


Edited by

Regula H. Robnett, PhD, OTR/L, FAOTA
Professor, Department of Occupational Therapy

University of New England

Nancy Brossoie, PhD
Senior Research Scientist, Center for Gerontology  

Virginia Tech

Walter C. Chop, MS, RRT
Professor Emeritus, Respiratory Therapy Department 

Southern Maine Community College

GERONTOLOGY
for the Health Care 
Professional



World Headquarters 

Jones & Bartlett Learning 

5 Wall Street 

Burlington, MA 01803 

978-443-5000 

info@jblearning.com 

www.jblearning.com

Jones & Bartlett Learning books and products are available through most bookstores and online booksellers. To 
contact Jones & Bartlett Learning directly, call 800-832-0034, fax 978-443-8000, or visit our website, www.jblearning.com.

Substantial discounts on bulk quantities of Jones & Bartlett Learning publications are available to corporations, professional 

associations, and other qualified organizations. For details and specific discount information, contact the special sales department at 

Jones & Bartlett Learning via the above contact information or send an email to specialsales@jblearning.com.

Copyright © 2020 by Jones & Bartlett Learning, LLC, an Ascend Learning Company

All rights reserved. No part of the material protected by this copyright may be reproduced or utilized in any form, electronic or mechanical, 

including photocopying, recording, or by any information storage and retrieval system, without written permission from the copyright owner.

The content, statements, views, and opinions herein are the sole expression of the respective authors and not that of Jones & Bartlett Learning, 

LLC. Reference herein to any specific commercial product, process, or service by trade name, trademark, manufacturer, or otherwise does 

not constitute or imply its endorsement or recommendation by Jones & Bartlett Learning, LLC and such reference shall not be used for 

advertising or product endorsement purposes. All trademarks displayed are the trademarks of the parties noted herein. Gerontology for the 

Health Care Professional, Fourth Edition is an independent publication and has not been authorized, sponsored, or otherwise approved by 

the owners of the trademarks or service marks referenced in this product.

There may be images in this book that feature models; these models do not necessarily endorse, represent, or participate in the activities 

represented in the images. Any screenshots in this product are for educational and instructive purposes only. Any individuals and scenarios 

featured in the case studies throughout this product may be real or fictitious, but are used for instructional purposes only.

15940-0

Production Credits
VP, Product Management: David D. Cella

Director of Product Management: Cathy L. Esperti

Product Assistant: Rachael Souza

Director of Production: Jenny L. Corriveau

Director of Vendor Management: Amy Rose

VMO Manager: Sara Kelly

Vendor Manager: Juna Abrams

Director of Production: Julie Bolduc

Senior Production Editor, Navigate: Leah Corrigan

Director of Marketing: Andrea DeFronzo

Marketing Manager: Michael Sullivan

VP, Manufacturing and Inventory Control: Therese Connell

Composition: SourceHOV LLC

Project Management: SourceHOV LLC

Cover Design: Kristin E. Parker

Text Design: Kristin E. Parker

Director of Rights & Media: Joanna Gallant 

Rights & Media Specialist: Robert Boder

Media Development Editor: Troy Liston

Cover Image (Title Page, Chapter Opener):  

© patpitchaya/Shutterstock

Printing and Binding: LSC Communications

Cover Printing: LSC Communications

Library of Congress Cataloging-in-Publication Data
Names: Robnett, Regula H., editor. | Chop, Walter C., editor. | Brossoie,

  Nancy, editor.

Title: Gerontology for the health care professional / [edited by] Regula H. 

  Robnett, Walter Chop, and Nancy Brossoie.

Description: Fourth edition. | Burlington, MA : Jones & Barlett Learning,

  [2020] | Includes bibliographical references and index.

Identifiers: LCCN 2018013913 | ISBN 9781284140569 (pbk. : alk. paper)

Subjects: | MESH: Geriatrics | Aged | Aging–physiology | Geriatric Assessment

Classification: LCC RA564.8 | NLM WT 100 | DDC 618.97–dc23 LC record available at https://lccn.loc.gov/2018013913

6048

Printed in the United States of America	  

22  21  20  19  18     10  9  8  7  6  5  4  3  2  1

https://lccn.loc.gov/2018013913


© patpitchaya/Shutterstock.

This edition is dedicated to: 

The older adults who have shown us how to 

live productive, healthy, and happy lives and for 

reminding us that age is more than just a number.

Our authors for their tireless writing efforts and 

commitment in educating healthcare workers, from 

students to seasoned professionals.

Our families who sacrificed their needs and wants 

when our work on this edition had to come first.

We thank all of you.

 –Regi, Nancy, and Walter

Dedication

iii





© patpitchaya/Shutterstock.

Brief Contents
Introduction	 xii

How to Use This Text	 xiv

About the Authors	 xvii

Acknowledgments	 xviii

Contributors	 xix

Reviewers	 xx

Chapter 1	 �Age Matters: Profiles of an Aging Society.. . . . . . . . . . . . . . . . . . . . . . . . . . .  1

Chapter 2	 �Social Gerontology.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  27

Chapter 3	 �Aging in Place and the Continuum of Care.. . . . . . . . . . . . . . . . . . . . . . . . .  57

Chapter 4	 �Loss, Grief, Death, and Dying.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  85

Chapter 5	 �Health Literacy and Clear Communication: Keys to Engaging  

Older Adults and Their Families������������������������������������������������������������������� 109

Chapter 6	 �Policy Issues for Older Adults.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 129

Chapter 7	 �The Physiology and Pathology of Aging.. . . . . . . . . . . . . . . . . . . . . . . . . . 153

Chapter 8	 �Cognitive and Psychological Changes Related to Aging��������������������������� 189

Chapter 9	 �Functional Performance in Later Life: Basic Sensory,  

Perceptual, and Physical Changes Associated with Aging ����������������������� 233

Chapter 10	 �Drugs and the Older Adult .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 257

Chapter 11	 �Nutrition and Aging.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 275

Chapter 12	 �Perspectives on Oral Care in Healthy Aging and Prevention  

for the Older Adult����������������������������������������������������������������������������������������� 297

v



Chapter 13	 �Sexuality and Aging .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 313

Chapter 14	 �Reframing Aging Issues to Ensure a Better Future������������������������������������� 345

Epilogue	 373

Answers to Review Questions	 379

Glossary	 381

Index	 393

vi Brief Contents



© patpitchaya/Shutterstock.

Contents
Introduction .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  xii

How to Use This Text.. . . . . . . . . . . . . . . . . . . . . . . . . . xiv

About the Authors .. . . . . . . . . . . . . . . . . . . . . . . . . .  xvii

Acknowledgments .. . . . . . . . . . . . . . . . . . . . . . . . . . xviii

Contributors .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . xix

Reviewers .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  xx

Chapter 1 � Age Matters: Profiles  

of an Aging Society.. . . . . . . . . . . 1

Nancy Brossoie, PhD

Regula H. Robnett, PhD, OTR/L, FAOTA

Walter C. Chop, MS, RRT

Introduction.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  2

Global Aging.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  3

Age, Sex, and Distribution .. . . . . . . . . . . . . . . . . .  3

Fertility Rates.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  5

Longevity .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  6

Migration.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  7

Aging in the United States .. . . . . . . . . . . . . . . . . . . . . .  9

Age and Age Groups.. . . . . . . . . . . . . . . . . . . . . . .  9

Geographic Distribution.. . . . . . . . . . . . . . . . . . . .  9

Sex.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  10

Race.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  10

Marital Status.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  11

Living Arrangements.. . . . . . . . . . . . . . . . . . . . . .  11

Economic Status.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  12

Poverty.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  12

Income.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  13

Sources of Income.. . . . . . . . . . . . . . . . . . . . . . . . .  13

Work and Retirement Status.. . . . . . . . . . . . . . . . . . . .  15

Health Status.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  15

Chronic Health Conditions .. . . . . . . . . . . . . . . .  16

Functional Limitations.. . . . . . . . . . . . . . . . . . . . .  16

Vaccinations.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  17

Self-Rated Health.. . . . . . . . . . . . . . . . . . . . . . . . . .  17

Caregivers.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  17

Long-Term Care Services.. . . . . . . . . . . . . . . . . . .  18

Death.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  18

Causes .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  19

Aging Successfully .. . . . . . . . . . . . . . . . . . . . . . . . . . . . .  20

Successful Aging.. . . . . . . . . . . . . . . . . . . . . . . . . .  20

Quality of Life in Old Age.. . . . . . . . . . . . . . . . . .  20

Summary.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  22

Case Studies.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  22

Test Your Knowledge.. . . . . . . . . . . . . . . . . . . . . . . . . . .  23

References .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  24

Chapter 2 � Social Gerontology .. . . . . . . . .  27

Nancy Brossoie, PhD

Walter C. Chop, MS, RRT

Gerontology.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  28

Historical Perspectives on Aging.. . . . . . . . . . . . . . . .  29

Theories About Aging .. . . . . . . . . . . . . . . . . . . . . . . . . .  29

Ageism.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  30

Ageist Stereotypes .. . . . . . . . . . . . . . . . . . . . . . . .  31

Myths About Aging .. . . . . . . . . . . . . . . . . . . . . . .  31

Ageist Language .. . . . . . . . . . . . . . . . . . . . . . . . . .  32

Ageist Attitudes of Healthcare Professionals.. . . 32

Media Stereotyping of Older Adults .. . . . . . .  33

Social Roles in the Second Half of Life.. . . . . . . . . . .  33

Retiree .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  34

Grandparent.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  34

Surrogate Parent .. . . . . . . . . . . . . . . . . . . . . . . . . .  35

Caregiver.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  35

Social Roles in Context .. . . . . . . . . . . . . . . . . . . .  36

Social Relationships.. . . . . . . . . . . . . . . . . . . . . . . . . . . . .  37

Personal Relationships .. . . . . . . . . . . . . . . . . . . .  37

vii

http://www.ada.gov/
http://files.kff.org/attachment/Fact-Sheet-Medicaid-Pocket-Primer
https://www.kff.org/health-reform/press-release/poll-most-non-group-enrollees-plan-to-buy-insurance-despite-repeal-of-individual-mandate-penalty/
https://www.ncoa.org/blog/10-common-chronic-diseases-prevention-tips/
http://www.who.int/mediacentre/factsheets/fs317/en/
http://dx.doi.org/10/1016/j.amjmed.2012.04.031
https://www.cancer.org/.../cancer.../cancer-facts...statistics/...cancer-facts.../cancer-facts
http://www.cancer.org/cancer/skincancer-basalandsquamouscell/detailedguide/skin-cancer-basal-and-squamous-cell-what-is-basal-and-squamous-cell
http://www.ada.org/en/member-center/oral-health-topics/xerostomia
http://www.diabetes.org/diabetes-basics/statistics/
http://www.arthritis.org/about-arthritis/types/osteoarthritis/treatment.php
https://doi.org/10.1016/j.exger.2006.09.016


Computers and Social Media .. . . . . . . . . . . . . .  38

The Aging Couple.. . . . . . . . . . . . . . . . . . . . . . . . .  38

Aging Parent and Adult Child.. . . . . . . . . . . . . .  40

Never Married or Childless in Late Life .. . . . .  40

Friendships.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  41

Elder Abuse .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  42

Victims of Abuse .. . . . . . . . . . . . . . . . . . . . . . . . . .  42

Self-Neglect Among Older Adults .. . . . . . . . .  43

Perpetrators of Abuse .. . . . . . . . . . . . . . . . . . . . .  44

Signs of Abuse .. . . . . . . . . . . . . . . . . . . . . . . . . . . .  44

Mandated Reporting .. . . . . . . . . . . . . . . . . . . . . .  44

Employment and Civic Engagement.. . . . . . . . . . . .  46

Workplace Discrimination .. . . . . . . . . . . . . . . . .  46

Retirement.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  47

Summary .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  49

Case Studies.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  51

Test Your Knowledge.. . . . . . . . . . . . . . . . . . . . . . . . . . .  52

References .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  53

Chapter 3 � Aging in Place and the 

Continuum of Care .. . . . . . . . .  57

Ann O’Sullivan, OTR/L, LSW, FAOTA

Nancy Brossoie, PhD 

Regula H. Robnett, PhD, OTR/L, FAOTA

Introduction.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  58

Aging in Place.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  59

Independence. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .59

Productive Aging.. . . . . . . . . . . . . . . . . . . . . . . . . .  60

Competency.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  60

Person-Centered Care.. . . . . . . . . . . . . . . . . . . . .  60

Technology-Based Services.. . . . . . . . . . . . . . . .  60

Universal Design. . . . . . . . . . . . . . . . . . . . . . . . . . . .61

Continuum of Care .. . . . . . . . . . . . . . . . . . . . . . . .  62

Independent Living .. . . . . . . . . . . . . . . . . . . . . . .  63

Active Adult Communities .. . . . . . . . . . . . . . . .  64

Congregate Living Arrangements.. . . . . . . . . .  66

Community-Based Services and Supports.. . . . . . .  68

Home and Community-Based Services .. . . .  68

Home Health Services.. . . . . . . . . . . . . . . . . . . . .  68

Program of All-Inclusive Care  

for the Elderly .. . . . . . . . . . . . . . . . . . . . . . . . . .  69

Aging Network Services.. . . . . . . . . . . . . . . . . . .  69

Service-Enriched Communities.. . . . . . . . . . . . . . . . .  71

Continuing Care Retirement Community .. .  71

Assisted Living Facility.. . . . . . . . . . . . . . . . . . . . .  71

Nursing Facilities .. . . . . . . . . . . . . . . . . . . . . . . . . .  72

Rehabilitation .. . . . . . . . . . . . . . . . . . . . . . . . . . . . .  72

Person-Centered Approaches  

to Institutional Care.. . . . . . . . . . . . . . . . . . . . . . . . . .  73

Hogeweyk .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  74

Eden Alternative .. . . . . . . . . . . . . . . . . . . . . . . . . .  74

Special Topics and Issues. . . . . . . . . . . . . . . . . . . . . . . . .76

Telehealth.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  76

Paying for LTCSS.. . . . . . . . . . . . . . . . . . . . . . . . . . .  76

Homelessness.. . . . . . . . . . . . . . . . . . . . . . . . . . . . .  76

Home Modifications.. . . . . . . . . . . . . . . . . . . . . . .  77

Reverse Mortgages.. . . . . . . . . . . . . . . . . . . . . . . .  79

Summary.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  79

Case Studies.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  80

Test Your Knowledge.. . . . . . . . . . . . . . . . . . . . . . . . . . .  81

References .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  82

Chapter 4 � Loss, Grief, Death,  

and Dying.. . . . . . . . . . . . . . . . .  85

Regula H. Robnett, PhD, OTR/L, FAOTA

Nancy Brossoie, PhD 

Introduction.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  86

Loss and Grief .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  86

Loss.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  86

Grief.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  87

Theories on Managing Grief .. . . . . . . . . . . . . . . . . . . .  88

Attachment Theory .. . . . . . . . . . . . . . . . . . . . . . .  89

Stage Process Model .. . . . . . . . . . . . . . . . . . . . . .  89

Phase Process Model.. . . . . . . . . . . . . . . . . . . . . .  90

Coping with Loss and Grief.. . . . . . . . . . . . . . . . . . . . .  92

Complicated Grief . . . . . . . . . . . . . . . . . . . . . . . . . .92

Supporting a Person Who Has Sustained a Loss . . . .93

Rituals .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  93

Burnout .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  94

Compassion Fatigue .. . . . . . . . . . . . . . . . . . . . . .  95

Death and Dying.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  95

Death.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  95

Perspectives on Death.. . . . . . . . . . . . . . . . . . . . .  96

Seeking a Good Death .. . . . . . . . . . . . . . . . . . . . . . . . .  97

Advanced Directives.. . . . . . . . . . . . . . . . . . . . . . .  99

End-of-Life Care Options.. . . . . . . . . . . . . . . . . . . . . . . 101

Hospice.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 101

Working with Dying Patients.. . . . . . . . . . . . . . 103

Summary.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 103

viii Contents

https://dx.doi.org/10.1136%2Fpgmj.2005.039453
https://doi.org/10.1016/S0891-5849%2802%2900959-0
https://doi.org/10.1123/japa.15.3.336
https://doi.org/10.1016/S0531-5565(02)00144-4
http://www.diabetes.org/assets/pdfs/basics/cdc-statistics-report-2017.pdf
https://www.cdc.gov/heartdisease/facts.htm
https://doi.org/10.1016/j.arr.2012.10.002
https://doi.org/10.1093/chemse/bjt059
http://www.apha.org/NR/rdonlyres/D1708E4607E9-43E7-AB99-94A29437E4AF/0/Prev-PubHealth2012_web.pdf
http://sageke.sciencemag.org/cgi/content/abstract/sageke;2002/37/cp14
https://dx.doi.org/10.1016%2Fj.arr.2013.04.003
https://www.iofbonehealth.org/news/smoking-real-danger-your-bone-health
https://doi.org/10.1016/S0047-6374(01)00419-5
http://emedicine.medscape.com/article/861242-overview
https://doi.org/10.20772/cancersci1959.75.2_95
https://www.cdc.gov/nchs/data/hus/hus16.pdf
https://www.ncoa.org/blog/10-common-chronic-diseases-prevention-tips/
https://doi.org/10.1016/j.joca.2015.03.028
https://doi.org/10.1152/japplphysiol.00288.2003
https://doi.org/10.1056/NEJM198902093200606
http://www.who.int/mediacentre/factsheets/fs317/en/
http://www.who.int/respiratory/en/
http://www.who.int/mediacentre/factsheets/fs315/en/
https://doi.org/10.1093/gerona/glx059
https://www.cdc.gov/healthliteracy/


Case Studies.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 104

Test Your Knowledge.. . . . . . . . . . . . . . . . . . . . . . . . . . 104

References .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 105

Chapter 5 � Health Literacy and Clear 

Communication: Keys 

to Engaging Older Adults 

and Their Families.. . . . . . . . .  109

Audrey Riffenburgh, PhD

Sue Stableford, MPH, MSB

A Patient’s Experience of  

Health Communication.. . . . . . . . . . . . . . . . . . . . . 110

Understanding and Using Health Care:  

Why Older Adults Often Struggle.. . . . . . . . . . . . 111

Health Literacy Challenges.. . . . . . . . . . . . . . . . 111

Organizational Barriers .. . . . . . . . . . . . . . . . . . . 112

Individual Factors.. . . . . . . . . . . . . . . . . . . . . . . . . 112

Literacy, Numeracy, and Health Literacy  

Challenges .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 113

Literacy .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 113

Numeracy .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 113

Impacts of Literacy and Health Literacy  

Skills: Two Major Keys to Good Health .. . . . . . . 114

The Impact of National Policies  

on Health Literacy Practice .. . . . . . . . . . . . . . . . . 114

Accrediting, Standard Setting,  

and Policy Organizations .. . . . . . . . . . . . . . . . . . . 115

Federal Government Agencies .. . . . . . . . . . . . . . . . 116

The Business and Legal Case for Health Literacy .. .  117

Clear Health Communication:  

An Often Overlooked Necessity.. . . . . . . . . . . . . 118

What Is Plain Language? How Will I Know  

It If I Hear It?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 118

What Is Plain Language? How Will I Know  

it if I See it?.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 120

A Call to Action .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 121

Case Studies.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 122

Test Your Knowledge.. . . . . . . . . . . . . . . . . . . . . . . . . . 123

References .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 125

Chapter 6 � Policy Issues for  

Older Adults.. . . . . . . . . . . . . .  129

Laney Bruner Canhoto, PhD, MSW, MPH

Introduction.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 130

Policy Overview.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 130

The Ever-Evolving Nature of Policy.. . . . . . . . 130

Historical Perspectives on Elder Policy. . . . . 131

Policy Issues.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 132

Income Policies.. . . . . . . . . . . . . . . . . . . . . . . . . . . 132

Healthcare Policies .. . . . . . . . . . . . . . . . . . . . . . . 136

Older Adults and Disabilities  

Policies .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 142

Long-Term Services and Supports .. . . . . . . . 144

Summary.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 147

Case Studies.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 148

Test Your Knowledge.. . . . . . . . . . . . . . . . . . . . . . . . . . 149

Resources.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 150

References .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 150

Chapter 7 � The Physiology and  

Pathology of Aging.. . . . . . . .  153

Kimberly Wilson, DNP, RN

Introduction.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 154

Theories of Aging.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 157

Programmed Theories of Aging.. . . . . . . . . . . 158

Environmental Theories of Aging.. . . . . . . . . 158

Physiological Changes of Aging.. . . . . . . . . . . . . . . . 160

Cardiovascular System .. . . . . . . . . . . . . . . . . . . 160

Respiratory System.. . . . . . . . . . . . . . . . . . . . . . . 162

Gastrointestinal System .. . . . . . . . . . . . . . . . . . 164

Genitourinary System.. . . . . . . . . . . . . . . . . . . . . 167

Musculoskeletal System .. . . . . . . . . . . . . . . . . . 169

Nervous System . . . . . . . . . . . . . . . . . . . . . . . . . . 171

Endocrine System .. . . . . . . . . . . . . . . . . . . . . . . . 173

Immune System .. . . . . . . . . . . . . . . . . . . . . . . . . 175

Integumentary System .. . . . . . . . . . . . . . . . . . . 176

Sensory Organs.. . . . . . . . . . . . . . . . . . . . . . . . . . . 179

Summary.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 182

Case Studies.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 182

Test Your Knowledge.. . . . . . . . . . . . . . . . . . . . . . . . . . 183

References .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 184

Chapter 8 � Cognitive and Psychological 

Changes Related to Aging .. .  189

Regula H. Robnett, PhD, OTR/L, FAOTA

Introduction.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 191

Typical Cognitive Changes of Aging.. . . . . . . . . . . . 191

Typical Cognition Overview.. . . . . . . . . . . . . . . 192

ixContents

https://www.parinc.com/WebUploads/samplerpts/Fact%20Sheet%20MMSE-2.pdf
http://alzheimer.wustl.edu/adrc2/Images/SBT.pdf
http://alzheimer.wustl.edu/adrc2/Images/SBT.pdf
http://www.ot.wustl.edu/about/resources/executive-function-performance-test-efpt-308
https://www.roadscholar.org/
https://www.youtube.com/watch?v=GciWItvLo_s
http://suicidepreventionlifeline.org/
https://www.integration.samhsa.gov/clinical-practice/sbirt
http://www.prevention.com/mind-body/the-pessimists-guide-to-being-optimistic
https://www.parinc.com/WebUploads/samplerpts/Fact%20Sheet%20MMSE-2.pdf
http://alzheimer.wustl.edu/adrc2/Images/SBT.pdf
http://www.ot.wustl.edu/about/resources/executive-function-performance-test-efpt-308
https://www.roadscholar.org/
https://www.youtube.com/watch?v=GciWItvLo_s
http://suicidepreventionlifeline.org/
https://www.integration.samhsa.gov/clinical-practice/sbirt
http://www.prevention.com/mind-body/the-pessimists-guide-to-being-optimistic
https://alz.org/global/
https://afsp.org/about-suicide/suicide-statistics/
https://www.amazon.com/Creating-Moments-Along-Alzheimers-Journey/dp/1557537607/ref=sr_1_2?s=books&ie=UTF8&qid=1513650780&sr=1-2&keywords=alzheimers+books+for+caregivers
https://www.cdc.gov/nchs/health_policy/adl_tables.htm
https://www.cdc.gov/mmwr/preview/mmwrhtml/mm6051a7.htm
https://www.cdc.gov/violenceprevention/pdf/suicide-datasheet-a.pdf
https://www.cdc.gov/nchs/fastats/depression.htm
http://www.dailymail.co.uk/health/article-2947718/We-scared-getting-dementia-old-age-disease.html
https://www.cdc.gov/aging/mentalhealth/depression.htm
https://doi.org/10.3389/fnagi.2017.00062
https://www.parinc.com/Products/Pkey/238
https://en.wikipedia.org/wiki/Secondary_sex_characteristic
https://assets.aarp.org/rgcenter/general/srr_09


Crystallized and Fluid Intelligence .. . . . . . . . 192

Processing Speed.. . . . . . . . . . . . . . . . . . . . . . . . . 193

Learning in Late Life.. . . . . . . . . . . . . . . . . . . . . . 193

Specific Factors Impacting Cognition.. . . . . 193

Specific Aspects of Cognition.. . . . . . . . . . . . . 196

Assessing Cognition .. . . . . . . . . . . . . . . . . . . . . 202

Interventions to Maintain or Enhance  

Cognition in Older Adults.. . . . . . . . . . . . . . 203

The PACES Program to Promote  

Brain Health .. . . . . . . . . . . . . . . . . . . . . . . . . . . 204

Atypical Changes of Cognitive Aging .. . . . . . . . . . 207

Risk Factors for Cognitive Decline .. . . . . . . . 208

Minor Neurocognitive Disorders  

(Mild Cognitive Impairment [MCI]) .. . . . . 208

Overview of DSM-V Major  

Neurocognitive Disorders.. . . . . . . . . . . . . . 209

Working with Persons Who Have  

Major NCD.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 212

Comparing Dementia with Depression  

and Delirium.. . . . . . . . . . . . . . . . . . . . . . . . . . . 214

Related Potentially Reversible Disorders.. . .  218

Personality Development.. . . . . . . . . . . . . . . . . . . . . . 220

Five-Factor Model of Personality .. . . . . . . . . . 220

Personality Summary . . . . . . . . . . . . . . . . . . . . . 222

Behavior Change.. . . . . . . . . . . . . . . . . . . . . . . . . 222

Summary.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 224

Case Studies.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 225

Test Your Knowledge.. . . . . . . . . . . . . . . . . . . . . . . . . . 226

References .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 227

Chapter 9 � Functional Performance in Later 

Life: Basic Sensory, Perceptual, 

and Physical Changes  

Associated with Aging .. . . . .  233

Jessica J. Bolduc, DrOT, MS, OTR/L 

Introduction.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 234

Vision. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 235

Visual Perception .. . . . . . . . . . . . . . . . . . . . . . . . . 237

Hearing .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 238

Smell .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 239

Taste .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 240

Physical Changes .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 240

Range of Motion .. . . . . . . . . . . . . . . . . . . . . . . . . 240

Strength .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 241

Endurance .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 242

Physical Exercise .. . . . . . . . . . . . . . . . . . . . . . . . . 242

Praxis.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 243

Physical Performance .. . . . . . . . . . . . . . . . . . . . . . . . . 243

Reaction Time.. . . . . . . . . . . . . . . . . . . . . . . . . . . . 243

Motor Coordination.. . . . . . . . . . . . . . . . . . . . . . 243

Work Performance.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 244

Sleep .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 245

Normal Sleep .. . . . . . . . . . . . . . . . . . . . . . . . . . . . 246

Impact of Sleep on Older Adults . . . . . . . . . . 246

Sleep Disorders.. . . . . . . . . . . . . . . . . . . . . . . . . . . 248

Treatment of Sleep Disorders .. . . . . . . . . . . . . 249

Summary.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 250

Case Studies.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 251

Test Your Knowledge.. . . . . . . . . . . . . . . . . . . . . . . . . . 252

References .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 253

Chapter 10 � Drugs and the Older Adult.. .  257

David J. Mokler, PhD

Introduction.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 258

Pharmacokinetics.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 259

Drug Absorption.. . . . . . . . . . . . . . . . . . . . . . . . . 259

Drug Distribution.. . . . . . . . . . . . . . . . . . . . . . . . . 260

Drug Metabolism.. . . . . . . . . . . . . . . . . . . . . . . . . 260

Drug Excretion .. . . . . . . . . . . . . . . . . . . . . . . . . . . 262

Pharmacodynamics.. . . . . . . . . . . . . . . . . . . . . . . . . . . . 263

Pharmacogenomics .. . . . . . . . . . . . . . . . . . . . . . . . . . . 263

Anticholinergic Syndrome.. . . . . . . . . . . . . . . . . . . . . 264

Other Syndromes .. . . . . . . . . . . . . . . . . . . . . . . . 266

Drug Dependence, Misuse, and Addiction .. . . . . 266

Beers List and STOPP/START.. . . . . . . . . . . . . . . . . . . 268

Herbal Medicines and Supplements .. . . . . . . . . . . 269

Polypharmacy.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 270

Summary.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 272

Case Studies.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 272

Test Your Knowledge.. . . . . . . . . . . . . . . . . . . . . . . . . . 273

References .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 274

Chapter 11 � Nutrition and Aging.. . . . . .  275

Kathryn H. Thompson, PhD, RD

Introduction.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 276

Screening .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 277

The Nutrition Screening Initiative.. . . . . . . . . 277

Undernutrition: Weight and Malnutrition.. .  280

x Contents

http://www.cdc.gov/arthritis/data_statistics/arthritis_related_stats.html
https://dx.doi.org/10.3390%2Fbs5040565
https://link.springer.com/journal/404
https://doi.org/10.1177/1473325009345783
http://forge-forward.org/about/
http://forge-forward.org/wp-content/docs/HANDOUT-circles-of-sexuality-eli-r-green.pdf
https://www.mayoclinic.org/diseases-conditions/menopause/in-depth/hormone-therapy/ART-20046372?pg=1
https://www.mayoclinic.org/diseases-conditions/menopause/in-depth/hormone-therapy/ART-20046372?pg=1
https://www.metlife.com/assets/cao/mmi/publications/studies/mmi-out-aging-lesbian-gay-retirement.pdf
https://www.metlife.com/assets/cao/mmi/publications/studies/mmi-out-aging-lesbian-gay-retirement.pdf
https://www.cancer.gov/about-cancer/understanding/statistics
http://nccam.nih.gov/health/menopause/menopausesymptoms
https://www.transequality.org/sites/default/files/docs/USTS-Full-Report-FINAL.PDF
https://www.transequality.org/sites/default/files/docs/USTS-Full-Report-FINAL.PDF
http://www.nih.gov/news/pr/aug2007/nia-22.htm
http://www.nih.gov/news/pr/aug2007/nia-22.htm
http://www.nhlbi.nih.gov/health/women/pht_facts.pdf
http://www.nhlbi.nih.gov/health/women/pht_facts.pdf
https://en.wikipedia.org/wiki/Reproductive_system
https://en.wikipedia.org/wiki/Reproductive_system
https://en.wikipedia.org/wiki/Secondary_sex_characteristic
https://assets.aarp.org/rgcenter/general/srr_09
http://www.cdc.gov/arthritis/data_statistics/arthritis_related_stats.html
https://dx.doi.org/10.3390%2Fbs5040565
https://link.springer.com/journal/404
https://doi.org/10.1177/1473325009345783
http://forge-forward.org/about/
http://forge-forward.org/wp-content/docs/HANDOUT-circles-of-sexuality-eli-r-green.pdf
http://forge-forward.org/wp-content/docs/HANDOUT-circles-of-sexuality-eli-r-green.pdf
https://www.mayoclinic.org/diseases-conditions/menopause/in-depth/hormone-therapy/ART-20046372?pg=1
https://www.metlife.com/assets/cao/mmi/publications/studies/mmi-out-aging-lesbian-gay-retirement.pdf
https://www.cancer.gov/about-cancer/understanding/statistics
http://nccam.nih.gov/health/menopause/menopausesymptoms
https://www.transequality.org/sites/default/files/docs/USTS-Full-Report-FINAL.PDF
http://www.nih.gov/news/pr/aug2007/nia-22.htm
http://www.nhlbi.nih.gov/health/women/pht_facts.pdf
https://www.opm.gov/policy-data-oversight/pay-leave/leave-administration/fact-sheets/family-and-medical-leave/
https://implicit.harvard.edu/implicit/takeatest.html
https://longtermcare.acl.gov/the-basics/who-needs-care.html
http://www.thescanfoundation.org/shaping-affordable-pathways-aging-dignity-current-issues-and-potential-solutions-addressing-america
https://www.alz.org/facts/overview.asp
http://www.aha.org/research/reports/tw/15jan-tw-telehealth.pdf
https://spectrum.library.concordia.ca/view/creators/Barlow=3AMeaghan_A=2E=3A=3A.html
https://spectrum.library.concordia.ca/view/creators/Wrosch=3ACarsten=3A=3A.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/ReportsTrustFunds/Downloads/TR2017.pdf
https://www.census.gov/content/dam/Census/library/publications/2015/demo/p25-1143.pdf
http://www.pewresearch.org/fact-tank/2016/06/20/more-older-americans-are-working-and-working-more-than-they-used-to/
https://www.caregiver.org/caregiver-statistics-demographics
http://assets.aarp.org/rgcenter/ppi/liv-com/aging-in-place-2011-full.pdf
https://www.genworth.com/about-us/industry-expertise/cost-of-care.html
https://aspe.hhs.gov/system/files/pdf/139211/ib_uninsured_change.pdf
https://link.springer.com/chapter/10.1007/978-981-10-5293-4_6
https://www.kff.org/state-category/medicare/medicare-enrollment/
https://assets.aarp.org/rgcenter/general/srr_09
http://www.cdc.gov/arthritis/data_statistics/arthritis_related_stats.html
https://dx.doi.org/10.3390%2Fbs5040565
https://link.springer.com/journal/404
https://doi.org/10.1177/1473325009345783
http://forge-forward.org/about/
http://forge-forward.org/wp-content/docs/HANDOUT-circles-of-sexuality-eli-r-green.pdf
https://www.mayoclinic.org/diseases-conditions/menopause/in-depth/hormone-therapy/ART-20046372?pg=1
https://www.metlife.com/assets/cao/mmi/publications/studies/mmi-out-aging-lesbian-gay-retirement.pdf
https://www.cancer.gov/about-cancer/understanding/statistics
http://nccam.nih.gov/health/menopause/menopausesymptoms
https://www.transequality.org/sites/default/files/docs/USTS-Full-Report-FINAL.PDF
http://www.nih.gov/news/pr/aug2007/nia-22.htm
https://www.opm.gov/policy-data-oversight/pay-leave/leave-administration/fact-sheets/family-and-medical-leave/
http://www.nhlbi.nih.gov/health/women/pht_facts.pdf
https://implicit.harvard.edu/implicit/takeatest.html
https://longtermcare.acl.gov/the-basics/who-needs-care.html
https://en.wikipedia.org/wiki/Secondary_sex_characteristic
https://assets.aarp.org/rgcenter/general/srr_09
http://www.cdc.gov/arthritis/data_statistics/arthritis_related_stats.html


Treatment of Weight Loss and Other  

Nutritional Problems Related to Aging.. . . . . . . 283

Weight Loss.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 283

Treatment of Gastrointestinal Problems.. . . 284

Overnutrition.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 285

Cardiovascular Disease .. . . . . . . . . . . . . . . . . . . 286

Diabetes. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 286

General Nutrition Recommendations.. . . . . . . . . . 286

Drug and Nutrient Interactions .. . . . . . . . . . . . . . . . 290

Alcohol.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 291

Summary.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 292

Case Studies.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 292

Test Your Knowledge.. . . . . . . . . . . . . . . . . . . . . . . . . . 293

References .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 294

Chapter 12 � Perspectives on Oral Care in 

Healthy Aging and Prevention 

for the Older Adult .. . . . . . .  297

Marji Harmer-Beem, RDH, MS

Introduction.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 298

Oral Health in America: A Report of  

the Surgeon General .. . . . . . . . . . . . . . . . . . . . . . . 299

Oral Structures and Chronic Oral Diseases.. . . . . . 299

Separating Oral Aging from Disease .. . . . . . 302

Recognizing Barriers to Care.. . . . . . . . . . . . . . . . . . . 305

The Interprofessional Role in Oral Care and 

Prevention.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 306

Prevention .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 306

Simple Oral Screening.. . . . . . . . . . . . . . . . . . . . 307

New Models of Care.. . . . . . . . . . . . . . . . . . . . . . . . . . . 308

Summary.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 308

Case Studies.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 309

Test Your Knowledge.. . . . . . . . . . . . . . . . . . . . . . . . . . 309

References .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 310

Chapter 13 � Sexuality and Aging.. . . . . .  313

Nancy MacRae, MS, OTR/L, FAOTA

Introduction.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 314

Sex and Sexuality.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 315

Aging and Sexuality .. . . . . . . . . . . . . . . . . . . . . . . . . . . 316

Intimacy.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 318

Physiologic Changes in Sexual Functioning.. . . . 319

Women .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 319

Men .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 320

Gender Differences . . . . . . . . . . . . . . . . . . . . . . . . . . . . 322

Raising the Subject of Sexual Functioning.. . . . . . 323

Assessing and Addressing Sexual Functioning.. .  324

Sexual Functioning and Health Problems.. .  326

Medication Effects.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 329

Inappropriate Sexual Behaviors Toward  

Practitioners .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 329

Special Populations.. . . . . . . . . . . . . . . . . . . . . . . . . . . . 331

Older Lesbians and Gay Males .. . . . . . . . . . . . 331

Transgender Adults .. . . . . . . . . . . . . . . . . . . . . . 333

Adults with Physical Disabilities .. . . . . . . . . . 333

Adults Living in Institutions . . . . . . . . . . . . . . . . . . . . 335

Adults Infected with HIV . . . . . . . . . . . . . . . . . . . . . . . 336

Summary.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 337

Case Studies.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 338

Test Your Knowledge.. . . . . . . . . . . . . . . . . . . . . . . . . . 338

References .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 340

Chapter 14 � Reframing Aging Issues 

to Ensure a Better Future.. .  345

Raven H. Weaver, PhD

Aging: A Global Perspective.. . . . . . . . . . . . . . . . . . . . 346

Aging as a Social Enterprise.. . . . . . . . . . . . . . . . . . . . 348

Structural Inequalities .. . . . . . . . . . . . . . . . . . . . 349

Socioeconomic Security .. . . . . . . . . . . . . . . . . 350

Health Inequalities.. . . . . . . . . . . . . . . . . . . . . . . . 352

Aging as a Family Affair.. . . . . . . . . . . . . . . . . . . . . . . . 354

Family Caregiving .. . . . . . . . . . . . . . . . . . . . . . . . 354

Formal Caregiving.. . . . . . . . . . . . . . . . . . . . . . . . 358

Aging as an Individual Experience .. . . . . . . . . . . . . 360

Self-Perceptions and Attitudes .. . . . . . . . . . . 360

Health Behaviors  .. . . . . . . . . . . . . . . . . . . . . . . . 361

Aging and the Healthcare Workforce.. . . . . . . . . . . 362

Responsibilities of Healthcare Professionals .. .  363

Summary.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 365

Case Studies.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 365

Test Your Knowledge.. . . . . . . . . . . . . . . . . . . . . . . . . . 366

References .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 367

Epilogue.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  373

Answers to Review Questions.. . . . . . . . . . . . . . .  379

Glossary.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  381

Index .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  393

xiContents

https://dx.doi.org/10.3390%2Fbs5040565
https://dx.doi.org/10.3390%2Fbs5040565
https://link.springer.com/journal/404
https://doi.org/10.1177/1473325009345783
http://forge-forward.org/about/
http://forge-forward.org/wp-content/docs/HANDOUT-circles-of-sexuality-eli-r-green.pdf
https://www.mayoclinic.org/diseases-conditions/menopause/in-depth/hormone-therapy/ART-20046372?pg=1
https://www.metlife.com/assets/cao/mmi/publications/studies/mmi-out-aging-lesbian-gay-retirement.pdf
https://www.cancer.gov/about-cancer/understanding/statistics
http://nccam.nih.gov/health/menopause/menopausesymptoms
http://www.nih.gov/news/pr/aug2007/nia-22.htm
https://www.transequality.org/sites/default/files/docs/USTS-Full-Report-FINAL.PDF
http://www.nhlbi.nih.gov/health/women/pht_facts.pdf
https://en.wikipedia.org/wiki/Secondary_sex_characteristic
https://assets.aarp.org/rgcenter/general/srr_09
http://www.cdc.gov/arthritis/data_statistics/arthritis_related_stats.html
https://dx.doi.org/10.3390%2Fbs5040565
https://link.springer.com/journal/404
https://link.springer.com/journal/404
https://doi.org/10.1177/1473325009345783
http://forge-forward.org/about/
http://forge-forward.org/wp-content/docs/HANDOUT-circles-of-sexuality-eli-r-green.pdf
https://www.mayoclinic.org/diseases-conditions/menopause/in-depth/hormone-therapy/ART-20046372?pg=1
https://www.metlife.com/assets/cao/mmi/publications/studies/mmi-out-aging-lesbian-gay-retirement.pdf
https://www.cancer.gov/about-cancer/understanding/statistics
http://nccam.nih.gov/health/menopause/menopausesymptoms
mailto:annotr@yahoo.com
https://lccn.loc.gov/2018013913


© patpitchaya/Shutterstock.

Introduction

T
hank you for choosing to open this text-
book and read this page. Gerontology 
for the Health Care Professional, Fourth 

Edition is designed with you in mind. Our goal 
is to provide a textbook that is reader-friendly 
and includes information that easily translates 
to healthcare practices.

As you read each chapter, we encourage 
you to consider the interprofessional roles of 
each of the healthcare professions listed below. 
While this is not an exclusive list and, most of 
the time, only a small portion of all the pos-
sible professions will actually be involved in 
working with any given client, we encour-
age you to think about how each profession 
could be involved and when a consultation or 
referral would be in order. You may need to 
investigate some of the following professions 
to familiarize yourself with their roles and fur-
ther research is certainly encouraged.

The most prominent healthcare profes-
sionals involved in gerontological care are:

■■ Alternative Medicine Practitioners
■■ Art Therapists
■■ Athletic Trainers
■■ Audiologists
■■ Cardiovascular Technologists
■■ Case Managers
■■ Counselors
■■ Dental Practitioners
■■ Dieticians/Nutritionists
■■ Emergency Medical Practitioners
■■ Gerontologists

■■ Horticulture Therapists
■■ Imaging Technologists
■■ Massage Therapists
■■ Medical Laboratory Practitioners
■■ Medical Records Health Information 

Specialists
■■ Music Therapists
■■ Neuropsychologists
■■ Nursing Practitioners
■■ Occupational Therapy Practitioners
■■ Orientation and Mobility Specialists 

(low vision)
■■ Orthotists
■■ Physical Therapy Practitioners
■■ Physician Assistants
■■ Physicians
■■ Polysomnographers
■■ Prosthetists
■■ Psychiatrists
■■ Psychologists
■■ Radiological Technologists
■■ Recreation Therapists
■■ Rehabilitation Teachers (low vision)
■■ Respiratory Therapists
■■ Social Workers
■■ Speech and Language Pathologists
■■ Visual Care Specialists

We are fortunate to be living in an 
information-rich age in which Internet 
resources are readily available as never before. 
Certainly not everything available online can 
be relied upon, and therefore we need to read 
what is out there in cyberspace with critical 
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and questioning eyes. However, for individuals 
who want to learn, the floodgates have opened 
and the world of information is there for the 
learning.

▸▸ How This Text Is 
Organized

The Fourth Edition begins with chapters on the 
social, psychological, and biological aspects of 
aging, including:

■■ Demographics (Chapter 1)
■■ Social Relationships and Roles (Chapter 2)
■■ Community Living (Chapter 3)
■■ End of Life (Chapter 4)
■■ Communication (Chapter 5)
■■ Policy (Chapter 6)
■■ Physiology (Chapter 7)
■■ Cognition and Psychology (Chapter 8)

Later chapters explore issues that, 
although not exclusive to older people, are of 
primary importance to the older population. 
These issues include:

■■ Functional Performance (Chapter 9)
■■ Drugs (Chapter 10)
■■ Nutrition (Chapter 11)
■■ Oral Health (Chapter 12)
■■ Sexuality (Chapter 13)
■■ Future of Aging (Chapter 14)

▸▸ What Is New to the 
Fourth Edition

■■ NEW! Now in FULL color with a new and 
expanded art program! 

■■ REVISED! Chapter 1 on demographics of 
aging offers more information about aging 
worldwide and the factors that contribute 
to a growing worldwide population.

■■ REVISED! Chapter 2 on social 
gerontology includes an expanded section 
on elder abuse.

■■ REVISED! Chapter 3 on community liv-
ing has been expanded to include more 
information on aging in place and the 
continuum of care. 

■■ NEW! New Chapter 4 on Loss, Grief, 
Death, and Dying.

■■ REVISED! Chapter 13 on sex and gen-
der issues has been revised to reflect the 
lives of the LGBTQ community and other 
hidden populations.

■■ REVISED! Chapter 14 on the future of aging 
examines aging issues using community, 
family, and individual perspectives. 

■■ NEW AND REVISED! Case Studies have 
been revised and additional ones added so 
there are two per chapter.

■■ UPDATED DATA! All information is 
updated to reflect current census data and 
statistics.
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How to Use This Text
Gerontology for the Health Care Professional, Fourth Edition incorporates a number of engaging 
pedagogical features to aid in the student’s understanding and retention of the material.

Each chapter lists the Key 
Terms that are highlighted 
throughout the text. 

Center for Health Statistics, 2017). This 

increase can largely be attributed to improve-

ment in water supplies, sanitation, health tech-

nology, disease control, health promotion, 

and lower infant mortality rates (Forsberg & 

Fichtenberg, 2013). However, during the 

same period, there has been no change in the 

maximum life span (MLS), that is, the old-

est age reached by an individual in a popula-

tion, which is estimated to be about 120 years 

(Hayflick, 1997; Schneider, 1985). Although 

improvements in our standard of living have 

helped spare us from several causes of prema-

ture death, such as cholera, tuberculosis, and 

influenza, changes have done nothing to slow 

down the inherent aging process. In fact, any 

medical intervention that claims to slow down 

human aging must be shown to increase the 

MLS potential. But, to date, none have done so.

 ▸ Introduction
For hundreds of years, people have sought ways 
to live longer and slow down the aging process. 
Remedies have been promoted through abun-
dant advertising and have included therapies 
such as special diets, vitamin supplements, 
cosmetic measures, and various other aids to 
help reduce the impact of aging. Even though 
researchers may study specific aspects of aging 
associated with their particular fields, a com-
monly held opinion is that the aging process 
is not linear, but multifaceted and influenced 
by individual biopsychosocial factors as well as 
external factors such as context, environment, 
and technology. 

The average life expectancy (TABLE 7-1) 
in the United States has risen from about 47.3 
years in 1900 to 78.8 years in 2015 (National 

KEY TERMS

Atherosclerosis

Average life expectancy

Cataract

Chronic bronchitis

Chronic obstructive pulmonary 

disease

Diabetes mellitus

Diaphragm

Diverticulosis

Dysphagia

Fecal incontinence

Free radical

Gastritis

Hyposmia

Hypothalamus

Kyphosis

Maximum life  span

Metastasize

Myocardial infarction

Osteoarthritis

Osteoporosis

Peptic ulcers

Presbycusis

Presbyopia

Sarcopenia

Senescence

Urinary incontinence

Xerostomia

BEHAVIORAL OBJECTIVES

Upon completion of this chapter, the reader will be able to:

1. Differentiate between average life expectancy and maximum life span. 

2. Compare and contrast the genetic and environmental theories of aging.

3. Explain the possible role of free radical formation in the aging process.

4. Identify common age-related changes related to the cardiovascular, respiratory, gastrointestinal, 

genitourinary, musculoskeletal, nervous, sensory, endocrine, immune, and integumentary systems.

5. Discuss health promotion for the aging process in relation to prevalent chronic diseases.

154 Chapter 7  The Physiology and Pathology of Aging

Behavioral Objectives at the 
beginning of each chapter 
help you focus on the most 
important concepts and can 
be used as a study tool to 
assess comprehension.
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An unchanging MLS coupled with 
increasing life expectancy suggests two 
dimensions to the aging process. First, it sup-
ports the notion of distinguishing disease 
from aging. To illustrate, one of the most 
important chapters in the history of medicine 
has been the eradication of smallpox from 
the face of the earth through the use of vac-
cines. Although children who are immunized 
against smallpox have been spared a devastat-
ing infectious disease, they are not likely to age 
more slowly than nonimmunized children. 
Second, a MLS that has not likely changed 
in centuries points to the existence of a “bio-
logical clock” that predetermines humans’ 
length of life. No such clock has been discov-
ered, and it is perhaps an oversimplification 
of human physiology to suggest that one sin-
gle mechanism in the body is responsible for 
aging. Nonetheless, it certainly appears that 
there are relatively fixed limits on how long 
the human body lasts.

A fixed life span, however, does not 
necessarily sentence adults to pain and suf-
fering as they get older. Many of the physi-
ologic changes associated with aging can be 
slowed to some extent with a healthy diet 
and consistent regimen of moderate exercise. 
Moreover, many of the chronic diseases prev-
alent in older adults are either preventable 
or  modifiable with healthy lifestyle habits 
(TABLE  7-2). Reduction of dietary fat (espe-
cially saturated fats and cholesterol) low-
ers one’s risk of coronary artery disease and 
stroke (i.e.,  occlusion or rupture of a cerebral 
artery) as well as breast and colon cancer 
(Spence, 2007; Tufts University, 2012). A pro-
gram of increased physical activity increases 
one’s resting and maximum cardiac output 
(the amount of blood pumped out of the heart 
per minute) while decreasing the chance 
of developing hypertension ( American 
Heart Association, 2014). To the extent 
that exercise helps prevent obesity, it also 

TABLE 7-1  Life Expectancy at Selected Ages, by Sex: United States 1900, 1950, 

2014, and 2015

Year

Life Expectancy at Exact Age (Years)

At Birth At Age 65

Both Sexes Male Female Both Sexes Male Female

1900
1,2

47.3 46.3 48.3

1950
2

68.2 65.6 71.1 13.9 12.8 15.0

2014
3

78.9 76.5 81.3 19.4 18.0 20.6

2015
3

78.8 76.3 81.2 19.4 18.0 20.6

1 Death registration area only. The death registration area increased from 10 states and the District of Columbia (DC) in 1900 to the coterminous United 

States in 1933. See Appendix II, Registration area. 
2 Includes deaths of persons who were not residents of the 50 states and DC. 
3 Life expectancy estimates for 2013 are based on final Medicare data. Life expectancy estimates for 2014 and 2015 are based on preliminary Medicare data. 

Data from National Center for Health Statistics. (2017). Health, United States, 2016: With chartbook on long-term trends in health. Hyattsville, MD: Centers 

for Disease Control and Prevention.
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Oral Administration 

Most drug absorption after oral administration 
occurs in the small intestine. Thus, the rate 
of gastric emptying needs to be  considered. 
In  the older patient, gut motility in  general 
and gastric emptying in particular takes a lon-
ger amount of time (Cusack, 2004). However, 
research studies have resulted in mixed results 
as to the clinical relevance of these findings. 

Generally, the slowed gastric empty-
ing is reflected clinically in a time delay in 
attaining maximal drug concentrations in 
the blood without a change in maximal drug 
concentration. Studies on the absorption of 
drugs from the small intestine showed some 
changes in this parameter, but the changes 
uncovered were inconsistent and did not 
lend themselves to broad generalization. 
Thus, oral  administration of drugs, in gen-
eral, does not significantly affect the clinical 
response to drugs (Cusack, 2004; McLean & 
Le  Couteur, 2004).

Transdermal Administration 

Transdermal administration or medication 
administered through the skin, often through 
the use of a patch, is a convenient way to 
administer a steady amount of drug over a 
 prolonged period (FIGURE 10-2).  Examples 
of drugs administered though transdermal 

administration include estrogen (female 
 hormone),  fentanyl (an opioid painkiller), and 
scopolamine (treats motion sickness). Yet, as 
people age, they experience changes in the 
skin that can lead to changes in how drugs are 
absorbed through the skin. The outer layer or 
epidermis thins with age and becomes dryer, 
allowing for a decreased absorption of drug 
through the skin. Thus, use of transdermal 
medications in older adults may lead to lower 
concentrations in the blood.

Drug Distribution
The next phase of pharmacokinetics is distri-
bution. Drugs distribute throughout the body 
based on their physicochemical properties, 
that is, the relationship between the chemical 
structure of the drug and its interactions with 
the body. The most important of these prop-
erties is the hydrophilicity or  lipophilicity 
of the drug—is it more attracted to water or 
to fat, respectively? As people age, lean body 
mass decreases, which leads to increased 
fat  content in the body. With fat content 
increased, a fat-soluble drug will show a larger 
volume of distribution, which will lower 
its  concentration and lower its therapeutic 
 efficacy. The effect of aging on distribution is 
very much dependent upon the specific drug, 
so there is no consensus on the general effect 
of all fat-soluble drugs.

Drug Metabolism
Drug metabolism is an area where the 
 complexities of pharmacokinetics in older 
 people are most apparent. The liver is the 
major organ of drug metabolism, although 
the  intestines, lungs, and kidneys also have 
 important drug metabolizing enzymes. 
 Fortunately, in the absence of disease, drug 
metabolizing enzymes are not significantly 
affected by aging (McLean & Le Couteur, 
2004). Other changes, however, are more 
 significant. One factor that relates directly to 
drug metabolism is blood flow through the 

FIGURE 10-2 Transdermal patches administer drugs 

(e.g., fentanyl and nicotine) over a prolonged 

period through the skin.

© Image Point Fr/Shutterstock
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Guidelines That Encourage Healthy Eating Patterns

1.  Follow a healthy eating pattern across 

the lifespan. All food and beverage 

choices matter. Choose a healthy eating 

pattern at an appropriate calorie level to 

help achieve and maintain a healthy body 

weight, support nutrient adequacy, and 

reduce the risk of chronic disease.

Follow a healthy eating pattern over time to help 

support a healthy body weight and reduce the risk of 

chronic disease.

 ■ A healthy eating pattern includes: fruits, 

vegetables, protein, dairy, grains, and oils.

 ■ A healthy eating pattern limits: saturated fats and 

trans fats, added sugars, and sodium.

2.  Focus on variety, nutrient density, and 

amount. To meet nutrient needs within 

calorie limits, choose a variety of nutrient-

dense foods across and within all food 

groups in recommended amounts.

Choose a variety of nutrient-dense foods from each 

food group in recommended amounts. Examples 

include

 ■ Fruits: apples, grapes 

 ■ Vegetables: lettuce, celery

 ■ Protein: chicken breast, unsalted walnuts

 ■ Dairy: fat-free milk

 ■ Grains: whole-grain bread

 ■ Oils: mayonnaise

3.  Limit calories from added sugars and 

saturated fats and reduce sodium 

intake. Consume an eating pattern 

low in added sugars, saturated fats, 

and sodium. Cut back on foods and 

beverages higher in these components 

to amounts that fit within healthy eating 

patterns.

Consume an eating pattern low in added sugars, 

saturated fats, and sodium. Examples include

 ■ Saturated fats: ice cream, burger

 ■ Added sugars: aerated drinks, muffin

 ■ Sodium: pizza, sandwich

4.  Shift to healthier food and beverage 

choices. Choose nutrient-dense foods 

and beverages across and within all 

food groups in place of less healthy 

choices. Consider cultural and personal 

preferences to make these shifts easier to 

accomplish and maintain.

Replace typical food and beverages choices with more 

nutrient-dense options. Be sure to consider personal 

preferences to maintain shifts over time. For example, 

replacing macaroni and cheese with vegetable salads.

5.  Support healthy eating patterns for all. 

Everyone has a role in helping to create 

and support healthy eating patterns in 

multiple settings nationwide, from home 

to school to work to communities.

Everyone has a role in helping to create and support 

healthy eating patterns in places where we learn, 

work, live, and play.

FIGURE 11-3 Dietary Guidelines for Americans 2015–2020.

Reproduced from U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion. 2015-2020 Dietary Guidelines. www.health.gov/dietaryguidelines/2015/
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Tables and Figures throughout help with 
comprehension of key concepts and summa-
rize important information for students.
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Review material is included at the end 
of each chapter for classroom use, home-
work, or self-assessment: Case Studies, 
Learning Activities, and Review Questions.

 CASE STUDIES

Case 1: John and Jason are both 68 years old and have been an exclusive couple for 33 years. 

Although they cannot legally marry in their state, their lives are inextricably interwoven, even though 

many people are not aware of their relationship—only a handful of close friends know. John is a banker 

and commutes daily into the city to work. Jason is an instructor at a local community college and 

generally walks to his office. They have kept their relationship relatively secret because they fear that 

others will “out” them, which they fear will force them to leave the careers they adore. One day, Jason 

suffers a severe stroke and their carefully constructed world begins to unravel. As gay men, neither is 

provided the rights of a spouse in terms of overseeing medical care, and John is quickly pushed aside 

at the hospital as the staff ask who the next of kin is. As days go by, John remains at Jason’s side, and 

one nurse in particular repeatedly makes comments about the two old gay guys and how they don’t 

deserve her time or care. A doctor pulls John aside and advises him to start looking for a nursing home 

for Jason. The thought of losing Jason and placing him in a nursing home is more than John can bear. 

He believes the nursing home staff would be no different than the hospital staff and would not accept 

the men’s relationship. John decides to quit his job to care for Jason at home. When his boss asks him 

why he is leaving, John lies and says his mother’s health is failing and she needs him. The first 3 months 

of care go relatively well, but as Jason’s health declines, John recognizes he needs help and a break 

from caregiving, but feels he has no one to turn to.

1. How are John and Jason’s challenges in providing Jason with care different from the 

challenges faced by a heterosexual couple? 

2. What challenges do healthcare professionals face in providing care to same-sex 

couples?

3. What can healthcare professionals do to help couples like John and Jason successfully 

manage their healthcare challenges?

Case 2: Barbara, age 42, is a lucky woman, or at least that is what everyone tells her. She has an adoring 

husband, smart children, a career as a store manager, and impeccable taste in fashion. Barbara has 

always been an excellent multitasker and has successfully balanced her marriage, family, and career for 

20 years. She makes every task look effortless. So, when her mother started having health problems, 

Barbara was sure to set aside the time needed to help. She always assumed she would be the best one 

to help her mother, even though she lived 200 miles away, because she was reliable and dependable. 

Barbara has a brother and sister who could probably help, but they have their own careers and families 

and they are just fine letting Barbara take over. They trust Barbara. After a few months, Barbara thought 

that being a long-distance caregiver was not that hard. She struggled a bit at first, but soon organized 

all the information she needed about her mother’s health problems and care. She was in touch with 

doctors on a regular basis and authorized whatever care was needed. Soon, she started managing her 

mother’s finances. It did not cross Barbara’s mind to call her siblings to update them, and they did not 

think to call her. Barbara was pleased that she could provide for her mother from a distance. Although 

long-distance caregiving was not convenient and often forced her to change her plans, she could not 

imagine not being available for her mom. One day, Barbara received a call that her mother had been 

hospitalized. She called her sister and they agreed to meet at their mother’s home and travel together 

to the hospital. Secretly, Barbara was glad to meet with her sister because she was getting tired of 

having the extra burden of her mother’s life on her shoulders alone. Last week at work, the regional 

manager told her that her enthusiasm and work performance had started to slip. Even her husband 

had made a few comments that she did not seem to have the time for him and their children anymore. 

Barbara knew things needed to change, but just was not sure what to do.

1. What should Barbara do and why? 

2. What steps does Barbara need to take to ensure her own needs are being cared for?

Summary 51

Review Questions 

1. ________________ _ is the scientific 
study of aging that examines the bio-
logical, psychological, and sociologi-
cal factors associated with old age and 
aging.
a. Geriatrics
b. Pediatrics
c. Oncology
d. Gerontology

2. The first psychosocial science theo-
ries on aging included
a. Activity theory and disengage-

ment theory
b. Continuity theory and social role 

theory
c. Activity theory and social role 

theory
d. Disengagement theory and care-

giving theory

3. Providers who view older adult 
patients sympathetically as “poor old 

  dears,” who can do little to care for 
themselves, are diminishing the 
value they place on their patients’ 
abilities. 
a. True
b. False

4. Skip-generation households refer to 
a. Teenagers caring for their ailing 

parents
b. Parents caring for children as 

well as aging parents
c. Grandparents acting as surrogate 

parents to their grandchildren 
d. Grandchildren caring for ailing 

grandparents

5. A typical victim of elder abuse is 
a. Female and over the age of 75 
b. Living alone and lacking a net-

work of social support
c. A & B
d. None of the above

Learning Activities

1. Using your own experiences and 
observations, formulate a social the-
ory on aging. How does it compare 
with the social theories described in 
this chapter?

2. Provide examples of ageism you have 
seen in your own family, in your com-
munity, in the media, in your travels, 
and/or in your workplace.

3. Explain the value of social connec-
tions in late life and provide  examples 
of how an older adult can maintain 
connections to other  people. 

4. Discuss some of the issues and con-
cerns of a grandparent raising a 
grandchild. What steps, if any, can a 
healthcare professional take to sup-
port them?

5. Develop a scenario in which a vul-
nerable older adult could potentially 
become a victim of two or more types 
of elder abuse. Describe the steps a 
healthcare professional can take to 
uncover a potential problem. 

TEST YOUR KNOWLEDGE

52 Chapter 2 Social Gerontology

▸▸ Instructor Resources
Qualified instructors will receive a full suite of instructor resources, including:

■■ More than 250 slides in PowerPoint format
■■ A test bank with chapter-by-chapter questions along with midterm and final tests
■■ Case studies along with potential answers 
■■ An Instructor’s Manual containing a summary, key terms and definitions, teaching tips, and a 

list of material and online resources
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subjective concept that can change over time 
and depends on cultural and social consider-
ations. What we thought of as old in the 19th 
century is considered middle age now. What 
we considered old when we were 15, will vary 
greatly from when we are 40 or even 75! 

Researchers define age in ways that help 
them study age in their fields of interest. Pub-
lic health and health policy leaders rely on 
defining old age by chronological age (i.e., 
the length of time a person is alive) to inform 
policy and programs. Countries, including the 
United States use ages 60, 62, or 65 as bench-
mark ages or age eligibility thresholds for pol-
icies that affect older adults. Health scientists 
find functional age (i.e., the level at which 
a person can perform) is more useful than 
chronological age in determining an individ-
ual’s health status. Social scientists often group 

▸▸ Introduction
We all start to age from the moment we are 
born. Aging is a lifespan process that influ-
ences every aspect of our lives. Yet, many 
people do not think about growing older or 
the issues that accompany growing older until 
they see their parents’ health decline or expe-
rience health challenges of their own. The 
field of gerontology is the study of aging and 
age-related issues and the biological, socio-
logical, and psychological (biopsychosocial) 
factors that influence aging and old age. As a 
heath care professional, you will need to have 
a basic grasp of aging and age-related issues, 
which this text attempts to provide.

The first step to learning about issues 
that influence and affect old age is to consider 
what the term “old age” implies. Old age is a 

BEHAVIORAL OBJECTIVES

Upon completion of this chapter, the reader will be able to:

1.	 Explain terms used to describe and classify age.

2.	 Describe how populations are aging around the world.

3.	 Explain the difference between the terms lifespan and longevity.

4.	 Describe three key factors that influence population aging.

5.	 Describe the general characteristics of the U.S. population of adults age 65 years and older. 

6.	 Describe the most common chronic health conditions among older adults.

7.	 Explain the types of services provided by formal and informal caregivers.

8.	 Identify the most common causes of death among older adults.

9.	 Discuss the impacts the U.S. baby boom generation is having on U.S. society.

10.	 Explain how marital status, income level, sex, and race can affect quality of life.

KEY TERMS

Activities of daily living

Baby boom generation

Biopsychosocial

Centenarian

Chronological age

Formal caregivers

Functional age

Gerontology

Incidence

Informal caregivers

Instrumental activities  

of daily living

Life expectancy

Lifespan

Longevity

Old

Old-old

Prevalence

Quality of life

Snowbirds

Successful aging

Super-centenarian

Total fertility rate

Young-old 
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Some individuals retain a sound mind and body 
into late life, while other persons do not. Some 
people remain financially secure, while other 
individuals fall into poverty. While the aging 
process is not a one-size fits all experience, the 
fundamental processes are shared by all. 

▸▸ Global Aging

Age, Sex, and Distribution
The world population is growing larger and 
getting older every year. The United Nations 
Department of Economic and Social Affairs 
(2017) reported that by mid-2017, the world 
population exceeded 7.5 billion people, an 
increase of 1 billion people since 2002. There 
are slightly more males than females (i.e.,  
102 males per 100 females) worldwide and 
they are distributed relatively equally across age 
groups as illustrated in FIGURE 1-1. As a group, 

older adults into age groups (e.g., ages 50–64, 
65–74, 75–84, and 85+) that reflect similar life 
experiences and obligations, historical memo-
ries, and health problems within each group. 
Similarly, some researchers may apply terms to 
age groupings such as young-old (i.e., 50–64), 
old (i.e., 65–84), and old-old or oldest of old 
(ages 85 and older) to describe the stage of 
members in very late life. Within the old-old 
age group are two well-studied sub-groups—
centenarians (i.e., persons at least 100 years 
old) and super-centenarians (i.e., persons at 
least 110 years old). How and why centenari-
ans have been able to reach old age continues 
to be of great interest to scientists.

Whatever classification for age you choose 
to use in your work is a matter of preference, as 
long as you realize the limitations and variations 
implied by the term. A salient point to note and 
what is stressed throughout this text, is that there 
is a great amount of variability among older 
adults. Older adults are a heterogeneous group. 

FIGURE 1-1  Worldwide population by sex and age group.
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and India are the most populated countries 
in the entire world and account for 90% of 
Asia’s population. Within Asia, adults age  
25–59 represent nearly half (48%) of the region’s 
population (see Table 1-2). The second largest 
populated world region is Africa and it contains 
17% of the world population (1.25  billion). 
Africa’s population is relatively young with 40% 
of the population age 0–14 years. Only 5% of 
Africa’s population is age 60+ years. Conversely, 
Europe (the third largest populated region) is 
the “oldest” region with 25% of its population 
representing adults age 60+ years and 16% of its 
population age 0–14 years. The population in 
Latin America and the Caribbean (646 million) 
is slightly less than Europe (742 million peo-
ple), but one quarter of its population (25%) are 
0–14 years old and it is home to half as many 
older adults (12%). Northern America, which 
includes the United States, ranks 5th in pop-
ulation size among regions and includes 361 
million people. Only 22% of the North America 
population is 60+ years old. The least populated 

females tend to live longer than males, explain-
ing less decline in group size later in life. The 
median age (i.e., the age in which half of the pop-
ulation is above and below) of the entire world 
population is 30 years, which is also illustrated 
by the width of the age group bars in Figure 1-1.

Worldwide population growth is expected 
to remain steady as the population increases 
by approximately 83 million people each year. 
TABLE 1-1 includes estimates for total popula-
tion growth in 2030, 2050, and 2100 as well as 
population data by world region. 

Conversations about world population can 
be more effective if the world is discussed by 
geographic regions, such as Africa, Asia, Europe, 
Latin America and the Caribbean, Northern 
America, and Oceania. Even though the govern-
ments and policies of countries within a single 
region may differ, their geographic location 
unites them by shared and common resources, 
climate, lifestyles, and cultures. 

As shown in TABLE 1-2, 60% of the world 
population lives in Asia (4.5 billion). China 

TABLE 1-1  Population of World and Population by Region, 2017

Region

Population (in millions)

2017 2030 2050 2100

World 7,550 8,551 9,772 11,184

Africa 1,256 1,704 2,528 4,468

Asia 4,504 4,947 5,257 4,780

Europe 742 739 716 653

Latin America & the Caribbean 646 718 780 712

Northern America 361 395 435 499

Oceania 41 48 57 72

Data from United Nations, Department of Economic and Social Affairs. (2017). World Population Prospects: The 2017 Revision, Key Findings and Advance 

Tables. Working Paper No. ESA/P/WP/248.
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that experienced a high TFR in the mid-20th 
century are now faced with a growing economi-
cally inactive (i.e., retired or not working) older 
population that needs to be supported. Coun-
tries that experienced a low TFR at the same 
time, now tout a smaller aging population and 
are likely to be in a better position to provide 
members with economic and physical support.

War can dramatically impact TFR. 
During wartime, live births decrease because 
men and women are sent away from home 
to fight. However, post-war economies often 
generate socioeconomic growth that supports 
marriages, births, and an increased TFR. After 
World War II, the TFR skyrocketed in the 
United States and the large number of babies 
born between 1946 and 1964 have been sub-
sequently referred to as members of the baby 

boom generation. Like the United States, 
South Korea also had a baby boom that is now 
entering old age. However, the years of birth 
for Korea’s baby boomers (1955–1963) began 

region is Oceania, which is home to 41 million 
people; 17% of whom are age 60+ years. 

The population differences by region 
illustrate the fact that population size alone 
does not predict the age composition of a pop-
ulation. Instead, demographers look to three 
key and interrelated factors: fertility rate, lon-
gevity, and migration.

Fertility Rates
The number of older adults in the world today 
is directly connected to the total fertility rate 

(TFR; i.e., the average number of live births a 
child-bearing women would have in her life-
time) at the time they were born. In the 1950s, 
the TFR in the regions of Africa, Asia, Latin 
American and the Caribbean was approximately 
five live births per woman, a veritable popula-
tion explosion when compared to Europe’s TFR, 
which was less than three lives births per woman 
during the same years. Consequently, countries 

TABLE 1-2  World Population and Population by Age Groups and Region, 2017

Region

Total 

Population

(in millions)

Population by Age Group (%)

0–14 15–24 25–59 60+

World 7,550 26 16 46 13

Africa 1,256 41 19 35 5

Asia 4,504 24 16 48 12

Europe 742 16 11 49 25

Latin America & the 

Caribbean

646 25 17 46 12

Northern America 361 19 13 46 22

Oceania 41 23 15 45 17

Data from United Nations, Department of Economic and Social Affairs. (2017). World Population Prospects: The 2017 Revision, Key Findings and Advance 

Tables. Working Paper No. ESA/P/WP/248.

Global Aging 5



In 2017, the top five developed countries 
with the highest GDP per capita included the 
small governments of Qatar, Luxembourg, 
Macao, Singapore, and Brunei. The total 
populations of these countries were signifi-
cantly different: 2.2 million, 590 thousand, 
650  thousand, 5.6  million, and 423 thousand 
residents, respectively. Moreover, the percent-
age of the population aged 60+ in each country 
also varied considerably, ranging from 3% to 
20%. Thus, wealth is also not a predictor for 
identifying if a country has a large population 
of older adults, even if that wealth can help 
provide services and products that promote 
longevity.

Longevity
Maintaining a healthy population across the 
lifespan (i.e., the period from birth to death) 
is directly influenced by access to health care 
(including pre-natal care), public sanitation, 
a well-balanced diet, education, and safe and 
secure communities. Life expectancy (i.e., 
the length of time a person is expected to live) 
is further influenced by the historical time in 
which a person lives, environment factors such 
as air and water quality, and any social and 
behavioral factors that affects the population 
such as smoking, obesity, homicide, and war. 

Worldwide, life expectancy at birth is cur-
rently 70.8 years, an increase from 67.2 years 
since 2000. The greatest increases across 
world regions have occurred in Africa, which 
showed an increase of 6.6 years in the same 
period, after increasing less than 2 years in the 
prior decade. Despite the rapid increase, life 
expectancy in Africa is now just 60.2  years. 
The highest life expectancy is in Northern 
America (79.2 years) followed by Oceania 
(77.9 years), Europe (77.2 years), Latin 
America and the Caribbean (74.6 years) and 
Asia (71.8 years). When comparing popula-
tion size with life expectancy, it become clear 
that population size alone does not translate 
to higher life expectancy. Clearly, other fac-
tors are at play. 

with the end of the Korean War and not World 
War II (Howe, Jackson, & Nakashima, 2007). 

By tracking fertility rates in a region, pol-
icy makers and service providers can better 
predict the needs of a population and prepare 
for change. When countries experience sud-
den changes in fertility rates, it dramatically 
affects the population balance. For exam-
ple, South Korea is the fastest growing aging 
society. It doubled its aging population from 
7% (1999) to 14% (2017) in just 18 years and 
it continues to rise at a rapid rate (Klassen, 
2010). Perhaps more troublesome is that the 
TFR in South Korea is the lowest in the world 
at 1.25; meaning that the population is barely 
able to replace people who die (referred to as 
the fertility replacement rate). Declining birth 
rates are expected to dramatically impact the 
size and productivity of the South Korean 
labor force and the national economy. Simply 
put, when older adults stop working, there will 
be few workers to replace them. One fear is if 
South Korean industry leaders are faced with a 
decreasing labor pool, they may seek laborers 
and manufacturing deals in neighboring coun-
tries, further reducing the nation’s productiv-
ity. Moreover, the South Korean government 
faces challenges in meeting increased health-
care costs and the need to develop a system of 
services and supports to address the needs of 
the growing older population. 

In 2017, the country with the oldest pop-
ulation was Japan. One-third (33%) of its resi-
dents were age 60+. Japan was closely followed 
by Italy, (29%), Germany (28%), and Portugal 
(28%). Each of these countries also represents 
developed societies (i.e., high socioeconomic 
development) that boast high gross domestic 
products (GDP; i.e., the value of everything 
produced in a country) per capita (i.e., per 
person). By maintaining a high GDP, a coun-
try is better positioned to access, maintain, and 
provide resources, economic trade, and oppor-
tunities, which contribute to population health 
and longevity (i.e., the length of time lived). 

Still, GDP ranking is not enough to pre-
dict if a county has a large aging population. 

6 Chapter 1 Age Matters: Pro�les of an Aging Society 



regions of the world. Training needs to include 
better geriatric training, improved rehabilita-
tion services, and prevention outreach services 
to improve older peoples’ ability to avoid disease 
and cope living with their health problems. 

Migration
In addition to fertility rates and life expectancy, 
population size is influenced by migration 
patterns. In peaceful times, immigrants enter 
a country to gain education, engage in busi-
ness, or to live with family members who have 
already relocated. Most countries have pro-
cesses and procedures in place to regulate this 
form of immigration. Some immigrants stay 
for short periods of time, while others seek and 
obtain citizenship. A challenge for any society 
is when residents of a war-torn country or a 
country undergoing political unrest, want to 
leave and make their home in a neighboring 
country, as has been the case with Syrian refu-
gees. As of 2015, an estimated 4.2 million peo-
ple have fled the civil conflict in Syria and 2.2 
million have settled in Turkey (Tumen, 2016). 
More often than not, immigrants are young 
adults with young families or with the inten-
tion of sending for them after getting settled. 
The persons left behind are people least able 
to support themselves and their communities 
such as women and children, older adults, 
poor people, and persons with disabilities.

The effect of mass migration on the 
departure and arrival countries can be stag-
gering. Mass migration of a population places 
a strain on local and national economies, 
social services, housing, education, public 
health, and sanitation. In countries receiving 
large numbers of immigrants, the economy is 
unlikely to have job openings for all the new 
arrivals, resulting in increased enrollments in 
the public welfare system. In the country left 
behind, the future is also not bright for the 
persons who remained. The workers who used 
to support the economy and pay taxes to sup-
port community infrastructure (e.g., roads, 
hospitals, schools, and health care) are no 

Population Health 
Obesity is becoming an epidemic health con-
cern throughout the world with proportional 
increases in weight across all age groups and 
educational levels (Samper-Ternent & Al Snih, 
2012). According to the World Health Orga-
nization (2017), the prevalence of obesity has 
tripled worldwide from 1975 to 2016, and is 
responsible for the deaths of at least 2.8 million 
people annually. The U.S. population leads 
the world in obesity for both men and women 
(FIGURE 1-2). By 2015, residents 50–74 years 
old had significantly poorer health with multi-
ple health conditions compared to their British 
and European counterparts including hyper-
tension, heart disease, diabetes, cancer, lung 
disease, and mobility impairments (National 
Institute on Aging, National Institutes of 
Health, & World Health Organization [2011]).

Since the 1980s, HIV/AIDS has been a 
worldwide health concern that is often over-
looked in association with older adults. Human 
immunodeficiency virus (HIV) is a virus, 
which once acquired can be treated, but cannot 
be eradicated from the body. If left untreated, 
HIV can develop into acquired immunode-
ficiency syndrome (AIDS). Antiviral ther-
apies (ART) have improved dramatically in 
effectiveness and can now control HIV so that 
it does not develop into AIDS. Persons affected 
can live long, relatively healthy lives with 
the virus largely under control (Centers for 
Disease Control and Prevention, 2017). About 
half of persons infected are already older than 
age 50 (Mills, Bärnighausen, & Negin, 2012). 
Undeveloped countries have not fared as well, 
especially sub-Sahara African countries where 
the prevalence of HIV among persons age 50+ 
is expected to exceed 10% by 2025. Moreover, 
persons over age 50 with HIV and receiving 
ART, still have a 30% higher risk of dying 
within 4 years compared to younger patients. 

To combat population health problems, 
Mills et al. (2012) suggest that the world needs 
more geriatric clinicians. They are few in num-
ber in the United States and absent in many 

Global Aging 7



FIGURE 1-2  Obesity rates by country, 2015 or nearest year.
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boom generation, even if they have yet to reach 
age 65, as the sheer number of adults reaching 
old age will impact social policy and services. 

In 2016, the percentage of adults by age 
breakdown was as follows:

■■ Age 45–54 (13.3%)
■■ Age 55–64 (12.8%)
■■ Age 65–74 (8.9%)
■■ Age 75–84 (4.4%)
■■ Age 85+ (1.9%)

Geographic Distribution
Older adults live in communities all across 
the United States. Some individuals live in 
the same towns where they were born and 
raised, and other individuals relocate sev-
eral times during their lives, even in late life. 
Not surprisingly, where the older population 
resides in the United States is heavily influ-
enced by the economy, health, and weather.

The outmigration of young adults due 
to poor job and economic prospects has left 
some regions with increased numbers of 
older adults. When industries fold and are not 
replaced with new industries drawing on the 
same labor force, individuals tend to seek work 
in other regions thus, leaving the non-active 
workforce behind. The density of older popu-
lations in post-industrial areas, such as Appa-
lachia and the Midwest shown in FIGURE 1-3, 
help emphasize the effect of outmigration.

Older adults who migrate to new regions in 
the country, generally do so after retiring from 
the workforce. The pull of a new community  
is generally tied to several factors: a lower cost 
of living than the pre-retirement community, 
warmer and drier climate, and proximity to 
friends and family. As can be seen in Figure 1-3, 
the warmer climes of Florida, Arizona, and 
southern Utah draw older persons and thus, 
have dense older populations. Florida has long 
been known for its older demographic. Eighty 
percent of Florida counties (i.e., 53 of 67) have 
an above average proportion of older adults. In 
Sumter County more than half of its residents 
are reportedly age 65+. In 2010, the southern 

longer contributing. The transactions of goods 
and services may stop. Older adults, who once 
depended on a state pension, may suddenly 
have no income. Without a large infusion of 
capital and manpower, many communities left 
behind after war and conflict simply fall apart 
and the population becomes impoverished 
and left with little hope for a better future. 

Recognizing the influences on population 
size and health is needed to understand what it 
takes for people to age successfully. Gerontolo-
gists use population information as a guide to 
explore what it takes to provide a quality of life 
at the individual, societal, national, and global 
levels. A brief discussion about successful aging 
and quality of life is at the end of this chapter.

▸▸ Aging in the 
United States 

Age and Age Groups
The U.S. Census Bureau estimated that the 
national population in 2016 was slightly more 
than 323 million people (Federal Interagency 
Forum on Aging-Related Statistics, 2016). The 
median age in the United States was 37.9 years, 
seven years higher than the world population 
median age. Among the 50 states, Maine had 
the oldest population with a median age of 44.5 
years, while Utah had the youngest populations 
with a median age of 30.7 years (Statista, 2017). 
The average life expectancy in the United States 
for both sexes in 2016 was 78.8 years.

In 2016, adults age 65 and older made up 
15.2% of the population, an increase of 0.3% 
from the previous year. As aforementioned, 
members of the baby boom generation were 
born from 1946 to 1964 and include approxi-
mately 76 million people. The individuals born 
in 1946 started turning age 65 in 2011. Since 
then, approximately 10,000 adults turn age 65 
each day until 2029. Therefore, it is import-
ant to any analysis of the older population to 
include members born in all years of the baby 
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(i.e., 100 females per 96.9 males, or 50.8% females 
to 49.2% males). The gap widened between the 
sexes by age 65 with even fewer males (44.1%) 
than females (55.9%). Historically, this differ-
ence has been attributed to better health and 
health care among females, although with the 
rise in obesity, heart disease, and tobacco use 
in females, the gap has narrowed. 

Race
The racial diversity of the older population in 
the United States is less diverse than that of the 
entire population and the younger population. 
Older adults are predominately White (78%) and 
non-Hispanic (92%). Only 9% of older adults are 
Black and 4% are Asian. This can be explained 
in part by the fact that the immigration rates of 
non-White and Hispanic populations into the 

regions of the U.S., had the largest number of 
individuals over age 65 whereas the northeast 
had the largest proportion of persons over age 
65 (Statista, 2017).

However, not all persons relocate perma-
nently to warmer states. The term snowbirds 

refers to older adults who move south for the 
winter to avoid the cold weather at home and all 
the heating bills and snow removal that accom-
pany living in the cold. Many snowbirds make 
the trek south for a few years before settling down 
permanently in the south, while other snowbirds 
only want it to be an annual winter trip.

Sex
In contrast to the world population com-
position, in 2016, there were more females 
than males in the total U.S. population 

Percentage by
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Percentage by state

14.5 to 15.9

10.0 to 14.4

Less than 10.0

DC U.S.
percent
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10.0 to 14.9
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FIGURE 1-3  Percentage of population age 65+ by county and state in the United States in 2014.
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United States were much lower when today’s 
older adults were young, and today’s older 
immigrants of color are not numerous enough 
to influence the national data. It is also import-
ant to remember that interracial marriages were 
illegal at the time many of today’s older adults 
were getting married, so they were unlikely to 
marry outside of their race. The racial profile of 
older adults in 2014 is illustrated in FIGURE 1-4. 

Marital Status
An important influence on quality of life and 
well-being are social relationships, including 
marriage. Because there are more women than 
men and women tend to live longer than men, 
it stands to reason that a higher percentage of 
older men are married than older women. In 
2015, among adults age 65–74 years, about 
74% of men were married although only 58% 
of women of the same age were married. The 
increased rate of married men continues 
across age groups (FIGURE 1-5). Not surpris-
ingly, more  women than men were widowed. 
Seventy-three percent of women age 85+ years 

were widowed compared to 34% of men of the 
same age. What remains relatively consistent 
across age groups and sex are the rates of never 
married adults (3–6%) and divorced adults 
(6–17%). At the time of this writing, there is no 
reliable national relationship data on same sex 
marriages or partnerships among older adults. 

Living Arrangements
One’s living arrangement can also have a sig-
nificant impact on health, quality of life and 
well-being. In 2015, 70% of men lived with a 
spouse yet, only 45% of women lived with a 
spouse. Expectedly, women were more apt to 
live alone (36%) than were men (20%). How-
ever, the trend for living alone has begun to 
decline after a fivefold increase (6–29%) from 
1900 to 1990 (Stepler, 2016). Older persons 
of color are more apt to live alone than older 
White adults. Specifically, 46% of older Black 
women lived alone, and older Black men live 
alone three times more often than older Asian 
men. However, older men of color were more 
apt to live with relatives than their White 
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measure used), although the rate for children 
has hovered around 20% (FIGURE 1-6).

Poverty in late life is experienced differ-
ently by gender, age, and race. Not only are 
older women likely to live alone, they are more 
apt to live alone in poverty (12%). Moreover, 
as time passes, the chances of an older adult 
becoming impoverished increases. In 2014, 
the overall poverty rate for adults age 65+ 
years was 9%, compared to 12% of adults ages 
75 and older experiencing poverty.

Persons of color experience greater rates 
of poverty than White men (5%) and women 
(10%). In 2014, older Black men, Hispanic 
men, and Asian men experienced poverty 
rates of 17%, 16%, and 13%, respectively. 
Yet, older women of color still experience 
the highest rates of poverty in late life. Older 
Black women (21%) and Hispanic women 
(20%) are four times as likely to be in poverty 
as older White men and twice as likely as older 
White women. Older Asian women (16%) 
experience poverty at nearly the same rate 
as Asian men yet, their rate is still triple the 
rate of older White men. Lifting older adults 
out of poverty is connected to the provision 

counterparts. Approximately 14% of Black 
and Hispanic men of color lived with a rela-
tive other than a spouse compared to only 4% 
of While men doing the same. Older people 
living alone are three times as likely to live in 
poverty and less likely to view their economic 
status as “living comfortably” (Stepler, 2016). 

▸▸ Economic Status

Poverty
The economic status of older Americans is 
more varied than any other age group. Pov-
erty among older adults was such a serious 
problem by the mid-20th century that in 1964 
it was integrated into President Lyndon B.  
Johnson’s War on Poverty legislation. This led 
to federal implementation of the Older Ameri-
cans Act in 1965 in an effort to lift older citizens 
out of poverty. In 1966, 29% of people age 65+ 
years lived below the federal poverty threshold 
and 18% of children were deemed impover-
ished. By 2014, the rate for older adults in pov-
erty dropped to 10–12% (depending on the 
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Security). In 2014, nearly half (49%) of all 
households (including 86% of all older adults) 
received Social Security (i.e., an entitlement 
program that workers pay into and draw from 
upon leaving the workforce; see Chapter 6). 
By age 80, 90% of older adults receive Social 
Security. Less than half (41%) of older adults 
received income from a private retirement pen-
sion or annuity, and only 18% received income 
from a public pension fund. Selling or cash-
ing in personal assets also provides a source 
of income and more than two thirds (67%) of 
older adults receive income from their assets. 
Conversely, 13% of older adults had little to no 
assets to draw upon and received public assis-
tance (i.e., cash and non-cash) to supplement 
their income.

FIGURE 1-8 displays a chart comparing the 
sources of income by dividing the older popu-
lation into quintiles (i.e., five graduated income 
categories with equal numbers of adults in 
each). The visual helps demystify the sources 
older adults rely upon for their incomes. Clearly, 
individuals with lower incomes rely more on 
Social Security than persons in the higher 
income groups.

of need-based supplementary programs and 
services, discussed further in Chapter 6. 

Income
Personal and household incomes of older 
adults are as diverse as they are among younger 
people. Due to many economic factors, the 
median income of older adults has risen in 
the past 40 years. In 1974 median income was 
reportedly $22,921 (in 2014 dollars) and by 
2014, it reached $36,895. As FIGURE 1-7 illus-
trates, the distribution of wealth among older 
adults is diverse. Using the federal poverty 
level as an income baseline, low income adults 
are identified as receiving income 100–199% 
above the poverty level, middle income adults 
receive 200–399% above the poverty level, and 
high income older adults receive income at 
least 400% above the poverty level.

Sources of Income
Variation in income size is reflective of the 
sources of income (e.g., personal savings, 
investments, retirement pensions, and Social 

FIGURE 1-6  Poverty rates in United States over time.
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FIGURE 1-8  Percentile distribution of per capita family income for persons age 65+, by income quintile and 

source of income, 2014.
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FIGURE 1-7  Income distribution in the United States among older adults, 1974–2014.
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other reasons cited for continuing to work 
included: boredom or extra time to engage, 
sought out by employer to train or mentor 
younger workers, and personal enjoyment and 
fulfillment (Tamburo, 2017). Additional infor-
mation on work and retirement is presented in 
Chapter 2.

▸▸ Health Status
The health of older Americans is frequently 
discussed in terms of the incidence (i.e., 
the number of new cases reported) and 
prevalence (i.e., the total number of cases 
reported) of chronic health conditions and 
communicable diseases, functional limita-
tions, vaccination rates, and self-reported 
health status. 

▸▸ Work and Retirement 
Status

Not all older adults leave the labor force once they 
reach age 65 or retire. Continued employment 
in some form can provide additional income, 
opportunities for socialization, and feelings of 
self-worth and contribution, which all contrib-
ute to improving quality of life and well-being. 
Approximately 29% of older adults have no 
retirement savings or pension plan (United States 
Government Accountability Office, 2015), which 
forces many people to continue to be active in 
the workforce. As illustrated in FIGURE 1-9, rate of 
participation of older adults in the workforce is 
expected to rise, whatever the reason. 

Although finances are a leading factor for 
returning to or remaining in the labor force, 

FIGURE 1-9  Percentage of older employed population age 60+.
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adults of Hispanic origin (regardless of race) 
also had diabetes (32.3%) more often than 
other non-Hispanic racial and ethnic groups. 

Functional Limitations
Functional limitations can be debilitating and 
thus, impact quality of life and well-being. In 
2014, 22.6% of older adults reported a func-
tional limitation that disabled them even if 
they used corrective devices (e.g., hearing aids, 
eyeglasses). More precisely, prevalence rates 
in functional limitations that created a dis-
ability (for both sexes and all races) included 
mobility (17.1%), hearing (4.2 %), vision 
(3.3%), self-care (3.0%), cognition (2.7%), and 
communication (1.2%).

Racial and ethnic differences emerged 
across some types of functional limitations. 
Specifically, non-Hispanic Black men and 
women were more likely to experience a dis-
ability in mobility (20.6%) compared to His-
panic older adults (16.9%) and non-Hispanic 
White older adults (13.3%). Additionally, His-
panic (4.6%) and non-Hispanic Black (4.0%) 
older adults were more than twice as likely 

Chronic Health Conditions 
Chronic health conditions, such as heart disease, 
stroke, cancer, diabetes, and arthritis, are among 
the most costly health conditions to treat. More-
over, they are preventable if an individual com-
mits to change the behaviors that lead to the 
condition. Multiple chronic health conditions 
are experienced by the majority of older adults; 
co-morbid conditions (i.e., multiple conditions 
at the same time) directly contribute to frailty 
and disability (FIGURE 1-10).

In 2014, the most frequently occurring 
health conditions for non-institutionalized 
older adults were uncontrolled hypertension 
(55.9%), diagnosed arthritis (49%), heart 
disease (29.4%), cancer of any type (23.4%), 
diabetes (20.8%), asthma (10.6%), and stroke 
(7.9%). Differences in prevalence rates between 
men and women were small. However, preva-
lence rates by race and ethnicity varied greatly 
for some conditions. White men and women 
led other races and ethnicities in the prevalence 
for heart disease (30.7%) and cancers (26%). 
However, Black men and women experienced 
hypertension (70.6%), stroke (10.6%), and dia-
betes (31.1%) more than other groups. Older 

FIGURE 1-10  Percentage of people age 65+ who reported selected chronic conditions, by sex, 2013–2014.
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▸▸ Caregivers
For many older adults, there comes a time when 
they need help with their activities of daily 

living (ADL; i.e., bathing, dressing, eating, 
toileting, and mobility) and instrumental 

activities of daily living (IADLS; housework, 
preparing meals, using a telephone, managing 
money, or shopping). Family caregivers fre-
quently fulfill that role as an act of filial respon-
sibility (or family obligation). Family caregivers 
are referred to as informal caregivers because 
they provide services without compensation. 

Both care recipients and caregivers tend 
to be female (65% and 75%, respectively). 
Daughters (including biological daughters, 
step-daughters, and daughters by marriage) 
account for 19% of informal caregivers, fol-
lowed by other relatives (22.3%), and spouses 
(21.2%). While the average age of the caregiver 
is 49.2 years, 35% of caregivers are age 65 or 
older. The average caregiver provides over 
24  hours of care per week, and nearly one-
fourth (24%) of caregivers provide care for 
more than 5 years. Fifteen percent of all care-
givers provide care for at least 10 years. 

Informal caregivers for persons with demen-
tia (including Alzheimer’s disease) provide on 
average, nine hours of service per day of care. 
Caregiving tasks include assistance with ADLs, 
IADLs, advocating for services and supports, and 
decision making on behalf of the care recipient 
(Family Caregiving Alliance, 2016). The chal-
lenges and stresses related to taking the respon-
sibility for caring for a person with dementia are 
well documented as highly stressful and can neg-
atively impact the health and well-being of the 
caregiver. In response, caregiver support groups 
and workshops are available to help caregivers 
cope successfully and maintain their own health.

If caregivers simply stopped performing 
caregiving tasks, the resultant demand for ser-
vices and supports would overload the health-
care system in the United States. In 2013, the 
value of unpaid caregiving services was esti-
mated to be $470 billion! That estimate is more 

as non-Hispanic White (1.7%) older adults 
to have a disability with cognition. An over-
view of the functional limitations older adults 
can face at the individual level is presented in 
Chapter 9. 

Vaccinations
Vaccinations against influenza and pneu-
mococcal disease are critical to maintaining 
health in late life. A compromised or weak-
ened immune system has trouble combating 
disease and if infected, can lead to death. One 
preventive measure undertaken frequently by 
local healthcare systems, public health depart-
ments, and pharmacies is to offer free vacci-
nation clinics each autumn as a strategy to 
get older adults inoculated. In 2014, 70.1% of 
older adults reported being vaccinated against 
influenza and 61.3% were vaccinated against 
pneumococcal disease. Historically, Black 
men and women have been far less likely to 
receive an influenza inoculation than White 
men and women. In 2014, only 57.4% of 
Blacks and 60.5% of Hispanics (of any race) 
received an influenza shot compared to 72% 
of non-Hispanic White older adults. The 
disparity suggests continued and alternative 
education and outreach efforts need to target 
persons of color.

Self-Rated Health
Despite the high prevalence of chronic health 
conditions and diseases in the second half of 
life, many older adults do not perceive that their 
health is bad or problematic. In 2014, 77.5% of 
older adults rated their health status as either 
good or excellent. Even 68.1% of persons age 85+ 
rated their health status as good or excellent. The 
reason older adults frequently rate their health 
higher than the people around them might rate 
it is because they tend to compare their ability 
to function against the functional abilities they 
see in other people of their own age. As a result, 
everyone knows someone who is worse off, so 
they themselves must be doing well! 
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home beds is increasing at half the rate 
needed to meet the demands of this expand-
ing age group and the need is expected to 
increase as baby boomers reach late life.

Older adults who become long-term resi-
dents of nursing homes will, on average, spend 
all their savings and assets within one year 
(Tamburo, 2017). In 2017, the average esti-
mated costs for nursing home care was $235 
per day ($85,775 per year) for a shared room, 
with the lowest costs for care in the south and 
mid-west ($165 per day; $60,225 per year) and 
the highest costs in the northeast ($350 per 
day; $127,750 per year; American Elder Care 
Research Organization, 2017). Once personal 
funds are depleted, a resident may become eli-
gible for public assistance such as Medicaid, 
which helps pay for some care. In 2013, 62.9% 
of all nursing home residents were paying for 
their care using Medicaid. 

Considering the sharp increased demand 
ahead for home and community-based care 
and institutionalized care, the question on the 
minds of all policymakers and service leaders 
is, “Where will the funds come from to con-
tinue funding long-term care services and 
supports?”

▸▸ Death
Older adults generally experience health 
co-morbidities as they age and each health 
challenge affects another in some way. How-
ever, discussions about national mortality sta-
tistics necessitate that deaths are attributed to 
the primary cause of death listed on the death 
certificate and not to multiple health diagnoses. 
This can pose challenges in analyzing causes of 
death when an individual has been diagnosed 
with a primary health problem (e.g., Alzhei-
mer’s disease or cancer) but dies from another 
(e.g., heart failure). In response, international 
rules of reporting deaths have been imple-
mented to provide a system that will provide 
the most accurate profile of mortality as possi-
ble, while recognizing caveats in reporting.

than was reimbursed in the same year for Med-
icaid and home and community-based services 
combined (Family Caregiving Alliance, 2016). 
More information about the types of home 
and community-based services available in the 
United States is provided in Chapter 5.

Long-Term Care Services
In 2014, approximately 9 million people 
(including older adults and young persons with 
extensive physical impairments and disabil-
ities) were provided long-term care services 
through multiple service venues that included 
adult day service centers, home health agen-
cies, hospice centers, nursing homes, assisted 
living facilities, and residential care communi-
ties that offered services and supports needed 
to function in daily life. Since 1966, when 
federal service programs (e.g., Medicare and 
Medicaid) were introduced, the number of 
older adults accessing services and supports 
has more than tripled from 2.5 million to 
9  million. The workers employed by organi-
zations offering such services are referred to 
as formal caregivers because unlike family 
caregivers, they are paid to deliver care.

Among the 9 million care recipients, 
approximately 1.2 million adults age 65 
and older lived in nursing homes (Admin-
istration on Aging, 2015). Although this 
number includes only 1% of persons ages  
65–74 years, it increases to 10% of persons 
age 85+. Overall annual resident rates usu-
ally include 5% or less of the general older 
population. Eligibility for nursing home 
admission is determined by an assessment 
of personal health needs, functional limita-
tions, limitations with ADLs and IADLs, and 
available resources and supports in the com-
munity. Adults age 85 and older represent the 
fastest-growing segment of the population 
needing nursing home care and 25% are eli-
gible for placement. Understandably, adults 
of that age are typically in declining health, 
have growing unmet needs, and dwindling 
resources. However, the number of nursing 
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certificates, from which this data was collected, 
was likely more limited in 2000 than today.

Mortality from heart disease and can-
cer does not differ a great deal by sex, race, 
and ethnicity, although, differences do exist 
for some other causes of death. Specifically, 
diabetes is the fourth highest cause of death 
for non-Hispanic Black older adults (212 per 
100,000) and Hispanic (all races) older adults 
(155 per 100,000) yet, is the seventh highest 
cause of death for non-Hispanic White older 
adults (106 per 100,000). Women had higher 
rates of death from Alzheimer’s disease (222 
per 100,000) than men (161,000 per 100,000), 
although, men experienced higher rates of 
death from unintentional injuries (131 per 
100,000) than women (36 per 100,000).

Knowledge about causes of death helps us 
better understand life. Information about mor-
tality can be used to develop interventions to 
delay or prevent health challenges, especially 

Causes
The negative health impacts of chronic health 
conditions include death. In 2014, the six lead-
ing causes of death for persons age 65 and older 
included conditions and diseases that can be 
controlled to some extent through healthy 
behaviors. As shown in TABLE 1-3, heart disease 
was the leading cause of death in 2014, followed 
by cancer, chronic lower respiratory disease, 
stroke, Alzheimer’s disease, diabetes, uninten-
tional injuries, and influenza and pneumonia. 

When compared to rates in 2000, death 
rates in 2014 declined by about 20% for all 
causes except Alzheimer’s disease and uninten-
tional injury, which both rose. Rates for Alzhei-
mer’s disease increased in part due to improved 
diagnosis and reporting. Historically, a diagno-
sis of Alzheimer’s disease was confirmed only 
upon autopsy of the brain after death. Therefore, 
the inclusion of Alzheimer’s disease on death 

TABLE 1-3 � Leading Causes of Death Among U.S. Adults Aged 65 or Older in 2000 and 2014

Cause of Death

2000

Rates of Deaths  

(per 100,000)

2014

Rates of Deaths  

(per 100,000)

Heart disease 1,707 1,062

Cancer 1,124 915

Chronic lower respiratory diseases 305 277

Stroke 426 247

Alzheimer’s disease 141 200

Diabetes 150 119

Unintentional injury 89 105

Influenza and pneumonia 169 97

Data from Federal Interagency Forum on Aging-Related Statistics. (2016). Older Americans 2016: Key Indicators of Well-Being. Federal Interagency Forum 

on Aging-Related Statistics. Washington, DC: U.S. Government Printing Office.
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influenced by the topics presented in this text, 
including but not limited to personal character-
istics, living arrangement, physical and mental 
health status and health issues, social relation-
ships, sexuality, and outlook on life. Because 
there is a lot of variance in rating quality of life, 
it is easy to understand how everyone can have 
a different sense of what it means. 

The idea of living a quality life in old age 
is often dismissed by people who view it as 
a time of decline and suffering. Advertising 
campaigns, television, and social media tend 
to focus on “suffering” in old age (e.g., demen-
tia, depression, cancer, arthritis, stroke), while 
ignoring evidence that people can live well and 
happily even with health problems. A recent 
study of centenarians found that a significant 
proportion of the oldest-old (over age 80) have 
lived with chronic health conditions (asso-
ciated with the condition of “suffering”) for 
decades. However, the majority of older adults 
do not “suffer” through life but rather learn to 
live well in spite of pain or bodily restrictions 
(Terry, Sebastiani, Andersen, & Perls, 2008). 
The word “suffer” should be used less fre-
quently and only in regards to individuals who 
truly cannot enjoy life due to irascible pain or 
anguish. The vast majority of older adults do 
not fit into this mold. 

Quality of life and what it means to 
individuals has been studied in different cul-
tures around the world (Molzahn, Kalfoss, 
Makaroff, & Skevington, 2010). Findings indi-
cated that older adults in developed countries 
often citied general health and attributes of 
physical health such as sleep quality, energy, 
and being free of pain as essential to having 
a good QOL. In contrast, older adults in less 
developed countries cited energy, happiness, 
and home environment as positive contribu-
tors to their QOL. Results from a study in the 
United States on QOL (Pew Research Center, 
2013) showed that QOL cannot be tidily 
defined by older adults. FIGURE 1-11 includes 
some of the indicators found to be important 
to U.S. older adults in achieving a good QOL. 

if we can connect them to client behaviors 
and habits. Our ability to “connect the dots” 
between the biopsychosocial influences in our 
clients’ lives, will help us support them to age 
successfully and enjoy a quality of life.

▸▸ Aging Successfully 

Successful Aging
The concept of successful aging was first 
introduced over 50 years ago in response to 
negative social beliefs about age and growing 
older. In 1987, Rowe and Kahn took a biopsy-
chosocial approach to develop their model for 
successful aging (Rowe & Kahn, 1997). The 
model included three key factors representing 
each domain. Rowe and Kahn proposed that 
individuals aged successfully if they: 

■■ Lived free of disease and disability
■■ Retained high cognitive and physical 

abilities
■■ Maintained meaningful interactional 

social relationships 

Each of the three domains interfaced with 
the other two. At first blush, the model seems 
ideal as it represents the best of a bio-psycho-
social approach. However, critics argue that the 
model dismisses and diminishes people who do 
not live free of disease and disability, have low 
cognitive and physical abilities, or cannot main-
tain social relationships. Are we to conclude that 
they cannot and will not age successfully? More-
over, by what standards should society judge a 
person’s ability to age successfully? Researchers 
continue to modify the model to address the crit-
icisms and adapt the model to include other fac-
tors including spirituality. The overall concept is 
valid, yet for many researchers the focus of suc-
cessful aging should focus more on quality of life. 

Quality of Life in Old Age
Quality of life (QOL) is another subjec-
tive construct that is difficult to measure. Yet, 
researchers are in general agreement that it is 
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(i.e., an integration of cognitive, reflective and 
affective elements including an awareness 
and acceptance of human limitations), which 
allows an individual to view life with humor, 
compassion, and detachment. The approach 
addressed some of the same issues brought 
forth by critics of Rowe and Kahn’s model of 
successful aging (1997). That is, persons expe-
riencing poor life conditions can still have 
high levels of life satisfaction. Ardalt’s findings 
ultimately confirmed that participants’ level of 
wisdom explained much of the variability in 
life satisfaction among older adults. 

Well-being
Well-being is another subjective indicator often 
associated with quality of life. Steptoe, Deaton, 
and Stone (2015) theorized that well-being 
included three domains: evaluative well-being 
(i.e., life satisfaction), hedonic well-being (i.e., 
happiness, sadness, stress level, pain, anger), 

Specifically, being able to communicate with 
others, living without severe pain, and get-
ting enjoyment out of life was identified more 
important; but, higher in importance to older 
women than older men.

Life Satisfaction 
Life experiences and hardships can challenge an 
individual yet, offer opportunities to strengthen 
insight, wisdom, and faith, which can actually 
promote satisfaction with life. When concep-
tualized in that way, it is easy to understand 
why people who experience difficulties, con-
tinue to find their lives satisfying and fulfilling. 
This contrast—a high level of satisfaction with 
life despite ongoing experiences with loss—
is aptly referred to as “the paradox of aging” 
(Carstensen, Mikels, & Mather, 2006, p. 346). 

Being satisfied with one’s life also con-
tributes to QOL. Ardelt (1997) explored life 
satisfaction in old age in terms of wisdom 

Being able to

talk/communicate

Being able to feed

oneself

Getting enjoyment

out of life

Living without

severe, lasting pain

Long-term memory

Feeling what one

does is worthwhile

Being able to dress

oneself

Short-term memory

for events today

49 44 7

94445

94644

124443

164637

164637

184536

274130

Extremely

Very

Somewhat/not

FIGURE 1-11  Quality of life indicators in old age. Percent of U.S. adults who say each of these is important for 

a good life in old age.
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 CASE STUDIES

Case 1: Joram is a 67-year-old man living in a nation torn apart by civil war. Initially, his community 

wasn’t directly affected, and although many people were on edge, their lives remained relatively 

normal. He worked as a cook in a small local restaurant during the week, and on the weekends 

he spent time with his 32-year-old daughter, Aya, her husband, and their young children. Before 

long, war spread to their part of the country and life became more dangerous. Concerned for the 

well-being of their children, Aya and her husband decided to flee the country. They wanted Joram 

to join them, but he felt that he would only slow them down, and didn’t want to leave the village 

he had called home all his life. Aya’s family managed to escape to a neighboring nation, along with 

thousands of other refugees fleeing the war. Within months, the population of Joram’s village went 

from several thousand people to just a few hundred, as the war continued to rage on.

1.	 How will the loss of so many residents likely impact Joram’s village?

2.	 What challenges will the neighboring nation to which Aya and her family fled likely 

experience as migrants continue to flow in?

Case 2: Sharon and Karen are twin 65-year-old sisters who were born and raised in Connecticut. 

Sharon has chronic obstructive pulmonary disease (COPD) as a result of a decades-long smoking 

habit, and she is married to Paul. Together, Sharon and Paul have a 35-year-old unmarried son who 

lives in California. Karen and her husband, Joe, work full-time and have three children with whom 

they are close—a 36-year-old married daughter with 8-year-old twin girls, a 32-year-old divorced 

son with a 2-year-old daughter, and a single 28-year-old daughter who has gone back to college 

and eudemonic well-being (i.e., sense of 
purpose and life meaning). In examining how 
these influence QOL in older adults, they found 
that in English-speaking countries, life satisfac-
tion levels tended to follow a U-shaped curve, 
with persons age 45–54 years having the low-
est level and younger and older adults enjoy-
ing higher levels. Researchers generally agree 
that low levels of perceived well-being correlate 
with increased numbers of life stressors (e.g., 
child-rearing, work, family caregiving), which 
generally occur during mid-life. Older adults 
who transition into late life with few life stress-
ors generally report positive levels of well-being. 

▸▸ Summary
The world population is growing and aging, 
creating new opportunities for healthcare 
professionals to support people in the second 
half of life. The large and growing proportion 
of older adults, offers many opportunities for 

older individuals and the communities in which 
they live. Population data confirms that age is 
only a number and does not directly translate 
to declining health, poor quality of life, and 
dissatisfaction with life. Rather, older adults are 
a heterogeneous group with many members 
experiencing good health, engaging in produc-
tive activities, and maintaining their social con-
nections. Not only do older adults have more 
time to pursue leisure and enjoyable productive 
activities, they have the time and inclination to 
help others as caregivers. Many older adults are 
also remaining in the workforce, some because 
they feel financially unable to retire, and others 
because they genuinely enjoy or appreciate the 
work. A key factor in allowing older adults to 
remain vibrant and active is good health, which 
can be promoted through physical, social, and 
cognitive engagement. The more healthcare 
professionals can support positive health gains 
and supportive environments, the greater the 
potential is for older adults to live happier, 
more fulfilling lives. 
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and lives with them, along with her 4-year-old son. A few months ago, Sharon and Paul retired and 

moved to Florida. They talked to Karen and Joe about moving south with them, but they decided 

not to. Today, Sharon and Paul are enjoying their new life in Florida, and are making the most of the 

warm weather and new friendships they have developed. The move has been beneficial for Sharon’s 

health, even though she is still limited in what she can physically do. Karen and Joe are happy 

that they decided not to retire yet, and enjoy filling their days with productive activity alongside 

coworkers who are also friends. Although they miss one another, Karen and Sharon are both happy 

with the decisions they made. 

1.	 Explain why you think Sharon decided to move south to Florida.

2.	 What are some reasons Karen decided to stay in Connecticut?

3.	 Do you think Karen and Sharon are aging successfully? Why or why not?

Review Questions

1.	 The term _____________refers to 
the length of time a person is alive 
whereas _____________ refers to the 
level at which a person can perform.
a.	 Life expectancy, life span
b.	 Chronological age, functional age
c.	 Functional age, life expectancy
d.	 Life span, chronological age

2.	 By tracking fertility rates in a region, 
policy makers and service providers 
can better predict the needs of a pop-
ulation and prepare for change.
a.	 True
b.	 False

3.	 In 2016, adults age 65 and older made 
up approximately ______ of the U.S. 
population. 
a.	 5%
b.	 15%
c.	 30%
d.	 52%

4.	 Implementation of the Older 
Americans Act in 1965 was part of an 
effort to provide older citizens with 
free health care and incomes for the 
remainder of their lives.
a.	 True
b.	 False

5.	 The term ______________ caregiv-
ers applies to workers who are paid 
to provide care and _____________
caregivers refers to people who pro-
vide care without compensation.
a.	 Informal, formal
b.	 Volunteer, respite
c.	 Formal, informal
d.	 Respite, informal 

Learning Activities

1.	 How is the world population and the 
population of older adults expected 
to change in the coming years, and 

what three factors do demographers 
look to when predicting the age 
composition of a population?

TEST YOUR KNOWLEDGE
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2.	 How does a country’s total fertil-
ity  rate (TFR) change during war-
time, and why? How does it change 
again when wartime ends, and why?

3.	 Obesity is becoming an epidemic 
health concern. Why is this particularly 
important when considering the pop-
ulation of older adults?

4.	 Imagine that you are the caregiver for 
an older person with dementia. What 

types of tasks would you be responsi-
ble for in this role?

5.	 Think about what aging successfully 
means to you, and what you will 
need to do in order to become an 
older adult that has aged successfully. 
Develop a list of five personal goals or 
indicators that you can revisit as an 
older adult to determine if you have 
aged successfully.
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Gerontology is the scientific study of aging 
that examines the biological, psychological, 
and sociological (biopsychosocial) factors 
associated with old age and aging. The factors 
that affect how we age are broad in scope and 
diverse: biological factors include genetic 
background and physical health; psychologi-
cal influences include level of cognition, men-
tal health status, and general well-being; and 
sociological factors range from personal rela-
tionships to the cultures, policies, and infra-
structure that organize society.

Although sometimes confused with the 
term gerontology, geriatrics is a medical term 
for the study, diagnosis, and treatment of dis-
eases and health problems specific to older 

adults. Geriatricians (medical doctors who 
specialize in geriatrics) increasingly recognize 

▸▸ Gerontology
The aging process begins the moment we are 
born. As we age, our bodies and minds grow, 
develop, and mature. During childhood, the 
course of our development is influenced by 
many factors, including our personal charac-
teristics, our family background, how we are 
raised, where we grow up, and who raises us. 
Similarly, our development through adulthood 
continues to be influenced by our health, atti-
tude, and behaviors and our interactions with 
family, friends, and the environment around 
us. Therefore, it is shortsighted to limit discus-
sions about aging to matters of physical health 
and decline. Aging is a complex process influ-
enced not only by health, but also by many 
other personal and social factors.

BEHAVIORAL OBJECTIVES

Upon completion of this chapter, the reader will be able to:

1.	 Define gerontology and how it differs from geriatrics.

2.	 Define ageism and explain why it is harmful to the health and well-being of older adults.

3.	 Identify and describe some of the social roles adults might hold in later life.

4.	 Describe the importance and focus of social relationships in late life.

5.	 Define elder abuse and describe the general characteristics of victims and abusers.

6.	 Define mandated reporter and describe the signs of potential abuse.

7.	 Explain why some older adults choose to work in late life.

KEY TERMS

AARP

Activity theory

Adult Protective Services

Ageism

Biopsychosocial

Caregiver

Continuity theory

Convoy of support

Discrimination

Disengagement theory

Elder abuse

Fictive kin

Geriatrics

Gerontology

Grandfamilies

Infantilizing

Long-distance caregiver

Long-term care ombudsmen

Mandatory reporters

Older adults

Older Americans Act (OAA)

Polyvictimization

Sandwich generation

Skip-generation household

Self-neglect

Senior Service America (SSA)

Social roles

Social Security

Stereotypes

Trusted individual
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the importance of social and psychological 
influences when treating patients. In this chap-
ter, key issues in gerontology are presented to 
facilitate your understanding about the life-
styles of older adults and how these may influ-
ence health status.

In the field of social sciences, the term 
older adults is used to describe people age  
65 years and older and is the preferred term 
when speaking about older individuals. The 
term patient is medically oriented and can 
refer to a person of any age. The term elderly 
has the social connotation of being white 
haired and frail. Because many people age 
65 and older do not have gray hair and live 
vibrant healthy lifestyles, the term older adult 
has a more positive connotation, and therefore 
is preferred and used in this chapter.

▸▸ Historical Perspectives 
on Aging

Throughout history, older adults have been 
generally valued for the experience, insight, 
and wisdom they can share with others. Lead-
ership is frequently bestowed upon older 
adults because of a social belief that wisdom 
and experience are acquired over time. How-
ever, conferring respect and responsibilities 
to older adults has not been consistent, and 
tends to occur more in preindustrial or agrar-
ian societies where families are intergener-
ational and family members are dependent 
on one another for survival and support. For 
example, in 2004, hours before a tsunami in 
the Indian Ocean reached the shore, villag-
ers from small fishing communities followed 
the leadership of their village elders and fled 
to safety. The suggestions of the elders were 
followed because the elders held the respect 
of the others and possessed the ability to 
interpret environmental cues that signaled 
impending danger, cues that were passed 
down to them from village elders long ago 
(Associated Press, 2004).

The image of the “wise old person” may be 
hard for those of us in the West to conceive, but 
in Eastern and indigenous cultures this is com-
monplace. West African teacher and author 
Malidoma Somé relayed the following descrip-
tion: “An elder is a repository for wisdom of the 
ancestors, the culture and the tribe. He or she 
is familiar with the various protocols for main-
taining relationships with the other world and 
is keeper of the various ‘recipes’ that sustain the 
soul and spirit of the community. When elders 
are absent there is chaos and instability. The 
young are in charge but don’t know where they 
are going” (Goodman, 2010, p. 415). Perhaps, 
we in the West can listen and learn from our 
elders as these other cultures do.

In industrial societies, older adults are 
generally less valued than they are in agrarian 
societies. During the 20th century, as industri-
alization in the United States expanded, family 
members became less dependent on each other 
for support, frequently leaving older adults to 
manage for themselves, which resulted in many 
older people living in poverty. In 1964, Presi-
dent Johnson launched the War on Poverty, 
which fought for institutionalizing civil rights, 
opportunities, and social services for all poor 
Americans to help lift them out of poverty. 
From that initiative, the Older Americans 

Act (OAA) of 1965 was passed into legislation. 
It specifically included language to address the 
needs and rights of older adults. The OAA is 
expected to be reauthorized indefinitely as 
one piece of legislation that represents the U.S. 
commitment to promoting the rights and wel-
fare of older adults.

▸▸ Theories About Aging 
Theories are used to guide research and help 
us make sense of the world around us. By using 
theory, we can better understand why individ-
ual behaviors or actions occur. In the early 
1960s, when gerontology was a new field of 
research, the first psychosocial science theory 
on aging called disengagement theory was 
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proposed by Cumming and Henry (1961). 
Guided by their observations of older adults in 
society, they proposed that older adults recog-
nize that their health and abilities decline over 
time and their time as industrious citizens 
is limited before they die. In response, older 
adults intentionally remove themselves from 
their social roles and responsibilities to allow 
younger and healthier adults to take their place 
as productive members in society. At the time 
it was developed, the theory aligned well with 
social norms and social expectations of older 
adults. Society pressured adults to retire from 
the workplace at a preset age (e.g., mandatory 
retirement ages) and to relinquish their social 
responsibilities to younger people. However,  
the utility of disengagement theory was lim-
ited, because it did not it account for differences 
among individuals and did not accommodate 
the fact that if social norms were not enforced 
individuals would be less likely to disengage 
from life as the theory postulates.

In response to disengagement theory 
and to develop a better framework for exam-
ining old age, Havighurst (1961) attempted 
to explain aging through the use of activity 

theory. He posited that older adults are 
happier and healthier when they remain 
engaged in daily life and social interactions. 
He also suggested that as opportunities to 
be active change, older adults simply replace 
them with new ones to maintain their health 
and well-being. Although widely accepted 
as a positive view of aging, critics of activity 
theory suggest that it discriminates against 
individuals who do not have the resources to 
remain engaged or the interest in maintaining 
an active lifestyle.

The third major psychosocial theory 
used in gerontology is continuity theory. 
Originally proposed by Maddox (1965), it was 
further developed by Atchley (1989), who the-
orized that people remain consistent in how 
they live their life, manage their relationships, 
and exhibit their personalities even though 
they experience changes in their physical, 
mental, and social status. Continuity theory 

can be used to help us understand the process 
by which older adults make decisions through-
out adulthood. However, critics of continu-
ity theory suggest it is based upon a healthy, 
wealthy, and male-oriented social model, and 
as such does not adequately account for the 
implicit social constraints placed on women, 
the chronically ill, or the role of social welfare 
programs in the lives of impoverished and 
needy older adults. 

Social and behavioral scientists continue 
to build upon the three core theories to gain 
a better understanding of aging. Using a  
biopsychosocial approach, they combine the 
theoretical frameworks from the fields of psy-
chology, sociology, and biology. They may 
also examine an issue utilizing a nuanced 
perspective (e.g., life course, feminist) or lens 
(e.g., LGBT, immigrant), which can open a 
window into the experiences and needs of 
the unique and often hidden populations not 
identified in other research. Our understand-
ing of social science theories has grown expo-
nentially in the last 50 years and is expected 
to continue at a fast pace as our aging popu-
lation grows. 

▸▸ Ageism
How we treat older adults is influenced by 
many social factors, including our own personal 
assumptions, expectations, and fears about 
growing older (Butler, 1969, 2008; Richeson & 
Shelton, 2006). Fears about aging are often based 
on our lack of understanding about the aging 
process. Unfortunately, many people believe 
that old age means being burdened with or suf-
fering from physical disabilities, poor health, the 
inability to think clearly and quickly, and pos-
sessing a negative outlook on life. These inaccu-
rate assumptions are examples of ageism, that 
is, the systematic labeling and discrimination 
against people who are old.

Ageism is based on stereotypes, myths 
about aging, and language that conjure up 
negative images of older adults. Ageism is to 
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old age as racism is to skin color and sexism 
is to gender. Ageist thinking is detrimental to 
society and can result in limited opportunities 
(e.g., employment and workplace discrimi-
nation) and reduced access to resources (e.g., 
healthcare discrimination) for older adults. In 
its worst form, ageism leads to elder abuse, 
mistreatment, and neglect (Butler, 2008).

Ageist Stereotypes 
Ageist comments place older adults into set 
roles or categories called stereotypes. For 
example, older adults are sometimes char-
acterized as senile, grumpy, set in their ways 
and mannerisms, and slow to accept new 
ideas and learn new skills (FIGURE 2-1). Sim-
ilarly, older adults also may be portrayed 
as eccentric or overly happy about life, per-
ceiving it as rosy and carefree. When young 
family members witness ageist stereotyp-
ing in their own families and communities, 
they are likely to engage in ageist practices 
and thoughts themselves, as it can lead them 
to believe that older adults are different and 
perhaps unworthy of respect and kindness. 
Similarly, older adults who are subjected 
to ageist stereotyping often begin to accept 
the stereotypes as true, which consequently 
compromises their health, well-being, and 
longevity (Levy, Slade, Kunkel, & Kasl, 2002).

Ageist attitudes permeate all facets of 
society, especially when money is involved. 
Negative connotations about older adults 
being “greedy geezers” first surfaced in the 
March 1988 issue of the magazine The New 
Republic. In that issue, older adults were 
described as wealthy with financial and social 
advantages, yet eager to siphon public money 
(e.g., Social Security) that should be dedi-
cated to poor and needy children (Tagliareni &  
Waters, 1995). However, it must be realized 
that older adults paid into Social Security their 
entire working lifetime, and thus expect and 
are owed remuneration. Over the last 50 years, 
there has been a gradual improvement in atti-
tudes toward older adults in the United States, 
thanks to greater public education and aware-
ness, the OAA, and increased media attention. 
This, however, has done little to reverse deep 
undercurrents that run below the surface of 
ageism, as some people continue to view older 
adults as drains on public resources.

Myths About Aging 
Older adults are not a homogeneous group. 
Even though collectively they may represent 
the same ideals and have shared the same his-
torical experiences, they do not all look, think, 
or act alike. Older adults are as unique as mem-
bers in any other group of people. Therefore, 
making blanket assumptions and generaliza-
tions about older adults simply perpetuates 
myths. The following statements are exam-
ples of myths that promote ageism. Although 
the statements may be accurate for some 
individuals, they are not true for older adults 
as a cohesive group (Butler, 2008; Richeson & 
Shelton, 2006; Palmore, 1990):

Myth   1: � Older adults are either very rich or 
very poor.

Myth   2: � Older adults are senile (have defec-
tive memory or are disoriented or 
demented).

Myth   3:	� Older adults are neither interested 
in nor have the capacity for sexual 
relations.

FIGURE 2-1  Most older adults are active, productive, 

and enjoy their lives.
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Myth   4:	� Older adults are miserable and 
unhappy with the state of their lives.

Myth   5:	� Older adults are very religious.
Myth   6:	� Older adults are unable to adapt to 

change.
Myth   7:	� Older adults are unable to learn new 

things.
Myth   8:	� Older adults generally want to live in 

nursing homes.
Myth   9:	� Older adults urinate on their clothing.
Myth 10:	� Older adults tend to be pretty much 

alike. 

Ageist Language 
Ageist language is insensitive to older adults, 
because it is used without much thought or 
understanding of how ageist terms hurt and 
degrade the individual. Some ageist terms 
include:

Geezer
Hag
Q-tip
Boroi (Japanese slang 

for old and worn)
Old duffer
Dirty old man
Old coot

Biddy

Fossil

Blue hair/Q tip

Old buck/codger 

Old battleax

Little (or dirty) 

old lady

Ageist phrases used in conversation also dis-
parage older adults: 

Over the hill	 Set in their ways
Old school	 One foot in the grave
Out to pasture	 Ol’ man ____ 
Older than dirt	 (fill in name)
Gone senile

Ageist Attitudes of Healthcare 
Professionals
Unfortunately, healthcare professionals are not 
immune to promoting ageist attitudes when 
treating their older patients (Alliance for Aging 
Research, 2003; Simkins, 2007). Providers who 
view older adult patients sympathetically as 
“poor old dears,” who can do little to care for 

themselves, are actually placing little value on 
their patients’ abilities. Calling an older patient 
“honey” or “dear” may be socially acceptable 
in some cultures, but generally carries a nega-
tive connotation. Infantilizing older adults by 
talking to them as if they were children with 
limited understanding, immature, or weak 
actually encourages dependency, because it 
devalues personal autonomy and individuality 
and does not promote person-centered care.

Other ageist terms used by medical profes-
sionals in describing patients in conversation or 
in medical charts include (Anti-Ageism Task 
Force, 2006):

“The wheelchair (or the stroke, hip 
fracture, etc.) in room number. . . .”

MFP (measure for pine box)
VAC (vultures are circling)
Bed blocker
GOMER (get out of my emergency room)
TMB (too many birthdays)

Research has shown that healthcare pro-
fessionals are significantly more negative in 
their attitudes toward older patients than they 
are toward younger patients (Simkins, 2007). 
Although not appropriate, their negative atti-
tudes can be attributed to several reasons:

■■ A need to justify why the medical needs 
of their older patient were not addressed 
or met.

■■ Feelings of frustration about not being 
able to manage the demands of the job.

■■ Feelings of helplessness due to not being 
able to save or cure patients’ medical 
problems.

■■ Increased awareness or reminder of one’s 
own life and mortality.

Awareness is the first step in overcom-
ing an ageist attitude. To avoid making ageist 
comments and remarks as a healthcare profes-
sional, it is important to recognize and explore 
your personal feelings and attitudes about 
growing older. Stopping the spread of ageism 
is everyone’s responsibility and starts at home.
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Media Stereotyping  
of Older Adults 
The media regularly perpetuate the stereotypes 
of older adults through inaccurate and some-
times demeaning portrayals of older adults in 
print, advertising, and entertainment. This is 
puzzling considering that older adults have the 
ability to purchase the products supporting 
the media, and thus should be able to facilitate 
changing attitudes in the industry. Yet, lim-
ited efforts have been made to alter how older 
adults are depicted. Perhaps, as more members 
of the baby boom generation reach old age, 
positive changes will emerge.

The entertainment industry plays a major 
role in perpetuating stereotypes. More often 
than not, older adults are portrayed as comi-
cal, stubborn, eccentric, and foolish. They are 
also often depicted as narrow-minded, sickly, 
poor, sexually dissatisfied, and slow to respond 
(Hilt & Lipshultz, 2016). Movie scripts tend to 
feature older adult characters only when they 
are reclusive (Finding Forrester), offer some 
extraordinary skill (Space Cowboys), dying 
(The Notebook), or facing their own mortality 
(The Bucket List). It is uncommon to watch 
older adult characters on the big screen por-
traying everyday people (Return to Me) in a 
manner that does not romanticize their lives 
(Cocoon), portray them as behaving comically 
(Grumpy Old Men), or proliferate the expec-
tation that most people will get dementia 
(Nebraska, Iris, On Golden Pond).

Television show scripting is no different. 
Although we do see older adults on special 
programming, it is unusual to see a realistic 
portrayal of an older person on a television 
show (Hilt & Lipshultz, 2016). Again, this 
network programming decision is puzzling, 
considering that television shows are targeted 
for specific demographic audiences who 
are apt to buy the sponsors’ products. Older 
adults watch television more than any other 
age group and generally have the discretion-
ary income to buy the products advertised 
during commercials (Hilt & Lipshultz, 2016). 

Yet, limited efforts have been made to accu-
rately depict the lives of older adults on tele-
vision, with the exception of selected actors 
such as Jane Fonda, Lily Tomlin, Judi Dench, 
Betty White, Maggie Smith, and a few note-
worthy others.

Print and television advertisements also 
tend to portray older adults at their worst—
when they have some kind of physical ailment 
or have the desire to look and feel younger. We 
see older actors in commercials for laxatives, 
skin moisturizers, gas elimination medica-
tions, analgesics, and hair coloring products, 
just to name a few. This would not be as det-
rimental to the image of the older adult if we 
also saw older adults in other types of com-
mercials advertising general use products.

▸▸ Social Roles in the 
Second Half of Life

Social roles are useful in identifying, defin-
ing, and validating each member of a society. 
A social role not only defines a position, but 
also supports social norms and expectations 
that dictate behaviors and attitudes within 
social groups such as families, workplaces, and 
communities. Some social roles remain with 
us throughout our lives (e.g., friend, cousin, 
daughter), whereas other roles change or 
transform as new levels of accomplishment or 
development are reached. For example, a per-
son may transition from being a student to a 
teacher or from a worker to a retiree. In late life, 
social roles are more apt to remain constant 
(e.g., neighbor, club member, and commu-
nity resident); however, the level of participa-
tion in those roles may fluctuate as changes  
in health, finances, and mobility occur. None-
theless, older adults continue to participate in 
many of their social roles, even when faced 
with diminished capacities and capabilities 
(Ferraro, 2001). Three new roles often taken 
on in the second half of life include retiree, 
grandparent, and caregiver.
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Retiree 
For many retirees, adjusting to changes in 
social role and status that accompany leav-
ing the workforce can be difficult. When they 
were employed, they were granted a status that 
provided them with respect and support from 
their colleagues, friends, and acquaintances. 
However, transitioning from a position of daily 
recognition and involvement to one with lim-
ited recognition and possible isolation from 
other individuals can be psychologically diffi-
cult (Wang, 2007). Although no single solution 
exists for making the social adjustment into 
retirement, it can be made easier with planning 
and preparation. Retirement planning advisors 
strongly suggest that in addition to financial 
planning, older workers plan their retirement 
routines, hobbies, habits, and social interactions, 
so that they can remain engaged and socially 
connected, which will enhance their quality of 
life. Additional information about retirement 
planning is provided in this chapter under the 
heading Employment and Civic Engagement.

Grandparent
Grandparenting is a social role that many adults 
look forward to once their children leave home 
and establish their own lives. Because people 
are living longer, it is not uncommon for older 
adults to take on the role of great-grandparent 
or even great-great-grandparent. The U.S. 
Census Bureau estimated that approximately 
one in four adults in the United States were 
grandparents in 2010 (MetLife Mature Market 
Institute, 2011).

Grandparents generally welcome inter-
actions with their grandchildren as a chance 
to relive their early years without balanc-
ing the stresses and responsibilities of caring 
for their own children the first time around. 
Grandparenting also offers them the pos-
sibility for sharing their wisdom and lived 
experiences with their grandchildren. A new 
grandchild can also be like a booster shot for 
some older couples, reawakening early days of 

marriage and the enthusiasm of early parent-
ing (Berkman & Breslow, 1983).

Not surprisingly, the role of a grandparent 
is as varied as any other social role. Grandpar-
ents share multiple roles and responsibilities 
within families, and as such can be described 
as one of five distinct types (Neugarten & 
Weinstein, 1964):

■■ Distance figures (live far away and visit 
infrequently)

■■ Fun seekers (provide and engage in excit-
ing opportunities)

■■ Surrogate parents (take on a parenting 
role)

■■ Formal (as patriarch or matriarch of the 
family)

■■ Reservoirs of family wisdom (sources of 
knowledge and expertise)

Yet, the role of a grandparent is not 
static. The role of a grandparent today needs 
to be responsive to the needs of the extended 
family. In the United States, one of the most 
important roles of a grandparent is that of 
a caregiver (FIGURE 2-2). Grandparents can 
support grandchildren in the broadest sense 
by providing child care, paying educational 
costs, and sometimes providing the deposit 
for large expenses such as a new house. 
The  toy industry, especially, likes grandpar-
ents because they purchase approximately 
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FIGURE 2-2  Grandparents often take on a surrogate 

parent role. 
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