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Foreword

The fourth edition of Health Promotion and Aging: Practical Applications
for Health Professionals by David Haber should be on the bookshelf
of every student and every professor in any of the health disciplines.
Although we live in the days of the internet, and everything is easily avail-
able on the Web, this book is a reminder as to why the book on the shelf
is still needed. This new book is a resource that pulls together everything
that a health care provider would need to know about promoting health
and quality of life for older adults.

Although Dr. Haber does not articulate this in his book, Health
Promotion and Aging: Practical Applications for Health Professionals
is written within the backdrop of a social-ecological model that incorpo-
rates intrapersonal, interpersonal, organizational, and environment fac-
tors into health promotion. This model provides a comprehensive way to
consider health promotion and consequently addresses all aspects of this
broad concept in an organized fashion. Intrapersonal aspects of aging
and normal versus abnormal age changes are addressed. Interpersonal
issues are considered in great detail and include interactions between pa-
tients and providers, with suggestions for both patients and providers on
how to optimize those interactions. The book also provides a multitude
of ways an older adult can be encouraged to expand his or her social
network.

The current health care system and the environment are addressed
within the context of health promotion, and Dr. Haber also anticipates
our future health care systems and environment. Dr. Haber reminds us
throughout the book of the coming-of-age of the baby boomers and the
impact this will have on health care. When he becomes president (as he
facetiously predicts), Dr. Haber will redesign aspects of the health care
system and change the surgeon general to the wellness general. While his
message is easy to read and fun, he makes important points related to
health and health behaviors within our communities.

Xxii



Foreword xxiii

Dr. Haber has a unique way of interspersing the book with personal
experiences with regard to practice as well as personal experiences that
make reading the text cover to cover so easy and enjoyable. His approach
also serves as an effective way to learn and to remember the important
tidbits of care related to health promotion.

So what is in between the covers of this book that makes it such a
precious and useful resource? It starts with an overview of health promo-
tion and provides an easy-to-read review of critical health promotion
guidelines and the interface of the health care system with regard to those
guidelines. Medicare coverage, including Medicare Part D and its impact
on society, is specifically reviewed. The second chapter is a critical asset
for those engaged in any type of health promotion encounters with old-
er individuals. Chapter three provides a wonderful and comprehensive
synthesis of current guidelines and research supporting or refuting spe-
cific health-promotion and disease-prevention activities. Activities such
as immunizations, cancer screenings, and medication prophylaxis (e.g.,
aspirin use) are considered. Chapter four moves into the area of behav-
ior change, and tricks of the trade for changing behavior are reviewed.
Further coverage includes specific behaviors such as exercise, nutrition,
weight management, smoking, alcohol use, driving, and injury preven-
tion. Practical information about what activities to do and how to do
them is provided. Chapter eight addresses the good (and the not-so-good)
aspects of complementary and alternative medicine. The book has a very
strong emphasis on the importance of social support and interaction,
whether this support comes through Web-based interactions or group
programs. Chapter ten is dedicated to where older adults could and
should receive sufficient support across all stages of the long-term care
continuum (from prevention to hospice services). The book ends with a
glimpse into the future and on an optimistic note about the wonderful
opportunities for students in the areas of geriatrics and gerontology and
for what is yet to come as the baby boomers age. For those of us who are
quickly approaching the wonderful world of aging, thanks to Dr. Haber
for providing a resource that we can use as individuals and providers to
assure optimal health as we age.

Barbara Resnick, PhD, FAAN

Professor of Nursing

University of Maryland School of Nursing

Adjunct Professor

Department of Epidemiology and Preventive Medicine
University of Maryland School of Medicine



Preface

I was trained at the University of Southern California as a sociologist spe-
cializing in gerontology but spent my career implementing and evaluat-
ing health promotion projects in the local community. This contradiction
between training and practice has informed me on why promoting health
is possible, but difficult.

From a sociological perspective it is clear to me that American so-
ciety is not particularly health promoting. For example, computers are
increasingly promoting sedentary behavior, both at work and at play.
A fast-paced society encourages us to seek convenient food and drink,
and ubiquitous advertising—to the tune of tens of billions of dollars per
year—promotes questionable foods and drink over good nutrition. And
the considerable stress engendered by a dynamic society leads to smoking,
excess alcohol consumption, and engagement in other risky behaviors.

At the same time, however, we are becoming increasingly well edu-
cated on health matters and eager to learn more from research findings that
quickly reach Web sites, books, magazines, newspapers, and television pro-
grams. Primarily through public education, we were able to reduce smoking
rates in half between 1965 and 1990, and perhaps we can do the same with
obesity and inactivity if we direct similar attention to these problems.

So while sociological truths are not to be denied, there is still con-
siderable potential to empower individuals to live a healthy lifestyle. And
while there is a vacuum of leadership created by a mostly hands-off federal
government, there are an increasing number of local organizations tak-
ing the initiative in health promotion: religious institutions, businesses,
community centers, hospitals, medical clinics, educational institutions,
shopping malls, and city governments.

As we begin our journey in the new millennium, research is provid-
ing convincing evidence that health promotion works—no matter what
our age, and even after decades of practicing unhealthy habits. The find-
ings are also providing specific ideas on what we need to do and how
we ought to go about doing it. In some areas the strategies for improv-
ing health are a lot less onerous than we thought they had to be. For

XXiv



Preface XXV

example, progressing from a sedentary lifestyle to brisk walking for up to
a half hour most days of the week can do our health a world of good.

Even the dreadful piece of legislation enacted in 1994, the Dietary Sup-
plement Health and Education Act, may have some value, in spite of the
plethora of worthless and sometimes harmful products that it now allows to
be promoted over the counter with ridiculous claims, such as “reverses ag-
ing.” Perhaps it is helping an American public become a bit more judicious in
the evaluation of claims about what swallowing a pill can accomplish.

I would also like to note that the terms in the title of this book,
Health Promotion and Aging, are not as straightforward as they might
seem. Matters relating to health, for instance, are often dominated by
medical issues. And it is not clear which terms are most salient to aging
people: health promotion, disease prevention, management of chronic
disease, bealth education, or other expressions.

And when does aging start: at the government-protected age of 40
at work, at the AARP eligible age of 50, at the traditional retirement
age of 65, at the eligibility age of 75 at some geriatric clinics, or at the
demographically interesting ages of 80 or 85? And how should we feel
about the anti-aging movement that urges us to defy the aging process?
This anti-aging perspective has an appeal to many who have a vision of
living vigorously and looking youthful for as long as possible. But what
about us pro-agers who embrace the aging process, accept its deficits, and
creatively uncover its strengths?

The fourth edition of Health Promotion and Aging has one new
chapter (15), and the other 14 have been substantially revised and up-
dated. The book is focused on current research findings and practical ap-
plications. This edition includes detailed descriptions of two of my pro-
grams that have been recognized by the National Council on the Aging’s
Best Practices in Health Promotion and Aging: an exercise program in the
community that includes aerobics, strength building, flexibility and bal-
ance, and health education; and a health contract/calendar to help older
adults change health behaviors. I have also begun work on life reviews in
community settings, and some of that work informs this edition.

Much has happened since the third edition, many questions have
been raised, and a good many questions have been answered, temporary
though that may be. Perhaps the best way to preface this book is to select
just a few of the questions that are addressed:

How do you define healthy aging?

Which communication skills prevent lawsuits?

How do you convert passive patients into empowered clients?
What are the best Web sites for health promotion and aging?
Why are medical screenings so controversial?
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Should all older adults be on a statin?

Who does not do immunizations, and why not?

Medicare prevention: What is it, what should it be?

Are you aware of the recent changes in Medicare prevention?

What is the latest research on how exercise prevents disease and
improves function?

What takes place in the author’s exercise class?

What nutritional tools are good with older adults?

Is the 2005 Food Guide Pyramid—MyPyramid—an improvement over
the previous version?

What should we know about the different kinds of fats?

What are the latest cholesterol guidelines?

What do we need to know about sugar and salt?

How can nutrition labeling be improved?

What is the major contributor to excess weight: genetics, lifestyle, or
environment?

Should we gain weight with age?

Should churches promote weight loss?

Is CAM a crock?

Which dietary supplements should older adults take?

What is the story with vitamin E?

Who quits smoking?

How well do we assess alcohol problems with older adults?

What can health professionals and older adults do to reduce medica-
tion misuse?

What can older adults do to prevent falls?

When should older adults stop driving?

Can pedestrian safety be improved?

What can be done to improve sleep?

How effective is pet support on mental health?

What are the two sides to whether religion promotes health or extends
longevity?

How important is peer support?

What are the problems with identifying and treating depression?

Can we improve cognitive fitness and stave off Alzheimer’s?

What are the insurance inequities with mental disorders?

How do older adults deal with stress?

Can we manipulate a positive attitude to extend longevity?

Do placebos work?

Have you conducted a life review?

What is going on in churches, hospitals, educational institutions, and
shopping malls?
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Do you know about Healthwise, the Chronic Disease Self-Management
Program, Project Enhance, the Ornish Program for Reversing Heart
Disease, Community-Oriented Primary Care, and other model
health promotion programs?

What do you need to know about health professional associations,
community volunteering, and health advocacy opportunities for
older adults?

What do you need to know about diversity and aging?

How does the aging of women differ from men?

Is socioeconomic status more important than race in gerontological
health?

What are the problems associated with rural aging?

What can developed and developing countries learn from each other?

How should we remake American society to promote healthy aging?

Are you ready to take a glimpse into the future?

I have attempted to make the book practical by including health-
promoting tools, resource lists, assessment tools, illustrations, checklists,
and tables; thoughtful by raising issues in each chapter and posing ad-
ditional questions at the end; and humorous because humor is essential
to health promotion.

For faculty, there are 185 questions for challenging your students at
the end of the chapters. There is also an Instructor’s Guide with test ques-
tions that can be obtained from Springer Publishing Company, LLC.
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CHAPTER ONE

Introduction

Did you know that the federal government establishes goals for healthy
aging? In 1990, for instance, the U.S. Public Health Service established the
goal of increasing years of healthy life remaining at age 65 from the 11.8
years that it was in 1990 to 14 years by 2000. It turned out, however, that
this goal for the decade was not met, though minority elders made sub-
stantially more progress than nonminority elders. Although healthy life
remaining at age 65 had increased only 0.4 years, to 12.2 years, the data
indicated an additional 1.3 years for African Americans and 1.8 years for
Hispanics during this decade (U.S. Public Health Service, 2000).

This, of course, raises some questions: How long has the federal gov-
ernment been doing this? Are they still doing it? Is it helping to promote
healthy aging? For those readers who are impatient, the three answers are
more than 25 years; yes; and sorry, you will have to read on to find out
about the third answer.

HEALTHY PEOPLE INITIATIVES

In 1979, an influential document, Healthy People: The Surgeon Gener-
al’s Report on Health Promotion and Disease Prevention, was published
(U.S. Department of Health and Human Services [USDHHS], 1979).
Over the years, this report was widely cited by the popular media as well
as in professional journals and at health conferences. Many attribute to
it a seminal role in fostering health-promoting initiatives throughout the
nation. It was followed by another report by the U.S. Public Health Ser-
vice in 1980, Promoting Health/Preventing Disease: Objectives for the
Nation, which outlined 226 objectives for the nation to achieve over the
following 10 years.
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TABLE 1.1 Healthy People 2010: Leading Health Indicators

Rank Indicator

Physical activity
Overweight and obesity
Tobacco use

Substance abuse
Responsible sexual behavior
Mental health

Injury and violence
Environmental quality
Immunization

Access to health care

SO XN W=

[EN

A decade later, in 1990, another national effort, Healthy People
2000, was initiated by the U.S. Public Health Service in an effort to
reduce preventable death and disability for Americans by the year 2000.
The Healthy People 2000 initiative focused on three broad public health
goals for Americans: (a) to increase the span of healthy life; (b) to reduce
health disparities; and (c¢) to achieve access to preventive services.

In 2000, the Healthy People 2010 initiative was launched, with the
number of objectives increased to 467, distributed over 28 priority areas. An
interagency work group with the U.S. Department of Health and Human
Services, however, pared this list to 10 leading health indicators (Table 1.1).

As you can observe, the table does not refer to an age-specific list
of health indicators. Sexual irresponsibility and smoking, for instance,
are much more prevalent problems among younger adults than among
older adults. And access to health care is primarily an issue for younger
persons without health insurance. Another limitation, unrelated to age,
is that there are few federal funds earmarked specifically to accomplish
improvement among these 10 health indicators.

On the positive side, setting health care priorities is no longer a sim-
ple matter of tabulating the number of deaths from a few diseases and
then organizing a campaign against the most prevalent ones, like heart
disease and cancer. The Healthy People initiatives are health oriented,
not disease oriented, and as such they recognize the complexity of the so-
cioeconomic, lifestyle, and other nonmedical influences that impact our
ability to attain and maintain health.

A second major benefit of the initiative is that they are focused on doc-
umenting baselines, setting objectives, and monitoring progress. According
to the 1998-1999 Healthy People 2000 Progress Report (National Center
for Health Statistics [NCHS], 1999), 15% of the objectives for the year
2000 were met, and 44% demonstrated movement toward the target.
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However, since the initiative relied mostly on data monitoring and a
small amount of publicity—and very little financial support—it is unclear
whether Healthy People 2000 contributed directly to this progress.

For example, in an area where there was no financial support for
encouraging change—being overweight or obese—the trend in America
for adults between the ages of 20 and 74 has been in the opposite direc-
tion. There has been a steady increase in weight gain for Americans over
the decade (NCHS, 1999). There has been a similar result with sedentary
behavior among Americans. In the absence of financial support for en-
couraging change in this area, light to moderate physical activity on a
near-daily basis between the ages of 18 and 74 has not improved over the
decade (NCHS, 1999).

Focusing on those aged 65 and over, the Merck Institute of Aging
and Health (http://www.gericareonline.net) came out with a report card
on the Healthy People 2000 initiative, and it revealed many failing grades.
Older Americans did not reach the 2000 target goals; in fact, they fell
far short of them for physical activity, overweight, and eating fruits and
vegetables. Additional failing grades were assigned to the target goals
of reducing hip fractures for persons aged 65 and over and fall-related
deaths for persons aged 85 and over.

In contrast to the mere monitoring of most Healthy People 2000
target goals, financial assistance was provided to older adults through
Medicare during the decade for mammogram coverage, pneumococcal
vaccination, and influenza vaccination. With this financial support the
percentage of compliance in these three areas doubled among older adults
during the decade (Haber, 2002a). Consequently, the Healthy People
2000 target goals were met for mammogram screening and influenza vac-
cination and fell just short of being met for pneumococcal vaccination.

This raises the question of whether the federal government should
be doing more than monitoring data changes when it comes to promot-
ing healthy aging. A comparable question can be asked of state govern-
ments. The Healthy People initiatives are supposed to have a counterpart
initiative at each of the state health departments. In my experience with
several states, however, this initiative has been ignored, or the state health
department conducted a modest project that was accomplished several
years ago but did not follow up with additional activity.

I will come back to this issue of whether the federal government
should be doing more than monitoring data changes in the last chapter
of this book. In the meantime, to find out more about the Healthy People
2010 initiative, go to http://www.health.gov/healthypeople/state/toolkit.
And, finally, back to the question, Does establishing goals help to pro-
mote healthy aging? The answer is what you might expect: not if you are
merely monitoring.
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SOCIODEMOGRAPHIC TRENDS

It has seemed almost obligatory over the past quarter century to begin a
gerontological article or book with comments about the rapid aging of
society. About 15-20 years ago, we began to see two slight variations of
the ritual: Many writings began with comments about the aging of the
aged, and an additional spate of writings appeared on the coming on-
slaught of aging baby boomers, born between 1946 and 1964.

In 2006, when the vanguard of baby boomers became sexagenarians,
both ends of the older age spectrum commanded our attention. The robust
baby boomers—cum—gerontology boomers made it obvious to all but the
most ageist of younger persons that the vitality of aging persons remained
strong. The stereotype of aging as a process synonymous with physical
and mental deterioration was tarnished. And at the other end of the age
spectrum, among persons aged 85 and older, the growth in the percent-
age of the very old began to startle—about a 40% growth per decade. In
1980, there were 2.2 million Americans aged 85 and over; in 1990, 3 mil-
lion; in 2000, 4.3 million; and in 2010, there will be 6 million.

Along with the increasing breadth of aging Americans comes increas-
ing complexity. Fifty-year-olds are eligible for membership in AARP (for-
merly the American Association of Retired Persons), but they are quite
different from 70-year-olds, who in turn are significantly different than
90-year-olds. Moreover, 90-year-olds are different from one another. A
few of them are pumping iron and throwing away their canes (Fiatarone
et al., 1990), while others are waiting to die.

What aging Americans have in common, be they 50 or 90, robust or
frail, is a future with an intensified demand for medical care (euphemisti-
cally referred to in America as bealth care) and the ongoing escalation of
medical care costs. Driving these demands and costs are the increasing
numbers of aging persons with both chronic and acute medical condi-
tions and an expensive, high-tech, acute care-oriented medical system.

As we entered the third millennium, this demand for costly and
sophisticated medical care collided with an unpredictable federal bud-
get. In less than 6 months’ time during the year 2001, we went from a
record-breaking and astoundingly huge budget surplus to budget deficits
of uncertain duration—thanks to the one-two punch of federal legisla-
tion to launch a 10-year tax cut and the surging costs of both a war on
terrorism and domestic programs.

Matching the uncertainty of our economic future is our uncertainty
over whether the American public’s voracious appetite for medical care can
be reduced by disease prevention and health promotion. On an optimistic
note the media has allocated considerable time and space to the merits of
promoting good health practices, including its potential for cost savings.
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Joining the media are the federal and state governments, which
have strongly endorsed disease prevention/bealth promotion; the health
professions, which have proclaimed its importance in education and
training; the business community, which has firmly supported it for em-
ployees; and individuals who often discuss their attempts at it, both suc-
cessful and otherwise.

If disease prevention/health promotion strategies as a way of control-
ling medical costs have been vying for center stage in society, it has been
the stage of a not very prosperous community theater. The federal gov-
ernment plays a limited role in disease prevention and will not subsidize
health promotion. State governments have been more concerned about
the expenditures that the federal government continues to pass along to
them (welfare reform and antiterrorist measures among the more costly),
rather than on new disease prevention/health promotion initiatives that
need funding.

Health professionals, too, have provided mostly lip service to health
promotion because they have not been reimbursed for it. Health science
students have received only a modicum of health promotion knowledge
and skills and infrequent experience in applying it (Haber & Looney,
2000; Haber et al., 1997, 2000). The business community has devoted
resources to health promotion (often calling it worksite wellness) but has
stopped short of focusing on the employees who need it most—older and
more sedentary employees.

And last but not least, individuals have spent more time and money
on health promotion. But they also have spent more time and money at
restaurants; on eating larger portions of food with higher fat content; and
on computers, in front of which they have sat for an increasing number
of hours.

Perhaps the disparity between the promise of health promotion
and the attention shown it, and the allocation of inadequate resources
toward supporting it, originates in the American value of individual re-
sponsibility. Unlike medicine, where we know we are not responsible for
prescribing drugs or conducting surgery on ourselves and family mem-
bers, we feel capable of walking briskly and eating healthfully—if we
choose—without the necessity of experts, health programs, and taxpayer
financial support. Thus, though most people are not doing as good a job
as they would like at promoting their health, many believe it is up to the
individual to take responsibility for it.

Individual responsibility is an important American value, but in-
dividuals are imperfect and need help. If support can be provided by
government, business, the media, the community, health professionals,
religious institutions, family, and friends, we are going to do much better
at promoting our own health and those of the people we love.
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I hope the subsequent chapters of this book provide the reader
with ample ideas and data on health promotion and aging to justify
some degree of optimism and to inspire additional initiatives—from the
individual level to all the major institutions of society, including family,
work, government, religion, health care, and education.

What follows are cautionary as well as hopeful sociodemographi-
cal data to suggest that aging adults may not only lead the way in esca-
lating medical costs, but also have the potential to lead the way in the
implementation of creative and cost-effective health-promoting strate-
gies. In this latter regard the data reveal that the educational level of
aging Americans has risen, that they are increasingly health conscious,
and that they are active in community health-promoting endeavors.

Much of the information in the next section is taken from summaries
of data provided by a variety of sources, including the U.S. Bureau of the
Census’s 65+ in the United States: 2005 (http://www.census.gov); the Ad-
ministration on Aging’s A Profile of Older Americans: 2000 (file can no
longer be accessed); The National Center for Health Statistics’s Health,
United States, 2005 (http://www.cdc.gov/nchs/hus.htm); American Per-
ceptions of Aging in the 21st Century (National Council on the Aging,
2002); Older Americans 2004: Key Indicators of Well-Being, a report of
the Federal Interagency Forum on Aging-Related Statistics; and The State
of Aging and Health in America, Merck Institute of Aging and Health
(http://www.miahonline.org).

Population Growth Over Age 65

By now, all but the most uninformed know that the American population
has been aging dramatically. Since 1900, the percentage of Americans
aged 65 and over has more than tripled, from 4% in 1900 to almost
13% in 2004, and the number has increased 12-fold, from 3 million to
36 million. This trend will continue for several decades. Between 2000
and 2030, the number of people who are 65 and older is expected to
more than double, from 35 million to 71.5 million (Figure 1.1), and the
percentage who are aged 65 and over is expected to reach 20%.

The percentages in Table 1.2 show why the population age pyramid—
a few older adults at the top and many children at the bottom—is rapidly
becoming a population age rectangle.

The Baby Boomers

The baby boomers are the 76 million persons born between 1946 and
1964. Most were conceived when the millions of soldiers, sailors, and ma-
rines returned home from World War II and created a baby boom that
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FIGURE 1.1 Number of persons aged 65+, 19802030 (in millions).

Note. From Older Americans 2004: Key Indicators of Well-Being (p. 2), by the Federal
Interagency on Aging Related Statistics, November 2004, Washington, DC: U.S.
Government Printing Office.

started quickly—there were fewer than 2.8 million births in 1945 but more
than 3.4 million in 1946—and lasted 18 years. The boomers challenged
our hospital capacity when they were born, the school system a few years
later, and society in general when they reached draft age, and many did not
agree with the politicians who wanted to expand the Vietnam War.

The baby boomers’ impact on society as middle-aged persons has
been unclear—spoiled descendents of the Greatest Generation or pio-
neers in social reform and civil rights? Starting in the year 2010, however,
when the boomers turn age 64, their impact will be clear and dramatic.
And they will expect answers to the Beatles’ question: “Will you still need
me, will you still feed me, when ’'m 64?” (The question will be even more
relevant in 2030, when they will be 84.)

In 2010, the number of persons between the ages of 45 and 64 is pro-
jected to be twice that of those aged 65 and over: 79 million versus 39
million. And boomers will be bringing with them into retirement not only
their large numbers and a history of advocacy, but a powerful interest in the

TABLE 1.2 Becoming an Age Rectangle

Year Under Age 18 (%) Over Age 65 (%)
1900 40 4
1980 28 11

2030 21 22
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solvency of the present and future Social Security and Medicare programs.
Their influence on society is likely to be dramatic as they become retirees.

As eloquently stated by Frank Whittington, director of Georgia
State’s Gerontology Center (and I paraphrase), on January 2, 2008,
shortly after 9:00 a.m., a simple bureaucratic event was the harbinger of
a fundamental change in American society. Someone, probably a woman,
walked into the local office of the Social Security Administration and
applied for retirement benefits. She celebrated her 62nd birthday on that
day and became the first baby boomer to apply for early Social Security
benefits. Over the next couple of decades, over 70 million of her peers
will follow suit. We must not doubt that when that woman strode up to
the counter to ask for her benefits, all of our lives had begun to change.

When boomers retire, they will make enormous demands on both
the Social Security and Medicare programs, which, at the same time, will
be supported by a shrinking taxpaying workforce. By the time the last
boomer turns 65 in the year 2029, the retirees drawing Social Security
and Medicare benefits will include one in five Americans.

The Older Old

The older population itself is getting older. The percentage of persons
aged 85 and over is growing faster than any other age group. There was
a 36% increase among Americans aged 85 and over from 1980 to 1990
(from 2.2 million to 3 million); a 43% increase from 1990 to 2000 (from
3 million to 4.3 million); and a 40% increase is projected from 2000 to
2010 (from 4.3 million to 6 million). Every decade, there is another 40%
increase in the number of persons aged 85 and over.

This demographic trend is significant for two reasons. On the posi-
tive side the rapid growth of this segment of the population converts this
previously uncommon event into an increasingly likely stage of the life
cycle. Moreover, the percentage of older adults aged 75 and over who
report good health or better is 66 %.

Experts believe that today’s 70-year-old is more like the 60-
year-old in previous generations (Trafford, 2000). Older adults have the
same perception about themselves. The National Council on the Aging
(2002) together with the Harris National Survey reported that 51% of
persons between the ages of 65 and 74 and 33% of persons aged 75 and
over perceive themselves as middle aged or younger! This certainly is
evidence that many older adults are redefining old age as beginning later
in the life cycle.

On the challenging side, for both individuals and society, is that the
ability of this age group to function fully is significantly less than the
younger old. Whereas only 6% of persons aged 65-69 reported difficul-
ties with at least one activity of daily living task, 35% of persons aged
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85 plus had such difficulties. Similarly, only 1% of persons aged 65 were
residents of nursing homes, but 22% of persons aged 85 plus were resi-
dents. The older old person places more demands on family caregivers
and societal resources.

Chronic Conditions and Disability

The leading chronic conditions among those aged 70 plus in 1996 were
arthritis (58%), hypertension (45%), hearing impairments (30%), heart
disease (21%), cataracts (17%), orthopedic impairments (16 %), and dia-
betes (12%). The prevalence of each condition increases in old age, and
many persons over age 80 have multiple chronic conditions and multiple
physical impairments.

By age 65, approximately 14% have difficulty performing an activity
of daily living (ADL)—like bathing, transferring, dressing, toileting, or
eating—or difficulty with walking. And about 21% have difficulty with
an instrumental activity of daily living (IADL), like shopping, preparing
meals, managing money, light housework, and getting around the com-
munity. By age 80 plus, however, the percentage having difficulty with
ADLs (28%) and IADLs (40%) is double that of the younger old.

Although chronic conditions increase with age, disability rates
for older Americans have been declining. In 1982, the disabled older
population in the United States totaled 6.4 million. If the 1982 rate had
continued, the number of disabled would have climbed to about 9.3 mil-
lion in 1999. Instead, it rose to only 7 million—less than one-fourth of
the increase that might have been expected. Another way to view this
change is that in 1982, 26.2% of those aged 65 and over had a disability
that was a substantial limitation in a major life activity; by 1999, this
percentage fell to 19.7%.

Centenarians

According to the Guinness World Records (http://www.guinnessworldrecords.
com), a French woman, Jeanne-Louise Calment, has lived the longest,
reaching 122 years before she died in 1997. In 2005, the longest lived per-
son was the Dutch woman Hendrikje van Andel-Schipper, who reached
115 years and attributed her longevity to eating a piece of herring every
day.

On June 9, 2005, the world’s oldest living married couple had an ag-
gregate age of 205 years. Magda Brown, age 100, attributed her 74-year
union to Herbert Brown, age 1035, to her taking the lead (“I am the strong
one”) and his following (“He is the easygoing one”). Apparently, Herbert
is more than just easygoing. As a Jewish person, he had to survive the
Nazi concentration camp at Dachau.
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On December 5, 2004, Johannes Heesters celebrated his 101st birth-
day. He announced at that time that he had no plans to take what he
called “early retirement.” This Dutch-born German singer-dancer-actor
was still appearing on stage. As he noted: “The stage is my life and I’d
have been dead and gone long, long ago if it hadn’t been for the audi-
ence’s applause.” Mr. Heesters, however, was not the oldest worker in
2004. Ray Crist, age 104, still worked as a research scientist at Messiah
College in Pennsylvania. He had earned his doctorate in chemistry from
Columbia University in 1926 and was still putting it to good use.

As centenarians, Andel-Schipper, the Browns, Heesters, and Crist
have a lot of company. There were 71,000 people aged 100 or older in
20035, with the U.S. Census Bureau projecting that figure to be 114,000
in 2010 and 241,000 in 2020. Some census projections forecast as many
as 1 million centenarians by the year 2050, when the baby boomers begin
reaching age 100.

A USA Today/ABC News poll in 2005 reported that only 25% of
Americans want to live to be 100 or older. The majority of Americans are
concerned that they will become disabled and a burden to their families.
And yet many Americans are fascinated by the idea of an increasing num-
ber of people becoming centenarians.

The same holds true for scientists as well. One scientist, though, is
not content with merely becoming a centenarian. Aubrey de Grey, a con-
troversial practitioner of biogerontology at the University of Cambridge,
believes that the first person who will live to be 1,000 might be age 60
already. While this Englishman’s ideas are far from the scientific main-
stream, he has inspired considerable interest in his theories, having been
invited to deliver 33 presentations in the United States in 20035. This inter-
est may have been stimulated in part by his $20,000 cash prize for anyone
who can disprove the scientific basis of his theories, as determined by a
review panel of independent molecular biologists. His provocative ideas
on increased longevity range from stem cells that can regrow diseased tis-
sue to implanting bacteria to clean up waste that builds up inside cells.

Life Expectancy

The life expectancy of Americans in 2004 was the highest it has ever
been, 77.9 years, according to the National Center for Health Statistics.
Before breaking out the champagne bottle, though, it should be noted
that the United States was still behind 24 countries.

Americans’ life expectancy has been rising almost without interrup-
tion since 1900, thanks to advances in sanitation, medicine, and health be-
havior (particularly smoking cessation). It is by no means certain whether
these increases in life expectancy will continue unabated. Increases in
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TABLE 1.3 Ten Leading Causes of Death in 2004

No. of deaths

1. Heart disease 654,000
2. Cancer 550,000
3. Stroke 150,000
4. Chronic lower respiratory diseases 123,000
5. Accidents 108,000
6. Diabetes 72,800
7. Alzheimer’s disease 65,800
8. Influenza and pneumonia 61,500
9. Kidney disease 42,800
10. Septicemia (blood infection) 33,500

obesity, and the related conditions of hypertension and diabetes, may re-
verse this trend, while the advent of cholesterol-lowering drugs and other
advances in medicine may foster it. The future may also be determined
by changes in the health behavior patterns of eating, exercising, and ab-
stinence from smoking.

For women, life expectancy in 2004 reached 80.4 years; for men, it
reached 75.2 years. The gender differential has been narrowing, with the
5.2-year differential the smallest difference since 1946. Medical experts
speculate that women are working harder, smoking more, and undergo-
ing more stress.

Table 1.3 lists the leading causes of death in 2004, with Alzheimer’s
forging ahead of influenza and pneumonia due to a 1.4% increase in the
former and a 7.3% decline in the latter. Deaths from heart disease, can-
cer, and stroke all declined.

Hospital Stays and Physician Visits

In 1964, the average length of a hospital stay for an older patient was more
than 12 days. By 1986, it was reduced to 8.5 days, by 1996 to 6.5 days,
and by 1999 to 5 days. Hospital expenses no longer accounted for the
largest percentage of health expenditures for older persons, falling slightly
behind medical/outpatient costs. Quickening the hospital discharge over
the past few decades, however, has led to older adults comprising a higher
percentage of hospital stays. Older adults accounted for 20% of hospital
stays and used one-third of the days of hospital care in 1970; by 2000 they
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accounted for 40% of hospital stays and used almost one-half of the days
of hospital care (Hall & Owings, 2002).

In 1998, the average Medicare beneficiary visited or consulted with a
physician 13 times during the year (Federal Interagency Forum on Aging-
Related Statistics, 2000). It is estimated that older patients occupy almost
50% of the time of health care practitioners, and it is predicted with near
certainty that the percentage of time that health care practitioners will
spend with older patients will continue to increase.

Medications

In 19935, older adults constituted 12% of the population but consumed
32% of all prescription drugs and 40% of over-the-counter drugs. Add-
ing to the frequency of drug consumption among older adults has been
the burden of rising prescription drug expenditures over the past several
years. The growth in prescription drug expenditures was double-digit
every year from 1994 to 2001. The annual growth expenditure reached
an astonishing 19.7% in 1999, though it declined some in 2000 (16.4%)
and 2001 (15.7%) as employers raised copayments.

Among persons aged 65 and over, 85% used a prescription drug in
2002, up 11% from 1994. There was an even greater increase of 17%
among older adults using three or more prescription drugs during this
time period, from 35% to 52%.

By 2001, prescription drugs accounted for 9.9% of all health expen-
ditures due to higher priced new drugs, advertising of prescription drugs
on television, and an increase in the number of prescriptions written by
physicians. In 2005, prices for brand-name prescription medications rose
6%, while inflation overall was 3.4%. That was the sixth year in a row
that medication increases had outpaced inflation.

Health Habits

On the brighter side the health habits of older adults may, on balance,
be slightly superior to those of younger adults. People aged 65 and over,
for instance, are less likely to smoke, drink alcohol, be obese, or report
high stress. They eat more sensibly than do younger adults, are as likely
to walk for exercise, and are more likely to check their blood pressure
regularly. Older adults over the past decade improved their participation
in medical screenings and immunizations, and adults in general increased
their seat belt use (D. Nelson et al., 2002).

On the darker side, older adults are more likely to be sedentary and
malnourished. Their advantage in being less stressed may be due merely
to less awareness of, or willingness to report, stress. They may be smok-
ing less owing to the fact that smokers are more likely to die before age
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65. Also, when older adults engage in risk behaviors such as excess al-
cohol consumption, sedentary behavior, poor nutrition, and lack of seat
belt use, their vulnerability to morbidity and mortality is greater.

To put things in perspective, though, few adults in the United States,
young or old, live a comprehensive healthy lifestyle. National data re-
veal that only 3% of the population engages in all four of the following
lifestyle choices: nonsmoking, healthy weight, five fruits and vegetables
per day, and regular physical activity (Reeves & Rafferty, 2005). Among
older adults, one-third do not get any leisure-time physical activity, two-
thirds do not eat five servings of fruit and vegetables a day, and one-fifth
are 30 pounds or more overweight.

Perceptions of Health

Most people who are elderly tend to view their health positively. Seventy-
six percent of the younger old, aged 65-74, rate their health as being
good, very good, or excellent. Among those aged 75 and over, 66% re-
port good, very good, or excellent health. This percentage declines to
56% among older adults 65 and over without a high school diploma and
to 52% among minorities who are aged 75 and older.

Volunteering and Work

Many older adults are active and productive, choosing to engage in
volunteer opportunities and work. In any given year, almost one out
of every five older Americans engages in unpaid volunteer work for
organizations like churches, schools, or civic organizations. In addi-
tion, an unknown additional percentage of older adults do other types
of volunteer work, like helping the sick or disabled or helping out with
grandchildren.

Surprisingly, those who continue to work after age 65 are not less
likely to volunteer than those older adults who retire (Caro & Morris,
2001). Researchers believe that the potential for increasing volunteerism
among retired older adults is significant and that “in the period immedi-
ately after retirement there is a heightened receptivity to volunteerism”
(Caro & Morris, 2001, p. 349).

According to the Bureau of Labor Statistics, a growing percentage of
older workers are remaining in the workforce (Figure 1.2). After decades
of decline, the labor force participation rate for those aged 65 and over
leveled off in the mid-1980s and has since been increasing. Those just
over the conventional retirement age of 65 have increased even more. A
2002 study by AARP reported that 69% of individuals between the ages
of 45 and 74 plan to work in some capacity in their retirement years,
primarily due to economic reasons.
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FIGURE 1.2 Labor force participation rates of persons aged 65-69
and 65+, 1985-2004.

Note. From “Employment and Earnings,” U.S. Bureau of Labor Statistics, January 1986,
1991, 1996, 2001-2005.

In addition to having a longer retirement phase to save for, employ-
ees are increasingly less likely to enjoy the security of defined benefit
programs (i.e., traditional pensions) and instead must rely on defined
contribution programs (i.e., do-it-yourself retirement savings plans).

Labor force participation is higher in the United States than in most
other countries, such as France, Germany, Italy, Sweden, the United
Kingdom, and Canada, although it is considerably lower than the rate in
Japan: 36% for men and 16% for women.

Educational Status

Between 1960 and 1989, the median level of education among older
adults increased from 8.3 to 12.1 years. The percentage of older adults
who completed high school rose from 18% in 1950, to 28% in 1970, to
70% in 2000.

By 2000, the median number of years of education of people who
had reached age 65 was equivalent to that of all adults aged 25 and
over (almost 13 years). However, the percentage who had completed high
school varied considerably by race and ethnic origin among older persons
in 2000: 74% of Whites, 63% of Asians and Pacific Islanders, 46% of
African Americans, and 37% of Hispanics.

About 16% of older adults in 2000 had a bachelor’s degree or more,
up from 4% in 1950. As the formal educational level of older adults
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continues to rise, this may well correlate with an increase in their inter-
est in seeking out health information and engaging in health-promoting
activities in their communities.

Political Power

The Federal Election Commission reports that older adults are dispro-
portionately likely to vote. Moreover, the percentage of voting elders has
increased over the past 20 years. In 1978, older adults generated 19% of
all votes cast; in 1986, 21%; and in 1998, 23%. Yet older adults in 1998
constituted only 13% of the population.

Older adults are more likely to demonstrate higher levels of civic
engagement, paying more attention to politics and public affairs than
younger adults (Binstock & Quadagno, 2001). Voting differences, how-
ever, are greater among older adults than between younger and older
adults as socioeconomic class, ethnicity, gender, and religion are more
important influences on voting patterns.

Internet Access

A national 2004 survey from the Pew Internet and American Life Project
reported that the percentage of older adults who accessed the Internet
had increased 47% between 2000 and 2004. This increase comes primar-
ily from persons who are in their 60s (54% online) versus those aged 70
and older (28% online). While the online usage of older adults continues
to lag behind younger adults, the difference between older boomers and
younger adults is not statistically significant. Thus Internet access be-
tween younger and older adults will close rapidly in the near future.

Gender differences have disappeared during this time period, with
older women as likely to use a computer as older men. Income and edu-
cation levels, however, still predict differences in computer usage.

Poverty

The poverty rate among older persons has fallen from 35% of those aged
65 and over in 1969 to 10.4% in 2002. Without Social Security and cost-
of-living increases, that percentage would have risen to 50% over that
time. Thanks to a variety of sources of income, including Social Security
(42%), public and private pensions (19%), earnings (18 %), asset income
(18%), and other sources (3%), poverty for older adults has fallen below
the poverty rate for persons aged 18-64.

The declining poverty rate for older adults may be overstated. The
U.S. Bureau of the Census assumes that the costs of food and other
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necessities are lower for older adults and does not adequately take into
account that older adults spend proportionately more on health care than
do younger adults. Moreover, there are hidden poor among the older
population who reside in nursing homes or who live with relatives and are
not counted in the official census statistics (Hooyman & Kiyak, 2005).

The poverty rate was 2-3 times higher for older African Americans
and Hispanics than for older Whites and more than twice as high for
older women than older men. Combining gender and ethnicity, poverty
in 2003 was 10% for older White women but 27.4% for older African
American women and 21.4% for older Hispanic women.

Racial and Ethnic Composition

The diversity of the older adult population in America is increasing. Be-
tween 1990 and 2030 the increase in population age 65 plus will be
131% among African Americans, 147% among Native Americans,
285% among Asians and Pacific Islanders, and 328% among Hispanic
Americans. Non-Hispanic White older Americans, who are now in the
majority, will only increase 81%.

Although health professionals will need to become more knowledge-
able about the ethnic backgrounds of their older clients, there is great di-
versity within ethnic groups as well. Age, gender, region, religion, English-
speaking skills, income, education, lifestyle, physical disability, marital
status, place of birth, and length of residence in the United States are
examples of important variables to consider within each ethnic group.

There is also a continuum of acculturation that occurs among elders
within each ethnic group. Acculturation is the degree to which individu-
als incorporate the cultural values, beliefs, language, and skills of the
mainstream culture. To avoid stereotyping ethnic groups, there needs to
be recognition of the many distinctive ethnic subgroups (Haber, 2005a).

DEFINITIONS OF HEALTHY AGING

Health professionals need to be cautious about defining good health for
older adults. This is the message delivered by Faith Fitzgerald, MD, in an
editorial in the New England Journal of Medicine:

We must beware of developing a zealotry about health, in which we
take ourselves too seriously and believe that we know enough to dic-
tate human behavior, penalize people for disagreeing with us, and even
deny people charity, empathy, and understanding because they act in a
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way of which we disapprove. Perhaps [we need to] debate more openly
the definition of health. (Fitzgerald, 1994, pp. 197-198)

The Federal Government

A broad definition of health is provided by the federal government’s Pub-
lic Health Service through its 1990 Health Objectives for the Nation.
This definition of health includes the following three components:

1. Disease prevention, which comprises strategies to maintain and
to improve health through medical care, such as high blood pres-
sure control and immunization.

2. Health protection, which includes strategies for modifying
environmental and social structural health risks, such as toxic agent
and radiation control, and accident prevention and injury control.

3. Health promotion, which includes strategies for reducing life-
style risk factors, such as avoiding smoking and the misuse of
alcohol and drugs, and adopting good nutritional habits and a
proper and adequate exercise regimen.

Extraordinary Accomplishment

The definition of good health in late life can be reframed substantially by
viewing it from the unique perspective of extraordinary accomplishment.
At age 99, Mieczyslaw Horszowski, a classical pianist, recorded a new
album, and twin sisters Kin Narita and Gin Kanie recorded a hit single
in Japan. At age 91, Hulda Crooks climbed Mount Whitney, the high-
est mountain in the continental United States (Wallechinsky & Wallace,
1993). A 63-year-old climbed one of the Himalayan peaks in 1998, a peak
that only the most elite alpinists can ascend (Kinoshita et al., 2000).

At age 61, a California woman named Arceli Keh lied about her age
(she said she was 51) in order to become eligible for a fertility program
where she was implanted with an embryo from an anonymous donor.
In 1996, at age 63, she became the oldest woman on record to have a
baby. Her record was surpassed in 2006 when an unnamed 67-year-old
Spanish woman, who had become pregnant after she received in-vitro
fertilization treatment, gave birth to twins by Cesarean section in a hospi-
tal in Barcelona, Spain. Perhaps an even more extraordinary accomplish-
ment in late life will occur when this woman raises her twin teenagers as
an 85-year-old mother.

In 20035, in the United States Senate, the average age was over 60
years, the oldest it has ever been. Not surprisingly, the term senate derives
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from the Latin word for “old.” Golda Meir became prime minister of
Israel at age 71.

Kozo Haraguchi ran the 100 m in 22.04 s, setting a record for his
95-99 age group. This 95-year-old Japanese man said he had to run cau-
tiously because the outdoor track was slick with rain. Another runner,
Johnny Kelley, won the Boston Marathon twice. Even more remarkable
was that he started this annual race 61 times during his lifetime, finish-
ing the 26.2 miles 58 times. Mr. Kelley died in 2004, at the age of 97.
Another nonagenarian, though, continued to race in 2004. Fauga Singh
moved from India to England and decided to take up running at the age
of 82. At the age of 92 he set a world record for his age group by running
the Toronto Marathon in § hr and 40 min.

At 77, John Glenn completed rigorous physical preparation to be-
come the oldest space traveler in history. At 80, George Burns won his
first Oscar. And to end on an ironic note, in 2004, at the age of 91, Red
Rountree became the oldest known bank robber in United States history.
Currently serving a 12-year term—which is likely a life sentence—in Tex-
as, Red said he robbed banks for fun: “I feel good, awfully good for days
after robbing a bank.” After two successful bank robberies, the third
time apparently was not the charm. The teller at the third bank, respond-
ing to the demand for money, asked the question, “Are you kidding?”

While T marvel at these examples of unusual achievement by ag-
ing adults, I do not use them as inspiration for older, or even younger,
persons. These models are astonishing, but they do little to enhance the
confidence of aging adults who do not believe they can—and oftentimes
do not want to—come close to similar achievement.

As Betty Friedan (1993) noted in her book The Fountain of Age,
older adults “attempt to hold on to, or judge oneself by, youthful pa-
rameters of love, work and power. For this is what blinds us to the new
strengths and possibilities emerging in ourselves.”

Prevention

Prevention is often categorized as primary, secondary, or tertiary (Fig-
ure 1.3). Primary prevention focuses on an asymptomatic individual in
whom potential risk factors have been identified and targeted. Primary
preventive measures, such as regular exercise, good nutrition, smoking
cessation, or immunizations, are recommended to decrease the probabil-
ity of the onset of specific diseases or dysfunction. Primary prevention is
different than the term health promotion in that it is less widely ranging
in scope and tends to be used by clinicians in a medical setting.
Secondary prevention is practiced when an individual is asymptom-
atic but actual (rather than potential) risk factors have been identified at
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No Disease Preclinical or Asymptomatic Disease Symptomatic Disease

Primary Prevention Secondary Prevention Tertiary Prevention

FIGURE 1.3 Three levels of prevention.

a time when the underlying disease is not clinically apparent. A medical
screening as an example of secondary prevention is only cost-effective
when there is hope of lessening the severity or shortening the duration
of a pathological process. Blood pressure screenings, cholesterol screen-
ings, and bone densitometry are the most widely implemented forms of
secondary prevention.

Tertiary prevention, which takes place after a disease or disability
becomes symptomatic, focuses on the rehabilitation or maintenance of
function. Health professionals attempt to restore or maintain the maxi-
mum level of functioning possible, within the constraints of a medical
problem, to prevent further disability and dependency on others.

Tertiary prevention corresponds to phase 2 (rehabilitation of out-
patients) and phase 3 (long-term maintenance) of the cardiac rehabilita-
tion of a cardiac patient (phase 1 is the care of a hospitalized cardiac
patient). A study of 10 randomized clinical trials involving more than
4,000 patients who had myocardial infarctions revealed that patients
who completed a program of tertiary prevention reduced their likelihood
of cardiovascular mortality by 25% (Oldridge et al., 1988).

A focus on prevention may be more appealing to some older adults
than an emphasis on health promotion. Older adults are likely to be cop-
ing with chronic conditions, and the prevention, delay, or reduction of
disability and dependency is a much more salient issue for them than it is
for most younger adults.

Moreover, among medical professionals, the relevancy of the term
prevention is enhanced because several prevention activities, like mam-
mograms, are reimbursable through Medicare. Prevention has gotten its
foot in the door, so to speak, in the system of health care reimbursement,
whereas the activities of health promotion have not.

One advantage of the use of the term health promotion, however,
is that it encompasses mental and spiritual health concerns. Instead of
clients and health professionals becoming fixated on risk factors and the
prevention of disease or disability, health promotion or wellness can be
viewed as an affirming, even joyful, process. As health professionals who
promote health, for instance, we can encourage playing with grandchil-
dren or the joy of bird watching to an older client and not concern our-
selves with its ability to prevent disease or illness.
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Health promotion is also a more proactive term than primary pre-
vention, which tends to imply a reaction to the prospect of disease. Di-
recting a client’s anger or frustration into political advocacy work, for
example, is a proactive, health-promoting enterprise that benefits both
the individual and society.

In one (admittedly dated) health study, however, in-depth interviews
with older adults who declined to participate in a health promotion study
reported that they were less familiar and comfortable with the term health
promotion than were those who eventually participated (Wagner et al.,
1991). The research topic of assessing older adults’ attitudes toward dif-
ferent health terms remains largely unexamined, and this ignorance can
reduce our effectiveness as health educators.

Wellness

Although the term wellness has had many supporters in the health pro-
fessions over the past 25 years (Jonas, 2000), particularly among per-
sons who conduct health programs at large U.S. corporations (Jacob,
2002), it tends to be embraced less than the terms health promotion and
disease prevention. Nonetheless, wellness conveys an important mes-
sage—that good health is more than physical well-being. In fact, seven
dimensions are usually touted among wellness advocates, as shown in
Table 1.4.

Wellness is a welcome and important reminder about the breadth of
health promotion that is missing from most other terms. The only limita-
tion to the term wellness is that it tends to be identified with the more al-
ternative activities—acupuncture, homeopathy, spiritual healing, aroma
therapy—to the exclusion of more mainstream activities, like exercise
and nutrition. Thus it conveys flakiness to some.

Anti-old and Anti-aging

Who is healthier: an old person or an older person? Is this a preposter-
ous question? Maybe not. Do the terms old and older reflect our preju-
dices? One of the leaders in the field of gerontological language, Erdman
Palmore, thinks so. Palmore suggests that most of the synonyms for old
are unhealthy in some way, words like debilitated, infirm, and frail. An
older person, on the other hand, is a more neutral term; and perhaps the
term elder connotes an even healthier role for older persons in society
(Palmore, 2000).

And yet T am reminded of a conversation I once had with Maggie
Kuhn, the founder of the advocacy organization the Gray Panthers. She
reported on an exchange that she had with President Ford at a hearing
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TABLE 1.4 Seven Dimensions of Wellness

Dimension Attainment

Physical Exercise, eat a well-balanced diet, get enough
sleep, protect yourself.

Emotional Express a wide range of feelings, acknowledge
stress, channel positive energy.

Intellectual Embrace lifelong learning, discover new skills
and interests.

Vocational Do something you love, balance work with
leisure time.

Social Laugh often, spend time with friends and fam-
ily, join a club, respect cultural differences.

Environmental Recycle daily, use energy-efficient products,
walk or bike, grow a garden.

Spiritual Seek meaning and purpose, take time to reflect,
connect with the universe.

she attended on a pension bill in Washington, DC. After gaining Presi-
dent Ford’s attention, he asked her, “And what do you have to say young
lady?” Maggie replied, “First of all, 'm not a young lady. 'm an old
woman.” She was making the statement that she was proud of being old
and had earned that label.

A related concern is the anti-aging movement and its chief proponent,
the American Academy of Anti-Aging Medicine. This professional society
is “pursuing the fountain of youth with their lucrative nostrums and illu-
sory interventions, (while) we geriatricians remain solidly in the trenches
caring for our patients, the most aged, complex, frail, and vulnerable—far
removed from the fantasies of eternal life, much less the fountain of youth”
(Hazzard, 2005, p. 1435).

Most proponents of the anti-aging movement are focused not on
the most aged, but on the middle-aged and the young-old, those most
concerned about combating the signs of aging. One key weapon in their
arsenal is the cosmeceutical, which combines the terms cosmetic and
pharmaceutical and refers to a topical skin treatment formulated to elim-
inate the wrinkles and signs of aging (Bayer, 2005). If the cosmeceutical
intervention proves insufficient, there are Botox injections, microderm-
abrasions, chemical peels, collagen injections, and plastic surgeries. Anti-
agers deliver a strong message that aging is a disease that needs to be
cured—at least cosmetically and temporarily.



22 HEALTH PROMOTION AND AGING

I think, however, that we need a pro-aging movement, one that em-
phasizes the healthy aspects of aging. No longer needing to impress em-
ployers, in-laws, or peers, older adults are free to be themselves. The old
not only have an opportunity to be freer, but wiser, more conscious of the
present, and more willing to be an advocate for a healthy future. Maggie
Kuhn certainly lived a pro-aging lifestyle.

Compression of Morbidity
According to Fries and Crapo (1986),

although there is little hope for cure of chronic diseases through the tra-
ditional medical model, the onset of these diseases may be postponed
through modification of risk factors, many of which are possible to
control, either personally or socially. As the onset is delayed to older
ages and approaches the limit of the human life span, we can envision a
society where everyone can expect to live in vigorous health to close to
the average life span and then die after a brief period of illness. (p. 37)

In other words, we have the potential for spending a longer time living
and a shorter time dying.

For most people, though, the prospect of living a long time past
one’s 65th birthday is bittersweet. As Americans live longer today than
ever before, we have a greater fear of a prolonged period of disability and
dependency in late life.

One definition of healthy aging, then, is to be able to live life fully un-
til death. According to one national study, though, only 14% of those who
have died after age 64 were fully functional in the last year of their lives
(Lentzner et al., 1992). Unfortunately, the study did not identify the num-
ber of older adults who, despite the fact that they were not fully functional
in the last year of life, lived vital and fulfilling lives during that year.

Most of us are greatly concerned with the probability of being severely
restricted for a long period in late life. The evidence is not encouraging in
this regard in that the longer we live, the more likely we are to endure a
prolonged period of disability prior to our deaths. Death after age 85 is
almost 4 times more likely to follow a period of profound physical impair-
ment than is death between the ages of 65 and 74 (Lentzner et al., 1992).

Examining the length of the dependency period prior to death, at age
65 we have about 17 years left to live, with 6.5 of those years in a dependent
state (38 % of our remaining years). Also, less than 6% are receiving help in
the basic activities of daily living between the ages of 65 and 74. In contrast,
at age 85 we have an average of 7 years left to live, with 4.4 years in a depen-
dent state (63% of our remaining years). At age 85, more than one in four
are receiving help in the basic activities of daily living (Guralnik, 1991).
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Severity of disease

Age

Duration of Disease

FIGURE 1.4 Compression of morbidity.

Pessimists argue that the period of morbidity preceding death will
increase in the future due to (a) limited biomedical research funds avail-
able to improve the physical and mental capacity of the very old; (b) the
fact that some major diseases, such as Alzheimer’s, do not have recog-
nized lifestyle risk factors that we can modify; and (c) medical advances,
such as dialysis and bypass surgery, that will increase the life expec-
tancy of individuals with disease rather than prevent the occurrence of
disease.

Optimists, on the other hand, argue that there will be a compression
of morbidity (see Figure 1.4) in the future due to (a) probable advances in
biomedical research that will prevent or delay the occurrence of disease
and (b) the continued potential for reducing risk factors such as smoking,
blood pressure level, poor nutritional habits, and sedentary lifestyles that
will result in better health.

At the same time that the general population will be able to delay the
onset of chronic disease due to these factors, the life span (the maximum
number of years of the species) is fixed. Thus, argue the compressionists,
we will not only delay morbidity, but we will also shorten it.

Studies by Manton and colleagues (Connolly, 2001; Kolata, 1996;
[Manton et al., 1998; Manton et al., 1993] analyzed data from the
1982-1999 National Long Term Care Surveys, a federal study that
regularly surveys almost 20,000 people aged 65 and older. The re-
searchers arrived at the unexpected conclusion that the percentage
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of chronically disabled older persons—impairments for 3 months or
longer that impede daily activities—has been slowly falling. Whereas
25% of people over age 65 reported chronic disability in 1982, only
21% reported this to be the case in 1994 (Manton et al., 1997). Also
surprising was the increasing percentage during this time period of
those over age 65 reporting no disabilities.

These unexpected findings still need further examination, especially
as to whether they are linked more to initiatives in health promotion
and disease prevention, such as improvements in diet, exercise, nonsmok-
ing, and other lifestyle factors; or to medical access and advances, such
as treatment for arthritis and cataracts; or to increased use of devices,
such as canes, walkers, walk-in showers, support rails, and handicapped
accessible facilities; or to societal improvements, such as an increase in
educational and income levels.

HEALTH PERSPECTIVES AND AGING

Health Expectancy Versus Life Expectancy

Those who live to the age of 65 are likely to live into their 80s. Of the
remaining average of 17 years to live after age 65, 12 are likely to be
healthy and 5 will be years in which there is some functional impairment
(NCHS, 1990b).

Place yourself in the shoes of the person who has just reached
age 65. Are you primarily interested in extending your life for more
than the 17 years you are likely to live, or are you most interested in
how many of your remaining years will be healthy and independent
ones?

Your health expectancy, or the number of healthy years you can
expect to have left, depends to a great extent on your physical activity,
nutritional intake, social support network, access to good medical care,
health education, and health services. Health expectancy is more impor-
tant to older adults than life expectancy (see Table 1.5).

TABLE 1.5 Healthy People 2000: Goal to Increase Years of Healthy
Life Remaining at Age 65 to 14 Was Not Met

Year Healthy life remaining

1990 11.8 years of healthy life remaining at age 65
2000 12.2 years of healthy life remaining at age 65
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Physical Versus Emotional Aspects of Aging

There is a strong reciprocal relationship between the physical and emo-
tional aspects of health. When our physical health is threatened, so
typically is our emotional health. The converse is equally true.

As we age, however, it may be the case that good health is less
dependent on physical status than on emotional status. One study reported
on shifting perspectives of health over time, with older participants
expecting physical health problems because of their age and discount-
ing them somewhat because of this expectation (Keller et al., 1989). A
study of 85-year-olds living in the Netherlands reported that physical
function was not the most important component of successful aging.
These older adults were able to adapt successfully to physical limitations.
The researchers reported social contacts as the most important factor in
well-being, and the quality of the contacts was more important than the
number (Von Faber et al., 2001).

Another study of 32 elderly Catholic nuns generated, through open-
ended interviews, more than 100 characteristics of health that were im-
portant to older adults besides physical health, including the ability to
enjoy life and good personal relationships (Huck & Armer, 1995). An
examination of multiple studies on declining physical health with age
reported that many older adults who are frail and sometimes disabled did
not evaluate their health or lives negatively (Pinquart, 2001).

Most health professionals subscribe to the notion that health is more
than the absence of illness. Were this not the case, they would have to
label the vast majority of older adults, 90% of whom are coping with
a chronic condition, unhealthy. The chronic diseases that older persons
contend with do not necessarily relate to their ability to perform daily
activities. Disease, in fact, may not be evident even to the person who
has it.

The presence or absence of disease may therefore not be a source of
great concern to older adults. The ability to perform activities of daily
living, however, is of great concern to older adults, who desire as much
independence as possible (Duffy & MacDonald, 1990). The definition of
health, especially among older adults, should not be linked with disease or
its absence, as the medical model suggests, but with independence, the abil-
ity to accomplish one’s goals, and the existence of satisfying relationships.

A health perspective that emphasizes the psychological status of
older adults does not view health as a continuum ranging from physical
disability and illness at one end, with a neutral point in the middle, where
there is no discernible illness or wellness, to a high level of wellness at
the other (Kemper et al., 1987; Sarafino, 1990). Critics of this type of
health continuum argue that even a person who is functionally impaired
or disabled and residing at one end of the alleged continuum can focus
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considerable attention on a high level of wellness, devoting energy to
health awareness, health education, and psychological growth.

Finally, health professionals need to walk a fine line with older cli-
ents. On the one hand they have been accused of ignoring the medical
needs of older adults by discounting the viability of certain medical inter-
ventions due to age (Ebrahim, 2002). In fact, older patients can benefit
as much from surgical interventions in their 80s as do younger patients
(Varghese & Norman, 2004). On the other hand, health professionals
can unduly focus on the reimbursable medical needs of older clients and
neglect the alleviation of the emotional deterioration that often accom-
panies chronic illness.

HEALTH CARE

Medicare

Medicare was enacted in 19635 to help persons aged 65 or older pay for
medical care. In 2003, Medicare covered 41 million older adults and more
than § million younger persons who were disabled. Medicare is a major
payer in the U.S. health care system, spending $309 billion in 2004, with
projections to $670 billion in 2015. Ironically, despite the substantial
reimbursements that older adults receive through the Medicare program,
older Americans spend more money out of pocket now, controlled for
inflation, than they did prior to the inauguration of Medicare.

Medicare Part A is referred to as hospital insurance, and most people
do not have to pay a monthly premium because they are eligible through
the Medicare taxes they paid while they were working. Part A includes
hospital care ($952 deductible in 2006), inpatient psychiatric care (190-
day lifetime maximum), skilled nursing facility care (100 days), reha-
bilitation or home care following a hospitalization, and hospice care for
the terminally ill. There are restrictions on what kind of conditions are
covered and the length of coverage, and copayments apply as well.

Part B is referred to as medical insurance and covers physician
services, outpatient hospital care, and other medical services, such as
physical and occupational therapy and some home health care. Part B
requires an $88.50 per month premium (in 2006) and generally pays
80% of physician and outpatient services after an annual $124 deduct-
ible. Part B includes some medical screenings and clinical laboratory tests
but does not cover dental services, hearing aids, eyeglasses, and most
long-term care services. Chronic conditions are, for the most part, not
covered by Medicare, and prevention coverage is limited primarily to
medical screenings and immunizations.
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In 2007 Medicare shifted, for the first time, to means-based testing
for Part B premiums. Individuals earning less than $80,000 saw their pre-
miums increased to $93.50 a month. Individuals earning over $80,000
($160,000 for married couples) paid a surcharge ranging from $12.50 to
$68.80 a month, depending on income level. This type of income indexing
is expected to increase in subsequent years, and beneficiaries with high
incomes may pay at least 3 times the amount of the basic premium.

Part C refers to private health insurance plans that provide Medicare
benefits. Part D refers to the Medicare prescription drug plan which went
into effect on January 1, 2006. This part is also administered by private
health insurance companies. The privatization of Medicare and Social
Security will be examined in chapter 14 on public health.

A little over one-fourth of the federal outlay for older adults is for
Medicare, and these expenditures have been rising (and continue to rise)
rapidly. Between 1960 (5 years before the onset of Medicare) and 1990,
the proportion of the federal budget spent on programs serving older
adults had doubled, from 15% to 30% of the federal budget. Much of
this increase occurred between 1975 and 1988, when personal health
care expenditures under Medicare increased an average 14.4% per year,
more than twice the rate of inflation. Stated in absolute dollars, Medicare
spending increased from $7.5 billion in 1970 to $114 billion in 1991.

Although the growth in Medicare spending has slowed since then,
it is still dramatic. Medicare spending more than doubled between 1991
and 2001 (from $114 billion to $238 billion) and is expected by the non-
partisan Congressional Budget Office to more than double over the next
decade under existing laws.

It is not surprising therefore that even though the single largest compo-
nent of out-of-pocket costs for older adults is nursing home care, the federal
government has resisted overtures to include substantial long-term care cov-
erage under Medicare. Even without the additional expense of long-term
care, Medicare is projected to become insolvent by 2019. This insolvency
date may be reached sooner, after the costs of the Medicare prescription drug
program and additional payments to private health plans become clearer.

The Centers for Medicare and Medicaid Services (formerly the
Health Care Financing Administration) oversees all financial and regula-
tory aspects of the Medicare and Medicaid systems. For additional in-
formation, call 800-MEDICARE (800-633-4227) or go to the Medicare
Web site (http://www.medicare.gov).

Medicaid

Medicaid is different than Medicare in that it is not focused primarily on
older adults; it is state, not federally, managed; and it is funded jointly by
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the states and the federal government, not just by the federal government.
The most significant difference is that Medicaid is the largest source of
funding for medical and health-related services for people with limited
income, that is, what used to be referred to as a welfare program, in
comparison to Medicare, which is partially financed by users through
payroll taxes.

Because it is state run, Medicaid policies for eligibility, services, and
payment vary considerably. One aspect of Medicaid that has not varied
much, regardless of state, is that its costs have increased steadily through-
out the country so that in 2004, it constituted, on average, one-quarter of
each state’s budget. Medicaid spending totaled $293 billion in 2004 and
was projected to grow to $670 billion in 2015.

Moreover, Medicaid pays for nearly 60% of the costs of nursing
home residents, most of whom are older adults, and it is for all practi-
cal purposes (6% of Americans have long-term care insurance) the only
insurance plan for institutional long-term care. Medicaid is based on the
premise that individuals pay out of pocket until they impoverish them-
selves to the point where they become eligible for coverage. Also, it is not
legal for an older person to give away money from a bank account to
relatives in order to qualify for assistance with long-term care expenses.

Societal Health Care Costs

In a democratic society, there is stiff competition for societal resources
that are taxpayer subsidized. Health care (typically referring to medical
care only), however, has consistently maintained its status in this country
as a very high priority for these limited resources. Spending for national
health care grew from 5% of the gross national product in 1960 to 16%
in 2004. This represents an increase from $27 billion in 1960 to $1.9
trillion in 2004. (As an aside, I would like to note that on more than one
occasion I have seen trillion mistakenly replaced by billion in the health
care expenditure literature. I think this occurs because it is difficult to
comprehend the definition of trillion. Even Merriam-Webster’s Collegiate
Dictionary, 10th edition has trouble with it, referring to trillion as “a
very large number.”)

The United States spends a higher percentage of its gross domestic
product (GDP), 16%, on health care than does any other country. In
2004, health accounted for 10.9% of the GDP in Switzerland, 10.7% in
Germany, 9.7% in Canada, and 9.5% in France. The disparity with U.S.
expenditures would be even greater were we to find a way to include the
45 million younger Americans who lack access to the health care system
through insurance coverage and were we able to increase the coverage of
an additional 50 plus million persons who have inadequate insurance.
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By all accounts we spend the most on health care compared to any
other country, yet it does not necessarily mean we have the best health
care. Best can be defined in any number of ways, including access to med-
ical care by all citizens and a priority on disease prevention and health
promotion over costly specialized medical procedures.

The World Health Organization made its first attempt to measure
quality health care in its World Health Report, published in June 2000.
The rankings were controversial, and clearly the reader needs to take the
U.S. ranking (37th) with the proverbial grain of salt. Nonetheless, it is so-
bering to note that U.S. health care expenditures were more than double
per capita those of Japan in 1999, yet Japanese citizens were expected
to live 74.5 years of healthy life and U.S. citizens only 70 (Crossette,
2000).

Another international study of health care quality was conducted
in 2006, and the United States ranked last when compared to Australia,
Canada, Germany, New Zealand, and the United Kingdom. The per cap-
ita health expenditures of these five countries ranged from 33% to 53%
of the United States, yet on 51 indicators—including such health promo-
tion measures as use of mammograms, flu shots, medication reviews, and
diet and exercise advice—the United States ranked last or tied for last in
27 (Monaghan, 2006).

Health Care Versus Medical Care

It is estimated that 60% of early deaths in the United States are due to
behavioral, social, and environmental circumstances, versus 10% due to
shortfalls in medical care (with genetic predisposition constituting the re-
mainder; McGinnis et al., 2002). Paradoxically, however, the behavioral,
social, and environmental components of health care have not consti-
tuted a high priority for the health care dollar. In fact, only about 3%
of the nation’s health care costs were spent on health-promoting and
disease-preventing activities.

Most of that 3% goes either to the physician’s office or other clinical
settings for preventive measures, such as medical screenings and vaccina-
tions (about 35%), or to health protection in the physical environment,
such as toxic agent and radiation control (about 30%; American Medical
News, 1992a). And only a portion of the remainder is spent on changing
unhealthy behaviors.

Although there has been undeniable financial neglect at the federal
level for decreasing unhealthy lifestyles among the American people,
increasing public attention has been focused on this problem area ever
since the publication of the landmark document Healthy People: The
Surgeon General’s Report on Health Promotion and Disease Prevention
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(USDHHS, 1979). This report provided considerable credence for the
idea that major gains in health and independence in the future are likely
to come from personal lifestyle changes.

Dr. John Rowe, director of the MacArthur Foundation’s Consor-
tium on Successful Aging, also concluded that our vigor and health in old
age is mostly a matter of managing how we live (Brody, 1996). Support-
ing this contention is a widely cited article in the Journal of the American
Medical Association (McGinnis & Foege, 1993) which suggested that we
should no longer view death as being due to heart disease, cancer, stroke,
and chronic obstructive pulmonary disease, but rather to tobacco, inac-
tivity, diet, alcohol, microbial and toxic agents, sexual behavior, motor
vehicles, and illicit or inappropriate use of drugs.

A HEALTH PROMOTION AND AGING MODEL

Practitioners in the community or clinic who want to promote the health
of older clients are limited by time, resources, reimbursement, and train-
ing. Although these issues are addressed elsewhere in this book, a suc-
cinct conceptual framework for promoting the health of older adults is
not. The main components of a model of health promotion and aging
might be useful for the training of health professionals (Haber, 1992a,
1993b, 1996, 2001b; Haber & Lacy, 1993; Haber et al., 1997, 2000)
and are presented next.

The Aging Component

I criticized the Healthy People 2010 leading health indicators because
they were not age-specific. And yet I must confess that the content of this
book, Health Promotion and Aging, frequently lacks specificity when it
comes to aging. Younger and older age segments of the second half of life
have little in common. Yet each end of this age continuum is becoming
increasingly important to practitioners, educators, and policy makers in
the coming years.

The young-old are in their 50s and 60s, people who in all likelihood
are not enthusiastic about an oxymoronic label that includes the dreaded
term old. As the young-old become synonymous with the baby boomers,
though, they may have a new name to adjust to: the gerontology boomers.
The cutting edge of the baby boomers turned 62 years of age on January
1, 2008, with another boomer being added to the ranks every 8 s. And just
as the baby boomers were hard to ignore as they disrupted health care and
educational institutions, and later as Vietnam War protesters, they will be
hard to ignore as gerontology boomers, adults who are eligible for AARP.
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Boomers are not old in the sense of physical vitality, mental acuity, or
occupational productivity. But none have escaped diminished hearing and vi-
sion; few have overlooked the fact that more of their life is behind them than
ahead; and many have given considerable thought to their retirement years.

It is during these years that the incidence of major chronic condi-
tions such as arthritis, hypertension, and obesity rises significantly. At the
same time, more than 4 million Americans between the ages of 50 and 64
are without health insurance. These persons are too young for Medicare,
not poor enough for Medicaid, and not very well protected by the Age
Discrimination in Employment Act.

Given the substantial number of years remaining to persons in this
age group, and the potential to defer or prevent chronic impairments, it
is imperative that a health promotion and aging model follow the lead of
AARP and begin to target the gerontology boomers.

The old-old are persons age 85 and above (for an interesting essay
on the “dwindling years,” see Sandock, 2000). Probably half of them are
physically frail, mentally diminished, or societally disengaged. These older
adults have a challenging and diverse set of problems to solve in order
to remain independent. At the same time, their problems are likely to be
costly to resolve and bedeviling to solve for future cohorts of politicians.

In this era of needing to reduce the federal debt, how do you provide
government subsidy for costly interventions such as home care support
that is preferred by most old-old, programs to strengthen muscles that
are in danger of becoming too weak to maintain independence, or pre-
scription medications that are costly but vital for maximizing functional
ability? When the prescription medication reimbursement program was
added to Medicare in 2006, it was accomplished only by adding to the
federal debt. While intergenerational rivalry is currently more of a theory
than a reality, our children and grandchildren may some day come to
resent this type of financial profligacy.

On the bright side, some of the nonagenarians have taken up pump-
ing iron for the first time. And the potential to strengthen the old-old, to
keep them independent in a home setting, to engage them in society, has
never been more promising. This potential for improvement continues
through the dying process, when the ability to die in comfort with family
and friends visiting in a home environment is also, thanks to the hospice
movement, more probable as well.

The Health Component
Communication and Collaboration

Two fundamental assertions within this health promotion and ag-
ing model are that it is better for older adults to collaborate with health
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professionals than to take a passive, compliant, or—equally likely—non-
compliant role, and it is also better to collaborate than to engage in
health-promoting activities on one’s own.

These assertions are based on two facts: (a) that most older adults
have medical conditions that require professional supervision, and health-
promoting activities can affect these medical conditions; and (b) that
health professionals who keep up with the health promotion field can
make vital contributions to the health-promoting efforts of older adults.

Effective communication between clients and health professionals
is an essential component of collaboration and can lead to better results
and more satisfied clients and health professionals.

Health Education

Health education has advanced considerably beyond the idea that
mere knowledge inspires change. First, given the plethora of information
that pours out of the media, bookstores, libraries, and mouths of experts,
it is difficult for individuals to sort out accurate, up-to-date information
that is pertinent to their particular health needs.

Second, older adults learn best in andragogical (adult-oriented learn-
ing) situations, in which new ideas are presented through collaborative
relationships, and in small participative groups, where they have control
over the learning and maintenance processes.

Third, education by itself is typically insufficient to inspire behavior
change. It is far more effective to add behavior and psychological man-
agement techniques to the transmission of knowledge as well as to infuse
the educational process with social support.

Health Behavior Change

Assessments help determine where best to focus one’s limited time,
energy, and resources for health behavior change. Crucial to this process
is selecting the area that the individual (or the focus can be on the collec-
tive—ranging from group, to state, to nation) is most ready to change. It
is the rare or mythical person who is attentive to every periodic medical
screening and who strives constantly to improve every aspect of a healthy
lifestyle. It is more realistic to set a priority or a set of priorities and de-
vote energy and time to it or them.

Assessments lead to interventions, and interventions should focus on
goals that are modest and measurable in order to increase the likelihood
of success. Attention must also be paid to the important components of
the intervention, such as building and maintaining motivation; establish-
ing the new behavior as a habit; garnering social support; setting the
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health goal for a short period of time on the way to more ambitious,
longer term goals; and problem solving around the barriers that have
prevented success in the past and might be anticipated to arise in the
future.

Social cognitive theory underlies health behavior assessments and
interventions and suggests social, behavioral, and psychological manage-
ment techniques for health behavior change. Regarding social support,
the most likely sources come from family members, friends, neighbors,
and peers. Peer support can be found in community health education
programs, intervention programs, and mutual help groups. The medi-
cal profession is also a potential source of social support, but because it
tends to slight behavioral, psychological, and social interventions, it is
underutilized.

Regarding behavioral techniques, common strategies include health
contracting, self-monitoring, stimulus control, and response substitution.
Widespread psychological techniques include stress management and
cognitive restructuring.

It is important for health professionals to learn multiple social, be-
havioral, and psychological techniques in order to address the unique
and multifaceted needs of older adults.

Community Health

Health professionals have limited time, knowledge, and skills with
which to help their older clients change health behaviors. It is therefore
vital that older adults be as informed as possible about the community
health options that are available to them. These options are proliferating
at a variety of community sites, such as religious institutions, community
centers, shopping malls, government agencies, professional associations,
and nonprofit agencies.

Health professionals need to visit these sites as well as get feedback
from clients who visit them in order to make more effective referrals.

Diversity

Unique problems emerge from diversity: (a) Asian American elders
who become the first generation of their ethnicity to be placed in Ameri-
can nursing homes by their baby boomer children; (b) older women who
have inadequate retirement incomes because they spent many years in
unpaid caregiving roles; (c) rural elders who do not have access to nearby
hospitals or health professionals. What do we gain by focusing on the
diversity of aging within America as well as from the study of global
aging? At minimum, we gain more sensitivity to the disparate ways we
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age. At best, we discover innovative strategies for improving the quality
of life as we age.

Advocacy

Until utopia comes to America, the health care system will never
meet all the health needs of all the people all the time. In recent years, in
fact, health care inflation has started to soar again, forcing policy makers
and medical administrators to make tough decisions about further limit-
ing the availability of health professionals and other health care resources.

The health care system can be continually improved, however, and
oftentimes through advocacy. By dramatizing their particular plight to
community leaders, media representatives, and state and federal legis-
lators, older adults can be effective change agents in ways that health
professionals cannot. When health professionals mobilize their clients to
political or community action, they may not only help to bring about a
more responsive health care system for their clients, but also for them-
selves. Health professionals can also advocate for change by joining pro-
fessional organizations and advocacy groups, reaching out to Congress,
writing articles, and appearing in the media.

QUESTIONS FOR DISCUSSION

1. Must health promotion and disease prevention save medical
dollars in order to inspire financial support for such activities
from our federal and state governments and through private
insurance reimbursement? Present a brief argument supporting
a positive response, and then a negative response.

2. Are you in favor of the federal government monitoring goals
for healthy aging? If so, how would you improve federal inter-
vention? If not, why?

3. Will age 65 remain the de facto definition of old age? If yes,
why? If not, what will replace it, and will there be multiple
chronological markers for old age?

4. Americans value individual responsibility. Should we as indi-
viduals bear full responsibility for our health-promoting activi-
ties? Why?

5. Many people aged 75 and over perceive themselves as middle-
aged. What do you think about this phenomenon? Explain.

6. Does an increase in chronic conditions mean a comparable in-
crease in disability? Why?

7. What is your definition of healthy aging?
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Are you optimistic or pessimistic about the occurrence of a
compression of morbidity? Explain your reasoning.

Do you think we should replace the academic focus on life ex-
pectancy with a focus on health expectancy? Why?

Why do we call medical care health care?

What are two or three of the most important changes that are
needed to convert our medical care system into a health care
system? How do we make these changes?

What do you think is the most important health objective that
should be set for older adults for the Healthy People 2020 ini-
tiative, and what should federal and state governments do to
help?

What can both health professionals and laypersons in your
community do to help achieve the objective you set in the pre-
vious question?

If you were writing a book on aging and health promotion,
which age range would you cover: 50 plus, 65 plus, 80 plus, all
ages, or something else? Justify your answer.

Describe one way that you could improve on the health promo-
tion and aging model.

Examine one other topic in this chapter that you found inter-
esting and has not been explored when answering the previous
questions. Why did you find this interesting?



	3021001_FM_rev.pdf
	3021001_01.pdf
	3021001_02.pdf
	3021001_03.pdf
	3021001_04.pdf
	3021001_05.pdf
	3021001_06.pdf
	3021001_07.pdf
	3021001_08.pdf
	3021001_09.pdf
	3021001_10.pdf
	3021001_11.pdf
	3021001_12.pdf
	3021001_13.pdf
	3021001_14.pdf
	3021001_15.pdf
	3021001_BM.pdf
	3021001_Index.pdf



