acierno et al., 2010),
        which also explains why abuse, neglect, and exploitation can be hidden and underscores the significant role
        that a healthy social network can play in prevention. Older adults with more limited functional abilities,
        whether physical or cognitive, are also at greater risk (Burnes et al., 2015). These
        health conditions create vulnerability for frail older adults 248because they
        are less able to escape these situations and seek help. These difficulties are also heightened because they are
        committed by family members or others who are close to the individual. Perpetrators of emotional abuse are
        primarily spouses or partners (31%) and adult children (30%); perpetrators of physical abuse are primarily
        spouses or partners (37%); and, perpetrators of neglect are primarily adult children (30%) or home-care workers
        (28%; Burnes et al., 2015).
      


      
        Several national-level organizations are committed to protecting older adults and increasing awareness of
        abuse, neglect, and exploitation. Many such organizations have become part of the Elder Justice Coalition
        (EJC), which was created in 2003 with the establishment of the Elder Justice Act (EJA,
        n.d.). The EJC seeks to protect survivors of elder abuse, acts to ensure the protection of elder rights,
        and to increase awareness of related issues. Founded in 1988, the National Center on Elder Abuse (NCEA)
        operates through the U.S. Administration on Aging and the Older Americans Act. It provides a platform for
        research, training, and educational resources for advocates of older adults. The National Adult Protective
        Services Association (NAPSA) was founded in 1989 as a national nonprofit organization with Adult Protective
        Services (APS) affiliates in every state. APS also forms an alliance of advocates for older adults by
        investigating suspected abuse, neglect, and exploitation of older adults and adults with disabilities
        (NAPSA, n.d.).
      


      
        OLDER ADULTS AS CRIMINALS
      


      
        When one imagines a “criminal,” they are not likely to think of an older adult. And yet, older people—men, in
        particular—are the fastest growing segment of the prison population (Office of the Inspector
        General [OIG], 2016). The “graying” of the population in society is also mirrored in the prison population.
        Despite the fact that overall prison rates are declining (Carson, 2018), the Federal
        Bureau of Prisons (BOP) notes a 25% increase from 2009 to 2013 in the number of “older” (50+) inmates
        (OIG, 2016).
      


      
        Of the almost 1.5 million people incarcerated in state or federal prisons in the United States in 2016, nearly
        20% of these inmates were age 50 or older (Carson, 2018). In 2016 older male inmates (all
        races) accounted for 20% of the total male prison population, and older female inmates (all races) made up 15%
        of the total female prison population (Carson, 2018). These represent increases of 18% for
        men, and 14% for women, since 2013 (Carson, 2014). Although there are fewer older female
        inmates compared to older male inmates, there has been a slow increase for female inmates overall.
      


      
        It is helpful to consider the percentages of older male and female inmates relative to their own race
        (Carson, 2018): Older White inmates make up 26% of all White inmates; for African
        Americans, Hispanics, and all other races, these percentages are 18%, 15%, and 17% respectively. For older
        female inmates, the percentages for Whites, African Americans, Hispanics, and all other races were 16%, 17%,
        10%, and 12%, respectively. Of course, it is also important to keep in mind that Whites are far less likely to
        be incarcerated than African Americans and Hispanics. This is especially true of younger adult populations
        today and will, over time, mean that concerns about aging among the incarcerated will increasingly become
        concerns about minority aging.
      


      
        249The U.S. Department of Justice (2016) has identified a number of trends
        related to widespread prison reform that have contributed to the long-term aging of the prison population.
        These trends include the elimination of federal parole and the use of mandatory minimum sentencing, which has
        resulted in tougher and longer prison sentences, such as “three strikes” mandatory sentencing laws (Auerhahn, 2002).
      


      
        The changing age structure in prison therefore reflects both an increase in inmates serving longer sentences
        (for mostly violent offenses) and an increase in older people at the time of incarceration. Figures from
        Carson (2016) are particularly revealing: Between 1993 and 2013, there was a 400% increase
        in inmates 55 and older serving at least 1 year in state prisons. In 2013, these inmates had a higher
        percentage of violent offenders than all other age groups, though most had less than life sentences (Carson, 2016). These inmates had committed a total of 131,500 serious crimes, which break down into
        the following offense categories: 87,000 violent (murder, manslaughter, rape/sexual assault, robbery, and
        assault), 16,200 property, 13,600 drug-related, 13,900 public order (weapons offenses, driving under the
        influence, court offenses, etc.), and 800 “other/unspecified offenses.” With the influx of older inmates with
        violent offenses at admission (and thus serving longer sentences), it is easy to see that the population of
        older inmates is increasing.
      


      
        With the surge of older inmates come many unique challenges for which prison systems are unprepared. These
        include shortages of staff, accessible housing, and programs and services designed for older inmates. They also
        include the escalating medical costs of caring for the aging prison population. While this cost may vary, the
        average cost of an older inmate can be upward of double or triple the cost of a younger inmate (Williams et al., 2006). Prisons do not employ specific staff who are responsible for assistance
        with ADLs (e.g., dressing, eating, getting around). Within the prison, older inmates may recruit other inmates
        to provide help through established companion programs, but these programs vary in terms of their
        training and management (OIG, 2016). Additionally, the lack of comprehensive onsite
        medical care means that many older inmates must travel to external medical facilities for testing and
        treatment. The shortage of correctional officers creates a delay in these escorted trips, resulting in an
        average wait time of 114 days to see an outside specialist (OIG, 2016).
      


      
        The global shift away from communicable diseases and toward chronic and degenerative health issues—what has
        been described elsewhere in this book as the “epidemiologic transition”—is also seen in the aging prison
        population. For instance, half of all state and federal inmates report having at least one chronic health
        condition, with older inmates being 2.5 times more likely to have a chronic health issue than their younger
        counterparts (Maruschak et al., 2016). These long-term health issues pack quite a
        financial punch, with $881 million (19%) of the BOP annual budget being allocated to aging inmates in 2016
        (OIG, 2016).
      


      
        In an attempt to reduce medical expenditures, the BOP allows eligible inmates to apply for early release or
        sentence reductions for “extraordinary and compelling” circumstances, which are routed through compassionate
        release programs (OIG, 2013, p. i). However, a review by the OIG found that
        compassionate release programs are generally 250criticized for ineffective
        management and nonstandard implementation that negatively impact the anticipated cost savings of the program
        (OIG, 2013). To make these programs more successful, a number of recommendations have been
        suggested by the OIG to improve the implementation of these programs, including overall program tracking,
        management, and consistency, as well as awareness of, and access to, these programs for eligible inmates. Are
        compassionate release programs a solution to reducing costs and providing better care to aging inmates? If not,
        how will care be managed for older inmates, whether inside or outside the prison walls?
      


      
        Not all prisons are created equal in terms of their physical infrastructure and housing options for older
        inmates. For example, many lag behind on accessibility accommodations for walkers and wheelchairs, and have
        narrow hallways, flights of stairs, and uneven flooring. These conditions do not meet the standards of the
        Americans with Disabilities Act (ADA), which calls for accessible housing for qualified inmates at all security
        levels (ADA, 2019). While some institutions have separate housing areas for older inmates,
        many prisons mix older inmates with the general prison population. Heavy overcrowding further limits the
        housing available for older inmates with functional limitations.
      


      
        The recidivism rates of older inmates are significantly lower (15%) than inmates of younger ages (41%) within 3
        years of release (OIG, 2016). Many prisons are committed to the rehabilitation of younger
        inmates, with programs and services narrowly focused on education, skill-building, and workforce development.
        However, if prisons begin to further implement compassionate release programs geared toward older inmates,
        programs to prepare inmates for release will need to be enhanced. Medical care and housing assistance programs
        are difficult to access even for community-dwelling older adults. It is important that funding and program
        support structures be put in place to ease and foster the integration of older inmates into the broader
        community.
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        Politics, Civic Engagement, and Aging in America
      


      
        
          LEARNING OBJECTIVES
        


        
          •   Identifying the key roles of historic changes in views of aging on aging policy.
        


        
          •   Understanding the successes and challenges of the old-age welfare state.
        


        
          •   Identifying key policies and programs that serve older adults and their families.
        


        
          •   Describing and give examples of policies that reflect the age versus need debate in the design of
          policies and programs.
        


        
          •   Understanding generational interdependence as a life course process that mediates potential generational
          conflict over resources.
        


        
          •   Recognizing the effects of age, period, and cohort on political behaviors of individuals.
        


        
          •   Appreciating the extent to which social circumstances other than age, including race, ethnicity, and
          social class, drive political and civic behavior.
        


        
          •   Articulating the role of older adults in the civic life of their communities.
        

      


      
        Older people are both participants in political processes and subjects (collectively) of debate. As
        participants in politics, older persons play roles that include voting, enrolling in public programs such as
        Medicare and Social Security, and holding high electoral office. As a subject of political debate, the aging of
        the population focuses our attention on the social ties across age cohorts as well as the political interests
        that may threaten to separate them. Other chapters in this book discuss social policies (and the debates
        surrounding them) having to do with retirement, health, and income maintenance. Here we extend those
        discussions by focusing more directly on the politics of aging and the place of the older population in the
        U.S. political system, and as people who are involved in the civic life of their communities.
      


      
        AGING AND THE WELFARE STATE
      


      
        For the vast stretch of recorded history, the fates of older people (in relatively small numbers because life
        expectancy was short) were in the hands of their families and 254themselves.
        Governments and leaders took no special note of older adults as a category of persons with distinct needs,
        often grouping needy individuals with disadvantaged, frail, or disabled people of all ages (recall the
        discussion of the British Poor Laws in Chapter 7). Only relatively recently, primarily
        during the 20th century, have governments assumed any specific responsibility toward their older citizens by
        developing programs and laws focusing on the older age group. During this era, later life has been identified
        as a unique and distinctive stage of life, deserving special attention and support via social policies. The
        collection of government policies and programs designed to support older adults is known as the old-age
        welfare state. The concept of a welfare state is different from what we may typically think of. In the
        United States, the term welfare usually connotes the safety net programs for citizens who, for a variety
        of reasons, require public support for basic necessities such as income, food, and healthcare. However, that is
        a very narrow and country-specific understanding. The concept of a welfare state is much broader; it refers to
        a kind of government system in which a state or nation takes some responsibility for the promotion and
        protection of the well-being of its citizens through programs and policies. Such policies often include public
        pensions, healthcare programs, family allowances, sickness and maternity/birth benefits, and unemployment
        compensation. Policies and programs that focus specifically on the needs of the older population compose an
        old-age welfare state. The old-age welfare state came into existence because of the social construction of
        aging and old age—the ways that later life is defined by social norms, values, and expectations. There is
        no inherent biological or cultural meaning of aging or old age—these meanings are bestowed by the society in
        which people grow old.
      


      
        The social construction of old age through the last 100 years has been a pivotal element in how policies
        focusing on later life have arisen and how they have been debated and altered over time. Hudson and Gonyea (2012) describe this changing social construction of old age through three
        “social constructions” of later life that arose in sequence, moving older adults from being viewed as
        dependent to advantaged and currently moving toward contender status. These social
        constructions of old age differ based on a combination of: (a) how older people as a group are viewed in
        society (positively or negatively) and (b) whether or not this group holds or exercises collective political
        power. It was the positive view of older adults as “deserving” that led to the creation of many key old-age
        welfare state policies. Dependents were seen positively when those policies passed, for example, and older
        adults of that era lacked economic or political power, making them dependent. In contrast, when a group becomes
        advantaged it has both a positive social view and collective power—a situation the authors contend existed for
        older adults in the late 20th century. The third social construction, contender status, exists when a group
        holds political or economic power, but is viewed by the public more negatively, such as being greedy or
        selfish. These distinctions will become clearer as we move through some U.S. social and political history.
      


      
        At the start of the 20th century, older adults were not yet recognized as a social category, and they were
        marginalized in an increasingly industrialized and urban society. There was no social construction of old age;
        older people were essentially invisible. As a group, older adults fared less well than they do today, with few
        able to afford healthcare, 255many living in inadequate housing, and estimates
        as high as 66% of this population lacking the income to meet their needs (Hudson & Gonyea,
        2012). The commonality of their circumstance was eventually recognized by advocates and reformers,
        developing into an initial social construction of the aged as dependents and thus deserving of public support.
        This social construction of older adults as dependents included a positive view of this group, recognizing that
        being poor or unhealthy was not their own fault, but a result of years of hard work and a changing economy.
        This “worthy and needy” view created a political environment where the development of policies to assist older
        adults made sense to politicians.
      


      
        This perspective defined a time period that Robert Binstock called the era of compassionate ageism,
        lasting from the 1930s to the 1970s. By ageism Binstock (1991a) means “the
        attribution of the same characteristics, status, and just desserts to a heterogeneous group that has been
        artificially homogenized, packaged, labeled, and marked as ‘the aged’” (p. 326)—in short, a group that is
        socially constructed. While this era stereotyped older people in an ageist way, the approach was also
        compassionate, intended to help those “deserving and needy” older people who were unable to provide adequately
        for themselves in the modern, industrial economy. Governments in the United States and in many other developed
        nations passed legislation and approved funding to address problems thought to widely afflict older adults.
        These policies became possible because persons of old age had been socially constructed as dependent, through
        no fault of their own. Older people lacked power but were viewed positively; politicians were called upon to
        help. Exhibit 9.1 outlines the timing of selected social policy developments in the United
        States; those approved during the era of compassionate ageism are shaded. As can be seen, many of the
        cornerstone programs for older adults discussed in earlier chapters (Social Security, Medicare, pensions
        protections, Older Americans Act [OAA]) were created during this time.
      


      
        This social construction of older adults as a distinct and dependent population prompted policies that would
        otherwise have faced potent political opposition. For example, despite ongoing, vigorous resistance in the
        United States to any government-run national health program, just such a program targeted at older people
        (Medicare) was passed by Congress in 1965. Programs and services for citizens ages 65 and over proliferated
        from the mid-1930s through the 1970s, a span when the popularity of helping older people was high; politicians
        could employ a “Mom and apple pie” approach to campaigning, since Mom was, after all, aging! Legislation
        benefiting older adults, who often had to rely on adult children for support, peaked in the 1960s as part of
        Lyndon Johnson’s “Great Society.” The legislation that was passed led to an array of programs, services, and
        agencies at state and federal levels that have come to be called the old-age welfare state (Myles, 1983). The old-age welfare state had a clear purpose: address the serious problems common in
        the dependent older adult population. Important programs, such as Social Security, Medicare, the Employee
        Retirement Income Security Act of 1974 (ERISA), and the OAA, are evidence of this legacy of the era of
        compassionate ageism.
      


      
        By many measures, the programs of the old-age welfare state have been successful in dealing with the problems
        they were created to address. As Chapter 7 discussed, overall poverty has been greatly
        reduced for some groups of older adults by the presence of 256Social Security
        benefits. The housing and health of the older population have improved, albeit only partly through the efforts
        of federal government programs. Some aging advocates argue that these programs are now victims of their own
        success. Because the condition of the overall group of older people has improved significantly in the past 50
        years, there is less momentum to maintain the age entitlements that have helped to bring about (and to
        maintain) that success. In addition, there remain a substantial number of older persons, primarily widowed
        women and people of color, who are poor and receive little help from this safety net. It is a major failing of
        the old-age welfare system that it leaves behind some severe pockets of disadvantaged people.
      


      
        
          
            EXHIBIT 9.1
          


          
            Timeline for Major U.S. Policies on Aging
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        While there is considerable evidence to demonstrate success of these programs, others have viewed them with a
        more critical eye. For example, Carol Estes (1979) has pointed out that programs and
        services for older persons, like many social programs, have unanticipated consequences. She argues that these
        programs and the people who implement them reinforce stereotypic views of older people, foster dependency, and
        sustain a myopic “social problems” approach to dealing with what is today a highly diverse population of older
        adults. This social problems perspective also undermines the emergence of power in the older adult population.
        Aging adults are denied opportunities (e.g., employment 257and full social
        participation) and are put in a position where they need government programs to get by. In addition, program
        development was not coordinated, leading to gaps and overlaps, such as those discussed in Chapter 8 related to healthcare. Leadership and funding for many major programs are separate,
        so that one agency often knows little of what the others are doing, making coordination difficult and
        fragmentation a problem.
      


      
        You can easily see from Exhibit 9.1 that fewer important policies emerged after the era of
        compassionate ageism. But why? The answer lies in the next stage of the social construction of old age. During
        the middle of the 20th century the older population, socially constructed as dependent, grew dramatically in
        size as life expectancy improved. Simultaneously, the problems of old age were being reduced by the new
        policies that Congress had adopted and funded. Rates of poverty, untreated health problems, failed employer
        pensions, and age-based job terminations dropped, substantially improving the circumstances of this dependent
        group, though not every person or all groups saw equal advancement. As older adults’ conditions improved in the
        aggregate, the original social construction of old age was remodeled. This time old age moved into advantaged
        status, retaining its positive social regard and, importantly, adding power through larger numbers, more
        economic clout, and increasing rates of voting (Hudson & Gonyea, 2012). Growth in the
        number of advocacy organizations such as the American Association of Retired Persons (AARP; discussed later in
        the chapter) also signaled this growing political power. The importance of the older population was enhanced by
        the awareness that the aging Baby Boomer cohorts would further expand the voting and consumer power of the
        now-advantaged older adult population in the coming decades. With this new social construction of old age as an
        advantaged category, concerns about the costs and consequences of age-based policies in an aging society began
        to grow.
      


      
        
          Stop and think:
        


        
          While “compassionate ageism” resulted in important policies and programs that supported older adults, it was,
          in fact, a decidedly ageist view. It lumped all older people into one category and made universal and very
          limiting assumptions about that group. There are many persistent ageist views such as: older people are
          interesting and wise, older people are boring and unproductive, most older people are frail and week but not
          my grandmother. Some of these are positive and some are negative. Are positive and compassionate ageist
          beliefs less damaging than negative ageism?
        

      


      
        This most recent social construction of old age relevant to policy is the move toward categorizing the aged as
        contenders, still considered powerful as a group but increasingly viewed negatively in society (Hudson & Gonyea, 2012). While it is difficult to discern precisely the extent to which the
        negative social view has penetrated society, there is significant evidence of movement in that direction.
        During the last decades of the 20th century, the narrative about the growing population of older adults began
        to include the growing fiscal demands that old age (and its programs) place on the federal budget and the
        nonaged segment of the population. This focus, paired with awareness of the improved well-being of older
        adults, has fueled debates about Social Security and other major programs, discussions of generational
        conflict, and labeling of older adults by some as “greedy geezers.” These developments signal the movement of
        old age away from “advantaged” 258toward “contender” status. Many experts now
        question the viability of the old-age welfare state because of shifting political ideologies and because of
        increased awareness of the heterogeneity of the older population. Age does not simply equate to need. Given
        these changes, questions arise regarding whether the programs will survive in their current forms, be modified
        to alter their original principles, or be eliminated entirely. One other possibility is that old age will no
        longer remain a category for policy; instead, subgroups (e.g., people who live in poverty, people who need
        assistance with everyday activities, and people who have food insecurity) will be addressed through
        age-neutral, problem/solution-focused policies.
      


      
        The Older Americans Act: Moving Beyond a Legacy of Compassionate Ageism
      


      
        The OAA of 1965 was intended as a focal point of federal policy on aging and a crown jewel of the era of
        compassionate ageism. This legislation established the Administration on Aging (AoA), a unit of the Department
        of Health and Human Services, to oversee the well-being of adults over age 60. The intent of the legislation
        was sweeping; it aimed to address many aspects of life that were beginning to be identified as problematic for
        many older people, such as employment, socialization, nutrition, and transportation. Passed with broad
        political support during a booming economy and social consensus about older adults as dependents, public funds
        to help older adults seemed plentiful (Binstock, 1991b). In addition to the specific
        services it covers, the OAA also set in place a locally responsive network of agencies charged with assessing,
        planning for, and coordinating services to respond to the needs of older adults in the community. The OAA’s
        programs were originally an age entitlement, intended to assist all Americans aged 60 and older. As the older
        population grew and funding became more scarce, OAA services began to be targeted at older people with the
        greatest economic and social need due to discrimination based on race, ethnicity, and sexual orientation. This
        shift to targeting of services to more vulnerable older adults reflects an important distinction between
        age-based and need-based eligibility for services, an ideological debate discussed in the next section. Another
        relatively recent amendment to OAA added a family caregiver support program, acknowledging the fact that
        families are crucial in the support of older adults who may need some assistance to remain as independent as
        possible. While older adults are still the indirect target for the caregiver support program, the direct
        targets are caregivers themselves. This is another example of the complexity that has developed in thinking
        about “old age” itself as the focus for policy and programs.
      


      
        The accomplishments of the OAA are noteworthy, including (a) continuous and dynamic identification of needs of
        older persons; (b) creation and exemplification of strategies, programs, and services for meeting those needs;
        (c) provision of tangible and intangible help to innumerable older Americans seeking to live with health and
        independence in their communities; and (d) development of a nationwide infrastructure for helping older
        persons, comprising 57 State Units on Aging, about 600 Area Agencies on Aging (AAAs) that coordinate and
        deliver services in every community in the country, and thousands of associated 259service-providing agencies. The aging network (AAAs, State Units on Aging, and their
        partner agencies) continues to evolve as the coordinating hub for many older adults living in the community and
        to be responsive to changing needs. They are involved in initiatives to integrate acute and long-term services
        and supports, to assist older adults to transition home from hospitals and nursing homes, and to partner with
        healthcare partners to address social needs (e.g., housing and nutrition) that can directly affect health
        outcomes (Applebaum and Kunkel, 2018). Demonstrating their agility and responsiveness to
        the needs of elders in the community, AAAs quickly pivoted during the COVID-19 pandemic to adapt service
        delivery. Congregate meal sites and senior centers were shut down, and millions of older adults were
        quarantined at home with little access to food and social interaction; AAAs dramatically expanded their home
        delivery meal services and began to do virtual check-ins with their clients.
      


      
        
          Stop and think:
        


        
          Find the AAA that serves your home community. Start by going to the State Unit on Aging, which will show you
          all of the AAAs in the state. Find an example of how the agency helps older adults and their families connect
          to services. Can you think of someone who might benefit from the programs the AAA provides?
        

      


      
        POLICY DEBATES
      


      
        As the social construction of old age shifts, policy discussions are centering on a range of important issues
        and debates that have taken place in recent decades. As you read, consider how each of the issues relates to
        the move of old age from advantaged to contender status.
      


      
        Age and Need
      


      
        A backdrop of many of the issues discussed earlier is the fundamental debate about using age or need
        eligibility for a program. This debate has become louder since old age has moved from advantaged to contender
        status. Most programs developed during the era of compassionate ageism, used age to determine eligibility
        because older people were considered dependent. Age entitlement programs are fairly simple and inexpensive to
        administer, because most people can easily establish their ages.
      


      
        Age entitlement contrasts with need entitlement—a system of providing benefits or services based on criteria
        such as low income, poor health, or inadequate housing. Using need to establish eligibility results in fewer
        individuals receiving benefits (thus saving money), but it also requires significantly more effort and money to
        establish who is (and who is not) eligible, raising the program’s administrative costs. Because need-based
        programs also suggest that their recipients are “different from the rest of us,” such programs are more
        politically vulnerable; they lack the broad-based, bipartisan support that once was found for age eligibility
        programs. It is often said that “programs for the poor become poor programs,” due to the social stigma and
        negative public opinion toward benefits that are labeled as “welfare.” This stigma makes need entitlements for
        any dependent 260group more vulnerable in terms of public and political
        support. In contrast to more universal programs like Social Security, taxes to support these need-based
        programs return no direct benefits to most of those who fund them.
      


      
        While age remains a primary determinant of eligibility for a number of programs, the profile has already
        changed. Interestingly, the two most recent entries in Exhibit 9.1 do not focus specifically
        or directly on older adults. The Affordable Care Act provides for more equitable access to healthcare for
        everyone, and the Recognize, Assist, Include, Support and Engage (RAISE) Family Caregivers Act seeks to support
        families who are involved in providing care for older adults and other family members who need assistance with
        everyday activities (similar to the family caregiver program that was added to the OAA, discussed earlier).
        This shift speaks to the uncoupling of the link between age and need—a welcome change in the fight against
        ageism and negative stereotypes of older people as universally nonproductive, frail, and needy. This decoupling
        of age and need is also evident in the targeting mandate for Older Americans Act programs mentioned earlier and
        in the incremental changes in the 1983 Social Security Reform Act, which added taxation of Social Security
        benefits for higher-income older persons. This change in effect recaptured some benefit dollars that had been
        going to those with greater economic security and redistributed to those who have greater need. These examples
        illustrate that age and need are sometimes considered together to determine eligibility for services and
        benefits, but purely age-based policies and programs are increasingly less common.
      


      
        
          Stop and think:
        


        
          What programs, services, or protections should be based entirely on age? Might the extent and seriousness of
          the problem be part of that decision? For example, protection against poverty after retirement is a
          widespread concern; age discrimination in the workplace remains common; elder abuse is not common (estimated
          to affect 10% of older adults), but it is extremely serious. Few people would argue that these problems do
          not need to be addressed, but age-based policies are under debate. Can you think of other problems or
          situations that should be addressed by legislation and/or services to people on the basis of age?
        

      


      
        When Congress created many of the age entitlement programs, using age was a simple and effective way to target
        resources to those needing assistance in income, housing, or health—then a relatively high percentage of older
        adults. Age was considered a proxy for need. Given improvements in the overall well-being of older
        adults, despite notable diversity, it is now argued that age eligibility is less efficient and more costly.
        Ironically, it is the very successes of these programs in alleviating problems such as poverty (Social
        Security) and inadequate healthcare (Medicare) that bring about lower percentages of the older population
        facing challenges in these areas. The improving situation in the aggregate makes public and political support
        of policies to assist “the older population” more politically tenuous. The term “the older population” is
        meaningless and unacceptably ageist. Age now seems less adequate as a proxy for needing assistance, despite the
        fact that poverty and inadequate healthcare would both skyrocket without Social Security and Medicare. Although
        ageism has survived, the compassion has evaporated as the social construction of old age swings more toward
        contender status, with a new stereotype of older adults as well-off and demanding taking hold. 261This new stereotype of affluent, healthy, and politically savvy elders, widely seen in
        the media, has moved the public’s view of older adults in a more negative direction (toward a social
        construction as “contenders”) and lowered the prior political impulse to support policies based on age.
      


      
        Who Is Responsible?
      


      
        Many of the recent battles over policies relating to older adults are based in deep ideological differences
        about the extent to which the government (vs. the individual/family or the private marketplace) should be
        responsible for solving problems in society, including the challenges faced by older adults. Whether and how to
        maintain a safety net for older persons who are poor, frail, or disadvantaged in other ways are ongoing
        questions that reflect the schism between conservative and liberal ideologies. While this distinction is
        nuanced, in general, the liberal agenda continues the legacy of government intervention to solve
        problems that affect large groups of people in our society; this perspective supports a strong role of
        government in ensuring equitable access to society’s resources. That position is challenged by the
        conservative agenda, which argues that individual responsibility should be the primary focus. With
        people responsible to find their own solutions within the family or the marketplace, the role of government in
        peoples’ lives can be reduced. Both perspectives recognize the need for some level of government involvement in
        some kinds of problems; the difference is the degree of responsibility placed on government rather than
        individuals, their families, and the marketplace. And, in fact, most societal needs are met through a mix of
        government and individual/family solutions. Nonetheless, battles about specific age-related policies do reflect
        core political ideologies that apply more broadly to all aspects of government. Old-age welfare state programs
        arose in a time of divided political opinion on the role of government; that division persists today. Changes
        in dominance of one party or the other result in varying outcomes over time. We clearly see this debate today
        in the ongoing Republican efforts to repeal the Affordable Care Act. Conservatives first opposed and then have
        repeatedly attempted to repeal this legislation in part because it reflects a liberal agenda that large-scale
        government programs should be the route to resolve social issues; they also object to government mandates that
        individuals and employers must participate.
      


      
        The Potential for Age-Based Generational Conflict
      


      
        Age-linked policies and programs—in particular Social Security, Medicare, and Medicaid—account for the majority
        of federal entitlement spending, as shown in Exhibit 9.2. Medicare and Social Security are
        directly tied to later life. While Medicaid serves low-income people of all ages, a fair amount goes to
        long-term care for older adults. The proportion of federal money going to the older population might suggest
        that older adults are getting more than their fair share. However, analysts disagree about the prospect of
        intergenerational conflict (between generations) arising from the “graying of the budget” (Hudson, 1978). Some argue that such conflict is inevitable if current policies for the older
        population remain unchanged; others claim that cross-cutting allegiances, 262such as those of families, pull people into groupings organized on bases other than age,
        which diminishes the power of generational differences. Although conflict between cohorts or generations is
        often discussed, scant evidence exists for it today or in the past.
      


      
        
          
            EXHIBIT 9.2
          


          
            Percentage of Federal Entitlement Budget Spent on Major Programs: 1968 to 2018
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          Source: Congressional Budget Office. (2019). Budget and economic data [historical budget data, May 2019].
          https://www.cbo.gov/about/products/budget-economic-data#2
        

      


      
        This issue of political conflict between generations came into broad public awareness in the late 1960s, during
        a period of political activism (e.g., protesting the war in Vietnam) by young adults, including “leading edge”
        Baby Boomers. Large-scale youth activism and the large boomer cohorts raised questions about whether the
        fundamental goals and interests of young and old differed enough to make them natural political adversaries.
        Under a scenario of possible age-based political conflict, some argued that groups would solidify based on age
        and cohort identification. Young people might want more funding for college while older adults might want more
        support for Medicare, for example. This argument foresaw the old and the young separating along age lines, with
        each group promoting its own age-based political agenda—an outcome that has never been realized.
      


      
        The potential for age-group identification and age-based political action rests on people’s interests and how
        narrow they are. For example, questions have often been raised about whether older adults vote in support of
        bond issues for schools, which affect neither themselves nor their grown children. Environmental activists have
        wondered whether older voters care about (and vote to support) pollution-abatement programs that would benefit
        primarily young and as-yet-unborn cohorts of the future. The evidence for this sort of generational schism in
        political goals and activities is limited; in most cases, voting on issues varies only slightly by age. Some
        pollsters expected a noticeable age difference during the 2010 congressional election, when changes to Medicare
        that were proposed 263by Democrats might have swayed a noticeable proportion of
        older voters. There was a slight age-based difference in that election: Voters over 65 cast 59% of their
        ballots for Republicans, while only about half of those between 61 and 64 did so. However, this difference was
        an exception to the usual pattern of older adults voting much like other adults ages 30 and over. Thus far,
        generations do not really divide us in terms of beliefs and goals. Despite prominent debates on these issues as
        populations in many nations age, international research shows that public support for age-based policies
        remains high across all ages. In addition, these levels of support have not eroded significantly in recent
        years, signaling the continued presence of a “generational contract,” supporting the justice of public support
        to older adults through the established age-based programs, so long as all generations benefit when their turns
        arrive (Kohli, 2006).
      


      
        The fact that the older population is growing more diverse (economically, racially, and ethnically) may further
        dilute the odds of older adults coalescing as a voting or activist bloc. Age may simply be less compelling as
        an organizing force when the older population is so diverse. While some advocates and researchers have spent
        considerable time forecasting conflict between the generations over entitlements and policies, others have
        begun to speculate about the possibility of intragenerational conflict. Intragenerational conflict—conflict
        among members of the same generation or age group—might be predicated on economic status; increasing distance
        between the “haves” and the “have nots” among older people of the future might fragment the interests and
        preferences of the older population. It is already overly simplistic to discuss advocacy on behalf of “older
        adults” because that population includes so many diverse constituencies.
      


      
        Generational Equity or Interdependence
      


      
        Politicians and the media have paid special attention to one specific aspect of generational dynamics in recent
        decades: the generational equity debate. The United States, like many other nations throughout the
        world, transfers resources between individuals who are economically productive and those who are not (dependent
        children, disabled adults, and older people). We often take these transfers for granted; we tax local property
        owners to finance public schools, and we tax wages to pay for Social Security and Medicare. The growth of the
        older population has prompted politicians, economists, and sociologists to examine the fundamental assumptions
        behind such transfers through government entitlement programs. The generational equity debate is clearly an
        extension of the long-standing partisan debates about government’s roles and age versus need entitlement in the
        old-age welfare state.
      


      
        Doomsaying began late in the 20th century, as the Baby Boom cohorts approached old age and life expectancy
        continued to increase. An alarmist view, commonly conveyed in the media, encourages us to “picture retiring
        boomers, with inflated economic expectations and inadequate nest eggs, voting down school budgets,
        cannibalizing the nation’s infrastructure, and demanding ever-steeper hikes in payroll taxes” (Peterson, 1999, p. 209). The generational equity argument holds that demography, combined with the
        ongoing commitment to pay for these entitlements in future generations, results in an untenable economic
        future, requiring major changes to the programs and their promised benefits. A group focused on this issue is
        the Concord Coalition, a bipartisan 264organization whose mission is “dedicated
        to educating the public about the causes and consequences of federal budget deficits, the long-term challenges
        facing America’s unsustainable entitlement programs, and how to build a sound foundation for economic growth”
        (Concord Coalition, 2014). Pointing at the relative economic well-being of the older
        population (e.g., their declining rate of poverty) and increasing rates of poverty among children, some have
        even posited a causal connection: society is throwing excessive resources at older people that would be better
        spent to support future cohorts.
      


      
        This is an overly simplistic formulation that pits older and younger people against each other in a political
        battle to decide which group is most needy and deserving. It also assumes that one group must lose out if the
        other one wins, and that there cannot be enough resources to go around. Holstein (1995)
        points out that reducing entitlements for older people in no way guarantees that those resources would be
        redistributed to assist children, and that child poverty increased due to other significant social changes
        (i.e., more single parents, wage stagnation, and changes in the labor market to more low-paying jobs), not
        because of the increasing older population. Working-class people are not suffering as a consequence of policies
        supporting older adults; nor have those policies uniformly eliminated disadvantages that endure for older
        people of color and older women (Minkler, 2019).
      


      
        At first glance, Exhibit 9.2 seems to provide support for the generational equity argument.
        Yet using standard economic measures for the costs of programs, neither Social Security nor overall
        entitlements to the older population have grown much in real terms since the early 1970s. Instead, other
        changes have contributed to the growing percentage of the federal budget distributed to older adults. For
        example, in the late 1990s, as Congresses cut spending in other areas (e.g., defense) and reduced some taxes on
        individuals and corporations, old-age entitlements became a larger percentage of overall spending, creating an
        exaggerated impression of the growth in these entitlements. The entitlements crisis has been socially
        constructed through careful rhetoric to advance a political agenda of shrinking government programs generally.
      


      
        A major move of age-based programs to need eligibility simply shifts economic support functions back to
        families. Such a shift would most hurt those individuals who rely primarily on Social Security for income—those
        lacking private pensions from their employers. This group is disproportionately composed of women and
        minorities. As a consequence, many of these most disadvantaged individuals would need to continue working in
        low-wage jobs into advanced old age because they would have inadequate finances to retire just on the reduced
        Social Security benefits (Quadagno, 1991). In the current economic environment, however,
        even those with low-wage jobs might find such jobs hard to keep, putting those who are dependent on Social
        Security as a primary source of income into further jeopardy.
      


      
        
          Stop and think:
        


        
          Debates such as generational equity can take place on at least two levels: thinking about the fairness of
          policies in general terms and thinking about what you wish for yourself and for your family members. Do you
          worry that your generation will not get its fair share of programs like Social Security because there are too
          many older people draining the system now? Does tension about generational equity ever enter into
          conversations in your own personal life?
        

      


      
        265An alternative to viewing entitlements as a generational battle for equity
        is the idea of generational interdependence, a contract among all generations to look after each other
        and to use government-supported benefits to meet life course needs; for example, public education and Medicare
        can be taken together as part of a life course entitlement program that acknowledges the interdependence of
        generations (Minkler, 2019). Another component of generational interdependence is
        considering the transgenerational benefits of programs like Social Security—how they help families who need to
        provide less assistance to older members. We invest resources in children in anticipation of their future
        contributions to society; we assist older adults in reciprocity for their prior contributions. This evens out
        the balance sheet over the life course. It is only if we freeze the picture at one point in time and define
        entitlements as a zero-sum game, that the old and the young seem like competing drains on society.
      


      
        The Future of Social Security
      


      
        As discussed in Chapter 7, Social Security is a social insurance program that is an
        essential leg of the income-maintenance stool for most older adults. But shifting demographics (more
        beneficiaries relative to workers) require some adjustments to keep the program solvent for future generations.
        The challenge is to preserve this cornerstone of the U.S. welfare state (that is viewed as important by the
        majority of American voters of all ages) while ensuring its fiscal solvency. The nature of the problem is
        demographic and economic, but arriving at a solution will be a political process. This debate ties together
        several of the issues discussed in this chapter: generational equity, age versus need entitlements, and the
        appropriate role of government in protecting older adults from poverty.
      


      
        Social Security was a political battleground even before its passage in 1935 and has continued to spark policy
        and partisan debate throughout its 80-plus-year history. Discussions about reforming Social Security are not
        new, nor are such discussions occurring only in the United States. By the early 1990s, most nations of the
        world with aging populations faced increasing economic pressures that prompted them to examine whether they had
        the fiscal capacity to meet their obligations for public pensions and health entitlements to growing numbers of
        older adults. Issues arose in countries of Eastern Europe that had recently moved to capitalist economies, as
        well as in Latin America, where reforms, such as privatizing Social Security programs, had mixed results
        (Quadagno et al., 2011). Nations in Europe have also encountered difficulties paying for
        pensions when their economies struggle, resulting in unexpected pension cuts that prompted social unrest.
      


      
        The United States has witnessed regular political and ideological battles over Social Security, some leading to
        modifications. Prior to his election, Ronald Reagan proposed deep cuts to the program; these cuts became part
        of his first budget proposal in 1981. A tremendous public uproar followed, chastening the Reagan Administration
        into steadfast support of Social Security and solidifying the metaphor of Social Security as “the third rail of
        American politics”; like the high-voltage rail in an 266electric train system,
        venturing into the highly charged Social Security debate can be politically fatal. Like Reagan, other
        politicians have learned the dangers of tampering with Social Security. After being reelected in 2004,
        President George W. Bush began a major push to change significant aspects of Social Security, including
        creation of private accounts (much like 401ks) and reduction in the redistribution of benefits (Blendon et al., 2005). After a prolonged publicity campaign, however, the effort stalled in the
        face of strong campaigns from opposing groups, other major events (the war in Iraq and Hurricane Katrina), and
        the continued belief by the public at that time that no fiscal crisis in Social Security existed (Blendon et al., 2005). Social Security is a program with a very large and interested constituency,
        comprising not just those receiving benefits but also those expecting to receive benefits in the future and
        those whose family members or friends currently receive benefits, making it a risky target for change by
        politicians. Ideas to turn it into a need entitlement are still viewed with caution by elected officials, due
        to Social Security’s favorability rating. And, despite a heated debate among politicians, recent polling showed
        that strong majorities of adults do not mind paying for Social Security and actually favor increasing benefits:
        Republicans are less supportive than Democrats or independents, but a majority of all groups support the
        program (Tucker et al., 2012). However, steps to make changes that will reduce benefits in
        the future continue to be under discussion in Washington.
      


      
        Rethinking Age-Based Policies?
      


      
        As we move forward in the new millennium, and as older adults are seen less favorably, it is reasonable to
        question why we persist in organizing services by age at all. An alternative would be to combine programs and
        services for younger poor or disabled people with those serving older adults who need assistance—creating
        age-blind instead of age-based services and supports. Programs such as in-home healthcare or specialized
        transportation services, for example, might work equally well for all age groups; they are now delivered
        separately due to programs created at different times by distinct legislation. But could they be merged?
        Advocates for continued separation suggest that “one size does not fit all” and that younger disabled people
        (who are at different stages of life and are members of different cohorts than older adults) have expectations
        and preferences that do not match well with those of older adults, despite their use of many similar services.
        For some time experts predicted that transgenerational alliances (e.g., the alliance between older and younger
        disabled people) could provide combined programs, making age irrelevant. Recently one alliance, the
        Administration for Community Living (ACL), brought together AoA services with those for younger physically
        disabled and developmentally disabled persons to promote living at home with support—one example fulfilling
        this prediction. Others suggest that old-age interests will shatter, separating rich and poor, healthy and
        frail, and undermining political support for age-based programs (Hudson & Gonyea,
        2012). Because efforts at policy change can drag on for years or suddenly “catch fire” and move very
        quickly, only time will tell whose predictions are correct.
      


      
        267AGING AND POLITICAL BEHAVIOR
      


      
        In addition to these macro-level (systems) and policy-related issues, considerable gerontology research has
        addressed age and political attitudes and behaviors of individuals. Age is implicated in a variety of
        interesting and sometimes surprising ways.
      


      
        Age Norms and Rules for Political Participation
      


      
        The U.S. Constitution includes legal age minimums for holding high federal office. Candidates must be at least
        35 years to run for president, 30 to run for a seat in the Senate, and 25 to run for the House of
        Representatives. Presumably these rules were based on the belief that sufficient maturity and experience are
        necessary to fulfill these offices. Many states also have laws defining the minimum age for office seekers.
        States vary in whether they specify minimum ages for governors, members of the legislature, or other offices.
        For example, the lowest age to run for governor in any state is 18, but most specify higher ages, up to 31 (in
        Oklahoma). Almost all states have minimum ages for members of their legislatures, ranging from 18 to 25 for the
        lower houses and 18 to 30 for state senates. One interesting point is that none of these laws, state or
        federal, imposes a maximum age for officeholders, a point to which we return shortly.
      


      
        
          
            EXHIBIT 9.3
          


          
            Ages of Presidents Entering Office
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          Source: Presidents of the United States. (2019). Presidential facts—Age at inauguration. https://www.potus.com/presidential-facts/age-at-inauguration
        

      


      
        Socially constructed age norms guide the timing of political careers, just as they do in family life and in
        other occupations. For the ambitious politician, these norms include progress from local or regional office to
        state and possibly national office. Generally the pattern involves expansion of responsibilities with
        maturation and proven ability, but the timing of political careers can vary widely. As an example, Exhibit 9.3 shows 268the distribution of ages at which individuals
        entered the highest U.S. elective office, the presidency. As you can see, the range is quite broad, from the
        youngest entrants (Theodore Roosevelt, who succeeded to the office at age 42 after McKinley was assassinated,
        and John F. Kennedy who was inaugurated at age 43) to the oldest (Ronald Reagan and Donald Trump, both 70). The
        modal age for entry is in the mid- to late 50s, with five presidents inaugurated at age 55. There is no real
        pattern of change over time in the age of our presidents. In recent decades, presidents entering office have
        ranged from age 47 (Obama) to 70 years (Trump). Although most are well past the constitutional minimum age of
        35, only a few have entered office past age 65.
      


      
        Besides the formal rules that set legal age minimums, informal norms regarding age and office holding sometimes
        become apparent. The media often point out instances in which individuals are violating implicit age norms by
        seeking public office at inappropriately young or advanced ages. Stories highlight newly elected members
        entering the House of Representatives at “only age 26,” town mayors elected at 18, or veteran office holders in
        their 80s seeking reelection. The age of candidates has been raised repeatedly during the 2020 presidential
        primaries; more than one news outlet comments that the 2020 race was dominated by 70-somethings. When Joe Biden
        won the presidential election in the fall of 2020, he became the oldest first-term president at age 77. That
        record was previously held by Donald Trump, who was 70 years old when he was inaugurated. That age of an
        elected leader is even a topic of conversation is based on the presumed association between age and vigor,
        health, and cognitive ability. The late Senator Strom Thurmond was the first person to serve in Congress at age
        100, until his death in 2003. Critics questioned his capacity to complete the highly demanding duties of office
        at such an advanced age. Whether extremes of age actually hurt a candidate at the voting booth is unclear. The
        fact that the issue is raised in the media suggests an implicit age norm for being either “too young” or “too
        old” to become president or to hold other elective offices. Reactions to extremes of age, in either direction,
        point out that our informal norms approve of individuals in the 50s to 60s age range as most appropriate for
        high office in the United States, even though no laws address upper limits to hold office.
      


      
        
          Stop and think:
        


        
          The constitutionally mandated minimum ages for federal public offices assume that age is a reasonable proxy
          for the maturity that is necessary to process complex information and make good decisions. Do you agree? Do
          you think there should be a maximum age for holding office? What would be the basis for setting this upper
          age limit?
        

      


      
        Age, Period, and Cohort Effects on Political Attitudes and Behavior
      


      
        Political behavior includes voting, participating in political activities (e.g., party organizations or
        campaigns), and running for office. Do aging, period, or cohort make a difference in how people engage in
        politics? What are the overall dynamics of these three forces in how individuals and population groups (i.e.,
        age, gender, race, ethnicity, or socioeconomic status) interact with and react to the political institutions of
        society? Recall that age effects are changes that can be attributable to the processes of growing older—the
        passage of time. Cohort effects result from the unique economic, cultural, 269and societal circumstances shared by a group of people born around the same time (a
        generation). Period effects are the impact of a particular point in historical time on the topic we are
        studying.
      


      
        Period effects seem likely to be especially potent in the political domain. People of all ages are
        influenced by social and political events that shape their attitudes toward government, candidates, or specific
        public issues. It is therefore not surprising that major events, such as the Watergate scandal in the 1970s,
        the Iraq war, the economic downturn of the early 21st century, and the COVID-19 pandemic of 2020, may have a
        significant influence on attitudes toward government and toward political parties across age groups. Such
        events may also selectively (by age, social class, race, ethnicity, and gender) influence people’s attitudes
        and confidence in the political institutions that govern them. Trust in federal government is currently quite
        low across all generations, pointing to a possible period effect (Pew Research Center,
        2018).
      


      
        Attitudes and Party Affiliation
      


      
        Sears (1983) defines two types of political attitudes. First, “symbolic” attitudes
        include items such as liberal/conservative orientation and party affiliation. Sears argues that symbolic
        political attitudes are deeply rooted in the individual’s sense of self and consequently are less subject to
        the effects of short-term political events or change with aging. Following Mannheim’s
        (1952a, 1952b) hypothesis on cohorts, Sears believes that these symbolic attitudes are
        formed in youth and persist across the life course. Other, more specific attitudes—such as those toward the
        budget deficit, gun control, or other policy initiatives, debates, or candidates, which he calls
        “nonsymbolic”—are more subject to the influence of effects of period or aging and more likely to change
        through time. We first examine nonsymbolic political attitudes.
      


      
        Answering our questions about the effects of age on political activity and orientation reflects our earlier
        debate about the relative influence of aging versus cohort experience. As discussed in earlier chapters,
        Mannheim (1952a, 1952b) hypothesized that core attitudes and
        orientations (including political ideas) are set during a formative period in late adolescence and early
        adulthood, changing relatively little with advancing age (Silverstein et al., 2001). If
        Mannheim’s hypothesis is correct, young people’s political attitudes are shaped by political socialization
        within their families and by the political trends of the times in which they mature. In that case, political
        behaviors and orientations in society should change slowly, as succeeding cohorts with differing attitudes move
        through the age structure of society. If, however, important social and historical events (period effects) can
        modify political attitudes and behaviors at any age, then Mannheim’s view would not be supported, and political
        change could occur at a more rapid pace.
      


      
        Using a life cycle approach, Dangelis et al. (2007) study the stability of nonsymbolic
        attitudes, indirectly testing Mannheim’s hypothesis that older adults would display more fixed attitudes than
        younger adults. Employing 30 years of national data from the General Social Survey, a large study of political
        and social traits in the population, researchers found that, rather than becoming more rigid in their
        attitudes, older cohorts shifted their views somewhat more than their younger counterparts toward issues such
        as privacy, 270historically disadvantaged groups, and civil rights. These
        findings suggest that older adults remain open to external influences, such as broad changes in social values;
        in short, the results do not support Mannheim’s suggestion that attitudes on politics persist with no changes
        once set in youth (Dangelis et al., 2007). A more recent study found that trust in federal
        government is currently quite low across all generations, pointing to a possible period effect (Pew Research Center, 2018). Taken together, these studies suggest that cohort effects and period
        effects remain important in understanding political attitudes and choices over the life course.
      


      
        Age Effects: Do People Become More Politically Conservative as They Age?
      


      
        Early discussions of the political attitudes of older persons proposed an aging-conservatism hypothesis,
        suggesting that people become more politically conservative as they age—a variation, perhaps, of the “old
        people are set in their ways” stereotype (Dobson, 1983). Early research (from the late
        1960s) showed that older people espoused more conservative political views than did their younger counterparts,
        which seemed to support such a notion. These cross-sectional results, however, overlooked the complexity of
        aging, period, and cohort. In essence, research conducted since that time shows that liberal or conservative
        orientation, a symbolic attitude, does not change in any systematic fashion as individuals age. Instead, the
        political leanings of the older and younger portions of the population are constantly shifting as cohorts age
        and as period effects influence attitudes. When new cohorts gradually move into later life, the political
        profile of older adults changes via shifts in cohort composition—aging people bring their political attitudes
        with them.
      


      
        In a similar vein, aging was thought to affect political party affiliation, a related symbolic attitude. Early
        cross-sectional data established that as age increased, affiliation with the Republican Party grew larger.
        Based on the aging-conservatism hypothesis, maturing individuals were thought to become more attuned to
        the Republican agenda. Careful analysis of cohorts, however, proved this conclusion to be mistaken. Although
        comparisons of the elections from 1946 to 1958 seemed to show higher percentages of Republicans among the
        oldest categories, when cohorts were followed across time, Cutler (1969–1970) found that
        party affiliation did not change with aging. The stability of political attitudes over time is also reinforced
        by data that follow individuals over time. Most do not shift their political ideology. Interestingly, one study
        that reinforced this pattern of stability also found that conservatives were less likely to change their
        position over 20 years than were liberals or moderates (Peterson et al., 2020).
      


      
        Cohort Effects: Are There Generational Differences in Political Attitudes and Affiliations?
      


      
        Recent research on generational differences in political views found that Millennials (born between 1980 and
        1996) are consistently more liberal and more likely to identify as Democratic than older generations. They are
        also more likely than other generations to prefer “bigger government”; 67% of Millennials agreed that it is the
        government’s responsibility to provide healthcare for all, compared to about 58% of Baby Boomers 271and Generation Xers (Pew Research Center, 2018). This latter set of
        attitudes—about the role of government in addressing societal needs—refers back to the “who is responsible”
        debate discussed earlier in this chapter. If Millennials take these attitudes and party identification patterns
        with them as they age, it could play a role in the future of age-based policies and programs.
      


      
        Cohort flow through age categories causes gradual change in the distribution of political affiliations and
        attitudes. Using almost 60 years of data on party affiliation, Exhibit 9.4 shows the percent
        of people of all ages who say they identify (or lean toward) one of the two major parties or are self-defined
        as independent (American National Election Studies, 2005; Pew Research
        Center, 2012). What is noteworthy is the overall convergence among the three groups over this 60-year
        period; the percentage of independents has grown, largely at a cost to Democrats. While there continues to be
        some fluctuation among the three groups, in 2018 to 2019, 34% identified as independent, 33% as Democrat, and
        29% as Republican (Pew Research Center, 2020). Remember, however, that these patterns are
        not driven by many individuals changing their party affiliations over the life course, but rather the changing
        composition of voters as new cohorts enter the scene, others leave, and the fortunes of each party and their
        agendas shift due to period effects. So the most recent shift of younger adults toward being politically
        independent may start yet another change in the profile shown in Exhibit 9.4.
      


      
        
          
            EXHIBIT 9.4
          


          
            Shifting Party Identification in the United States 1954 to 2012
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        Political, social, or governmental events (period effects) have been shown to create inflections (upward or
        downward) in the public’s satisfaction with government; results 272of these
        events may differ based on a person’s political affiliation and on which party is in power at the time. Trust
        in the government declined across all age groups in the 1960s during the Watergate scandal involving President
        Nixon. In surveys between 2001 and 2007, Republicans were viewed more positively than Democrats (Pew Research Center, 2007); however, change in such attitudes is common. The most recent of the Pew
        surveys on the Millennials, discussed previously, showed a major attitudinal shift among younger cohorts; as a
        group they are less cynical about the government, more socially progressive in their attitudes, identify as
        independents, and believe in a strong economic future (Pew Research Center, 2018). These
        shifts may portend a long-term political trend that will follow this age group throughout their lives.
      


      
        Voting and Activism: The Potential for Old-Age Political Power
      


      
        There is a long tradition of political involvement and activism among older adults in the United States. Since
        the Townsend Movement of the 1930s, senior citizens have strongly influenced public policies and political
        decisions. Their political activism pressured Franklin Roosevelt to pass Social Security, and their alliance
        with President John Kennedy, labor unions. And the Democratic Party helped establish Medicare and Medicaid
        (Torres-Gil, 1992, p. 75).
      


      
        Political activism can take many forms, from voting or volunteering in campaigns to contributing to political
        causes, signing petitions, running for office, or simply following political issues in detail in the media.
        Research data going back to the 1940s suggest that young adults are consistently less likely to be politically
        active by contacting their elected representatives or belonging to political organizations than those in older
        age groups (Foner, 1973). Older individuals account for the majority of poll workers
        (Barthel & Stocking, 2020) and typically demonstrate more interest in political
        campaigns and public affairs debates.
      


      
        One of the most consistent findings in the study of age and political behavior is the higher rates of voter
        registration and participation among older adults. The percentage of eligible voters who cast ballots has been
        higher among older voters for several decades, suggesting a potential aging effect for this type of political
        behavior. In the 2016 presidential election, 27% of voters were ages 65 and older; only 13% were ages 18 to 29
        (Barthel & Stocking, 2020). This gives relatively greater power to older adults in two
        ways. First, there are fewer younger people registered to vote (Binstock, 2012); second, a
        lower percentage of those young adults who are registered actually cast ballots in the election. The percentage
        of adults who are registered to vote rises consistently as age increases, with a clear progression upward until
        age 75 and older (see Exhibit 9.5). While this age gap in voting had been growing over time
        due to diminishing voting among young adults, the gap decreased for the 2008 presidential election; during that
        election there was noteworthy involvement among young adults through online activity (e.g., Facebook) and
        initiatives like Rock the Vote in the first election of President Obama (U.S. Census
        Bureau, 2009). In addition, a recent survey shows that a majority of young adults (60% for those under 30)
        are catching up to older age groups (71%) in considering voting 273a duty; this
        is a major jump from 2007 when only 46% of those under 30 said voting was a duty (Pew Research
        Center, 2009).
      


      
        
          
            EXHIBIT 9.5
          


          
            Voter Registration by Age and Sex, 2018
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          Source: U.S. Census Bureau. (2019). Voting and registration in the election of November 2018 [Table
          2-1]. https://www.census.gov/datatables/time-series/demo/voting-and-registration/p20-583.html
        

      


      
        Several explanations have been offered for why younger people vote less often. They may (a) have less political
        experience, (b) feel weaker party attachment, or (c) simply relocate more frequently, requiring reregistration
        to be eligible to vote (Binstock, 2012). It is also possible that age is related to voting
        behavior through a variety of life course factors that increase social integration with advancing age.
        According to the Strate civic development hypothesis, young people are not well socialized into
        political processes, nor have they completely developed connections with family, community, and employment
        (social integration) that foster voting among more mature adults (Strate et al., 1989). In
        short, maturity may be linked to more social bonds that prompt responsible adult behaviors like voting.
      


      
        Studying the effects of aging on behaviors such as voting is complicated by the many other social factors that
        are related to both. As one example, Exhibit 9.6 shows that among men and women aged 65 to
        74, those with the most education are also most likely to vote. Therefore, we cannot simply group people by age
        and have all of our answers. Many experts predict that the political activism of the older population will
        increase further with the rising educational levels and previous experience of political activism among Baby
        Boomers. As we saw in Exhibit 9.5, among cohorts under age 65, females 274outpace males in voter registration up until age 75. This reversal in the oldest group
        may be a residual of earlier cohort experiences; women in their 80s at the time of the 2018 election would not
        have grown up with the expectation of voting, as can be recalled from the discussion of the 19th Amendment
        women voters from Chapter 2. Voting among newer generations of older women—the
        majority of the older population—will likely become even more influential in the next several decades.
      


      
        
          
            EXHIBIT 9.6
          


          
            Percent of People 65 to 74 Voting in 2018, by Education and Sex
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          Source: U.S. Census Bureau. (2019). Voting and registration in the election of November 2018 [Table
          2-1]. https://www.census.gov/datatables/time-series/demo/voting-and-registration/p20-583.html
        

      


      
        As you are already well aware, the size of the older population (both in absolute terms and as a percentage of
        the population) is growing. Through high voter turnout, the population over age 65 wields proportionally more
        influence than their actual percentage of the population. In short, if current patterns hold, the older
        population seems likely to continue to exercise substantial political influence through their votes. Candidates
        and issue campaigns (focused on passing referendums or voter initiatives) already recognize this voter power,
        as they regularly seek favor with older voters. Candidates often visit senior centers and develop “sound bites”
        on issues thought to appeal to older voters, who are also more likely to watch mainstream media campaign
        coverage than are younger voters, who may more often find information through social media online. Strategists
        discuss capturing groups, such as “suburban women,” “soccer moms,” “the youth vote,” and “older adults,” as
        though they were homogeneous in their interests and political behaviors, which is not at all the case. The
        remaining question is whether the pool of older voters ever has or ever will act as a voting bloc.
      


      
        For cohorts or age groups to act based on age or generational interests requires some degree of age
        identification—where individuals label themselves as part of an age cohort 275or generation. Age identification has been studied for some time, and the findings are
        consistent: The majority of the study participants who are over 65 do not identify themselves as “older adults”
        or accept other, similar labels—selecting instead the label of “middle-aged.” If individuals reject being
        labeled as part of any age group, including the socially devalued older population, it is less likely that they
        will join age-based organizations, vote, or make other political choices based on age interest (Gilleard & Higgs, 2009). Instead, they may continue to use other identifications (occupation,
        gender, religion, region, social class, or party) that seem to have greater relevance than age and have been
        used throughout their lives to make political choices. Lifelong party affiliations and ideologies matter more
        than age in how people vote.
      


      
        In most prior elections, attitudes toward particular issues, such as the Medicare drug benefit, have been less
        important than age in voter choice; age 60 and older voters acted much like the rest of the electorate, rather
        than like a voting bloc. Although age identification among those over 65 has not coalesced, some predict that
        it could in the future, based in part on greater longevity. Torres-Gil (1992) refers to
        the Baby Boomers as the “most age-segregated generation” (p. 129) and hints at the potential for strong age
        identification among its members in later life. Certainly we might wonder whether the Baby Boomers, identified
        throughout their lives as a distinct (albeit highly heterogeneous) generation, will be more likely to act
        politically in later life on the basis of their experience as an age-identified group. However, neither in the
        United States nor in European countries have older adults yet voted as a bloc or identified with political
        parties based on age (Gilleard & Higgs, 2009).
      


      
        Working the Political System: Age-Based Advocacy
      


      
        An interesting and diverse set of national and international organizations advocates for and provides services
        to the older population. Most of the advocacy organizations for age-related issues were created after the
        advent of the major governmental programs to assist older people, not before the programs were in place
        (Binstock, 2012). A few earlier movements, such as the Townsend Movement that predated
        Social Security, were critical in the creation of these policies, but most of the major organizations of today
        have been created since the middle of the 20th century. Some of the influence that older adults have exerted
        politically has been through these organizations and via older individuals’ participation in power
        elites—formal or informal groups that build policy and sway public opinion. Numerous age-based
        organizations have been party to shaping or adapting policies on the federal and state levels for many years,
        regardless of whether or not they represent the full range of older adults. These groups are not organized and
        are run only by older people but often include and rely upon the work of younger people on behalf of the older
        population. There is a broad range of such organizations, including those specific to groups, such as older
        women (Older Women’s League), race and/or ethnicity (National Hispanic Council on Aging); those involved with
        particular illnesses (Alzheimer’s Disease Association); industry organizations (LeadingAge—comprising agencies
        and organizations that provide housing and long-term care); and groups advocating for issues related to
        existing government programs such as Social Security 276(National Committee to
        Preserve Social Security and Medicare). One of the largest and most widely known of these organizations is AARP
        founded in 1958.
      


      
        AARP has expanded its mandate beyond retired persons and older adults in recent years to include the vast
        numbers of Baby Boomers aged 50 and older. It boasted 38 million members in 2019, an apparently formidable
        political interest group. Exploration of its website shows active advocacy as well as useful information and
        research on multiple topics related to the well-being of older adults.
      


      
        The majority of people who join AARP, however, do not do so for political advocacy, but rather to gain the
        benefits and discounts available to members (e.g., travel and health insurance programs). AARP employs a
        professional staff to provide member services and to sustain its reputation for political clout in Washington.
        Nonetheless, AARP references its massive membership numbers when advocating on behalf of issues. Such large
        membership enables it to wield substantial power, gaining access to elected officials, policy makers, and the
        media. Some experts doubt whether AARP could deliver votes from its millions of members, should it call for
        such action; it is not even clear that its diverse membership supports (or even is aware of) all of the
        positions taken by the giant organization during policy battles in Washington. Instead, AARP has been accused
        of using what Binstock calls the electoral bluff (Binstock, 1991a). This bluff
        occurs when organizations of this size implicitly threaten to churn up support for or against a candidate or
        proposal, pressuring legislators or policy makers to vote in favor of AARP’s legislative goals.
      


      
        Generations United is an organization with aging-related goals, but its overarching mission is “to improve the
        lives of children, youth, and older people through intergenerational collaboration, public policies, and
        programs for the enduring benefit of all” (Generations United, n.d.). In focusing on
        strengthening the connections among generations, this organization exemplifies the importance of generational
        interdependence and actively promotes cooperation and mutual respect.
      


      
        
          Stop and think:
        


        
          Find an organization that advocates for policies and programs for older adults. You can use one of the
          organizations mentioned in this chapter or you can go to https://www.lcao.org/member-listing, the list of organizations that make up the Leadership
          Council of Aging Organizations, or you can use one that you have heard about some other way. From their
          website, what can you learn about the role of older adults themselves in these organizations? Are they
          participants in the advocacy efforts or are their actions taken on behalf of older adults? What are the
          implications of not involving the intended beneficiaries of advocacy and program design efforts?
        

      


      
        BEYOND VOTING: CIVIC ENGAGEMENT AND VOLUNTEERING
      


      
        Involvement in politics is one of the ways that older people remain strongly tied to society in general, and to
        their communities specifically. Volunteering is another manifestation of that investment in the greater good; a
        growing body of literature (nicely summarized in the essay at the end of this chapter) documents patterns of
        volunteering in later life and the benefits both to the community and to the older person (including social
        engagement and improved health).
      


      
        277Civic engagement is work focused on making a difference in the life
        of a community. It includes paid and unpaid (volunteer) options and is focused on a specific range of
        activities and behaviors that contribute to community well-being and public affairs. There are at least three
        major categories of civic engagement, each with several indicators: (a) civic activity, including
        volunteering for a nonelectoral organization, community problem solving, and participation in fundraising; (b)
        electoral activity, including regular voting, persuading others, volunteering for political
        organization; and (c) political voice, including contacting public officials, canvassing, or signing
        petitions (Lopez et al., 2006). While this list is helpful in specifying the kind of work
        that can be considered civic engagement, the activities listed are not equivalent in intensity or involvement;
        signing a petition is not the same as volunteering in a soup kitchen, for example. As noted in this chapter,
        older adults have traditionally been involved with electoral activity through voting and working at polls.
        Advocates suggest that Baby Boomers in particular could give back more actively than they have done within
        their communities if reasonable opportunities were more readily available and if barriers to participation were
        addressed. One Canadian study estimated that between 40% and 50% of middle-aged and older adults in North
        America volunteer (Gottlieb & Gillespie, 2008); others estimate that about 30% of Baby
        Boomers volunteer, and that people 65 and older are the group most likely to serve more than 100 hours per year
        (Corporation for National and Community Service, 2006). Participation in volunteering
        opportunities is not equally distributed across the older population; individuals with little discretionary
        time (often due to caregiving responsibilities and/or the need to work for pay), poor health, or limited
        resources (e.g., access to transportation) are less likely and able to volunteer.
      


      
        A pioneering report on civic engagement identified the mismatch among the need for continued contributions by
        older people, the lack of structured opportunities for such contributions, the promise that Boomers hold (given
        their numbers, higher levels of education, and healthier longer lives compared to previous generations of aging
        adults), and Boomers’ track record to date for lower involvement than their parents’ generation in all types of
        civic engagement (Center for Health Communication, Harvard School of Public Health, 2004).
        To correct this imbalance, new cohort-based norms about volunteering must emerge, and these opportunities will
        have to be incorporated into individual planning for retirement. Equally important is the role of national and
        local community organizations in creating a wide range of meaningful opportunities, recruiting and retaining
        Boomer volunteers, and reducing barriers for participation.
      


      
        While there is considerable momentum in the civic engagement movement, it does have critics. The push for civic
        engagement coincides with significant decreases in government funding for the very kinds of community
        organizations (and services) in which older adults would be encouraged to volunteer. Martinson
        and Minkler (2006, p. 320) pointedly note this coincidence between encouraging volunteerism and “the
        desperate economic need to fill gaps in services and systems now vacated or severely underfunded by
        government.” Other criticisms point to the fact that not every aging Baby Boomer will have the health,
        education, or inclination to participate; if volunteering and civic engagement become an expectation,
        individuals who do not participate may be marginalized.
      


      
        278While civic engagement may not be a feasible or desirable option for all
        aging adults, it does seem to be a logical fit between societal needs—for a renewed sense of connection and
        community, not just getting the work done—and the right of aging Baby Boomers to have meaningful opportunities
        for continued engagement in the life of their society. In so doing, it also reframes later life away from older
        ideas of solitude, economic dependency, and leisure to a more socially engaged phase; this reframing reflects
        broader societal values that may, in turn, reduce ageism.
      


      
        Intergenerational volunteer opportunities are particularly promising for reducing ageism, building bridges
        across age and generation, building a sense of intergenerational interdependence, and preempting the potential
        for generational conflict discussed earlier. Age-friendly community initiatives provide a model for
        building such opportunities. Led by the World Health Organization and AARP, the age-friendly community movement
        focuses on eight domains of livability (including transportation, housing, outdoor spaces, and civic
        participation) that can be designed or improved to meet the needs of people of all ages. Changes that might be
        made with older adults in mind (e.g., park benches and good lighting on public walkways) are actually good for
        everyone. Given the focus on participation and on respect and inclusion, these community initiatives typically
        involve volunteers, public officials, and agency leaders of all ages, thus building in positive opportunities
        for goal-oriented intergenerational teams.
      


      
        
          SUMMARY POINTS
        


        
          ■   Aging and politics intersect because older adults are active participants in
          political processes and because age-related policies and programs are an important part of the ever-evolving
          U.S. policy portfolio. Older adults are more likely than other age groups to vote and to serve as poll
          workers.
        


        
          ■   Political activities and affiliations can be related to age, generation, and
          social change, but aging does not “cause” many changes or differences. Some examples: Americans of all ages
          have lower trust in government now than in previous time periods; people tend to retain their party
          affiliations throughout their lives; they do not usually become more politically conservative as they age.
        


        
          ■   There is every reason to expect that the political and civic experience of
          future cohorts will differ from those of contemporary cohorts of older Americans. Each cohort experiences
          politics and policy through a somewhat different lens of history and attitudes, building in slow but steady
          changes in political behaviors that echo across society over decades. Change seems likely for a variety of
          reasons. For example, the boundaries of later life and the inclusiveness of an “old age” constituency are
          likely to change. The very relevance of an age-defined political stance is diminishing along with our
          increased understanding of generational interdependencies and of the remarkable heterogeneity of the older
          population. Those past 65 who are employed, in good health, and with 20 or more years of future life
          expectancy might not consider themselves part of the interest group of older adults and might behave
          accordingly.
        


        
          ■   279Age might not continue its relevance as a
          focal category for social policy, as cross-cutting issues such as social class, health, or race and/or
          ethnicity prove more politically powerful. Analysts disagree about the future of both advocacy and policy
          relative to old age. Some expect a different future of old-age politics, where social class (and need
          entitlement) will become the basis for government programs; others argue that the Baby Boomers, by their
          sheer numbers and education, will be a political force to be reckoned with for many years.
        


        
          ■   Civic engagement and volunteerism are important mechanisms for older adults to
          be engaged, active participants in their communities. Such engagement has benefits for the community and for
          the individual, but these opportunities are not equally available for all older adults. Participation is
          related to health, economic resources, and the availability of inclusive opportunities.
        


        
          ■   Intergenerational connections are more powerful than age-related politics;
          there is little evidence of generational conflict over resources. People of all ages and generations support
          the importance of the Social Security program.
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        In the United States, one of our core values is helping others. Most Americans help others within their own
        families—raising children or caring for adult family members. This kind of help is often called
        caregiving or care work. Outside of family, many of us also help friends and neighbors during
        times of need—from having a cup of coffee with someone struggling with personal problems, making meals or
        picking up the mail if they are ill, or, in rare cases, even providing more intensive daily care for a friend
        who has a chronic illness. This kind of helping is typically referred to as “informal volunteering.”
      


      
        Some individuals are interested in giving back to their communities outside of family and friends. Working for
        an organization without being paid is typically referred to “formal volunteering”; this is what most
        people generally think of as volunteering (Carr et al., 2015; Morrow-Howell, 2010). Although caregiving and informal volunteering are both common and critically
        important to the functioning of our society, formal volunteering has gained significant attention from
        gerontologists in recent years because it has been shown not only to be good for those served by the
        organizations, but for the health of the volunteers themselves.
      


      
        THE HISTORY OF VOLUNTEERING IN AGING RESEARCH
      


      
        Early research on aging was centered on understanding the problems that come with aging. Wrinkles, decreased
        energy levels, and changes in vision, hearing, and brain function were some of the most obvious “symptoms” of
        aging. In this context, aging was basically viewed as an inevitable disease. In the last 50 years or so,
        however, gerontologists have become increasingly interested in understanding the aging of “outliers” who
        maintain high levels of health and well-being even at advanced ages.
      


      
        In the 1980s, a group of scholars funded by the MacArthur Foundation developed a comprehensive
        interdisciplinary framework for understanding the primary ingredients of “successful” aging (see Rowe & Carr, 2018). These scholars reviewed research to date and conducted new research to
        identify factors that differentiated those who arrived in old age in better health and with higher levels of
        well-being from those with health similar to what would be expected given their chronological age (i.e.,
        “normal” aging; Rowe & Kahn, 1997). The most surprising finding from the MacArthur
        Studies of Successful 284Aging was that the older people most likely to remain
        healthy longer were those who were socially and actively engaged in meaningful and productive activities,
        especially in formal volunteering.
      


      
        VOLUNTEERING AS A PUBLIC HEALTH BEHAVIOR
      


      
        Numerous studies that followed began to explore the beneficial effects of volunteering. These studies showed
        strong associations between physical and psychological health and volunteering in later life, including that
        volunteers lived longer than nonvolunteers (Wilson & Musick, 2000). However, despite
        the positive associations between volunteering and health, scholars began to wonder if volunteering was
        beneficial or if volunteers were just more likely to be healthier than nonvolunteers to begin with. Early
        research in this area in the United States showed that volunteers were much more likely than nonvolunteers to
        have higher levels of education, a higher overall income/wealth, better overall health (physical and
        psychological), greater access to social network connections, and much less likely to be a minority (Carr, 2009). As a result, many researchers acknowledged that although much of the research on
        volunteering did seem to be associated with better health and well-being, part of the explanation was related
        to the fact that the kind of people who volunteered already had a variety of other advantages that made them
        more likely to stay healthy longer than those who did not volunteer (Carr et al., 2015;
        Morrow-Howell, 2010).
      


      
        In the late 1990s, a group of scholars in Baltimore rigorously tested volunteering to see if any of the health
        benefits associated with volunteering were actually caused by volunteering. Their theory was that
        volunteering was an ideal way to foster positive lifestyle behaviors that, in turn, led to more successful
        aging—that is, activities that promoted regular physical, social, and cognitive engagement (Fried et al., 2004). To test this “social model of public health,” the researchers conducted a
        rigorous clinical study that became known as the Baltimore Experience Corps Trial (EC). Older adults in the
        study were living in Baltimore and were randomly assigned to volunteer 15 hours per week at an elementary
        school, providing reading and academic tutoring to at-risk children for a full school year (9 months). Those
        elders who were not selected for the volunteer intervention were assigned to a waitlist. The researchers
        compared the health and well-being of those participants on the waitlist prior to, during, and following the
        intervention. Results showed that EC participants experienced significant benefits in their physical and
        psychological health, and some even showed evidence of benefits in cognitive functioning.
      


      
        Most volunteer activities in later life do not require contributing 15 hours per week. A growing body of
        research shows that volunteering just 1 or 2 hours a week can bring similar benefits as those demonstrated in
        EC. Based on data that allow researchers to follow individuals over time, volunteering at these lower
        thresholds helps people stay physically healthy longer in later life (e.g., Carr et al.,
        2018; Kail & Carr, 2017). In fact, volunteering about 4 hours a week after
        becoming widowed has been shown to protect psychological health, such that individuals who become widowed do
        not become lonely (Carr et al., 2018). In addition, volunteers maintain their cognitive
        health longer, particularly aspects 285of cognitive functioning associated with
        the onset of dementia or Alzheimer’s disease (Proulx et al., 2018).
      


      
        A new puzzle is understanding how volunteering changes the body in ways that produce these beneficial
        effects. Scientists have identified two primary pathways: inflammatory processes and stress
        processes. Inflammation is associated with development of a variety of chronic health conditions, including
        vascular issues like high blood pressure, heart disease, stroke, and even physical issues like arthritis.
        Volunteers have, on average, lower levels of overall inflammation in their blood, which is unique to
        volunteering compared to other types of helping like informal volunteering and caregiving (Kim
        & Ferraro, 2014). Inflammation is related to stress processes—that is, exposure to chronic levels of
        stress is associated with accumulation of inflammation. A recent study (Han et al., 2018)
        explored the hypothesis that volunteering is beneficial to health because it helps people manage the way they
        respond to stressful situations. To test this hypothesis, the researchers examined daily activities and
        explored differences in cortisol levels (a stress hormone), which is a primary indicator of stress reactivity
        produced by the neuroendocrine system. The findings showed that on days individuals volunteered, their cortisol
        levels were lower than on days they did not volunteer. This suggests a neurobiological mechanism of
        volunteering: volunteering promotes more effective management of the physiological effects of stress in our
        daily lives.
      


      
        VOLUNTEERING AND GERONTOLOGY: LIMITATIONS AND FUTURE OPPORTUNITIES
      


      
        There is growing evidence that volunteering is an important ingredient for healthy aging, and unlike other
        healthy lifestyle behaviors, volunteering is beneficial not only to older adults but also to the individuals,
        organizations, and communities they serve. Currently, only about a quarter of older adults volunteer in any
        given year, and only a fraction participate on a regular basis. Consequently, efforts to increase opportunities
        for community-based volunteering could have profound public health benefits. Some older adults are unable or
        uninterested in volunteering. However, many older adults desire to use their valuable skills and knowledge to
        improve their local communities, but have never been asked or are unaware of ways in which they can engage in
        community-based activities.
      


      
        Despite the promise of volunteering, there are barriers to volunteering in later life (Carr et
        al., 2015; Morrow-Howell, 2010). First, to work without pay requires that an
        individual has time available to give away. Some older adults do not have much discretionary time if they are
        working or caregiving (Carr & Kail, 2013). Second, although the costs associated with
        volunteering are typically quite minimal, not everyone can afford to do so or manage it logistically. For
        example, individuals may need to drive or take public transportation. Occasionally, volunteer organizations
        require fingerprints or a background check. Third, not all 286individuals feel
        welcomed by volunteer organizations. The most common pathway to volunteering is being asked by someone to start
        volunteering. Many volunteer jobs are often not advertised and difficult to learn about. Finally, not all
        individuals are physically capable of volunteering. Many volunteer jobs require relatively high levels of
        physical or mental abilities, and some older adults have some limitations with getting around or may not have
        the training or abilities that are needed. Although volunteer activities could be carried out in one’s home
        environment, there is currently no research about benefits of volunteering in nonsocial environments.
      


      
        To bolster opportunities and access to long-term volunteer activities, we need to better understand what
        aspects of volunteering are particularly beneficial to those who volunteer, from the types of programming to
        the types of tasks or environments. For instance, some volunteer activities involve stuffing envelopes for a
        special event once a month, and others may involve an individual organizing and giving out food at a food
        pantry. No research has explored which of these two types of volunteering offers more benefits, what kinds of
        benefits each offers, and if one is more potently beneficial for some individuals but not others. The overall
        body of evidence suggests that volunteering plays a key role in promoting healthy aging. Alongside other
        healthy behaviors, helping others seems to help us better manage the stressors of daily life and, consequently,
        stave off some of the challenges that come with aging.
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        Global Aging
      


      
        
          LEARNING OBJECTIVES
        


        
          •   Identifying the scope and essential variations in patterns of global aging.
        


        
          •   Recognizing links between economic development and societal aging.
        


        
          •   Understanding how historic and cultural elements shape the speed of, and response to, societal aging.
        


        
          •   Appreciating the shared and unique experiences of older adults around the world.
        


        
          •   Understanding the roles of family, community, and government in the lives of elders in different
          locations.
        

      


      
        The phenomenal pace at which global aging is occurring was introduced in Chapter 3,
        along with some of its far-reaching impacts within countries, across regions, and around the world. People age
        65 and above are expected to outnumber people under the age of 18 in the United States by 2035 (U. S. Census Bureau, 2019). An equally remarkable demographic turning point for the world is shown
        in Exhibit 10.1: for the very first time, the percentage of the population that is older (65
        and above) will exceed the percentage of children (age 5 and younger; He et al., 2016).
      


      
        To set the stage for our exploration of global aging, consider the following:
      


      


      
        ■   The number of people aged 80 and older will quadruple in the period 2000 to
        2050—almost 400 million people will be aged 80 years or older. Never before has the majority of middle-aged
        adults had living parents (World Health Organization [WHO], n.d.).
      


      
        ■   In 2017, the difference in life expectancy between the nation with the highest
        life expectancy (Hong Kong Special Administrative Region [SAR], China at 85.4 years) and the country with the
        lowest (Central African Republic at 52 years) was 33 years (The World Bank, n.d.). What
        might explain this very large difference?
      


      
        ■   Such a difference in life expectancies raises a fundamental question about when
        a person might be considered “old.” Some suggest that old age (as a stage of life marked by changes in health,
        social roles, and eligibility for public support programs) begins sooner in countr ies with lower life
        expectancy. If average life expectancy in a country is only 60, what might that mean for using 65 as the
        boundary for old age? In the United States, the perceived boundary for “old age” is, on average, 68, but that
        number goes up with the age of the respondent, 290with people 65 and older
        saying that old age begins at 74 (Pew Research Center, 2009). The cultural and social
        variations in how old age is defined reinforce the idea that individual experiences of aging may also differ.
      


      
        ■   Gender imbalance is an important issue in an increasingly aging world. Older
        women worldwide significantly outnumber older men, are more likely to be widowed, and are more likely to face
        socioeconomic disadvantages.
      


      
        
          
            EXHIBIT 10.1
          


          
            Shifting Composition of the World’s Population
          
[image: Image]
        

        
          Source: Data from He, W., Goodkind, D., & Kowal, P. (2016). An aging world: 2015 (International
          Population Reports, P95/16-1). U.S. Census Bureau, U.S. Government Publishing Office.
        

      


      
        GLOBAL AGING AND REGIONAL ECONOMIES
      


      
        The aging of the world’s population and the issues that each nation is facing as its aging citizens increase in
        number are receiving increasing attention from the media, government, and policy-making officials;
        international organizations such as the United Nations (UN) and the WHO; and researchers around the world. The
        growing number of older people in developing nations is especially noteworthy. Today, about two-thirds of all
        people 65 and older live in developing nations; that proportion could increase to 80% by 2050 (UN, Department of Economic and Social Affairs [DESA], 2017). These figures may seem surprising
        given the relatively low proportions of aged today in many of these countries, as well as lower life
        expectancies and median ages. Because so much of the world’s population is concentrated in these developing
        nations, and because these regions are beginning to experience rapid population aging, a very high proportion
        of the world’s older people will be living in these areas in only a few decades. Take India as 291an example. Even though only 6.4% of India’s population is currently aged 65 or above,
        with a population of more than a billion people, that 6.4% adds up to a very large number (about 87 million!)
        of older people (UN DESA, 2019a).
      


      
        Population aging in developing nations (e.g., India, Thailand, Kenya, Chile, and Guatemala) poses unique
        challenges to the governments, families, and individuals in those countries. Their populations are aging
        quickly, but they are less likely to have in place programs, policies, or healthcare systems that are prepared
        to meet the needs of older people. For example, while 68% of older people worldwide have some access to a
        pension (with significant variability in the adequacy of the pension), only 23% of people over retirement age
        in sub-Saharan Africa have access to any pension at all (Livingstone, 2018). Lag in the
        development of options to deal with expanding older populations can be explained by a combination of factors,
        including: (a) relatively poor economies without revenues to invest in new programs or services; (b) pressing
        concerns about nutrition and maternal and child health; (c) traditional value systems that emphasize norms of
        family care; and (d) the very rapid pace of demographic and health transitions, giving countries little time to
        adjust to the new realities of an aging population. Many developing nations of the world are simultaneously
        dealing with relatively high fertility, problems of poverty and hunger, and growing demands from population
        aging on the healthcare system, especially the emerging need for care of chronic diseases of aging.
      


      
        More developed countries around the world, such as the United States, Japan, and Germany, face different
        but significant challenges relating to aging populations as well. In particular, existing pension programs and
        formal long-term care systems in such countries are already inadequate, or likely to become so, as the
        proportions of older people continue to grow. At the risk of oversimplifying a complex situation, the general
        pattern is that nations in the less developed regions of the world are faced with the dilemmas of devising new
        programs, policies, and services for aging populations; more developed regions are dealing with the problems of
        funding, adapting, or expanding existing policies and programs. It has been said that developing nations get
        old before they get rich, while today’s developed nations got rich before they got old. This statement points
        to the special challenges facing countries that are growing old quickly, but whose economic development has not
        proceeded as rapidly, resulting in resource constraints that might cause slower progress for programs and
        services for older people. This unique set of circumstances happens because medical advances that help people
        survive infectious diseases and stay alive longer have made their way more rapidly to developing nations; in
        contrast, these advances were put in place in the more developed nations as part of a whole system of changes
        that grew more slowly, along with economic growth.
      


      
        
          Stop and think:
        


        
          Do the terms “more developed” and “less developed” or “developed” and “developing” raise any questions for
          you? If so, you are not alone in wondering whether these terms imply some kind of hierarchy of some countries
          that are somehow better than others. But that is not the intention. Read on for a bit more discussion about
          these designations, and keep in mind that this language continues to be scrutinized for unintentionally
          negative portrayals of different countries and cultures.
        

      


      
        The intersection of demography, culture, politics, and economics comes into play as countries around the world
        plan for, and adapt to, their aging 292populations. Each nation is unique in
        its configuration of these social, economic, and cultural factors, and this chapter describes the specific
        situations of a few countries as examples of this diversity. However, it is also useful (and common in the
        global-aging literature) to compare across regions of the world. Because many of those comparisons are based on
        the categorization of “developed” versus “developing” regions, a discussion of those designations is warranted
        here.
      


      
        Level of Development Designations
      


      
        The distinction between developed and developing countries is the result of a two-step process, starting with a
        measure of income. First, the World Bank calculates a gross national income average per person for each
        country, and then places each into one of four categories: low income, lower middle income, upper middle
        income, and high income. In the next step, the high-income countries are defined as developed countries,
        and all remaining (both low- and middle-income) countries are classified as developing countries. As a
        point of reference, the threshold for high-income (developed) countries in 2019 was $12,375 income per person
        (in U.S. dollars); at the other end of the continuum, low-income countries were at or below $1,025 per person,
        with the other countries’ incomes in between (World Bank Data Blog, 2019).
      


      
        While this dichotomous distinction between “developed” and “developing” countries is common shorthand, the UN
        Statistics Division cautions that such designations should be understood as a “statistical convenience” rather
        than a judgment (UN Statistics Division, 2010). To emphasize that these designations are a
        matter of degree, the terms “more developed” and “less developed” are commonly used. The UN currently
        designates all of Europe and Northern America, plus Australia, New Zealand, and Japan as “more developed
        countries”; all others are less developed countries. Within the group of less developed countries is a
        special designation for least developed countries (LDCs)—countries with very low income per person, high
        economic vulnerability, and poor human development indicators (low population nutritional status, literacy, and
        education and high mortality). In 2018, there were 47 countries in this category of LDCs, including
        Afghanistan, Cambodia, and 33 African nations (UN Committee for Development Policy, 2018).
        Even though these categorizations are only “statistical conveniences,” they do provide a general sense of the
        resources available in a country to address important needs, including those related to an aging population.
        While more developed countries have a much higher proportion of older people today, the populations of the less
        developed nations are aging much faster than developed nations did.
      


      
        DEMOGRAPHIC OVERVIEW OF GLOBAL AGING
      


      
        The nature, scope, and importance of global aging far exceed simple descriptions of economic or demographic
        patterns. What does it mean for individual lives, for communities, for nations, and for social institutions
        such as the family, healthcare, and the workforce? However, demographic information sets the stage for—and is
        293an integral part of—a deeper discussion of social and cultural changes
        associated with global aging. For example, the concept of the demographic divide captures some
        significant patterns in population aging and social change. The demographic divide refers to the distinction
        between countries with low birth rates and high life expectancies (aging populations with slow or no growth)
        and those with high birth rates, significant growth, and comparatively young populations. This divide is
        defined by demographic patterns, and it coincides with the more/less developed designations discussed
        previously. The less developed nations, characterized by high fertility and young populations, will contribute
        to virtually all of the population growth that will take place in the world over the next four decades. They
        also will contribute the vast majority of new older people to be added to the world, since life expectancy is
        increasing, in some cases rapidly, in most of the less developed countries. Some of these societies will be
        addressing the challenges of nearly simultaneous population growth and population aging. The countries already
        on the old side of the demographic divide are, in contrast, facing labor-force pressures that arise from low
        birthrates and low fertility, resulting in little or no population growth. These countries may not have enough
        workers to sustain economic productivity or to nurture the support programs necessary for an older population.
        The demographic divide is one of many ways to think about global patterns of aging and how those patterns
        relate to the economic and social challenges of population aging.
      


      
        
          EXHIBIT 10.2
        


        
          The Demographic Divide: Spain and Tanzania
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          Source: U. S. Census Bureau. (2019). International data base. https://www.census.gov/data-tools/demo/idb/informationGateway.php
        

      


      
        The information in Exhibit 10.2 illustrates the demographic divide by comparing two
        nations: Tanzania (less developed) and Spain (more developed). Spain is an “old” society, with 18% of its
        population age 65 and above, while Tanzania is quite young, with only 3% 294over 65 and nearly half at age 15 and below. Though these two countries had populations
        of fairly comparable size in 2019, Spain will change very little in size by 2050, whereas Tanzania’s population
        will more than double because of very high fertility.
      


      
      
        
          EXHIBIT 10.3
        


        
          POPULATION DATA FOR REGIONS OF THE WORLD
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        A broader look at these patterns is shown in Exhibit 10.3, which provides some information
        about the three major regions of the world (developed, less developed, and least developed) on the indicators
        related to the demographic divide: life expectancy, fertility, and proportion age 65 and over. The information
        on fertility helps to illustrate how countries on the young side of the demographic divide—those in less
        developed regions—will contribute to virtually all of the coming growth in the world’s population. It is easy
        to see that, with an average fertility rate of 2.5 children per woman and a 2019 population of more than 6.3
        billion people, the less developed region of the world will be contributing a much higher proportion of new
        global citizens. In contrast, the more developed region already has low fertility, longer life expectancy, and
        an older population. Although today there are a wide array of age profiles across the two sides of the
        demographic divide, that gap will be closing very quickly—making aging a worldwide challenge, not simply an
        issue for the richer countries of the world.
      


      
        Speed of Population Aging
      


      
        An interesting demographic puzzle is that, even though fertility is much higher in developing regions compared
        to the more developed regions of the world, the pace of population aging is happening much faster in some
        developing countries. Exhibit 10.4 shows the number of years it will (or did) take selected
        countries to double and eventually triple the proportion of their population that is 65 and older. The chart
        shows the time required (or expected) for the population to go from 7% to 14% older people, and from 14% to
        21%. It took France 115 years for the first transition (doubling from 7% to 14% of population age 65 and
        above); this change started in 1865 and was completed in 2951980. Thailand
        began this transition in 2003—when the older population reached 7% of the total population. But that proportion
        will double within 21 years, and will have tripled in another mere 11 years! It is easy to imagine the
        magnitude of the challenges facing countries whose populations are aging so rapidly. Systems to serve the
        unique health, housing, social, and economic needs of older people continue to be an issue in developed
        countries such as the United States, which have had a considerably longer time to prepare for this change. The
        less developed countries are having or will have significantly less time and fewer social and economic
        resources to face these challenges, making the development of culturally appropriate adaptations even more
        difficult.
      


      
        
          
            EXHIBIT 10.4
          


          
            Speed of Population Aging
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          Source: He, W., Goodkind, D., & Kowal, P. (2016). An aging world: 2015 (International Population
          Reports, P95/16-1). U.S. Census Bureau, U.S. Government Publishing Office.
        

      


      
        
          Stop and think:
        


        
          Long-term care (the support and services that people need to live independently and safely when they can no
          longer perform everyday activities such as meal preparation or medication management on their own) is a
          challenge for aging nations. The long-term care system in the United States is still under construction, with
          new options such as assisted-living apartments becoming more popular. Based on what you know about other
          countries and cultures, do you think it is feasible to simply “import” one nation’s long-term care options to
          another country? What might be the challenges of trying to do so? What might the United States learn from
          other countries about supporting and respecting our older adults?
        

      


      
        This rapid speed of aging may seem counterintuitive at first, because you know that developing regions have
        much higher fertility and younger populations than the developed nations. 296How is it possible, then, that they can grow older so much faster? The major explanation
        is that the improvements in mortality (i.e., the extension of life expectancy) happened more slowly in today’s
        developed nations, and typically followed a decline in fertility. Contemporary developing nations, however, are
        more quickly getting control over mortality. The medical and public health advancements necessary to reduce
        mortality, such as immunizations and cleaner food and water, became available to the developing world much
        faster, thanks to globalized systems of technology, communications, and trade.
      


      
        CULTURAL TRADITIONS, POPULATION AGING, AND SOCIAL CHANGE
      


      
        Global aging is not only, or even most importantly, about demographics. The demographic profile is important
        because it signals the significant social and cultural changes that both contributed to, but also are affected
        by, the growth of the older population. For everyday lives, it is much more important to know about the ways in
        which population changes things like cultural attitudes about older adults, family relationships, education,
        and healthcare.
      


      
        To place the demographic trends of global aging into a broader context, we offer three case studies that
        describe countries with quite different demographic, cultural, and social situations related to population
        aging: China, Germany, and Kenya. These examples illustrate the intersections of population aging with social
        change (often reflected in social policies) and cultural traditions within each unique context. You can also
        compare each case study to what you have learned about aging in the United States to inform your understanding
        of the specific dynamics that have shaped U.S. aging, and recognize the distinctive influences of different
        societies and cultures.
      


      
        China: One-Child and Two-Child Policies
      


      
        As discussed in Chapter 3, population pyramids provide a great deal of information
        about population aging; comparisons of pyramids, either across different countries or across time for a single
        country, reveal significant demographic shifts and hint at the social changes accompanying them. Given your
        experience in interpreting these pyramids, you can now knowledgeably examine the very distinctive one of
        contemporary China. Exhibit 10.5 reveals China’s unique age structure in 2019. This
        structure is the result of China’s well-known “one-child policy,” implemented in 1980 to stem a very high and
        unsustainable rate of population growth. Chinese officials opted for this policy in support of the nation’s
        long-term economic development and improved standards of living for China’s people. The impact of the one-child
        policy can be seen in the much smaller size of the base of China’s population pyramid in 2019. As a result of
        this very rapid, mandatory decrease in fertility, combined with low mortality, the proportion of China’s
        population 65 and older is increasing very rapidly. China has accelerated the normal decline in fertility that
        is part of the demographic transition. The population pyramid for 2050 illustrates this reality: the base of
        the pyramid (children) is much smaller than all of the other age strata except for the very oldest (80 and
        above).297
      


      
        
          
            EXHIBIT 10.5
          


          
            Population Pyramids for China in 2019 and 2050
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          SOURCE: UN DESA. Population Division. World populations 2019. http://population.un.org/wpp Uncertainty in the projections is shows in the outer edges of
          each bar.
        

      


      
        298Responding to the far-reaching economic and demographic consequences of the
        one-child policy, China replaced it with the “two-child” policy in 2015. Even with this change, reduced
        fertility will affect China’s age structure for decades. The first parents affected by the one-child policy are
        now in their 60s and 70s. These cohorts are significantly larger in number than those just behind them,
        including their children and grandchildren. These trends have resulted in a common family structure that has
        been termed the “four-two-one”: four grandparents, two parents, one child. A single married couple, for
        example, would share the responsibility for up to four aging parents, with no siblings to share that
        obligation. In a culture that highly values traditions of respect, care, and honor from children to parents and
        grandparents, this age structure will be culturally and socially challenging in the future.
      


      
        Another notable challenge to the traditional systems of kin support of elders is the rapid migration of young
        and middle-aged Chinese citizens from rural areas to cities, where economic prospects are better. For upcoming
        generations of older people, the combination of very small family size and migration patterns to large cities
        will challenge the traditional system of responsibilities of children to provide care for elders. “The huge
        transient labor force renders a severe blow to the traditional Chinese type of family support for the elderly,”
        as do unresolved issues regarding how one-child families could or should support parents (Du
        & Yang, 2009, p. 146).
      


      
        Aging and changes to family structure pose another challenge to China because of its limited infrastructure of
        programs and services for older people. The traditional family system for care is vulnerable to demographic
        changes, but there is a shortage of facilities and trained professionals to step in to provide formal care.
        Nursing homes have become increasingly accepted among older people and their families as a care option, and the
        nursing home industry is growing rapidly. In spite of this growth, there is a gap between supply and demand: in
        2010, there were more than 3 million nursing home beds in China, but nearly 12 million older people were
        interested in this option (Zhang et al., 2012). In addition to concerns about the nursing
        home supply, limited community-based options, appropriate regulations, and staffing challenges within nursing
        homes are challenges facing China’s formal system of long-term care (Zeng et al., 2019).
      


      
        Retirement is also an emerging institution in China, with few norms or opportunities for meaningful use of time
        after retirement. The mandatory retirement age for men is 60, 55 for white-collar women, and 50 for blue-collar
        women. As in many other countries, China is debating these ages and has plans to gradually raise them
        (China Labor Bulletin, 2019). The declining working-age population raises concerns about
        the financial viability of the system, as fewer workers are paying into a system that supports more people for
        a longer time. The current retirement ages were set at a time when life expectancy was much shorter. Just as
        important is the fact that healthier and longer lives, plus concerns about financial security, contribute to
        increasing expectations for work after retirement, whether by choice or necessity. With increasing longevity,
        these retirees will be drawing a pension longer, will face decades of life without work and, at the moment,
        without meaningful alternatives to work.
      


      
        299Germany: Inverted Pyramid
      


      
        Germany’s population pyramids for 2019 and 2050 show the classic pattern for developed nations with little
        population growth. Evidence of a baby boom in the 1950s and 1960s is seen in the large numbers of people
        between the ages of 40 and 55 in 2010; by 2050, that bulge will have moved upward in the pyramid, and its
        weight will rest on smaller numbers of younger, working-age people. For several decades Germany has sustained
        both a low fertility rate (about 1.4 births per woman) and high life expectancy. The projected result of these
        trends, a classic pattern in many developed nations, is an inverted population pyramid, as illustrated in
        Exhibit 10.6.
      


      
        One of the obvious (and previously discussed) results of such an age structure is a shrinking labor force. As
        we saw in the discussion of the demographic divide, declining size of the labor force is a hallmark of
        countries on the old side of the divide. Decreasing size of the working-age population has implications for the
        age dependency ratio, the sustainability of Germany’s pension programs, and simply filling jobs to keep its
        economy vibrant. The age dependency ratio is the number of older people (65+) per 100 working-age (15–64)
        persons. Germany’s old age dependency ratio is 34, meaning that there are about three working-age people for
        every older person. As a point of comparison, in that same year (2020), the U.S. age dependency ratio was
        27—about 3.5 workers for every person 65 and older (Central Intelligence Agency, 2020).
        While there are a lot of assumptions underlying the concept of a dependency ratio (e.g., that age determines
        working/nonworking status, and that not working equates to dependency), it is a rough measure of the proportion
        of workers to nonworkers. When taxes paid by workers are used to fund support systems (e.g., public pensions)
        for nonworkers, this measure does point to potential challenges. Germany’s inverted population pyramid sends
        the same message: that its well-established and generous pension program is vulnerable. The proposed solutions
        to the public pension problem in Germany include increasing the tax rate for workers or the age at which a
        person is eligible to receive the pension, and further expanding immigration from other countries for
        working-age people. The political and economic viability of any of these solutions is under debate, just as
        they are in other nations.
      


      
        In addition to a long-standing public pension program, Germany has a well-developed system of services and
        programs for older people, including formal long-term services offered in institutions and in the community.
        Even so, the significant size of the older population poses challenges for the future. Germany’s response to,
        and planning for, these challenges reflects basic cultural values, as illustrated in a recent national report
        on aging policies. These values include a shared responsibility and solidarity, old age as a driving force for
        innovation, generational equity, lifelong learning, and disease prevention (Kruse &
        Schmitt, 2009). Developed nations in general have the luxury of such a focus while their economies permit
        sufficient funding, but may find themselves challenged when the population pyramids are inverted. In contrast
        to this picture, some developing nations are struggling with poverty and significant health challenges, even
        without an aging population. Kenya is an example of such a country.300
      


      
        
          
            EXHIBIT 10.6
          


          
            Population Pyramids for Germany in 2019 and 2050
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          SOURCE: UN DESA. Population Division. World populations 2019. http://population.un.org/wpp Uncertainty in the projections is shows in the outer edges of
          each bar.
        

      


      
        301Kenya: Skipped Generation
      


      
        Kenya’s population pyramid for 2019 was used in Chapter 3 as an example of a young
        society, with a true pyramid shape showing a very small older population. By 2050, the proportion of Kenya’s
        population that is 65 and older will triple, from 2.1% in 2015 to 6.7% in 2050. While still low in comparison
        to other nations, Kenya’s circumstances reflect those of a number of countries in the less developed category.
      


      
        Kenya’s story is not simply one of economic development and aging, because other health-related events are
        contributing to the challenges it faces. As Kenya anticipates its growing aging population over the next
        decades, there are already pressing realities for older people today. The HIV/AIDS epidemic has “eroded
        hard-won progress in health and mortality, and has led to a decline in life expectancy from 59 years in the
        1980s to 53 years in 2007” (Yin & Kent, 2008, p. 2). Because of recent public health
        interventions, life expectancy has again been improving steadily and dramatically and in 2017 it stood at 64.8
        years (UN DESA, 2019c). Even at the peak of the HIV/AIDS epidemic, that disease did not
        directly affect the life expectancy of the older population; instead, its impact was felt among adults in their
        prime years of productivity. For many older people, the HIV/AIDS epidemic translated into loss of their adult
        children and the necessity to care for their orphaned grandchildren. The HIV/AIDS epidemic in Africa is a
        broad-based epidemic, involving both women and men. This means that both marital partners may get the disease,
        and without expensive (and sometimes unavailable) medications, die from it. While the majority of older people
        in Kenya live with family, some are now living in skipped-generation households, with the middle
        generation missing and grandparents acting as surrogate parents. About 28% of the households in Kenya fall into
        this category (UN DESA, 2019b). This pattern in Kenya is due to HIV/AIDS mortality of the
        middle generation, rather than other causes seen in the United States and other developed nations. In the
        United States, the most common reasons given for skipped-generation household arrangements are substance abuse,
        incarceration, financial hardship, or mental health problems on the part of the grandchild’s parents (Scommenga, 2012).
      


      
        In addition to the vast implications of HIV/AIDS mortality, elders in Kenya face problems with poverty,
        illiteracy, poor nutrition, limited housing options, lack of income security, and few social service programs
        (Mwangi, 2009). As in many nations across Africa, the Kenyan legal system has not
        specifically moved to protect the rights of elders; it provides no specific assistance with issues such as age
        discrimination, inheritance and property law issues, and adequate access to healthcare, social services, and
        income security (HelpAge International, 2008).
      


      
        Kenya has recently adopted a national policy on aging and older persons, which identified priority areas
        consistent with the problems listed previously. The policy focuses on health, nutrition, income security,
        poverty reduction, and healthy family culture. Financial support for the most vulnerable elders and small
        retirement benefits were authorized in this 2008 legislation, one of the first steps in Kenya’s development of
        government support for older people (Mwangi, 2009). Eligibility for Kenya’s old-age
        pension is 60; however, life expectancy at birth is just 63.5 (Social Security Administration
        [SSA], 2014b). About one-third of African countries that offer some old-age insurance benefit have
        302life expectancies lower than the pensionable age (National
        Institute on Aging [NIA], National Institutes of Health [NIH], U.S. Department of Health and Human Services
        [DHHS], & U.S. Department of State, 2007). For example, Lesotho’s statutory pensionable age is 70
        years, with no early pensionable age, but life expectancy at birth is 52.65 years (Central
        Intelligence Agency, 2014; SSA, 2014b). Though significantly challenged by a
        relatively low level of economic development, Kenya is currently seeking to amend its constitution to guarantee
        the protection of its elders from discrimination, enabling a life with dignity and respect, and reasonable care
        and assistance from family and the government (Mwangi, 2009).
      


      
        These three countries, all with old or aging populations, illustrate a wide range of demographic, cultural, and
        social characteristics. How are these countries planning for and responding to their aging populations? What is
        the appropriate role for families and for government programs in providing support for older adults? There are
        many cultural, economic, demographic, and political forces at work in shaping any nation’s responses. The
        concept of the welfare state (not to be confused with a specific program for disadvantaged people) is at the
        heart of these questions.
      


      
        AGING AND THE WELFARE STATE
      


      
        In the United States, the term “welfare” usually connotes the safety net programs for citizens who, for
        a variety of reasons, require public support for basic necessities such as income, food, and healthcare.
        However, that is a very narrow and country-specific understanding. The concept of a welfare state is
        much broader; it refers to a kind of government system in which a state or nation takes some responsibility for
        the promotion and protection of the well-being of its citizens through programs and policies. Such policies
        often include public pensions, healthcare programs, family allowances, sickness and maternity/birth benefits,
        and unemployment compensation. Policies and programs that focus specifically on the needs of the older
        population constitute an old-age welfare state; Chapter 9 discussed the
        development of such a system in the United States. Though most industrialized nations have fairly
        well-developed welfare states, there is considerable variability in how policies are organized or applied
        across countries. Many developing nations, like Kenya, are at the early stages of forming national policies for
        aging populations.
      


      
        As you will see in the Analyzing Theory section on modernization later in this chapter, population shifts
        related to economic development, industrialization, and urbanization produce social conditions that no longer
        mesh with traditional sources of social and economic support, namely those of the family and religious
        institutions. As these traditional social institutions become less able to address the needs of these groups in
        a rapidly changing social environment, people in many countries have looked to the nation for help with the
        challenges of assisting dependent persons and groups. The emergence of the welfare state unfolded across the
        19th and 20th centuries in countries of Western Europe and the United States, with other countries following in
        subsequent years.
      


      
        303More specifically, industrialization, through its need for large
        concentrations of workers for factories, induced a substantial migration in various nations from rural to urban
        areas. This migration introduced a new way of life, where individuals were separated from the land and
        frequently from their extended families. While traditionally rural farmers often had kin for neighbors,
        ensuring others nearby who could provide social and economic assistance when necessary, urban dwellers
        typically found themselves amidst strangers, separated from their traditional social support networks. This new
        social living condition required some mechanism to replace that lost family support, and this mechanism became
        the welfare state. This process that unfolded for Western Europe and the United States in the late 19th and
        early 20th centuries is similar to what is happening in the developing nations of the world today. As we saw in
        the case of China, the migration of young people to cities in search of better jobs, and the resulting
        isolation of older people in rural areas, is one factor that is undermining the traditional system of family
        care.
      


      
        The welfare state can include pension programs, health insurance, unemployment benefits, coverage for long-term
        care, and compensation for workplace injuries, all of which relate to the needs of older adults in many
        countries. What kinds of programs and benefits are included, who is covered, and how people become eligible for
        the benefits are all sources of great variation between and within countries. For example, even though almost
        75% of all countries have some sort of old-age income security program, the proportion of citizens who are
        covered by such programs varies. In developed nations, 90% of the workforce is covered by some kind of
        mandatory public pension program, but in developing countries the fraction is much smaller and is often
        restricted to a few categories of workers, such as military personnel and civil servants (Kinsella & He, 2009).
      


      
        In light of global aging and changing family dynamics, the current status and future development of welfare
        state programs and policies are topics of great interest to researchers, advocates, and decision-makers working
        in the realm of public policy and aging. From our earlier discussion of the different situations in China,
        Kenya, and Germany, it should be clear that welfare state programs develop as part of a whole fabric of social
        change, including both shifting cultural values and economic development. Advising caution when making
        international comparisons of social security systems, a major report notes that all such systems “are embedded
        in economic and demographic realities and in cultural expectations about who cares for the elderly” (Population Reference Bureau, 2009, p. 3). No single model of the welfare state, or even of a
        particular aspect of the system, would work well or be culturally appropriate across the diverse set of aging
        nations in the world.
      


      
        If one model would fit every country, it would be reasonable to expect a welfare state convergence, in
        which the welfare state programs in all nations would mirror each other as each country modernizes and their
        economies become more developed. This assumption is problematic for many reasons, including lack of evidence
        for such convergence, and the Western-dominated perspective that underlies it. One study of the convergence
        hypothesis provides evidence to question its validity. Among 18 economically developed countries in one study
        (including Germany, Italy, Japan, the Netherlands, 304and Australia), the
        United States provided an example of a notable exception toward convergence: it lacked a national health policy
        until very recently. While the ongoing debates about healthcare legislation in the United States may negate or
        maintain that exception, there is every reason to question the path and destination of old-age welfare state
        evolution, especially in the developing world. Just as the demographic transition is unfolding differently for
        those countries undergoing it in recent years, so too will the welfare states in those nations emerge in
        distinctive, culturally shaped patterns.
      


      
        
          Stop and think:
        


        
          You can learn more about the social insurance and welfare state systems of any country in the world in a
          series of publications called “Social Security Programs Throughout the World.” Think of a country about which
          you would like to know more and see what kinds of government-supported programs they have in place for older
          adults. How different is that system from what you know about the supports provided for elders in the United
          States?
        

      


      
        Welfare State and the Role of the Family
      


      
        As we think about the evolution of the welfare state in developing nations, the role of the family deserves
        particular attention. The definition of the welfare state at the beginning of this section suggests that such
        systems emerge when societies develop economically and their social structures modernize. The assumption within
        that description is that government-sponsored programs and policies are necessary to replace, or at least
        augment, some of the responsibilities that had traditionally been fulfilled by families in earlier times. While
        this general pattern—in which a welfare state accompanies economic growth—has been well documented for current
        developed nations, it is dangerous to make dogmatic predictions about what will happen in today’s developing
        nations. As noted previously, such shifts result from social change, economic development, and cultural
        values. We should not predict that a welfare state will replace the role of the family in the lives of older
        adults in all currently developing regions, nor can we specify that the welfare state in Thailand will look
        like the system of services and supports in place in Denmark.
      


      
        Cultural values play an extremely important role. For example, the U.S. value of independence in family
        relationships across the life cycle translates into patterns such as “intimacy at a distance” and older adults
        not wanting to “be a burden” on children. This value is reflected in contemporary living arrangements. As in
        other developed nations, the most common living arrangement for older people in the United States is alone or
        with a spouse. In contrast, coresidence of multiple generations is the most common living situation for older
        people in many developing nations, where norms of family caretaking are strong.
      


      
        China’s strong tradition of filial responsibility, described earlier, is a clear example of such family norms.
        According to Charlotte Ikels (1993), China’s traditional culture of the early 20th century
        (pre-Communism) was based on Confucianism, “an ethic of familism that not only served as the standard to guide
        proper family organization for many 305centuries but was also codified into
        law” (p. 124). This system emphasized vertical family ties—those between the generations—as more important than
        horizontal ties, such as those between spouses, which were viewed primarily as a means by which to continue the
        lineage (or vertical line) through offspring. It is unlikely that this deeply rooted value system will be
        completely replaced by an old-age welfare state in China, even in the face of formidable demographic pressures.
        While developing formal care settings, for example, parts of China are also utilizing Family Support Agreements
        (FSAs), formal contracts between adult children and their elder parents to provide suitable support while
        balancing obligations of adult children (e.g., living and working in distant cities) with the specific needs of
        their elder relatives for income, healthcare, or housing (Chou, 2011). Most families using
        these agreements are satisfied with the results, perhaps because their use aligns with cultural traditions for
        family support. Can China somehow integrate these values into its need to adapt to a rapidly aging population,
        widespread migration, and the high levels of pressure on younger generations with large numbers of elders, for
        whom a cultural sense of responsibility continues? Over the next several years, research on the evolution of
        China’s welfare state will surely provide insights into how rapidly aging countries manage to balance public
        programs, traditional values, shifting family patterns, and the needs of an unprecedented number of older
        people.
      


      
        A study of old-age homes in India asked managers, supervisors, and board members of nearly 50 homes and day
        care centers about the proper role of old-age homes in India—another nation that, like China, strongly endorses
        coresidence and family caregiving. Responses revealed three, diverse perspectives: (a) government involvement
        in meeting such needs for elders will erode family responsibility, (b) such care options should be seen as a
        last resort for elders who have no family support, and (c) old-age housing is necessary because elders
        sometimes fall through the safety net of family care (Liebig, 2003). This range of
        responses nicely captures the tension between a desire to preserve traditional, family-based systems of care
        and the pressure to recognize that those systems may be increasingly less viable because of changes in family
        structure and growing numbers of older people who need assistance. This pull between traditional values and
        modernization embodies the transition to some kind of welfare state.
      


      
        Public pensions, government-sponsored old-age homes, and other aspects of the welfare state will continue to
        emerge in developing nations; both the growing size of the older population and changing family structures in
        many of these countries seem to demand some government response. However, cultural values will play a crucial
        role in the development of public policies in these nations, in particular the ongoing extent to which families
        provide the necessary care as these nations modernize and families change. The balance of traditional values
        against changes in economic structure, availability of kin, and population aging in vastly different cultures
        is not likely to produce welfare state convergence. An overview of modernization theory and the implications of
        globalization may help provide a context for the possible divergence of societal responses to population aging.
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          Modernization theory is one of the classic frameworks that helped to shape the field of gerontology.
          The basic premise of the theory is that the status of older people declines as a society modernizes—or, in
          terms we discussed previously, as it moves from less to more economically developed. The theory contends that
          changes such as urbanization, technological advancement, health advances, and population growth combine to
          erode the position of honor, prestige, and respect accorded to older people in less developed societies
          (Cowgill, 1981). With modernization, the skills that older people have become less
          relevant, and younger people move to urban areas for better job prospects. Modernization shifts the power
          dynamic as younger generations no longer rely as much on older generations for learning life skills or for
          financial support. By contrast, in the least modern (or less developed) societies, the theory contends that
          older people supposedly enjoy high status, and family members are economically and culturally bound to meet
          their elder relatives’ physical and emotional needs. Families, according to the theory, require society’s
          assistance only when modernization disrupts the traditional (mostly rural) family’s economic and social
          structures. Based on modernization theory, we would expect that in most rural, agrarian, developing
          countries, older adults enjoy high status and that their needs are routinely met by family members, rather
          than by paid services or government programs.
        


        
          While the theory has long held some intuitive appeal and some (but not universal) empirical support, it has
          been criticized for oversimplifying the processes of modernization, and for not giving enough weight to other
          factors such as cultural values, economic resources, and the role of government. One of the significant
          assumptions made by modernization theory is that the extended family in developing societies fully integrates
          its older members, negating the need for formal systems of senior housing and other services such as meals
          and personal care. Multigenerational coresidence was seen as a manifestation of family interdependence and a
          reflection of the primacy given to family as a social institution. Modernization was presumed to erode the
          centrality of the family, and decline in generational coresidence was a reflection of that change. But the
          link is not so straightforward. More than 25 years ago, there was evidence to suggest that multigenerational
          households providing care for elders were declining in developing nations, and that older adults were the
          least likely to occupy extended family households (Martin & Kinsella, 1994). More
          recent studies observed the same decline in multigenerational households in some developing countries. For
          example, a new social pension for rural residents of China resulted in decreased intergenerational
          coresidence (Chen et al., 2017).
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          The decline in intergenerational rural coresidence when other financial supports were put in place suggests
          that supporting the status and security of older adults is both a family issue and a public policy issue.
          Coresidence may be a reflection of traditional values about the role of the family, and it may also be
          a result of limited alternatives due to economic constraints. Nepal is a country that retains strong norms of
          coresidence; about 75% of adults age 60 and older in Nepal live with children (Chalise &
          Rosenberg, 2019). But does the predominance of multigenerational households signal high status for older
          adults? Not necessarily. Economic factors, literacy, and physical health all play a role. Nepali elders are
          disadvantaged by a lack of pension (received by only 9%), low levels of literacy (about 30% are literate),
          physical health problems (reported by 70%), and mental health problems (reported by 53%; Chalise & Rosenberg, 2019). This juxtaposition of multigenerational coresidence with some
          health and economic disadvantages suggests that a stronger system of government-supported programs and safety
          nets will be necessary to improve the circumstances of older adults in Nepal. Supporting the notion that the
          link between modernization and social status is mediated by programs, services, and opportunities for older
          adults, a study of 28 countries found that relatively high rates of employment of older adults moderated the
          impacts of modernization. Specifically, this interesting study found that modernization (measured by life
          expectancy, educational level of the country, and proportion living in urban areas) did have a negative
          effect on the social status of older adults (defined by prestige and social standing in society), but that
          effect was eliminated in countries where older people were more likely to be employed (Vauclair et al., 2014). In many countries, government-supported systems of policies and programs
          have mediated the impacts of modernization predicted by the original theory. These programs and services
          stepped in to shore up the circumstances of older adults after economic changes produced labor migration and
          perhaps weakened the cultural values that underlie traditional supports for elders.
        


        
          Given the advancement of formal systems of support in many countries, and widespread change in traditional
          reliance on the family as the primary source of support for older adults, perhaps it is time to supplement
          the questions asked by modernization theory by including the global forces that can affect the status of
          older adults.
        


        
          Globalization and the Status of Older Adults
        


        
          “Globalization” refers to interconnections across countries and regions of the world resulting in new trade
          practices, and changes in economic, social, and political dynamics. Such changes have intensified in the past
          few decades, characterized by immense growth in a global market, trade, and economy. The advancement of
          technology, communication, transportation, and deregulation of the market policy has transcended time and
          space barriers and promoted the intermingling of cultures 308and people from
          across the globe, especially for the purpose of trade and employment (Neilson, 2003).
          Within this tightly interconnected world, changes happening in one part of the world are more likely to
          influence another part of the world.
        


        
          Experiences of aging are impacted by globalization, particularly related to labor migration. While the
          classic modernization theory focused on migration from rural to urban areas with a country, the globalized
          world also includes labor migration between countries. As discussed elsewhere in this chapter, aging
          population and declining fertility affect the labor market, and can create concerns about the sustainability
          of the publicly funded programs such as social security and healthcare. Some of the more economically
          developed countries where the population is aging rapidly are welcoming a foreign workforce as a source of
          labor. As a nation with one of the world’s oldest populations, Japan is facing a serious labor shortage.
          Japan has traditionally maintained tight borders closed to immigration, but, in response to their labor
          shortage, the country’s leaders put forth legislation in 2018 to open the door for foreign workers. Canada is
          already depending on immigration to supplement the working-age population due to sustained low fertility.
        


        
          In general, the direction of labor migration (especially for low-skilled jobs) is from lower income regions
          to middle- or high-income regions. For this reason, among older people and their families, particularly in
          developing nations, one of the most important consequences of this aspect of globalization is disruption to
          family dynamics, and the challenges of reintegration when the worker returns home. Some communities are
          losing the entire section of midlife members because of economic migration. Working away from home can have
          the benefit of better pay and remittances to the family at home, but the absence of the middle generation can
          fragment the family and place additional caregiving responsibilities on those who remain at home; older
          adults often have additional responsibility for caring for children. When overseas workers return home, there
          are often challenges with reintegration and reestablishing roles in a family structure that has been altered,
          even if temporarily. For labor migrants who return home to take a different job or to retire, there are
          compounded challenges of “fitting back in,” adjusting to different work or no work, and defining one’s place
          in the community.
        


        
          From a macroscopic view, globalization seems to promote the integration of economy, labor, trade, and people
          all around the world. But from a closer perspective, globalization is potentially altering cultural values,
          family structures, and experiences of aging in ways that are poorly understood. For example, we know very
          little about the experiences of aging within families that have adapted to economic migration and return
          migration. This kind of question has potential to shape a new “globalization and aging” framework that
          expands the founding premise of modernization theory (that social and economic changes influence the
          experiences of aging and the status of older adults).
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        We are in the midst of an explosion of interest in global aging. Since every country in the world has growing
        numbers of older adults, it is not surprising that the amount of research literature and the number of
        government reports are increasing exponentially. Try a quick Google search for “global aging” or for “aging in
        … (pick any country, from Afghanistan to Zimbabwe)” to verify the extent of information available. Sorting
        through the growing number of reports and research articles on this topic and understanding what it really
        means to study aging around the world is challenging; it helps to consider that the study of global aging
        actually encompasses several types of investigation.
      


      
        Types of Global Aging Investigation
      


      
        Three general categories of research in global aging differ from each other based on the kind of question being
        asked, and whether the information sought is about the experiences of aging individuals, or about
        characteristics of countries. This typology is shown in Exhibit 10.7. One kind of
        investigation asks broad questions about the aging of the globe as a whole. Descriptive global patterns
        research focuses on macro-level, aggregated depictions of major demographic, economic, and social trends in
        many countries. This kind of research provides answers to questions such as: Which countries rank in the top
        ten in terms of numbers of older people? What is the rate of literacy among older women and older men in
        different regions of the world? How long do people live, on average, in various countries? What are the major
        causes of death for people in different parts of the world? Chapter 3 (on the
        demography of global aging) takes this general approach, offering illustrations of demographic conditions and
        trends 310in different countries and regions. Two very good reports that
        exemplify this kind of research on global aging are World Population Ageing (UN DESA,
        2017) and An Aging World: 2015 (He et al., 2016). Both publications describe
        important trends related to population aging, such as increasing life expectancy, increasing burden of chronic
        rather than infectious diseases, work and retirement patterns, and living arrangements among older people in a
        wide range of countries.
      


      
        
          EXHIBIT 10.7
        


        
          TYPES OF INVESTIGATION IN GLOBAL AGING
        


        
          
            
              	
                
                  TYPE OF GLOBAL AGING INVESTIGATION
                

              

              	
                
                  DESCRIPTION
                

              

              	
                
                  SAMPLE QUESTION
                

              
            

          

          
            
              	
                
                  Descriptive global patterns
                

              

              	
                
                  Compares nations, regions, or groups of countries on demographic, economic, health, and social
                  trends.
                

              

              	
                
                  Which countries have the highest happiness ratings among older adults?
                

              
            


            
              	
                
                  Single-nation study
                

              

              	
                
                  Seeks to understand aging experiences of individuals within one location; often compares subgroups of
                  individuals within that location.
                

              

              	
                
                  What are the factors that influence the happiness of older men and women in Chile?
                

              
            


            
              	
                
                  Cross-national comparisons
                

              

              	
                
                  Compares aging experiences of individuals in more than one country or culture.
                

              

              	
                
                  What influences the happiness of older adults in Chile, China, and India?
                

              
            

          
        

      


      
        This type of research relies on international data sets that include information on demographics, health,
        economic development, and characteristics of the population in a given country, such as labor-force
        participation, income, and educational levels. The Luxembourg Income Study (LIS) is a good example of an
        international comparative data set; this resource provides standardized income, poverty, and inequality data
        from 50 countries, enabling researchers to easily draw comparisons. Some countries have participated for more
        than 30 years, also permitting comparisons over time for developing or developed nations (LIS
        Cross-National Data Center, n.d.).
      


      
        A second area within the study of global aging focuses on questions about aging within a country. This
        type of scholarship contributes to the literature on global aging by illuminating the policies, social
        structures, cultural practices, and experiences of older people in one particular location. The research
        questions are about the lives of older adults in that location. A recent example of a single-nation global
        aging study investigated the predictors of happiness among older Korean women living alone in the
        community. Living alone is less common in South Korea than it is in the United States, so the researchers were
        concerned that women in this situation were likely to have lower levels of happiness; they were interested in
        identifying factors that might positively influence their happiness, so that programs and services could be put
        in place to meet their needs. For the women in this study, lack of happiness was associated with physical
        discomfort, economic insecurity, self-esteem, and depressive symptoms (Kim et al., 2019).
        Another study on the same topic compared factors related to happiness of older men and women in rural Chile.
        This study included satisfaction with food-related life, being the main person responsible for managing
        household income, and quantity of goods in the home as potential correlates of happiness. For both men and
        women in Chile, satisfaction related to food (measured by items such as “food and meals are positive elements
        in my life”) was associated with happiness; for women, greater happiness was associated with having dinner with
        a companion on a daily basis, and with being the main person responsible for managing household income
        (Lobos et al., 2017). These studies might make you curious about what “happiness” actually
        means, why researchers in two different countries would consider such an array of possible correlates (e.g.,
        satisfaction with food life in Chile and depressive symptoms in Korea), and how happiness can be measured and
        compared across cultures. Later in this chapter you will read more about the challenge of measuring complicated
        ideas such as happiness across cultures where it might be defined and experienced differently. This type of
        single-nation inquiry is unique in its focus on what aging is like for people within one particular
        place. It is different from the first category because it does not compare across countries or regions of
        the world and because it 311focuses on individuals rather than countries as the
        entity of interest (unit of analysis). These in-depth explorations of aging within a culture or within a nation
        are growing in number, as are the outlets for such publications, pointing to the increasing prominence of this
        component of global-aging research. Research that focuses on aging within a particular culture or society
        relies on the same range of methods used by social scientists in general. The specific within-nation examples
        mentioned here used interviews and surveys and analyses of secondary data (data already collected for
        other purposes). These articles follow the same rules of conceptualization, measurement, sampling, and analysis
        already familiar to those who have learned about social science research methods. These methods take on a new
        dimension when cross-national comparative global aging research, the third type of global aging
        research, is considered.
      


      
        Comparative global-aging studies in some ways combine characteristics of the first two categories (descriptive
        global patterns and single-nation, within-country aging research); this type of research looks at similarities
        and differences across two or more countries (as does descriptive global patterns research, mentioned
        previously), but looks in depth at a particular topic related to aging such as pension plans, quality of life,
        happiness, or family caregiving (as does the within-country research already described). Comparative
        global-aging research seeks to understand the nature of differences and degree of similarity in the experiences
        of aging across locations. A recent article on the link between trusting others and health of older adults in
        six different countries provides a good example of this kind of research. The authors of this study (Chan et al., 2017) wanted to see if the relationship between trusting others and better health that
        had been consistently observed in Western countries also holds true in non-Western countries. They chose
        countries at lower levels of socioeconomic development than the Western countries that had been previously
        studied, making it possible to consider whether trust might have a stronger or weaker influence on health in
        countries with less developed health and social service systems. The countries (Ghana, China, India, Mexico,
        South Africa, and Russia) are quite different from each other culturally; they also vary in terms of human
        development indicators (e.g., life expectancy, average level of education, and standard of living), allowing a
        detailed look at whether the trust–health relationship varies by setting. Interestingly, the percentage of
        older adults in these countries who reported generalized trust in others ranged from a high of 89% in China to
        a low of 21% in South Africa. Even though there was variation in how common trusting others was, the
        relationship between trust and health was confirmed: in general, trust in others is associated with better
        health (Chan et al., 2017). This study illustrates the two important features of
        comparative global-aging research: they looked in depth and across countries to understand the
        experiences of aging. Comparative research presents extraordinary opportunities to get at the heart of what is
        universal and what is unique in our “ageways.” These 312opportunities are
        accompanied by some challenges in attempting to sort out the complex interactions of policies, cultures,
        economic development, and other unique aspects of nations being compared.
      


      
        
          Stop and think:
        


        
          Think of an important concept such as happiness that might be defined differently in different cultures. Life
          satisfaction, loneliness, and elder mistreatment are examples of abstract yet meaningful constructs that
          might vary culturally. For the concept that you pick, speculate about why and how it might be defined and
          measured in different ways.
        

      


      
        Using a Comparative Perspective
      


      
        The three types of global-aging research just described include two that are inherently comparative
        (descriptive patterns and cross-national comparisons), and the third (single-nation or within-country) often
        includes comparisons, as did the example article that compared factors affecting the happiness of older men and
        women in Chile. Like all good research, comparative research requires a clear statement of the problem, an
        explicitly stated research question with strong conceptual grounding, and rigorous methods. But the design of
        these studies contains added features. To understand the distinctive goals, challenges, and value of
        comparative research, consider why it might be of interest to compare the happiness of older people in
        different countries, such as Finland which ranked first in the most recent World Happiness Report (Helliwell et al., 2019) and Turkey, which ranked near the middle of the list of 156 countries. Even
        though the overall happiness ratings of these two places diverge, are the older people in these two countries
        as far apart as the national numbers overall? If so, why is this the case? Does the system of services and
        support for older adults (including health) vary in these two countries? Are there challenging economic or
        political situations that might be at play?
      


      
        That is the essence of comparative research on aging: to discover patterns of similarity and difference in the
        experiences of aging across settings or circumstances. Writing specifically about comparisons of aging across
        cultures, Palmore succinctly states, “Cross-cultural research is essential for two purposes: separating
        universal processes of aging from culture-specific processes, and understanding how cultural factors influence
        aging” (Palmore, 1983). Thus, comparative research is appropriate for answering questions
        such as: Is aging the same in different countries? Does any particular experience of growing older hold true
        across those settings? If not, what explains the differences? Answering any of these questions requires
        in-depth understanding about the uniqueness of specific locations and a conviction that patterns in those
        unique locations do exist and can be identified.
      


      
        The question about happiness in Finland and Turkey points to an interesting challenge in research across
        different cultures. To know how people in these two countries are similar or different regarding their life
        satisfaction first requires finding out whether the concept is shared by both cultural contexts, and if it can
        be measured in meaningful—and comparable—ways in both places. This unique facet of comparative research is one
        example of the ways in which good comparative research forces us to question our assumptions, confront our own
        cultural biases, and carefully consider the design and purpose of our study.
      


      
        Scholars who specialize in studying the experiences of people in different places debate about whether there is
        greater value in first seeking an in-depth understanding of one place, or whether a better understanding of
        human experiences can be attained by beginning with comparisons across settings. To continue with the happiness
        example, 313a case-study approach would require deep exploration into the
        definitions, meanings, and components of this complex and subjective concept in one country or the other. A
        comparative approach would lead a researcher to seek a measure of happiness that could be used in both
        locations, as is the case with the World Happiness Project. As with most such debates, there is common ground
        in the middle. There is value—and disadvantage—in both perspectives. The former one-case approach
        focuses on the uniqueness of one culture and the experiences of people living in that location, giving depth
        and richness of understanding. The latter multicase perspective calls for a comparative approach,
        sacrificing an in-depth focus on uniqueness for the ability to observe, and measure, similarities and
        differences.
      


      
        BEYOND THE “EXOTIC OTHER”
      


      
        As we think about examining the experience of aging in different countries, or comparing across countries, a
        word of caution against a tourist approach to the study of global aging is required. Careful investigation of
        global aging requires thinking beyond an interest in the exotic other. This concept derives from a rich
        tradition in anthropological research that seeks to understand other cultures from a wholly authentic point of
        view, not reducing people who live in other societies to cultural objects. It can be argued that a fascination
        with the exotic other is preferable to disdain for anyone different from us; however, a deeper understanding of
        the meanings and experiences of aging around the world requires commitment to seeing realities of aging deeply
        woven into an entire fabric of history, culture, and social structures from the point of view of those within
        that culture. What makes aging in another culture interesting and important is not that it is different from
        our own experiences, but that there are commonalities, patterns, and uniqueness to uncover.
      


      
        
          SUMMARY POINTS
        


        
          ■   The demographic realities of global aging are undeniable. Aging of a society
          is accompanied by, and is a catalyst for, enormous social change. In addition to the changing patterns of
          fertility and mortality, global aging is associated with changing family structures, changes in work and
          economic challenges, and the development of social welfare systems. How these issues play out in specific
          countries or major regions of the world varies, depending upon a host of factors including demographics,
          economics, and cultural values.
        


        
          ■   Labor migration is an important component of aging societies as younger
          generations move to urban areas within their home country or across national boundaries for employment
          opportunities in a globalized economy. These shifts are altering expectations for living arrangements and for
          provision of support for older adults. Even in countries with strong traditional norms for family care,
          formal long-term care options (e.g., nursing homes and home care provided by agencies rather than kin) are
          increasingly available and acceptable.
        


        
          ■   314The “welfare state” is an arrangement in
          which the government takes responsibility for promoting and ensuring the well-being of its citizens. Such
          systems have arisen in modern societies to complement the support provided by families. Every aging nation is
          seeking a culturally and economically appropriate balance between the role of government and the role of
          family in meeting the needs of older adults.
        


        
          ■   Global aging research provides insights into cultural contexts and individual
          experiences of aging in different parts of the world. Happiness is an example of a concept that is
          universally important and meaningful, but the way it is defined and measured varies by culture, and happiness
          research exemplifies the value of comparative global-aging research in searching for uniqueness and
          commonalities in the aging experience.
        


        
          ■   In recognition of the need for data about aging populations, many national and
          cross-national efforts are underway. Examples of such research initiatives include a survey of aging, health,
          and well-being conducted in Argentina, Mexico, Barbados, Uruguay, Chile, and Brazil; a longitudinal study of
          aging in India; the Survey of Health, Ageing, and Retirement in Europe (SHARE); and the WHO longitudinal
          study of global aging and adult health. These are but a few examples of the educational and research efforts
          underway in acknowledgment of the challenge and the promise of global aging. This era of an unprecedented
          rapid pace of aging around the world provides abundant opportunities to learn about each other, about
          ourselves, and from each other.
        

      


      
        
          KEY TERMS
        


        
          comparative research
        


        
          demographic divide
        


        
          developed and developing countries
        


        
          exotic other
        


        
          global aging research
        


        
          least developed countries
        


        
          less developed countries
        


        
          modernization theory
        


        
          more developed countries
        


        
          skipped-generation households
        


        
          welfare state
        


        
          welfare state convergence
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        319Chapter 11
      


      
        The Future of Aging and the Life Course
      


      
        
          LEARNING OBJECTIVES
        


        
          •   Articulating questions about the future of aging for individuals and societies.
        


        
          •   Anticipating how aging and the life course will be different for current younger generations.
        


        
          •   Becoming familiar with new initiatives to ensure the longevity and vitality of older people.
        


        
          •   Understanding the significance of aging and aging societies for jobs and careers.
        


        
          •   Imagining yourself as an aging person and part of an aging cohort.
        

      


      
        THE FUTURE OF AGING IS ALREADY HERE
      


      
        One of the challenges in predicting the future of aging is that each cohort undergoes the experience with its
        unique characteristics and enters later life under circumstances that have been evolving constantly during its
        members’ lives. The field of aging is relatively young, so most knowledge of human aging has been based on
        cohorts born in the first half of the 20th century—a century punctuated by major historical events and social
        change related to war, economic hardship and prosperity, health epidemics, civil rights reforms, and
        innovations in medicine, communication, and transportation. These events and changes may therefore be hidden
        variables (Spiro et al., 2016) underneath the knowledge base of aging. We do not know
        how much of it will apply to future cohorts. The dynamic nature of aging means that we should not expect our
        aging to follow the path of today’s elders or those of earlier cohorts. Indeed, the long stretch of later life
        means that, at any given point in time, 66- and 96-year-olds have experienced different slices of history.
      


      
        One way to increase our understanding is to become more intimately acquainted with younger cohorts—from younger
        Boomers who are perched on later life and rather distinct from older Boomers, down to “Millennials” on the
        front end of adulthood, and “Gen Z” after them. Negative public discourse surrounding the Baby Boom generation
        has focused on how its size and its purported selfishness have strained social institutions or undermined
        public resources. But it is important to remember that the physical, psychological, and social statuses of the
        Boomers are rather favorable relative to cohorts before them. The recent surge of interest in the civic
        engagement of the “young-old” 320phase seems symbolic of the potentials
        inherent in the Boomers. Important insights for policymaking will be found in probing the implications of
        Boomers’ better positions for all aspects of aging as well as their aspirations and expectations for old age.
      


      
        Similarly, Millennials are experiencing a prolonged transition to adulthood, with greater educational
        attainment but therefore later ages of school completion, labor force participation, partnering, parenthood, as
        well as higher percentages who intend to remain single or “child free.” Their life aspirations and worldviews
        on a wide range of social and political issues also differ significantly from previous cohorts. As these young
        adults grow older, they, like the Boomers, will further challenge much of what is now taken for granted about
        aging.
      


      
        As we continue to confront the aging of the Baby Boomers, an issue has largely escaped attention: that some of
        the challenges that have been linked to the influx of Boomers will be persistent demographic features.
        Populations around the world are aging and will remain older than ever before, barring unexpected changes such
        as dramatic increases in fertility. Societal changes made in response to the Boomer tide will not simply recede
        after they depart the population; instead, these altered social institutions will, relative to what was true
        before them, become the status quo for future changes.
      


      
        
          Stop and think:
        


        
          How do you think the experiences of your cohort in early adulthood will affect your cohort’s aging? How might
          your aging be different from the cohorts just before and after you?
        

      


      
        One can—and should—be skeptical of the value and validity of broad generational labels (e.g., “Boomers” or
        “Millennials”) because they put together a very diverse group of people under a single banner. But there is
        also no question that successive cohorts will challenge much of what we understand about aging, and that there
        is much to be gained in building a more anticipatory gerontology (Cain, 2003) by
        projecting the future of aging. After all, in every society the 70-year-olds (septuagenarians) of 2090, the
        80-year-olds (octogenarians) of 2100, and the 90-year-olds (nonagenarians) of 2110 have been born and their
        lives individually and collectively have begun!
      


      
        
          Stop and think:
        


        
          What impact has COVID-19 left on members of your cohort? How might its effects be long term, even extending
          into later life? What other historical events have been important in shaping your cohort’s worldviews and
          opportunities?
        

      


      
        History leaves its imprint on aging. COVID-19 is critical to understand in this regard, as it has brought
        significant disruptions or changed opportunities for people of all ages and in every sphere of life—whether
        health, personal control and planning, social relationships and family, education and training, work and
        careers, retirement, migration, or mobility. It has changed the social experience of life’s most important
        transitions: births, birthdays, graduations, engagements, marriages, new jobs, retirements, deaths. But it has
        also affected people of different age groups (and therefore cohorts) in dramatically different ways (for
        illustrations, see Settersten et al., 2020). The COVID-19 pandemic has reminded people and
        societies today of a world they forgot, a time when long and relatively healthy lives—even life itself—could
        not be taken for granted. And it 321has fundamentally shaken assumptions about
        predictability and stability in adult life. It is too early to know precisely how it will mark the lives of all
        cohorts and how it will leave special scars on particular cohorts or create special opportunities for others.
      


      
        AGING AND A CHANGING LIFE COURSE
      


      
        The last century brought revolutionary reductions in mortality, morbidity, and fertility. These demographic
        changes created aging societies and transformed the aging experiences of individuals and families. We have seen
        that the aging of societies has fundamentally transformed human experience and the landscape of the life
        course—changing the number and boundaries of different phases, and how education, work, retirement, and leisure
        experiences are allocated across life. Every period of life is being rewritten—not just later life, but what it
        means to be a child, adolescent, young adult, and middle-aged too.
      


      
        In most Western nations, the long arc of the 20th century brought extraordinary gains in human welfare and
        predictability in the life course. In the decades following World War II, the stability that had emerged and
        the scripts that people were socialized to follow were described by psychologist Bernice
        Neugarten (1969) as the “normal, expectable life.” The emergence of the “tripartite” life course, to use
        sociologist Martin Kohli’s (1986) phrase—with education and training on the front end,
        work in the middle, and retirement and leisure at the end—rested on these securities and a complex overlay of
        social institutions and policies that were built around it.
      


      
        We are on the cusp of shifting many of our current assumptions about aging in the face of new realities, as
        more people survive to ages approaching or passing the century mark. How will these added decades of life be
        used in ways that benefit ourselves, groups around us, and society? Being able to count on time means that
        there is more time, healthier time, and greater predictability in front of us—and the ability to plan. However,
        there are many countries in which life expectancy is under age 80, especially for men, and in which there are
        serious concerns about the future longevity and health of cohorts of children and young adults, such that the
        gains that have been enjoyed by older cohorts may plateau or reverse. In some regions of the world, and even
        for subpopulations in seemingly well-positioned nations like the United States, a long life cannot be counted
        on—whether due to poor health conditions, high rates of poverty, high rates of infant and child mortality,
        violence, or political and economic upheaval.
      


      
        In looking toward that future, it is important to recall that ages and phrases of the life course are social
        constructs, which have been generated, given meaning, and taught to us. The life phases we take for granted
        today did not always exist—and are to a great degree possible by gains in longevity. This laid the foundation
        for new “stages” or ways of thinking about the people or tasks in them. Not all cultures in history have
        distinguished childhood from adulthood or adulthood from later life in the ways that many Western nations do
        today. Being both socially constructed and culturally based, the number and length of recognized phases of the
        life course are likely to change in the future. Many forces are pushing societies to reconsider what later life
        means, when it begins, and the 322social roles available to or even expected of
        older people. The aging of the population itself may prompt new attitudes about aging, turning old age from a
        negative to a neutral or even a positive stage of life, breaking it into multiple phases, pushing up its lower
        age limit far beyond 65, or using criteria other than age to establish “oldness.”
      


      
        Concerning age, it is clear that categorizing people purely based on chronological age presents many problems.
        People the same age are highly variable on cognitive, physical, psychological, or social functioning. For this
        reason, it often makes little sense to clump together people who are 65 and over or 75 and over—or even into
        smaller brackets like 65 to 74. There are few commonalities between those who have just reached age 65 and
        centenarians, people more than old enough to be their grandparents; yet both groups are often put together as
        “older adults.” In earlier eras, when life expectancy hovered around what we now consider middle age, it was
        less important to address differences between 65-year-olds and centenarians because there were few survivors of
        either age. An overly generalized depiction of older people does not serve anyone well, especially older people
        themselves.
      


      
        Similarly, the life course, like age, is also socially constructed, and life scripts and phases are becoming a
        poorer fit for the increasingly diverse patterning of life events and transitions. The concept of the life
        course itself presents some challenges for the field, as it implies orderliness that is less characteristic of
        21st-century lives. Not all groups move through life in lockstep, even if they are all members of the same
        birth cohort. Lives in many aging societies are now less governed by age norms and what were once strict
        age-based timetables for life events. The three boxes of education–work–leisure are eroding in the face of
        education at any age, employment less clearly bounded by retirement, and family events that often depart from
        traditional sequencing (e.g., having children, marrying, and finishing college).
      


      
        
          Stop and think:
        


        
          Think about the more gradual, less standardized, and more individualized transition to adulthood today. How
          might this process be similar to or different from the transition to “old age”?
        

      


      
        These changes make it reasonable to speculate that there will be fewer age-based structures in our society.
        Consider the area of employment. Knowledge is now becoming obsolete more quickly, suggesting that restricting
        the timing of education to the span of life before employment will become increasingly problematic as careers
        span 50 and more years. Multiple careers, with individuals taking a midlife sabbatical for updating their
        knowledge in a field or even changing careers entirely, might make more sense. Simultaneous employment with
        continuing education is already increasingly common, even for young adults.
      


      
        Policy makers in the United States originally picked age 65 as the start of “old age” by setting that as the
        age of eligibility for Social Security and Medicare. The eligibility age for Social Security has already been
        increased and further changes are being discussed. Moving such a social marker is a glimpse into more extensive
        changes that might come in how we think about, structure, and define later life.
      


      
        There are other ways in which age matters for individuals and social life. For individuals, age enters people’s
        identities and can be associated with decline or risk in some domains (e.g., cognitive or physical health) or
        growth in others (e.g., wisdom), or with resources that may buffer individuals from risk (e.g., having
        accumulated experience that 323brings a wider repertoire of coping strategies).
        For social life, too, age shapes interactions and expectations, the experience of life transitions, the rights
        and responsibilities embedded in laws and policies. Age can segregate or integrate social environments, be a
        source of conflict and cooperation, or lead to stereotypes and discrimination. However, the ideology in
        societies like the United States is that age is not something to be embraced as much as something to be
        disregarded or even transcended—that age is or should be irrelevant to personal ventures and outcomes.
      


      
        AGING AND CHANGING FAMILIES
      


      
        Demographic change has also transformed social relationships—especially the wide variety of family and
        family-like relationships today stemming from multiple divorces and remarriages, multi-partner fertility and
        nonmarital fertility, nontraditional partnerships, the cosurvival of multiple generations over many decades,
        and the presence of four and even five generations during brief periods of family life. The geographic
        dispersion and mobility of immediate family members also create challenges for families.
      


      
        As a result, there are major debates about the instability of family life in the second half of the last
        century and today. However, revolutionary reductions in mortality, morbidity, and fertility over the 20th
        century meant that family members could at least be counted on to cosurvive for long periods and that major
        vulnerabilities and encounters with illness and death would come in old age.
      


      
        Given the diversity and duration of relationships, many relationships are no longer ascribed and must be
        continually negotiated. Relationships can become confusing because individuals do not know how to relate to one
        another as they grow older. It is hard to know what it means to hold some family statuses and have
        relationships with others who are remotely or uncertainly related to us, or whom we rarely see. Also,
        ambivalence can be exacerbated by the fact that meaningful family-like ties may also be socially and
        politically contested, unrecognized, or even deemed illegitimate in the eyes of the law.
      


      
        The complexities of family configurations also pose questions about who is responsible to whom, when, and for
        what. This includes who will care for older people, especially growing numbers who have remained single or
        never had children, live far away from adult children, have complicated “step” or nonlegal relationships, or
        strained or estranged family relationships. These older people will inevitably need other informal sources of
        support and alternative social safety nets. At the same time, we might envision that kin and kin-like
        relationships that are actively chosen and voluntarily nurtured might be stronger and more meaningful than
        those based in blood or law alone.
      


      
        
          Stop and think:
        


        
          Should expensive life-saving or life-extending procedures be rationed after a certain age? What other factors
          would come into play? Would it make sense for health insurance companies to not permit or pay for such
          procedures over 85? 90? 95?
        

      


      
        As nursing home costs continue to rise, home-based programs seemingly hold even greater potential to support
        individuals with intermediate levels of need. An aging society brings an increased need for hospital and home
        healthcare services, and to find innovative ways to control expenditures for the care of older people and
        maximize the use of less expensive community supports. The practical issues of 324curbing rising healthcare costs raise a serious moral dilemma. How much should be spent
        on older people, given that public funding is a finite pie and given their increasing size? These questions
        trigger tensions across society’s generations, and across other disadvantaged social groups with gross health
        disparities.
      


      
        Providing care to an increasingly diverse older population presents challenges not only because distinct racial
        and ethnic populations have different family forms and cultural expectations for providing care, but because
        members of these groups are among the most vulnerable concerning health outcomes and access to healthcare and
        health insurance. Given these inequalities, some groups of people are not as well-positioned to manage aging
        and a prolonged old age.
      


      
        AGING AS DIVERSE AND UNEQUAL
      


      
        The variability among older people across a wide variety of statuses or functioning is often emphasized
        by gerontologists to counter stereotypic or overly “normalized” versions of aging. But it raises the question
        of whether the great differences among older people on many types of outcomes (e.g., health, income, assets),
        relative to younger groups, reflect individual differences or social inequalities. Both develop over time.
        Individual differences between people grow larger as they grow older—whether biologically at the level
        of molecules, cells, systems, or organisms, or psychologically or socially, as the abilities and life
        experiences of members of a birth cohort spread out over time, culminating in profiles that are arguably as
        unique as their fingerprints.
      


      
        But inequality tends to grow over time, too, as a result of processes related to social status and
        exclusion and the accumulation of advantages and disadvantages. Social class, race, and gender are central to
        these processes, which begin in the early family and learning environments of children and youth and continue
        through adulthood in higher education, workplaces, neighborhoods, housing, and healthcare. These settings
        generate inequality because they open or close access to opportunities and resources. The stark and growing
        inequalities among children and youth in the United States, as well as in the working-age adult population,
        mean that the inequalities among older people are only likely to increase in the future. The consequences of
        variability and inequalities across families are perhaps nowhere more apparent than in financial exchanges and
        inheritance across generations. These family exchanges fuel inequalities in the larger society.
      


      
        In many respects, aging and old age in the United States are “private troubles” more than “public issues,” to
        use C. Wright Mills’s (1959) famous phrases in connection with the sociological
        imagination. That is, beyond the basic protections provided by old-age policies, aging and old age are to be
        managed using whatever resources one has or can marshal for their well-being. This is, of course, true of every
        period of life, particularly the vast space between childhood and old age when few supports are offered. The
        political emphasis on the need for people to rely on themselves rather than the government seems likely to grow
        as public resources dwindle.
      


      
        Moving forward, we expect more rigorous and nuanced attention to explain variability in aging. Consistent with
        an intersectionality approach, our views and understanding of aging processes and outcomes must be
        sensitive to social diversity. The more we 325acknowledge the reality of
        diverse and unequal patterns of aging, the more challenging it is to generalize knowledge or design
        interventions.
      


      
        One key dimension of an intersectionality approach is gender. We single it out because gerontologists often
        generate models and treat processes of aging as if they are unisex, but there are aging men and aging women—and
        many more complex gender identities (Settersten & Hagestad, 2015). Prior life course
        experiences are also heavily gendered. This has been evident in many of the topics we have covered, whether
        experiences of age, health, family, work, or retirement. Age and gender come hand in hand and are further
        layered with race and ethnicity, social class, and other categories.
      


      
        FOSTERING THE VITALITY OF OLDER PEOPLE
      


      
        The last century saw marked increases in the human life span that were met with interest in uncovering factors
        associated with high quality of life in old age. The notion that the human aging process can, to some degree,
        be modified or controlled underlies one of the most active traditions in gerontology: that of successful aging.
        What constitutes and contributes to successful aging has been sharply debated in the decades since, but the
        idea that one can “succeed” at aging, and that some strategies and interventions might increase the chances of
        that success, has become an article of faith within gerontology today. Consistent with the “successful aging”
        paradigm, these strategies and interventions are often about avoiding disease, maintaining physical and mental
        function, and being socially engaged in meaningful relationships and roles.
      


      
        Being able to count on a long life is not the same as being able to count on how those additional years
        will be experienced. Later life is embodied with so much possibility, yet its potentials, if they are to be
        realized, depend on some factors that cannot be predicted or controlled: if we are still alive, healthy,
        can manage financially, can live independently, have support from children, and so on. As these contingencies
        come undone, so do futures that have been counted on. Moving forward, several strategies and interventions are
        important to ensure that older people stay healthier and independent as long as possible, including the
        following:
      


      
        New and Emerging Technologies
      


      
        New and emerging technologies can be applied in ways that allow older people to “age in place” and retain
        independence in their homes and neighborhoods longer. Indeed, a subfield of
        gerontology—gerotechnology—examines how to harness advances in technology to foster healthy aging in
        people’s everyday lives. These technologies can include robots to help with everyday household tasks and
        maintenance like cleaning and retrieving objects, assistive technology to prevent falls, smart homes equipped
        with sensors to monitor daily activities and safety, systems that provide reminders or access information and
        entertainment, or personal alarms to get help in case of emergencies. They are often based on the recognition
        of speech or movement and can involve wearable gadgets or global positioning system (GPS) functions. Typical
        smart home equipment (“assistive technologies”) now used by people of all ages, such as Alexa, smart lights,
        and cameras, also aid older people. In-vehicle technologies also improve safety while driving, and self-driving
        vehicles have already been developed.
      


      
        326Technology has also aided healthcare itself. Telemedicine brings
        doctors to the person electronically, especially for minor issues that do not require trips to the office.
        Electronic health records help coordinate care and support. Pill counters can monitor and dispense medicine.
        Many electronic devices or motorized equipment exist to improve hearing, seeing, walking, remembering, eating,
        getting dressed, and tending to hygiene.
      


      
        These kinds of technologies can be especially powerful for those who are experiencing physical and/or cognitive
        impairments, although there are barriers to getting people who need them to use them. They also reduce the
        burden on caregivers in providing an ability to unobtrusively monitor the person in their environment at a
        distance without undermining their independence. They permit quick responses to pressing health episodes such
        as falls or cardiac events that can have a devastating impact on health, or detect more subtle but often
        serious conditions such as urinary tract infections.
      


      
        Age-Friendly Environments
      


      
        Many of the technologies just noted allow people to grow older in their own homes. If people are not able to
        remain in their homes, they often wish to stay in the communities they know. We earlier discussed the World
        Health Organization’s international age-friendly cities and communities initiative to promote the
        participation, health, safety, and independence of older residents. This initiative, like the technologies
        described earlier, helps people adapt to the physical and cognitive challenges of normal aging by maximizing
        person–environment fit.
      


      
        Cities and communities commit to things like accessible public transportation, stores, and banks, and health
        services; opportunities for socialization and social support; affordable housing; barrier-free and hazard-free
        buildings and streets; clear signage; and safety from abuse and victimization. These initiatives naturally
        occur in large urban areas that have sizable infrastructure and services. Older people who live in rural areas
        (outside of towns and cities) or remote areas (even more secluded) face significant additional barriers related
        to these outcomes, and these communities are often under-resourced. Similarly, age-friendly universities
        commit to doing similar things to open access and promote the inclusion of older adults in the core activities
        of the university.
      


      
        Adaptations can also be made in workplaces to foster the success of older employees. Age-friendly
        workplaces create more flexible work arrangements and retirement options; making more opportunities to
        train older workers to update and expand their skill sets; recognizing and valuing the older workers’
        competencies, prior experiences, and loyalty; and designing workspaces in ways that are sensitive to aging
        bodies, especially concerning ergonomics (computer screens, keyboards, mouses, chairs, floor mats). More
        efforts like these will be central to ensuring the vitality of older people in the future, not only where they
        live but where they learn, work, and play.
      


      
        Blue-Zone Communities
      


      
        Blue zones (Beuttner, 2010) are areas where people regularly live 100 years or
        more. These communities, found selectively around the world, have challenged scientists to unravel a range of
        factors that contribute to this exceptional longevity, including geographic, 327climate, sociopolitical, socioeconomic, psychological, dietary, genetic, and other
        lifestyle factors. Based on this knowledge, Blue-Zone Project Communities initiative has been built in
        communities across the United States to try to increase life expectancy, reduce obesity, and otherwise foster
        health in targeted and often disadvantaged communities. These communities are based on a set of nine principles
        called the “Power 9.” These kinds of interventions will become increasingly important in the future, as people
        try to actively design environments that allow older people to stay at home and in their communities longer,
        and increase health and longevity of all residents from the beginning of life.
      


      
        
          Stop and think:
        


        
          Look up the locations of the long-lived Blue-Zone communities that scientists have been studying around the
          world. Where are they? What factors come to mind as possible explanations for the extreme longevity of the
          people in these cultures? Then, look up Blue-Zone Project Communities in the United States: Find a
          Blue-Zone Project Community online, preferably one near you. What has that community done to try to foster
          the health and longevity of its residents?
        

      


      
        The Limits of Human Life
      


      
        The human life span grew dramatically over the 20th century. The quest to understand the factors that lead to
        the extreme longevity of blue zones has been especially focused on understanding environments and cultures. The
        interest in individual centenarians (100+) or supercentenarians (110+) has focused on probing
        lifestyle factors alongside genes. The number of supercentenarians in the world is very small—estimated by the
        Gerontology Research Group to be 300 to 450 people in 2020—because the survival rate from 100 to 110 is
        fractional. The list of supercentenarians is the subject of constant dispute and validation. But there are
        currently many centenarians around the world (573,000, in 2020), and more in the United States than any other
        country. The current number in the United States (2020) is around 92,000 and is projected to jump to 140,000 by
        2030 and skyrocket to 589,000 by 2060 (Statista, 2020).
      


      
        
          Stop and think:
        


        
          Search online for images of centenarians and supercentenarians. How do these images reinforce or challenge
          any preconceived ideas you might have about them? What differences do you see between the two groups? Also,
          search online “life lessons from centenarians” and read some articles or watch a few videos about the advice
          they give. How might their suggestions affect your own goals, choices, or behavior?
        

      


      
        There is another vibrant stream of research in the biology of aging that intervenes into cellular aging
        intending to actively extend the human life span; that is, to slow, stop, and even reverse human aging. What is
        the limit of the human life span? How far can it be pushed? Others have advocated for maximizing the number of
        healthy years—what has been dubbed health span (rather than the number of years)—and to minimize
        the period of terminal decline (usually a notable loss of cognitive functioning that precedes death).
      


      
        There is significant controversy about what the ceiling of the human life span is and whether it can be broken.
        Most efforts attempt to eliminate diseases associated with aging. Technological advances in genome sequencing
        can signal the probability of illnesses, especially in the case of dementia or certain types of cancer. This
        information can help 328identify which kinds of treatments will and will not be
        effective, or even fatal, in tailoring preventive healthcare (what is otherwise known as “personalized
        medicine” or, before it, “antiaging medicine”). Gene editing (or “CRISPR” technology, for “Clustered Regularly
        Interspaced Short Palindromic Repeats”) is used to alter gene sequences and function to prevent defects and the
        occurrence of disease. These efforts are certain to grow in the years ahead as technology advances. Of course,
        there are significant ethical, legal, and social issues involved in the quest for human longevity. Is it fair
        that some will live longer than others? Is it fair that those who are more privileged will have the means to do
        so? Can societies afford to have people live so long? What are the implications for younger age groups?
      


      
        
          Stop and think:
        


        
          Just how long would you want to live: 100, 110, 130, 150 years? Or, under what conditions would you want to
          live that long? How much life is enough?
        

      


      
        Social Connectedness and Isolation
      


      
        One of the most important factors in determining health in healthy communities and cultures is making and
        maintaining networks of supportive social relationships—just as one of the biggest risks to successful aging is
        social isolation and loneliness. The design of age-friendly or blue-zone project communities, therefore, rests
        on fostering social participation and connection. There has been a surge of scientific interest in
        understanding the effects of social connection or isolation on a wide variety of outcomes for older people,
        including motor functioning, cognition, mental health, substance use, sleep, chronic inflammation, blood
        pressure, fatigue, and death. This research also shows the power of wider social networks, with people even a
        few degrees away from us—people we do not even know—affecting our health outcomes. Interventions to foster
        social connections and prevent isolation are certain to continue to be important in the future, whether for
        improving people’s social skills, social contact, and social support—or because these effects are surely
        cumulative for older people as they grow older.
      


      
        Coping With Shocks in the Outside World
      


      
        The external world is changing rapidly and often brings “shocks” to people and whole populations. For example,
        global climate change is an environmental threat, and the increase in hurricanes, earthquakes, and other
        natural disasters creates displacement, which is particularly difficult for older people. Wars and political
        conflicts, too, create large numbers of refugees and asylum-seekers. Political dialogue about immigrants is
        rarely about sizable numbers of older persons who are immigrants, including those who immigrate as older
        people, not just those who arrived decades ago. Economic downturns like the Great Recession of 2008
        dramatically alter the realities of old age for many people and their families as they struggle with
        unemployment, face home foreclosures, and come to grips with lost savings and pensions, which shatter
        retirement plans. The COVID-19 pandemic has done the same, also bringing illness and death to many older people
        and changing the very experience of sickness and dying amid the 329social
        isolation of lockdowns and physical distancing. It also generated awareness that global tragedies bring
        different risks and take different tolls on groups based on their socioeconomic status, heightening the
        precariousness of those whose lives are already fragile.
      


      
        We must learn how particular cohorts and individuals—with their unique histories and position in life—might
        have varying abilities to adapt to social change. For example, in the event of a crisis, how might being in a
        cohort that grew up in an economic depression or recession, or in wartime, leave older people more or less
        resilient in the face of the inevitable hardships of late life? How might being old—that is, having lived a
        long life—leave people in stronger or weaker positions in weathering change? We also have much to learn about
        how to design social institutions so that older people are best prepared to handle unexpected changes when they
        occur. Research on victims of natural disasters, for example, highlights the significance of nursing homes’
        plans and abilities to carry out complex recovery efforts for elders.
      


      
        Religion and Spirituality
      


      
        Another aspect of individual coping is religion and spirituality. There has been an exponential growth of
        research that shows positive effects of religiosity (formal affiliation to a church, attending services)
        and spirituality (more individual, meditative, transcendent) on health. One of the issues is whether it
        is religion per se that matters or its social aspects, in helping to create networks of social support and
        opportunities for social interaction or in helping people frame and cope with the challenges they experience in
        their lives. Religion and spirituality may both have positive effects on health but for different reasons
        (e.g., religion might foster healthier habits, whereas spirituality might foster better emotion regulation).
        The growing body of research on wisdom shows similar kinds of health effects. Again, these are likely to
        continue generating interest in the future, as interventions can be designed to foster meditation, mindfulness,
        emotion regulation, purpose, compassion, forgiveness, gratitude, and other phenomena that account for the
        robust effects of religion and spirituality on health.
      


      
        Reframing Aging
      


      
        The reframing aging initiative of the Frameworks Institute (and high-profile partner organizations such
        as the Gerontological Society of America [GSA] and the American Association of Retired Persons [AARP]) seeks to
        counter ageism by sensitizing people to how language reinforces it. These efforts were already underway well
        before COVID-19, but the pandemic heightened its significance as older people were singled out early on as a
        group most vulnerable in getting the disease and developing its serious and fatal forms. Public discussion then
        partly construed older people as being responsible for the need for extreme measures such as lockdowns and
        distancing. The Frameworks Initiative starts from the principle that how the media, professionals and
        professional organizations, and others present information about aging affects how individuals think, feel, and
        act—whether concerning their aging or the aging of other people. They note that public 330opinion about aging is often misaligned with the realities. That is, public perceptions
        are often negative, too focused on individual responsibility for their aging, inattentive to demographic trends
        in aging that create common challenges, and insensitive to ageism and types of implicit bias
        (unconscious attitudes and stereotypes, including age bias) that lead to informal and formal types of
        discrimination. Simple interventions designed to educate, raise people’s consciousness, and foster
        intergenerational contact can make a difference. The Frameworks Institute offers a variety of tool kits and
        suggestions to “change the narrative” about older people for everyone’s sake.
      


      
        
          Stop and think:
        


        
          Take the Implicit Association Test to measure your “implicit bias” about age and other social groups
          (https://implicit.harvard.edu/implicit/education.html). What did you learn about yourself? Where
          do you think your implicit biases come from?
        

      


      
        PARTING THOUGHTS
      


      
        Many people can easily conceptualize aging when they think about individual people—they simply imagine the
        physical and social changes they have observed in others as they have grown older. It is, however, sometimes
        difficult to visualize ourselves as older adults because of persistent stereotypes, stigma, and ageism.
        This visualization gets even harder when we try to think beyond particular people and consider the aging of
        whole populations. Doing so is important because we must keep in mind that aging is a collective issue to be
        addressed by the larger society.
      


      
        This book has underscored the basic principle that to understand personal aging, it is imperative to look
        beyond the person. Aging is not so much personal as it is interpersonal: experienced alongside
        others and in exchange with the social world (Hagestad & Settersten, 2017). The
        fortunate among us will approach later life with good health, strong family and friendship networks, a secure
        financial future, and opportunities to contribute to society in ways we define as meaningful. While loss and
        disadvantage do not define the whole of later life, many older persons experience the effects of accumulated
        disadvantage.
      


      
        At the same time, the great majority of older adults live autonomously in the community, are financially
        independent, and, despite some chronic health conditions, successfully care for themselves. Older adults make
        daily contributions to their families and communities and have ongoing relationships and meaningful lives. Many
        dimensions of quality of life, from age of onset of disease and disability to economic well-being and social
        engagement, could improve in coming cohorts, in part through positive lifestyle choices of individuals of all
        ages. We are, to some extent, agents in shaping our aging selves through our decisions. Aging is not a
        spectator sport; the choices we each make every day will later bear fruit or bring trouble. Our options and
        choices are always expanded and limited by the social world. They also are limited by unexpected external
        events, such as economic downturns, natural disasters, or health pandemics that can thwart the best-laid plans.
      


      
        Old age is something we spend most of our lives moving toward. Much of the relevant action is therefore to be
        found in the mind—it is imagined and anticipated. No matter 331how young or old
        we are, the shadow of the future is always on the horizon. Much of our behavior today is oriented toward things
        we would like to happen, or that might happen in the future. In the Western world, planning is central to every
        period of life. But the older we get, the less time we have left, bringing a premium on time. Marriage and
        family planning may be done with an eye toward later resources or care needs; retirement and healthcare
        planning are salient during work life; estate, healthcare directives, and funeral planning are pressing during
        the retirement years. So many of life’s transitions involve “anticipatory socialization,” which provides a
        sense of what lies ahead and an opportunity to get ready. In the second half of life, these changes might
        include menopause for women, becoming grandparents or great-grandparents, retiring, providing care to others,
        encountering chronic and serious illnesses, needing care from others, being widowed, or preparing to die. These
        are all things you will be thinking about and are likely to experience as you grow older.
      


      
        So, what lessons will you take from this book to apply to your aging? We hope you have found some takeaway
        messages. The notion that aging is a lifelong process is now a unifying theme across all disciplines and
        organizations devoted to gerontology. Caring now for your health, planning for your career, creating and
        maintaining positive relationships, and planning financially for your future, are all important elements.
        Actively including later life in thinking about your future, rather than presuming that medicine will have
        cured it or that somehow you are going to escape it, may help you be more positive about aging. After all,
        aging is ultimately about all of us, not “other” people. One day, if we survive long enough, we will be old.
        Think now about how you want to live or be treated then and make choices today for yourself, and toward others,
        that reflect those goals.
      


      
        An aging society has many implications for the world—and for how you age throughout your life. What will it
        mean to you and your loved ones to live in a population structure that is now and will continue to be in the
        shape of a strong “pillar”—with a fairly even distribution of ages from young children to older adults—rather
        than the “pyramid” that existed not long ago?
      


      
        
          Stop and think:
        


        
          Write a letter to your future self about what you hope your later years will be like. What can you be doing
          now, and in the years ahead, to ensure that vision? How might some of the things you have learned in this
          book affect it?
        

      


      
        You are probably reading this book because you are taking a course on aging. Perhaps you are planning a career
        in gerontology, such as a social worker, nurse, geriatrician, occupational therapist, healthcare manager or
        advocate, or retirement planner, to name but a few possibilities. Job prospects in the field of aging are
        certain to be strong and growing. Regardless of what industries you will work in—construction, education and
        health services, finance, leisure and hospitality, manufacturing, professional and business services,
        transportation, and utilities, or others—research on aging and the life course will matter to you. It will play
        into the reports you consume, proposals you write, markets you reach, communities or groups you serve, policies
        you formulate, and collaboration with coworkers.
      


      
        From birth to death, our lives are enmeshed with others and inherently social. The many decades of adult life
        are heavily shaped by relationships in which our welfare is 332dependent on the
        choices, behaviors, and resources of others, and in which the welfare of others is dependent on ours.
        Relationships significantly constrain our lives, but they also bring to our lives much of its meaning. The
        later years are no exception. We hope that this book will also help as you and your loved ones grow older
        together for many decades to come.
      


      
        
          SUMMARY POINTS
        


        
          ■   The process of aging is not just an individual and personal journey. It is an
          interpersonal experience shared alongside others. It is shaped by many social forces, from settings of
          everyday life to the economy, government and its policies, and historical events. Genes also interact with
          these environments, which affect their expression. Aging and the life course as we know them today are made
          possible by demography—especially reductions in mortality, morbidity, and fertility. Aging is a
          population-level collective experience. Societies age, and they are growing older around the world. Societies
          are also altered by the aging of cohorts as they are born, grow older, and eventually die.
        


        
          ■   Aging is a constantly changing process that affects everyone—but one that
          affects cohorts differently, depending on the conditions they encounter as they grow up and older. Your aging
          will not be like that of your parents or grandparents. The interaction between social change and the aging of
          cohorts guarantees that the future of aging will be different socially, economically, and to some degree
          physically. Predicting the form of those differences is a difficult task.
        


        
          ■   It is hard to know what the “next big thing” is that will affect aging. But
          there are many important initiatives underway meant to improve life span, health span, and the vitality of
          older people. These include innovative efforts to apply new and emerging technologies in home environments,
          create age-friendly environments and blue-zone communities, foster social connectedness, improve coping and
          resilience in response to disruptions in the outside world, and reframe personal and public views of aging.
        


        
          ■   Age, aging, and the life course are socially constructed and part of culture.
          They are organized and given meaning through social relationships, expectations, and institutions. This
          system shapes how individuals develop from birth to death. It generates diversity and inequality in aging
          processes and outcomes, particularly through processes of cumulative advantage and disadvantage and the
          coupling of age, gender, race and ethnicity, and social class, which affect opportunities and resources.
        


        
          ■   It is an exciting and opportune time to be a student of gerontology, given the
          pace of social and technological change and the sheer reality of aging populations and societies. All jobs
          and sectors are affected by aging. Aging has great significance for individual, family, and societal
          planning.
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