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[ editors’ let ter ]

The greatness of a community is
most accurately measured by the
compassionate actions of its members.
—CORETTA SCOTT KING

I

n moments of nostalgia, older persons may try on
what was once a favorite suit or dress, only to find
it fits badly, is a little tattered, and out of fashion.
Regretfully, they discard or donate it. However, they
respond very differently to their long-occupied dwellings, neighborhoods, and communities. Even as they
might recognize these settings have size, design, and
functional problems, they age in place.
Those older adults who are reluctant to move often emphasize that they are emotionally attached to
their residences and are loath to give up what they
feel are still enjoyable and memorable places to live.
Their interpretations often clash with professionals’
perspectives: these older people often live in unaffordable dwellings, with a historically large share of them
still paying off their mortgages. They occupy dwellings designed for younger persons that can be difficult
to navigate and contain falling hazards. They appear
to be alone because of a spouse’s death, the departure of close friends, or the changed social fabric of
their buildings or neighborhoods. Moreover, because
they are less confident about their driving abilities, or
have fewer friends to take them to places, they have
difficulty getting groceries or seeing their dentists
and doctors, and spend an ever-increasing amount of
time in their dwellings. By professional assessments,
these older persons have difficulties maintaining their
households, managing their financial affairs, and taking care of their personal hygiene and health.
Yet many older persons who enjoy living in their
current places and are thus in their “residential comfort zones” are not swayed by professionals suggesting
it is in their best interests to change how they occupy
and use their residences. They downplay that they feel
more vulnerable, incompetent, and less in control of
their lives or surroundings, that is, are outside their

“residential mastery zones.” They are often in denial
that they are jeopardizing their health, independence,
and ability to remain active.
Unfortunately, professionals will more frequently
witness these contradictions. The fastest-growing segment of baby boomers over the next two decades will
be in their mid-70s and older, those at greater risk of
occupying residences, neighborhoods, or communities
no longer compatible with their lifestyles, physical or
cognitive health, or abilities.
This CSA Journal special edition recognizes these
challenges and offers a diverse sampling of strategies to
help older adults remain active, healthy, independent,
and safe in these multiple settings. Both problems
and solutions are multifaceted, because these physical
contexts may potentially both increase or decrease the
ability of these older adults to age successfully.
The potential for trusted and educated professionals to help older persons find and evaluate aging
in place and moving options has never been greater.
Older people increasingly need professional assistance
to navigate the labyrinth of difficult-to-understand
and financially restrictive options, private and public.
Inevitably, professionals quickly appreciate the benefits
of federal and state programs for older adults, such as
Medicaid, Medicare, and those funded by the Older
Americans Act. Professionals are more likely than
most to recognize the need for further reform in these
programs; however, they also understand how much
more difficult it would be to maintain quality of life
without them.
Janice Blanchard and
Stephen M. Golant,
Editors
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Staggering research shows
loneliness, like alcoholism
or heavy smoking, strongly
predicts early death. The good
news: creative activities offset
harmful effects of loneliness
and social isolation on physical
and mental health and are
easily available in older adults’
local communities.
BY TO B I A . A B R A M S O N , P H D

WHERE IS YOUR TRIBE?
WHO ARE YOUR PEOPLE?

Social Isolation
and Loneliness
in the 21st Century
“L

ook at all the lonely people….
All the lonely people
Where do they all come from?”

—The Beatles, “Eleanor Rigby” (Yellow Submarine, August 5, 1966)

When Paul McCartney penned “Eleanor Rigby,”
he knew a bit about older people, loneliness and social
isolation. In a November 1980 interview in the British
Sunday paper The Observer, Paul explained:
“When I was a kid I was very lucky to have a
real cool dad, a working-class gent, who always
encouraged us to give up our seat on the bus
for old people. This led me into going round
to pensioners’ houses. It sounds a bit goodygoody, so I don’t normally tell too many people.
There were a couple of old ladies and I used to
go round and say, ‘Do you need any shopping
done?’ These lonely old ladies were something
I knew about growing up, and that was what
‘Eleanor Rigby’ was about—the fact that she
died and nobody really noticed. I knew this
went on.”

Sir Paul was right about what was going on back
then. Sadly, it is still going on today in significantly
greater numbers.
Throughout the industrialized world, chronic loneliness and social isolation have become major public
health concerns. Former Surgeon General Vivek Murthy noted the most common pathology he witnessed
was not heart disease or diabetes, but rather loneliness
(Murthy, 2017). He warned that without a coordinated
and earnest plan to address underlying causes, the epidemic of loneliness and social isolation will get worse
(ibid). In England, Prime Minister Theresa May recently appointed a Minister for Loneliness in response
to a reported 9 million citizens who often or always
feel lonely (Yeginsu, 2017). And in Japan, the extreme
impact of loneliness and isolation has given rise to
the tragic phenomenon known as Kodokushi—people,
most often older adults, dying alone and remaining
undiscovered for long periods of time (Bremner, 2015).
Feelings of loneliness and social isolation affect people at any age but become particularly more
prevalent and serious in later life. Natural events associated with getting older, such as the loss of friends
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and relatives, hearing loss, and decreased mobility are
factors that can contribute to a decline in social interactions. Helping older adults navigate through these
difficulties is not easy. However, increased attention is
helping to generate innovative community-based solutions, from use of computers and technology to create
virtual senior centers to creative engagement programs
led by professional teaching artists.
Professionals working with older adults should be
aware of these issues, especially for clients aging in
place, for several reasons. First, older adults living at
home, especially if they are alone, are at a higher risk
of social isolation. Second, being socially isolated is associated with higher rates of financial and elder abuse.
Third, loneliness exacerbates existing chronic diseases,
as well as contributes to declines in mental, physical,
and cognitive health functioning. Finally, social isolation and loneliness can often be identified and ameliorated by a concerned professional who can connect
older adults to appropriate resources.

Defining Loneliness and Social Isolation

Loneliness and social isolation are in direct contrast
to the basic human need for love and belonging. In
Maslow’s hierarchy, meeting these needs is essential
once a person’s physiological and safety needs have
been satisfied. The human need to belong, to connect
to others, to give and receive love and affection, and the
need for affiliation (being part of a group and the need
for intimate relationships and friends), are essential to
not only thriving, but to one’s safety and survival.
An evolutionary fitness perspective underscores
that humans are a social species and social connections are necessary for survival throughout the life
course (Bhatti & ul Haq, 2017; Hawkley & Capitanio,
2015). Belonging and meaningful social connections
are chief characteristics found in regions that have the
longest-lived individuals in the world (Buettner, 2010).
Loneliness and social isolation are, in many ways, a
breakdown in our most basic human need for social
connection and belonging.
Social isolation and loneliness are terms often used
interchangeably as both focus on a lack of social connection, but there are distinct differences. Loneliness is
complex. It can be experienced in the company of others where one feels separated and isolated from a special
“other” or partner, or one’s peer group, or from society
as a whole. Perissinotto, Stijaci Cenzer, & Covinsky
(2012) explain loneliness as the “discrepancy between
one’s desired relationships and one’s actual relationships” (p. 1079). Thus, loneliness is the subjective feeling
or appraisal of being isolated, where one feels that they
do not belong, and/or feels a lack of companionship.
PAGE 6

Social isolation can occur when there is a lack of contact with other individuals due to situational factors or
there are infrequent social interactions. Epidemiologists
measure social isolation based on the size or density of
one’s social network (i.e., how many friends you have
or how often you have contact with family/friends),
marital/partner status, and/or living arrangements
(Holt-Lunstad, et al., 2017). The size of one’s social
network as an indicator of social isolation can be quantified and has been the basis for the general body of
research on this topic.

Prevalence of Loneliness and Social
Isolation

In the U.S. and around the globe, people of all ages, but
particularly older adults, are increasingly experiencing loneliness and isolation on a regular basis (HoltLundstad, 2018). Determining the extent of these
conditions is difficult, however, because the measures
vary and are not regularly collected. The many factors
that go into data collection and other variables are beyond the scope of this article, but it is noteworthy that
demographics such as single, married or living alone
“… are relatively crude indicators of social disconnection (e.g., someone who is single or lives alone may
still have a wide social network). They are, nonetheless,
robust predictors of health outcomes and thus should
still be taken seriously” (Holt-Lundstad, 2018). Combined with other data sources such as participation in
civic engagement and volunteer activities, these indicators reveal that the prevalence rates are likely much
higher than reported for loneliness and social isolation,
particularly among older adults (ibid).
According to a recent AARP report, social isolation
and loneliness present growing public health threats,
with a conservative estimate of more than 8 million
Americans ages 50 and older affected by isolation. Of
the respondents, 35% reported feeling lonely and 45%
of respondents reported feeling lonely for 6 or more
years (AARP, 2017). If living alone is a reliable crude
indicator for experiencing social isolation and loneliness, then the number of older adults who fall into this
category is likely higher. Almost 30% of those 65 or
older live alone. For women in this age group, 36% live
alone, increasing to 45% for women 75 years and older
(ACL, 2016).

Health and Well-Being

As noted, loneliness and social isolation have received
increasing attention from the media, lay public, and
from researchers who are studying the distress and
health implications arising from these circumstances.
Regardless of the definition, these experiences can

contribute to the deterioration of the physical and
mental health of an older person, overall poorer general health (Luo & Waite, 2014), poorer health outcomes, and decreased longevity.
Those 60 and older who identify themselves as
being lonely were 59% more likely to experience a
decline in their ability to perform basic activities of
daily living, i.e., grooming, toileting, dressing, etc., and
had more problems with mobility (Perissinotto et al.,
2012). Moreover, loneliness and social isolation were
found to be risk factors for coronary heart disease and
stroke (Holt-Lunstad & Smith, 2016). Loneliness,
specifically, has been linked to high or elevated blood
pressure (Hawkley & Capitanio, 2015; Perisonotto
et al., 2012) and increased cortisol inflammatory responses to stress (Hackett, Hamer, Endrighi, Brydon,
& Steptoe, 2012). An inverse relationship appears to be
correlated between social support and morbidity and
mortality (Holt-Lunstad, Smith, & Layton, 2010). In
other words, lonely older adults with less social support
and social connectedness are more likely to die earlier.
Those 60 years of age and older who reported feeling
lonely had a 45% increased risk of death (Perissinotto
et al., 2012). Some of the most staggering data indicates that loneliness was as robust a predictor of early
death as alcoholism, smoking 15 cigarettes a day, and a
stronger predictor than obesity or a sedentary lifestyle
(AARP, 2017).
Loneliness in older adults has been linked to
cognitive deficits, cognitive decline, and dementia in
several studies. It is both a predictor and marker of
pathological changes in the brain as well (Bhatti & ul
Haq, 2017). Holt-Lunstad et al. (2017) reported that
older adults who described themselves as being lonely,
regardless of whom they lived with, were twice as likely
to develop dementia over a three-year period. Predictably, feeling lonely is correlated to decreased quality of
life (Shankar, Hamer, McMunn, & Steptoe, 2013). Social isolation is likewise found to have similar negative
influences on health (Luo & Waite, 2014; Choi et al.,

2015; Jaremka et al., 2014). It is increasingly evident
that social relationships and connectedness to others
influences health outcomes and warrants being taken
as seriously as other risk factors.

Risk for Older Adults vs. Other Age
Groups

Perceptions of loneliness may depend on one’s stage
in life. The objective indicators of social isolation that
underlie loneliness may vary dramatically among the
young and the old. For example, an adolescent may
feel lonely if they have only two good friends, but an
85-year-old may feel socially connected still having
two good friends (Luhmann & Hawkley, 2016). Research reveals higher reports of loneliness in those in
early and late adulthood, with middle-aged adults reporting lower levels of loneliness than these other two
age groups (Luhmann & Hawkley, 2016). It is unclear
if these findings will shift as boomers enter their retirement years; loneliness may become a serious health
issue for this age group as well. This in part may arise
due to the increasing, dominant use of technology as a
means of communicating and interacting with others.
Technology and technological advances may prove to
be a mixed bag, as technology has the contradictory
potential to both combat and exacerbate the risk and
experience of loneliness and isolation. Future research
will need to explore the impact that this shift will have
on aging boomers’ experiences and whether (and how)
technology utilization will impact the size of one’s
social networks, social connectedness, the feeling of
social isolation, and loneliness.

Identifying and Addressing Risk Factors
for Social Isolation

There is no silver bullet, no direct and easy solution for
addressing social isolation and loneliness among older
adults. Those who work with older adults can intervene on numerous levels, but first it is important to
understand the various factors older adults face that
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put them at risk for social isolation and loneliness.
Risk factors linked to social isolation can be grouped
into these categories: events (loss of spouse/partner or
close friends, becoming a caregiver, undergoing major
life transitions, living alone); physical (both sensory or
mobility losses, chronic illness); psychological (mental
health problems, i.e., depression, dementia, life transitions); or socio-economic (low income, limited financial
resources, being a caregiver, living in rural or unsafe
communities, poor social support networks, cultural
barriers, non-English speaking) (AARP, 2012).
At the broadest level, it is essential to identify individuals who may be experiencing any of the above risk
factors and help them find ways to preserve and bolster
their existing social networks. Perissinotto et al. (2012)
refers to this as a primary prevention approach and
Nobel (2017) similarly refers to this in his pyramid of
vulnerability model.
Professionals working with older adults need to
become better at detecting individuals who identify as
lonely and are beginning to disconnect but who are still
healthy. Including screening questions or loneliness
questionnaires, such as the UCLA Loneliness Scale or
the adapted 3-item scale (Penninx et al., 1998) as a
regular part of medical and psychosocial evaluations,
or as part of the initial client intake process, is critical
to identify those at this level of risk, before the impact
of loneliness takes a toll on the older person’s physical
and mental health. For older adults identified as lonely
and socially isolated, it is important to reduce the progression that the negative effects of loneliness might
be having on their health (tertiary prevention; Perissinotto et al., 2012). While a number of strategies such
as virtual senior centers, community gardens, and intergenerational day care programs are being employed
to bolster social connection, creative engagement has
been shown to be an especially useful intervention.

Creative and Artful Engagement:
A Strategy for Reducing Loneliness and
Social Isolation

Often lonely individuals are less likely to be active in
programs that can help them to build social networks
(AARP, 2017). The task is to connect people to community arts programs and resources, ideally before they
become at risk.
Participating in creative and artful activities that
focus on intergenerational activities, lifelong learning, civic engagement, and health and wellness can
offer opportunities for older adults to become more
involved with others within their communities and
thereby help to decrease loneliness, social isolation,
and improve physical and mental health. Creativity for
PAGE 8

older adults allows individuals to create meaning, finish unfinished business, and make a lasting statement
(Cohen, 2000). Creativity also allows for engagement
in purposeful activities that foster a sense of competence, purpose, growth, and improve self-esteem and
coping skills.
Collaboration engages the mind, body, and soul,
provides opportunities for regeneration and healing,
and can be a powerful tool in keeping older adults from
experiencing social isolation and loneliness. Many
creative engagement activities (i.e., dancing, chorale
groups, theater, etc.) foster membership and a sense of
belonging by their collaborative, participatory nature.
There are also physiological benefits to engaging
in creative activities that can possibly offset the health
consequences associated with loneliness and social isolation. Engaging in creative activities has been shown
to stabilize heart rate, regulate hormone levels, and
increase hormones associated with feeling good. In
addition, decreases in pain level, improved mood, improved physical functioning, and positive neurological
changes have been found when older adults participate in various art forms. Cohen’s (2000) research on
participation in chorale groups found that participants
had fewer doctor visits, fewer falls, lower medication
use, and lower levels of depression.
The issue of social isolation and loneliness is multifaceted and will require a multidisciplinary approach
to come up with innovative solutions at the individual,
community, and societal levels. Creative engagement
may offer one pathway for some older adults who are
experiencing the negative effects of social isolation and
loneliness. Being creatively and artistically engaged allows for involvement in meaningful activities, provides
practical ways to reduce loneliness by reconnecting to
others and to one’s community, increasing the size of
one’s social network, improving the quality of social
supports, and increasing the frequency with which one
has contact with others. Engaging individuals in the
arts throughout the life course may serve as a primary
prevention tool in combatting and preventing social
isolation and loneliness before negative health effects
can take hold. •CSA
Tobi Abramson, PhD, has worked for the past 30
years as a licensed psychologist to improve the
mental health of older adults and their families.
She is currently the Director of Geriatric Mental
Health at the New York City Department for the Aging and a Fellow
of The New York Academy of Medicine and consults, conducts
trainings, and writes about geriatric mental health. Contact her at
tobiabramson@yahoo.com.
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GOING IT ALONE:

Over 20% of baby boomers are at risk of becoming “solo agers” with no
family members to oversee, provide or share in their caregiving. Professionals
need to think how their services can replace or augment family caregivers,
from aging in place to long-term and end-of-life care. BY B R E N T G R E E N

THE PLIGHT OF SOLO AGERS

L

ucille and Gilbert Green died 18 hours apart in an
antiseptic, unremarkable room. They had spent their
final months sharing the same small twin-bedroom
in a skilled care facility, their final wish remaining unfulfilled that they would peacefully pass away side-by-side in
the master bedroom of their beloved retirement home 500
miles away.
Victim of a heart attack, Gilbert knew he was dying.
He told his family that he wanted to pass away just a little
before Lucille, so he wouldn’t miss her so much. Not long
after that conversation, Gilbert lay in a twin bed, laboring to breathe. While holding Lucille’s hand, he inhaled his

last breath. The next day, Lucille, alone and without her
husband of 65 years, suddenly slumped at breakfast, though
her medical condition had seemed stable. Within an hour,
she also slipped silently away. Julie, her daughter, interpreted this rare coincidence for a perplexed nurse, “There’s
no way my mother was going to live without her love of a
lifetime. She died of a broken heart.”
Throughout their final months, weeks, and days, Julie and I had become vigilant and engaged in their care.
When Dad’s sharp quantitative mind began to slip
(in his judgment), he asked me to take over the family financial affairs. When Mom’s Parkinson’s disease
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could no longer be managed at home, we reluctantly
took her to a skilled care facility. Not long afterward,
Dad voluntarily moved to an assisted care facility to be
closer, although he was unhappy to still be physically
separated from his wife. When the skilled care facility served substandard meals—too often overcooked
and unhealthy—I contacted a state health department
for independent review and inspection. When family
heirloom jewelry was stolen from my father’s locked
box tucked under his bed, we interceded by pressing
for a criminal investigation. When our mother became

Solo aging boomers are just beginning
to grasp the enormity of a very likely
problem: the demand for caregivers
will far outweigh the number of those
willing and available to provide care.

subjected to abusive treatment by a stressed-out and
overworked employee, we changed facilities by moving
Lucille and Gilbert near my home in Denver. Careful
oversight of their long-term care needs became a daily
responsibility during their final year, requiring most of
my time.
The story of those last few years of my parents’ lives
is not unique. Most of my peers have likewise experienced the painful decline and death of one or both parents. Moreover, many have provided similar assistance
in financial management, making major decisions and
overseeing care, as well as hands-on caregiving and
emotional support for frail loved ones. Indeed, in 2015
over 34 million Americans provided unpaid care to an
adult age 50 or older in the previous 12 months [National Alliance for Caregiving and AARP, 2015).
Unlike previous generations, the World War II
generation was the first generation en masse to live
well beyond their life expectancy of around 60 years.
Although many older people gained a longer life, the
quality of those years has often been overshadowed
by challenges brought on by frailty and failing health.
Ongoing support and care provided by adult children
and other close family members has mitigated some
of the difficulties they faced. Yet, who would have
provided oversight had they been childless, struggling
to age in place, and without nearby relatives or sturdy
friends to help manage care and act as an advocate?
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This foreboding and monumental question hangs over
the next chapter of an aging nation.

The Rise and Challenges of the Solo
Ager

Baby boomers (born from 1946 to 1964) have had
significantly fewer children than their parents’ generation. During the peak of the Baby Boom in the late
1950s, American women were having an average of
about four children during their childbearing years. In
contrast, baby boomer women had half as many—an
average of two children. Remarkably, about 20% of
boomer women did not have children, although this
varies widely by factors such as educational level, race,
and ethnicity (Livingston, Parker and Rohal, 2015).
For example, in 1994, almost 30% of women with a
master’s degree or higher, and 35% of women with a
PhD or MD between the ages of 40 and 44, did not
have children (ibid).
Not only are boomers—presumably men as well as
women—less likely to have fewer or no children than
their parents, they are also more likely to be single. In
a landmark study (Lin and Brown, 2012a), researchers
used data to document the rising proportion of unmarried adults ages 45 to 63—from roughly one in five
(22%) in 1980 to one in three (34%) in 2009. Of the
unmarried persons (all boomers) in 2009, 58% were
divorced, 32% were never married, and just 10% were
widowed. As boomers grow older, the proportion of
unmarried adults will continue to rise as marriages dissolve and partners die.
Between 1990 and 2010, the divorce rate among
adults ages 50 and older doubled; and in 2010, about
25% of all divorces occurred to people ages 50 and
older (Lin and Brown, 2012b).
Finally, the adult children of boomers are proving to be much more peripatetic than their parents
by relocating far away from families to pursue careers
and lifestyles in locations around the world. Even for
boomers with children, some may find that in their
later years they will be on their own because their kids
live too far away.
Maria T. Carney, Chief of Geriatric and Palliative
Medicine at Northwell Health of Great Neck, N.Y.,
estimates that 23% of baby boomers will eventually reach their final days without family caregivers
(Ianzito, n.d.). Assorted names have been coined to
describe this unenviable segment of the aging population, including unbefriended elder, patients without surrogates, vulnerable elderly, childless unmarried, and lone
elders (Carney, et al., 2016). The most common term to
appear in media articles during recent years has been
“elder orphans”—defined in the gerontology literature

as, “aged, community-dwelling individuals who are
socially and/or physically isolated, without an available known family member or designated surrogate or
caregiver” (ibid).
Joy Loverde, author of Who Will Take Care of Me
When I’m Old?, cringes at the elder orphan label, viewing the name as loaded with images of dependency and
victimization. In an interview with this author, Loverde
advocates instead to refer to this group as “solo agers,”
a more empowering way of describing those who by
choice or circumstance are navigating their final years
of life without adult children, a partner, and/or a close
family member willing and able to provide assistance
or oversight of their care. Given the more positive and
empowering connotations of solo ager, for the purposes
of this article I will follow Ms. Loverde’s lead.
While many solo agers have been independent and
socially active most of their adult lives, as they reach
their later years they usually confront challenges related to failing health and frailty. Common age-related
conditions such as hearing loss, failing eyesight, and
arthritis can become barriers to one’s social life, especially when managed alone. A growing body of
research reveals that older adults are at a greater risk
for a wide range of negative outcomes if they become
socially isolated and/or lonely. Studies reveal that low
social support portends “poor physical and psychological health and an increased risk of mortality” (Carney,
et al, 2016). Specifically, such individuals experience
higher incidences of medical complications, risk of
coronary disease, poor rehabilitation outcomes, functional decline, mental illness, depression, mobility issues, and healthcare access problems (ibid).

When Advanced Aging Becomes
Relevant to an Aging Generation

Boomers have been pigeonholed as a social generation
when reflecting on their over-populated public schools
in childhood, mass-market media fads during their
teens, and communal lifestyles made famous during
the sixties. Some observers conceive of boomers as a
tribe. However, this generation has also been described
as comprised of fiercely independent iconoclasts who
brought their considerable economic force to the human potential movement and psychotherapeutic models promoting personal development and construction
of the self as separate from the group. Individuality
reigns with this generation. Robert D. Putnam described the social impact of a generation of solo actors
and freethinkers withdrawing from community-based
organizations in his seminal 2001 book, Bowling Alone.
Although the reproductive demographics of this
generation have been recognized by professionals for

SOLO AGER SCREENING QUESTIONS
• What is your marital status? Do you live with a
spouse or committed significant other?
• Do you have children? How many? Where do
they live? Are they willing to travel if necessary
to assist in your care when needed?
• Do you have other extended family members
or close friends willing to help you manage
your future care needs?
• Do you have someone to help you make
medical decisions and act as your advocate?
• Do you have professional help with budgeting,
bills, and investment decisions?
• Do you have a health care proxy or durable
power of attorney for health care, a living will,
or other advance directives?
• What is the name, address, and telephone
number for the person you wish to call upon
in an emergency or crisis? Are they aware of
your needs and expectations?
• Do you currently employ a home health aide
to help with personal care such as bathing,
dressing, cooking, shopping, and other
activities of daily living?
• Do you have a will specifying distribution of
your belongings, property, and financial assets?
• Have you communicated your goals for
advanced medical treatment, hospitalization,
burial wishes, and final arrangements with
anyone?
• Where do you keep your legal papers and
instructions, and who has immediate access
to them in an emergency?
• Should you become incapacitated or die, have
you planned for the care of any pets?
Adapted from Carney, M.T. et. Al. (2016). Elder orphans
hiding in plain sight: A growing vulnerable population.
Current Gerontology and Geriatrics Research, February
2016, https://goo.gl/1T6uyK
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decades, solo aging boomers are just beginning to
grasp the enormity of a very likely potential problem: the demand for caregivers will far outweigh the
number of those willing and available to provide care.
As younger and mid-life adults, some may have assumed—perhaps based on their own experience with
parents or grandparents—that a life-long spouse
would step in when the time arrives for greater care.
Then, a marriage never materialized or divorce happened—factors that contribute to one-third of boomers currently single. Still others may hold onto magical
or wishful thinking that they will compress morbidity
and avoid protracted long-term care due to chronic
diseases and/or mental decline.
Frank Baysore, NCG, with Baysore and Christian
Fiduciary Services in Denver, Colorado, further makes
a distinction between solo agers with sufficient retirement assets and those who are financially insolvent.
Baysore’s practice currently serves 20 active clients,
eight of whom are financially strapped—over onethird of his firm’s current practice. Baysore believes
that those with substantial assets can, in effect, construct pseudo-family oversight by engaging myriad
professionals working within the aging industry, from
elder law attorneys to geriatric care managers and even
death doulas.
Those with fewer or no assets will likely be dependent on services funded principally by Medicaid, the
federal and state health insurance program for U.S.
citizens who have limited resources. While Medicaid technically will pay for a long-term facility and
in-home care services for those who qualify, Baysore
often confronts unwillingness by some long-term care
facilities to admit qualified clients because of nominal
remuneration for skilled care services provided under
the program. Moreover, financing care is only part of
the challenge. As illustrated earlier with my parents,
even if care is available, there is still considerable need
for an advocate and someone to manage outside care
services.

Opportunities for Professionals

What roles can professionals constructively serve
when addressing the unique needs and concerns of
solo agers? Experts interviewed for this article recommend beginning client engagements with insightful
screening through questionnaires and verbal interviews. Without this active query process, some clients
may be unwilling to disclose how isolated they are—to
some lonely souls, it may be a source of embarrassment
or admission of failure. Online resources propose many
useful survey questions (Carney, et al, 2016).
Once professionals understand the complete
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SOLO AGER DISCUSSION AND PLANNING
AREAS
• Learn how and where a client prefers to age
by evaluating the current situation (through
the survey questions) and then by strategic
planning for solo aging.
• Elicit commitments to get all legal documents
in order, specifically making clear all
client intentions for medical interventions,
distribution of property and financial assets,
and final arrangements for funerals and
celebrations of life.
• Develop an informal plan to enhance current
social networks including volunteering, taking
classes at community colleges, joining online
groups and community clubs of interest—or
any other steps that will help an isolated client
find meaningful, mutually helpful relationships
in later life.
• Prompt support from like-minded friends and
acquaintances who are also interested in
discovering novel ways to create community
through cohousing projects, roommate
arrangements, and joining targeted
lifestyle-oriented continuing care retirement
communities.
• Help clients think creatively about managing
a future that does not include a traditional
family caregiver, such as providing a living
space to a college student in trade for
nonmedical services, including cleaning,
light maintenance, cooking, shopping,
transportation, and even shared social
activities.
Adapted from Carney, M.T. et. Al. (2016). Elder orphans
hiding in plain sight: A growing vulnerable population.
Current Gerontology and Geriatrics Research, February
2016, https://goo.gl/1T6uyK

psychosocial context and support networks of their
clients, the next step is to engage other professionals who can help with medical services, financial
planning, legal services, nutrition management, and
housing arrangements.
As Joy Loverde underscored in our interview, “to
be able to successfully serve these clients, professionals

must establish a substantial and up-to-date resource
database to tap into for a variety of emergency and
non-emergency situations. Professional partnerships
of all kinds are a must.” Fiduciary Frank Baysore
echoes this sentiment and maintains an extensive
network of allied professionals to assist with addressing the complex, non-financial problems besetting his
firm’s clients.
Beyond understanding the social and support context of each client’s life situation, it is also beneficial to
help solo agers learn to think about and make concrete
plans before a caretaking crisis develops. Informal counseling sessions can cover some of the key areas in the
sidebar, “Solo Ager Discussion and Planning Areas.”
These recommendations for active engagement and
planning are most applicable to clients who are cognizant of their life situation and able to engage in the
planning process. However, solo agers can be at greater
risk for cognitive and physical decline than their peers
who have robust and supportive social networks. Notes
Loverde, “the professional caregiving industry needs
to better understand the possibility that the decisionmaking process of people who are aging alone can be
seriously impaired.”

Within the context of a rapidly aging population
typified by the generational segment known as baby
boomers, unprecedented caretaking challenges are unfolding for millions of isolated and disconnected individuals. But with these problems come extraordinary
opportunities to provide advice, services, new community-based caretaking models, and oversight for those
solo agers who have chosen—or have been forced by
circumstances—to go it alone. •CSA

A Possible Difficult Future for Some
Solo Agers

Carney, M.T. Carney, Fujiwara, J., Emmert Jr., B.R., Liberman, T.A., and
Paris, B. (2016). Elder orphans hiding in plain sight: A growing
vulnerable population. Current Gerontology and Geriatrics
Research.

The stakes have never been greater for the nation and
professionals serving aging adults. It is incumbent
on industry specialists to raise public awareness and
advocate public and private solutions for the social,
demographic, and economic phenomenon of solo
agers. This alarming situation is compounded by the
generational proclivities of baby boomers who have
spent their lives being indulged and accommodated
by the for-profit and nonprofit sectors. Boomers have
always had many choices in the products they purchase, the services they expect, and the lifestyle options they pursue to have satisfying and meaningful
lives. Boomer solo agers will likely present the public
and private sectors with extraordinary challenges, as
well as untapped economic opportunities.
“Unlike older generations, boomers won’t expect to
stop growing and evolving just because they get sick or
develop a chronic illness,” advises Loverde. “Those involved in the long-term care industry, either directly or
indirectly as advisors, must treat each boomer as a person with potential and interest in health and wellness
and overall well-being. This is a demanding generation,
and boomers expect to be supported physically, intellectually, socially, and spiritually for the rest of their
lives.” Emerging aging-in-community options can
help address the challenges besetting these solo agers.

With an advertising and marketing career spanning
40 years, Brent Green has played a significant
role in ongoing international conversations about
the intersection of baby boomers, business, and
aging. Author of five books focused on diverse topics such as
boomers, history, generational marketing, sociology, and spirituality,
he maintains four content-rich websites and has been an active
blogger since 2005. He is the recipient of over 50 marketing and
creative awards. He served as a keynote speaker for the 2014 CSA
Conference and has contributed two previous articles to the CSA
Journal. http://bgassociates.com, brent@bgassociates.com
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Aging in Place:
Context Matters
Designing and modifying the physical home is only part of the answer
to successful aging in place. Equally important is the larger context of
community and social relationships that give life meaning and purpose.
BY PAT R I C K R O D E N , P H D

M

any communities around the country are
at a crossroads. Driven in part by the graying of the Baby Boom generation, the demographic transition we are in is like no other in
human history. According to the U.S. Census Bureau (2011), adults 65 and older are now the nation’s
fastest-growing segment of the population. Between
2000 and 2010, this cohort grew at a rate of 15.1%,
compared to 9.7% for the general population (U.S.
Census, 2011). By 2060, the total number of individuals over 65 is projected to more than double, from
46 million today to over 98 million (PRB, 2016).
Living longer is one of our greatest human achievements. Added years bring new opportunities, but also
great challenges. The changes brought on by such a
major shift in the age structure of our population will
have ramifications in every aspect of our society. Key
among them is where our older adults will live out
their lives. This article explores in broad strokes the
context of aging in place today, and the potential for
aging in community tomorrow.
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Home Is Where My Parents Still Live:
Aging in Place Today

Children of the post-World War II generation are
turning 65 at the rate of approximately 10,000 per
day (Colby & Ortman, 2014). As has been true
for many of their parents, most boomers continue
to live in the suburbs, where they have spent most
of their lives, first as children and later as parents
raising their own families (Dunham-Jones and Williamson, 2012).
In 2014, about 53% of older adults were living in
auto-centric suburbs with another 20% living in rural
counties (Golant, 2017). Surprisingly, almost 40% of
suburban residents are adults ages 45 and older (Dunham-Jones and Williamson, 2012). Most residents
live in single-family homes, where they have lived for
20 or more years, often in the same house where they
raised their children (ibid). The overwhelming majority—nearly 90%—want to stay in their homes, even
if at some point they need long-term care assistance
(Farber, et al., 2011).

The very qualities that draw Americans to life in
suburbia—spacious homes and yards and a “get-away”
location from metropolitan hassles—often become
the features that present major challenges for aging in
place. Approximately 38% of the housing stock in the
U.S. is greater than 45 years old (Zhao, 2016). Keeping up with the maintenance, yard work, and care for
a typical mid- to late-century 3-bedroom home with
a good-sized yard often becomes a physical, financial,
and even mental drain for residents as they grow older.

Incorporating these types of home modifications, as
well as assistive technology such as light sensors, can
create a safer, more accessible living space that better
supports an older person with failing eyesight or arthritic hands. Equally important are proactive home
improvements for aging in place that can diminish the
risks for adverse events such as falls—the leading cause
of injury deaths and the most common cause of injuries and hospital admissions for trauma among adults
ages 65 or older (CDC, 2007).

CHRONIC HEALTH ISSUES

ARCHITECTURE OF ISOLATION

Chronic issues such as arthritis, heart disease, and respiratory disease often become a major impediment in
later life that often jeopardizes an older adult’s ability to remain in their home without significant assistance. About 80% of adults 65 and older have at least
one chronic condition, and 77% have at least two or
more (National Council on Aging [NCOA], n.d.) The
greater the number of chronic illnesses, the greater the
risks for functional limitations that can lead to hospitalizations and institutional long-term care. An estimated 70% of adults 65 and older will eventually have
functional limitations that require some assistance
with activities of daily living (Bezaitis, 2009).
UNIVERSAL DESIGN FEATURES

Only 1% of U.S. housing has all five “universal-design”
features recommended for aging in place (Baczynski,
2012). These include no-step entry, single-floor living, extra-wide doorways and halls, accessible controls/switches, and lever-style door/faucet handles.

The suburbs have been termed “the architecture of
isolation” by age-friendly city planners for the great
spaces between houses, cookie-cutter subdivisions,
poor road design, and the lack of a central downtown
center with informal “third places”—the coffee shops,
bars, public parks, and other places where people informally meet and socialize. Auto-dependence and
youth-centric built environments are major challenges
for a population aging in place, leading to physical and
social isolation and an increased risk for loneliness.

Accessibility Is Only Part of the Equation
Much of the conversation surrounding the concept
of aging in place by home-design and remodeling
professionals focuses on the built environment, for
good reason, as most obstacles to staying in-home are
structural. Adding a handrail on the stairs, installing
a raised toilet, and remodeling a bathroom to accommodate a wheelchair are physical changes that can lead
to greater independence and autonomy. As important
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“CHOICE ARCHITECTURE” APPLIED TO AGING IN
PLACE PROFESSIONALS
“Choice architecture” (Thaler & Sunstein, 2008) refers to the
practice of influencing choice by changing the way options
are presented to people. This concept is highly applicable for
professionals in the field of accessible home design and agingin-place remodeling.
The authors draw many parallels between choice
architecture and the more traditional forms of architecture
(Thaler & Sunstein, 2008). One crucial parallel is that there is
no such thing as “neutral” design. For example, the architect’s
selection of restroom placement in a business suite will have
subtle influences on how people interact. Every trip to the
restroom creates an opportunity to engage co-workers.
A choice architect has the responsibility for organizing the
context in which people make decisions. For example, a doctor
describing various treatment options to a patient, or a Certified
Aging in Place Specialist (CAPS) remodeler describing various
universal design options to a homeowner, are both choice
architects.
Number of Choices Presented
One of the essential decisions facing any choice architect is the
number of alternatives to present to the decision maker. Should
the CAPS client (decision maker) be presented with one option
at a time or several? Too few alternatives and choice architects
run the risk of limiting options. Too many alternatives and
choice architects run the risk of choice overload.
One recommendation that balances these considerations
is that four or five non-dominating options may
represent reasonable initial values for choice architects, given
these tradeoffs. One could also proceed by starting with this
limited choice set, but also provide the decision maker with
the option of considering more options if desired (Johnson et
al., 2012).
Insights Applied
For the CAPS remodeler, giving fewer choices, at first, with
the option to consider more choices later is key. This helps to
build trust with the decision maker. For example, offering the
three highest-impact design elements of visitability (non-barrier
entrance, 36- to 42-inch doorways, bathroom on the main
floor), while explaining the autonomy merits of each element,
is a strategic way to start with a new decision maker on their
way to greater accessibility and aging in place.
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as these physical changes are, performed outside the
context of social support and meaningful relationships,
aging in place is unlikely to be successful.
SUSTAINABLE QUALITY OF LIFE

Architect and developer of sustainable communities,
Meda Ling, offers great insight about the economic
and social aspects of true sustainability and the humane quality of life factor when designing for an aging population. According to Ling (M. Ling, personal
communication, October 28, 2017):
Of even greater importance to this line of
thought: no matter how well an individual
home may accommodate and adapt to the
changing physical needs of a homeowner over
time, if it does not encourage social interaction
or a sense of belonging to a supportive community, whether intentional or serendipitous,
aging in place is unlikely to be an option. One
must always consider the context of a home
within the greater environs of a neighborhood
or community. Are the homes sited in such a
way that people are encouraged to interact and
know their neighbors? How does location of
a home or development relate to the greater
community and access to transit options, shopping, health care, entertainment, and passive
and active recreation such that it encourages a
healthy lifestyle? How does the home and the
neighborhood relate to the environment: does
it make sense in terms of land use and water/
air quality objectives of sustainability? I have
strong reservations about the concept of aging
in place as a sustainable model for a humane
quality of life. From the perspective of a site
architect, I consistently find myself reminding
my professional colleagues to step back and see
the forest for the “kitchen cabinet” selection. I
ask that we consider quality of life as the guiding principle of how we design, how we use the
land, and how we build. Rather than designing/
building for aging in place, please consider designing/building for living in community.
Ling’s statement is a systems-thinking approach
to designing communities that are sustainable and
age-friendly. This brings up a paradox of aging in
place: to be more independent one will need to be
more interdependent. Planning for aging in place
must occur within the context of a larger system of
community. It must also meet the goal of increased
quality of life for all, both present and future.

ARCHITECTURE OF CONNECTION

A new vision for planning and design can transform
the “architecture of isolation” into the “architecture of
connection.” Communities planned for the spectrum
of age and physical abilities are more inclusive. They
increase interdependence and can ultimately decrease
isolation and the costs of aging in place. One key to
this approach is a more inclusive concept of aging as
a pattern of change throughout the entire life span.
When designing for children, older adults, and those
with disabilities (temporary or permanent) we must
not consider these as separate groups of users, but rather, as a spectrum of human-environment interaction—
“inclusive design” (The Norwegian Centre for Design
and Architecture, n.d.).
Failure to consider the contextual elements of aging
in place and narrowly focusing on remodeling as the
solution is flirting with disaster. Building with beautiful universal design in isolation can be inspiring in the
short run, but shortsighted in the long run. Design and
planning, guided by the principles of inter-dependence
and living in community, are essential to our collective
future direction.

Innovations that Support Aging at
Home and Staying Connected to the
Community

There are many creative housing solutions already in
practice and even more on the horizon. Cohousing,
older adult-student home sharing, older adult-planned
intentional communities, and the potential of accessible 3D printed homes are just a few examples that hold
great promise to deliver affordable and non-isolating
housing solutions. However, how do we better integrate existing housing in the hundreds of thousands of
American suburbs with the larger community?
Fortunately, with the rise of the New Urbanism
and Transit-Oriented Development movements occurring in urban areas, land-use planners are taking
a second look at how to reinvent and retrofit the
infrastructure in outlying suburban areas. Decaying
strip-malls/shopping centers, abandoned office parks,
and vacant big box stores offer large tracts of relatively
cheap land that can be converted into places that are
more walkable, transit-oriented, and people-friendly.
The most prevalent and impressive transformations
have occurred in former shopping mall sites. For example, in Lakewood, Colorado, the former Villa Italia Mall from the 1960s, one of the biggest enclosed
malls in the nation, fell into decay in the 1990s and
closed its doors. In the early 2000s, the 104-acre location become the site for a busy mixed-use downtown
district, covering 22 blocks with restaurants, specialty

stores, salons, public squares with fountains and seating areas, and a variety of apartments, townhomes,
and housing mixed throughout. Today in Denver, 8
out of 13 of the region’s malls have undergone or are
proposing to undergo similar retrofit transformations
(Goodyear, n.d.).
New transportation choices, spurred on by advances in technology, are also being re-tooled or introduced for the 65 and older marketplace. Uber (Uber
+ AARP), Lyft (Lyft Hero), and the advent of selfdriving cars, can all reduce the isolation of suburban
and rural living. These options also lead to safer streets
by giving older adults the option to give up the car keys
sooner without sacrificing their mobility.
Technology is also increasing access to health care.
New computer and smart phone Apps have opened
the doctor’s office to web-based video conferencing for
non-medical emergency visits. This prevents unnecessary clinic visits, reduces costs, and decreases institution-acquired infections. Medications and medical
devices are increasingly available for home delivery,
and the promise of drone delivery technology will
greatly decrease delivery time. In the future, medications and meals may be 3D printable from home.
New workplace policies afford informal caregiving
relatives greater flexibility to care for their aging loved
ones. Flex time, compressed work weeks, family leave
options, and managers trained in family-friendly policies contribute to the aging-friendly workplace. Such
innovative practices increase connection to loved ones
and decrease care costs by reducing the need for paid
caregivers.
Finally, better education, along with community
planning, leads to better inclusion of older adults in
our communities. Diversity education curriculum in
schools and workplaces is beginning to include understanding of and sensitivity to the needs of older
adults. Programs that engage older persons with students, such as intergenerational day care programs
and community gardens, help to foster a more inclusive society.
Aging in place is frequently pigeon-holed into
meaning growing old behind four walls. The tendency to treat “place” simply as a container for older
people is limiting—a homogenous definition that fails
to recognize the multifaceted nature of older people
and the dynamic places they live. As professionals, we
must look beyond the context and accessibility of the
homeplace, to the larger context and accessibility of
community. It is through recognizing and nurturing
this interdependent connection between home and
community that we can best assist older adults to have
meaning, purpose, and a better quality of life. •CSA
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Patrick Roden, PhD, spent his early years crawling
around the floors of a nursing home where his
grandmother was head nurse. He feels this
experience imprinted him and influenced his life’s
work. Patrick’s nursing career spans over two decades in a variety
of clinical and non-clinical settings. In 2010, he was awarded
The Lloydena Grimes Award for Excellence in Nursing from Linfield
College School of Nursing. He is a contributing blogger for boomerlivingPlus.com and The Mature Market Experts and is the creative
force behind aginginplace.com. Contact him at aginginplace@
comcast.net.
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Baby, My Car Can Drive My Car!
The Impact of Autonomous Vehicles
on Mobility for America’s Aging Society
Self-driving cars, shuttles and buses may soon revolutionize older adults’
options to get around town. Learn about the most recent developments in
this worldwide transportation breakthrough. BY M I C H A E L S . M A R C U S , M S W,
N OA H T. M A R C U S , M N E A , A N D J O H N M . M I G L I ACC I O, P H . D.

A

n older woman lives on a quiet street in a firstring suburb of a large Midwestern city. She loves
where she lives and enjoys gatherings at her
church, exercising at the senior center, and volunteering at
the local hospital. Most of her activities and shopping are
less than a mile away, but they are located across a very
busy street without a crosswalk. Her failing eyesight has
made it increasingly difficult for her to drive, as well as to
navigate on foot outside her home. Recently, after another
near-accident, she finally ceded her car keys to her daughter.
Ever since, she has felt disheartened and anxious. Without
her car, she fears she will have to give up her activities and
independence. The bus stop is too far away and asking family and friends for rides feels like an imposition. Much to
her dismay, she is now beginning to realize that without a
reliable way to get around, she may no longer be able to live
in her home of 45 years.
This older woman is not alone. Most older adults
consider owning a car and driving to be essential to
their independence, freedom, and sense of control over
their lives (Bailey, 2004; Chihuri, et al., 2016). The decision to give up the car keys—or, to have them taken
away forcibly—is a demoralizing, if not traumatic,
event for hundreds of thousands of older Americans

every year. Like this older woman, most older drivers
reluctantly come to this decision due to a decline in
their visual, physical, or cognitive health that negatively impacts their driving abilities (ibid).
Some of their biggest concerns—and of those closest to them—are how they will be able to maintain
living at home and continue their current activities
without a car. What are their other transportation options? How affordable, accessible, and convenient will
these alternatives be?

Stuck at the Intersection of Aging and
Mobility

These types of concerns are not inconsequential—and
they become increasingly urgent with a rapidly aging
population. In less than two decades, the number and
proportion of adults 65 and older has grown from 30
million in 2000, around 12% (U.S. Census, 2011), to
nearly 48 million in 2015, representing 15% of the total population (U.S. Census, 2017). As the last of the
baby boomers turn 65 between 2020 and 2030, this
segment of the population will skyrocket by an additional 18 million, totaling 66 million, or about 20% of
the population (Mather, Jacobsen and Pollard, 2015).
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By 2060, this age group is expected to mushroom to an
astounding 98 million older Americans, about a quarter (24%) of our nation (ibid). Moreover, “the oldestold”—adults 85 years of age and older—are expected
to more than triple from 6 million in 2015 to nearly 20
million by 2060 (ibid).
As people grow older, chronic illnesses, disabilities, and frailty further limit mobility options. According to the National Center for Biotechnology
Information (NCBI), almost 32% of people ages 65
and older reported difficulty walking as few as three
city blocks, and 20% of people over the age of 65 do
not or cannot drive a motor vehicle (Buckinx, et al.,
2015). These two factors considerably limit their mobility. The ability to get around, whether it’s to a doctor’s appointment, the grocery store, or to visit with
friends, is essential to an older adult’s independence,
quality of life, and ability to age in place. (Bailey,
2014; Chihuri, et al., 2016).
In 2015, over 15 million Americans ages 65 and
older (half of the older adult population) lived in
communities where public transit ranged from poor
to non-existent and with few other mobility options
available (Transportation for America, 2011). Issues
related to mobility within communities will continue
to compound as 78 million baby boomers, the majority
of whom reside in these suburban and exurban areas,
enter into their 70s and beyond (ibid).
Access to mobility options can be poor for older
persons, regardless of community size or location. In a
national analysis by Transportation for America (2001)
that looked at public transit options for older adults,
researchers found that in some mid-sized metropolitan areas with populations of 1 million residents, such
as Hamilton-Middletown, OH, 100% of older adults
had poor transit access. Similarly, in Atlanta, GA, with
more than 3 million residents, 90% of older adults had
poor access to transit. Even in New York City, which
has a large metro-wide and suburban transit system,
upward of 41% of its population ages 65 and older
are unable to access reliable public transit. In many
cases, transportation options become more limited and
sporadic farther from the central city hub, with some
outlying or suburban areas totally cut off.
Without the ability to drive or access public transit, more than half of adults 65 and older do not leave
their home on any given day (AARP, 2016). Those no
longer driving made 15% fewer visits to the doctor,
59% fewer trips to shop or out to eat, and 65% spent
less time on social, family, and religious activities compared to drivers in the same age group (Bailey, 2004).
Not surprisingly, older adults who no longer drive and
with few mobility options experience greater rates of
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isolation, loneliness, depression, and other negative
impacts on their health and quality of life (Bailey,
2014; Chichuri, 2016).
Advances in technology, however, may soon provide affordable, reliable, and accessible mobility options. In the United States and around the world,
autonomous vehicles—cars, shuttles, and buses that
guide themselves without human conduction—are
being beta-tested in senior communities, city centers, and rural towns. For older adults contemplating giving up the car keys, these self-driving cars and
vehicles may soon revolutionize their options to get
around town.

On the Road Again: The Potential of
Mobility with Autonomous Vehicles

From the first sizable developments in the 1990s, the
autonomous vehicle (AV) industry has evolved beyond
initial development for military uses and into public
transit applications and private vehicle development.
In 2009, efforts to develop AV capacity began in earnest, with Google beginning its own self-driving car
project that grew in scope and scale before being spun
off in 2016 as Waymo. By 2012, more than 300,000
self-driven miles had been logged in Google’s AVs,
and testing had moved from highways to city streets.
In 2015, the company’s Firefly vehicle—with no steering wheel or pedals—hit public roads and took a passenger from the Santa Clara Valley Blind Center on its
first and only fully self-driven ride on public roads in
Austin, Texas (Waymo, 2017).
On-demand ride sharing services such as Uber
and Lyft are also experimenting with the deployment
of self-driving cars. Similarly, automobile manufacturers have begun development of their own AVs for
private and commercial use. Major companies such as
General Motors, Ford, Mercedes-Benz, Audi, Volvo,
Toyota, and Tesla Motors, as well as major shuttle
vehicle developers such as Navya and Easymile, are
in various stages of utilizing the technology in their
current and future vehicle designs. The shuttles appear
to have piqued the interests of municipalities with
their promise of increasing connectivity between public transit and riders. Likewise, large universities such
as Carnegie Mellon, the University of Michigan, and
Stanford University are exploring the potential for
university campus-based AV operations, with the advantage of fixed-routes and low-speed or fixed-speed
settings (WBUR, 2017).
Autonomous vehicle technology is also being adapted for use by senior living and masterplanned communities. Voyage, a self-driving taxi
service, launched at The Villages in San Jose, CA, in

ASSESSING AUTONOMY
The Society of Automotive Engineers (SAE) has developed definitions for assessing the level of
autonomy operating a vehicle.
SAE LEVEL

NAME

DESCRIPTION

Level 0

No Automation

The vehicle may possess warning systems, but all
aspects of driving are performed by the human driver.

Level 1

Driver Assistance

The vehicle may perfrom one aspect of dynamice
driving without the driver’s assistance, but the driver
must perform all other tasks (e.g., automatic braking).

Level 2

Partial Automation

The vehicle performs multiple aspects of dynamic
driving, but the driver must perform all other tasks (e.g.,
adaptive cruise control with lane centering).

Level 3

Conditional Automation

The vehicle performs all aspects of dynamic driving,
but the driver must maintain situational awareness and
be ready to take over driving tasks.

Level 4

High Automation

The vehicle performs all aspects of dynamic driving
without driver input for some driving scenarios (e.g.,
interstate driving). However, a driver or operator may
be required to be active under some driving scenarios.

Level 5

Full Automation

The vehicle performs all aspects of dynamic driving
under all road conditions. No driver is needed.

October 2017, with plans to start a similar demonstration project at The Villages in central Florida in 2018
(Stangel, 2018). Residents of Babcock Ranch, an intergenerational master-planned community in Punta
Gorda, FL, will be part of the first independent, living
electric AV network in the country. Built to be fully
solar-powered from the community’s own solar farm,
the eventual 50,000 residents will be able to take an
autonomous shuttle to local shopping sites, visit amenities, and facilitate package deliveries, among other
uses. The shuttles are also the first step in an array of
mobility options that residents will eventually be able
to access from an app, including autonomous pods for
up to two passengers, autonomous buses, car-sharing,
bike-sharing, charter transit, and walkability options
(Peters, 2017).
AVs are a worldwide transportation breakthrough.
Singapore has begun development and experimentation with an autonomous bus network, enabling them
to service their aging population (Ministry of Transport, Singapore, 2017). Japan is also experimenting
with AV shuttle buses to give rural older persons
more mobility options (Tajitsu, 2017). Las Vegas,
too, has begun an experimental live trial program of
automated buses, which has thus far been a success
(Griswold, 2017).

Safety Concerns

SAFE’s Commission on Autonomous Vehicle Testing and Safety, a group of noted military, business,
and safety experts, has acknowledged the transformative nature of current progress on AVs, including
“enhanced mobility for the elderly and handicapped,
improvements in the speed and efficiency of transportation, and meaningful reduction in oil use in transportation” (Securing America’s Future Energy [SAFE],
2017). However, the Commission emphasized that the
most significant and immediate benefit is “dramatic
improvements in motor vehicle safety” (SAFE, 2017).
According to the National Highway Traffic Safety
Administration (NHTSA), “Automated vehicles’ potential to save lives and reduce injuries is rooted in one
critical and tragic fact: 94% of serious crashes are due
to human error. Automated vehicles have the potential
to remove human error from the crash equation, which
will help protect drivers and passengers, as well as bicyclists and pedestrians” (NHTSA, n.d.).
The recent tragic accident in Tempe, AZ, in which
pedestrian Elaine Herzberg was killed by a selfdriving Uber vehicle is the first fatality in the United
States with AVs, despite millions of miles of road testing. It is important to respectfully note that Herzberg
was one of ten pedestrian fatalities in the Phoenix area
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that week (Dawid, 2018). In the month after the accident took place, about 3,120 people nationwide were
killed in automobile accidents involving human drivers
(CDC, 2017).
The potential of AVs to reduce traffic accidents, injuries, and fatalities among older drivers by providing
them a safer alternative to driving is significant. Consider, between 2000 and 2015, the number of licensed
older drivers nearly doubled to 40 million, with over
80% of the 65 and older population behind the wheel
(CDC, 2017). Based on current driving patterns, in
2030, 55 million of the same age group will be driving,
and in 2060, an estimated 83 million older Americans
will be on the road. As the numbers of older adult drivers rise, vehicle fatalities and injuries can be expected
to rise as well. In 2014 alone, 5,700 older adults died
in automobile accidents, and 236,000 required hospitalization (CDC, 2017). Older adults, particularly over
the age of 70, have a naturally higher rate of frailty,
chronic health conditions, and disabilities compared to
younger drivers. Even comparably minor accidents can
have severe consequences (CDC, 2017).
Despite widespread positive experiences with demonstration vehicles, the SAFE Commission report
also notes that “the public has expressed instinctive
and reasonable safety concerns” (SAFE, 2017). These
concerns are being addressed and assuaged through
rigorous safety testing, reliable technology, and governmental regulation to ensure public and regulatory
acceptance of these rapidly emerging technologies
(SAFE, 2017). Indeed, four of the commission’s seven
major recommendations address issues related to assuring public confidence, while the remaining three
consider a necessary public/private industry-driven
regulatory framework. Multiple concerns exist, not
only about driver and passenger safety, but also extend
to pedestrians and other vehicles as well (SAFE, 2017).
AV technology research and development is beginning operation within settings allowing for close
monitoring and control. For example, the University of
Michigan has initiated its service with a shuttle travelling a fixed route at a fixed speed, and with a “safety
conductor” to monitor both the technology and passenger behavior. Auto and technology company testing
by more than 20 companies has already involved millions of miles of operations and monitoring (WBUR,
2017).
As AV technology expands and becomes more
ubiquitous, consumers will be familiar with some of
its benefits. The Hartford Center for Mature Market
Excellence (THCMME) and MIT AgeLab have
identified lower-level technology in newer vehicles
capable of significant improvements in mature driver
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safety: smart headlights, emergency response systems,
back-up cameras, blind-spot warning systems, lane
departure warning systems, vehicle stability control,
assistive parking systems, voice-activated systems,
collision avoidance systems, and drowsy driver alerts
(THCMME, 2015). Researchers found that among
older drivers planning a vehicle purchase between
2016 and 2018, 76% would seek out advanced safety
technology. Additionally, 75% of drivers over the age
of 50 believe that safety technology will extend their
safe driving years. Overall, 35% expressed a willingness
to use a driverless car if they felt they could no longer
drive safely, while 24% would not. Another 42% were
unsure (THCMME, 2016).

Legislative Status

To date, AVs exist in a relatively early stage of federal, state, and local law. Until this year, an absence of
legislation at the federal level has meant AV developers adhered instead to state regulations that often
differ from state to state. However, federal legislation
is starting to take shape, and on September 6, 2017,
the House of Representatives passed H.R. 3388, the
SELF DRIVE Act (H.R. 3388, 2017). The Senate followed one month later with S. 1885, the AV START
Act (S. 1885, 2017). Both bills contain provisions for
federal pre-emption, precluding states from legislating
the design, construction, or performance of AVs. The
bills also include language on exemptions to get AVs
on the road swiftly and safely. Despite their name, AVs
subject to exemptions must undergo a stringent process in which developers have to prove they are at least
as safe as other vehicles, ensuring they are among the
most vetted cars on the road (Platshon and Diamond,
2017).
So far, 21 states have passed specific legislation relating to self-driving cars: Alabama, Arkansas, California, Colorado, Connecticut, Florida, Georgia, Illinois,
Louisiana, Michigan, New York, Nevada, North Carolina, North Dakota, Pennsylvania, South Carolina,
Tennessee, Texas, Utah, Virginia, Vermont, and Washington, D.C. (National Conference of State Legislators, 2017). Additionally, the governors of five more
states have signed executive orders for autonomous
vehicles: Arizona, Delaware, Massachusetts, Washington, and Wisconsin (ibid).

Conclusion

It is evident that the progress and evolution of AV
development has come a long way very quickly in
the past two decades, and equally as true that there
remains much to do before its widespread adoption.
It is also evident that AV technology is on a trajectory

to transform mobility and independence for millions
of people, including older adults; improve the safety
and efficiency of the transportation environment; and
reconfigure America’s mobility roadmap.
Having acknowledged that AVs are on the way and
that they provide a potentially far safer, efficient, and
supportive approach to transportation, we believe that
there are several actions that must be taken in short order to ensure that older adults are taken into account.
The following suggestions are great starting points.
First, the aging network—and older adults themselves—should immediately begin participating in the
discussions regarding AVs. We encourage the development of a coalition of older adults; representatives of
the disability community; service, housing, and health
care providers; policy advocates; workers such as home
care providers and Certified Nursing Assistants; and
professionals who serve older adults that all can respond to developments in the industry and offer their
own suggestions in this regard. A second role this coalition can play is public education. In both the aging
and disabilities communities, issues of design, routing,
availability, accessibility, and cost are paramount to
successful implementation.
Second, government is obviously a key player in
this discussion, on the federal, state, and local levels. Issues such as driver licensure and insurance liability will
determine who can and cannot use an AV. Requiring
a license for those riding in Level 4 or 5 vehicles defeats the purpose and may not be obtainable for many
older adults. Insurance should not rest with the individual passenger, but rather with the operating agency.
Government, in these and other areas, has a great deal
more to consider regarding autonomous vehicles and
older adults.
Third, we encourage government and other entities
to develop pilot programs for AVs focused on encouraging and supporting independence and enhanced
mobility. There is no question that greater accessibility to transportation is the promise of AVs for older
adults. To quote a recent personal conversation with a
senior housing provider when asked about the importance of AVs, “the issue is not the A side of a trip, I can
get people there. It’s the B side that is difficult, getting
them home is often the most difficult problem.”
Fourth, we encourage private industry manufacturers to design Level 4 vehicles that offer access as soon
as possible. Manufacturers should work closely with
the above-mentioned coalition of older adults, service
providers, and representatives of the disability community to help design vehicles that truly meet the needs
of older adults.
Finally, we are looking forward to government and

industry undertaking on-the-road testing of vehicles
as soon as possible. This could be done under the auspices of the U.S. Department of Transportation as part
of a larger, more comprehensive effort examining the
transportation needs of older adults. •CSA
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RESISTANCE TO ASSISTANCE:

When Older Adults
Decline Support
in the Home

Even when they require help to remain independent in their homes and
family care isn’t enough, older people may reject formal care providers such
as social workers, home health care professionals, and home health aides.
This article explains why and offers solutions. BY S T E P H E N M . G O L A N T, P H D

T

he majority of older adults report that they are
satisfied in their current residence and prefer to
“age in place,” that is, to remain in their current
dwellings as they grow older (Golant, 2015a). This residential inertia is especially characteristic of the 79%
of age 65 and older households who own their homes.
These older adults are emotionally attached to where
they live and consider their homes and household possessions as tangible memories of their lives. Because
they have lived in the same residence for many years,
they typically have a strong social network, know how
to navigate their communities, and maintain established routines with health professionals, shopping,
recreation, religious groups, and other activities that
give their lives meaning and purpose.
Notably, however, the longer one lives, the more
challenging aging in place usually becomes. The
friends and neighbors of older persons, once valued for
their physical assistance and emotional supports, die
or move away. The onset of physical health problems,
disabilities and mild cognitive declines or psychological disorders make it increasingly difficult to manage a
wide range of tasks—from finances and transportation,
to household tasks and maintenance, to personal and

medical care. Over time, managing such daily activities is often exacerbated in home environments with
design features that are out of sync with the changing
needs and abilities of aging residents. Mobility impairments, for example, increase the difficulty and risks
involved in negotiating stairs, high shelves, slippery
floors, heavy doors, the awkward placement of furniture, and clutter (Golant, 2008; Naik, Kunik, Cassidy,
Nair, & Coverdale, 2010).
To help cope with these and other issues, most older adults rely on help from informal caregivers—most
notably, their spouses or grown children, even as these
trusted persons usually do not have any formal training. Yet when this assistance falls short of the support
that is needed, research reveals that older persons are
not always receptive to the assessments, recommendations, or solutions offered by formal care providers such as social workers, home health care workers,
hands-on home aides, and occupational and physical
therapists (Gitlin, Corcoran, & Leinmiller-Eckhardt,
1995; Johansson, Josephsson, & Lilja, 2009; Stones &
Gullifer, 2016; Vasara, 2015).
While the cost of formal assistance or home modifications may be a deterrent for some, a recent report
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by the United Hospital Fund found that even when
older persons were financially covered for in-home
care, a significant number still declined such assistance
(Levine & Lee, 2017).
Older persons who do not accept the help they
need risk having more difficulty maintaining their
independent lifestyles and having to deal with more
frequent episodes of emergency room and in-patient
hospital care. For example, even as installing grab-bars
in a bathroom or eliminating throw rugs will often
prevent falling accidents and serious injuries, older
persons often resist these changes.
Professionals who understand some of the common
concerns and fears that underlie the reluctance of older
clients to accept their advice or assistance are better
prepared to anticipate and understand these feelings.
And, subtle changes in approach may help clients be
more accepting of professional supports and services
that ultimately can keep them living longer and more
safely in their homes.

Fear of Being Assessed and Treated by
Home Health Professionals

The theory of “residential normalcy” can help to explain
why older people will sometimes react negatively to
the services offered by formal care providers (Golant,
2011, 2015b). The theory proposes that older individuals strive to occupy residential environments that are
enjoyable and hassle-free—their “residential comfort
zones;” and where they feel competent, empowered,
and do not have to behave in personally objectionable ways—their “residential mastery zones.” When
older adults inhabit places in which they experience
both their optimal residential comfort and residential
mastery zones, they have found their “sweet spot” and
thereby achieve residential normalcy (Golant, 2015a).
Interventions by formal care providers can be
perceived as threats to their achieving residential normalcy. Specifically, older people fear being assessed as
vulnerable, frail, and dependent on others and having
their homes morph into uncomfortable and restrictive
health facility-like settings where they have little control over their surroundings or care, and where they are
treated more like patients than residents.
Social workers and home health professionals often
assess the health and functional abilities of people in
their own homes because they can obtain “real-life”
diagnoses of their problems and prescribe meaningful interventions (Naik, et al., 2010). However, older
people often interpret their actions very differently.
Some may resent others evaluating them for anything,
whether for their ability to perform their everyday activities, their risk of falling, the physical deficits of their
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dwellings, their mental well-being, or their needs for
counseling or companionship. They view these tests as
highly stressful activities, requiring them to submit to
the demands of detached outsiders who seem to want
unlimited access to the minutia of their everyday existence. Moreover, in this era of internet medical portals,
they worry that these assessments will become permanent records that will be hard to remove or dispute and
will continue to alert others about their limitations and
vulnerabilities for the rest of their lives.
If they receive negative assessments, then it becomes impossible for them to maintain the illusion
of themselves as “resourceful and capable” and as being able to live independently (Golant, 2015a; Vasara,
2015). Their self-respect or dignity is on the line, and
they despair about thinking less about themselves.
Acknowledging that they have physical and mental
declines or activity limitations is especially difficult in
a society that so values competence and autonomous
behavior. They are loath to concede that they are not
aging well (Golant, 2015a; Vasara, 2015).
Moreover, if they accept help from formal care providers, they fear becoming even more subservient and
dependent. That explains why they will often struggle
“to their utmost limits to be able to perform activities
without support to govern their daily lives” ( Johansson,
et al., 2009, p. 64). They want to feel that they are still
capable of doing things, can make things happen, and
can make their own choices.
Consider the frustrations of the older person whose
children hired a nurse to help her (Porter, 2008, p. 174):
“I have a nurse who comes and puts pills in my little
boxes, and I feel like I have decreased in stature as a person.
It hurts me. It’s an insult to my dignity. . . I feel like I’m
delegated to the old and helpless regime more than I was.”
Or this older person’s determination (Kruse et al.,
2010, p. 122):
“One gentleman clearly recognized that the footstool
next to his very high antique bed was a problem. His physical therapist and several family members had suggested
that he change this arrangement, but he thoroughly enjoyed
the daily challenge of climbing into bed. . . Being able to
perform this daily task was clearly important to him, as if
his identity as an independent person was at stake.”
Some older persons have an especially difficult time
accepting help. They have psychological traits that especially predispose them to reject the recommendations and assistance offered by formal care providers.
These more resilient persons have stronger perceptions
of their self-efficacy, feel they can control their lives,
and are more hopeful and optimistic about getting old
(Ong, Bergeman, & Boker, 2009). Throughout their
lives, they have solved their own problems. It is no

different for them now. They believe that they can cope
with any threats to their ability to live independently
without the help of others (Golant, 2017).
Other older persons will rationalize that their
problems are not that serious. For example, they are
not swayed by claims that their physical surroundings
contain hazards that increase their risk of falling. They
respond that they are very careful. Being in denial may
be an especially effective adaptive strategy when they
feel overwhelmed with their problems and “powerless
to change their circumstances” (Hillcoat-Nalletamby &
Ogg, 2014, p. 1777). Alternatively, they may feel that
taking adaptive actions will consume too much of their
valued time or energy. Thus, by employing what developmental psychologists refer to as accommodative or
mind-coping processes, they put a less negative spin on
their so-called ailments and de-emphasize their gravity (Golant, 2015b).

Their Worst Fears Realized: Home Qua
Institution

The strong desire of older persons to age in place and
thus avoid transitioning to anything that resembles a
residential care facility (e.g., assisted living facilities
or nursing homes), may mitigate their reluctance to
accept the assistance offered by formal care providers
(Stones & Gullifer, 2016). However, to their dismay,
they may find that their dwellings start to look a lot
like those very public and hospital-like settings that
they were trying to avoid (Gubrium & Sankar, 1990).
To appreciate their apprehension, we must remember that the homes of older people are often the only
places where they can be themselves—where they can
admit to their bodily needs and frailty (Levine & Lee,
2017; Vasara, 2015). The humanist Tuan (1975, pp.
154-155) said it well:
“The primary meaning of home is nurturing shelter. It
is the one place in which we can openly and comfortably
admit our frailty and our bodily needs. Home is devoted to
the sustenance of the body. In the home we feed, wash, and
rest; to it we go when we are tired or sick, that is, when we
can no longer maintain a brave front before the world.”
But choosing independent living at home instead
of a care facility opens up new issues. Their vulnerabilities are no longer invisible to others. As their dwellings
increasingly become the fulcrum of their care, frail
older adults often confront a new and frightening reality. Their highly valued privacy is eroded by recurrent
intrusions by formal care professionals (Barrett, Hale,
& Gauld, 2012; Tanner, Tilse, & de Jonge, 2008). The
need to make room for home modifications or medical
equipment gives “strangers” unlimited access to their
most private and personal spaces. When they must

STRATEGIES FOR OVERCOMING RESISTANCE
TO CARE
Start Early — Whether a family member or a professional
working with older clients, if possible, start the
conversation before the need arises for long-term care,
especially if you suspect they may be resistant to outside
help. It is important to take the time to build trust and
understand their wishes, finances, and resources for
meeting long-term care needs.
Ask Questions — Communication grounded in empathy,
active listening, and genuine caring is key. Ask openended questions that encourage them to explore the
causes of their apprehension. At this stage, your goal is to
listen to their concerns, validate their feelings, and gain a
better understanding of the source of their concerns.
Explore Possible Options Together — Lay the foundation
that finding the right solution for support is a process
that you can help facilitate. Ask what they believe are
their options first, and supplement with solutions they
may not have considered. Including them as a partner in
decision-making promotes self-efficacy, and increases the
likelihood of their accepting assistance.
Focus on the Positive — Often fear, dread, and
uncertainty are the underlying feelings that create
negative responses to assistance. Try to redirect negative
thinking by discussing support in positive terms. Focusing
on outcomes that may enhance quality of life and prolong
independence, for example, can help to reframe how
older people view assistance in the home.
Set Goals — Introducing support into the home provides
opportunities that did not exist before help arrived. Talk
with your clients about their passions, interests, and
hobbies, as well as things that may have fallen along the
wayside because of limitations. From these discussions,
additional support in the home can be reframed as an
asset to help to facilitate new activities, resume favorite
pastimes, or complete forgotten projects.
Pick Low-hanging Fruit — Often by the time outside
support is needed the amount of care, supports
and services that are advisable or needed can feel
overwhelming. Try to move forward slowly with
suggestions, balancing the amount of care needed with
what they can handle. Try to make the first new supports
ones that align with options they came up with or
otherwise have an immediate positive affect.
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surrender this territorial control, many older adults feel
violated in the very dwellings they call home (Dunham & Cannon, 2008; Newsom, 1999).
They increasingly find that those charged to help
them are ignoring or overriding their preferences and
choices for how they want to live (Barrett, et al., 2012).
They are forced to succumb to the highly structured
medical and therapeutic regimens imposed by home
care workers that dictate when they must eat, drink,
sleep, nap, and exercise. Moreover, they lose control
over the frequency and timing of the “rituals” or daily
rhythms that have become integral parts of their day.
Keeping this status quo helps to “preserve an image of
what [they] used to do and how [they] used to be” (Gitlin,
et al., 1995, p. 806) and what made their homes pleasurable places to live.

When Care Providers Undermine Client
Self-Esteem and Competence

Even though they have the best of intentions, formal
care providers are often insensitive to these concerns.
When they believe that their clients need assistance,
they begin to “manage” them and unintentionally “reinforce passivity and dependency, and undermine autonomy
and agency” (Barrett, et al., 2012, p. 368).
In their quest to minimize the occurrence of undesirable events or actions, care providers often take away
decision-making authority and control from their older
clients. They adopt a very paternalistic attitude toward
their care recipient by “overruling a person’s autonomy
for that person’s own good” (Kane, Kane, & Ladd, 1998,
p. 28). It then becomes more difficult for older persons
to “decline assistance and do things for themselves” (Stones
& Gullifer, 2016, p. 459) and to feign independence.
Formal care providers must engage in a difficult
balancing act. It is hard for them to allow a vulnerable
client to continue practices and behaviors that can potentially lead to the risk of personal injury. Their mission is to keep their clients safe and secure, and it is no
easy matter for them to acknowledge that they may be
offering too much help.

A Professional’s Approach

It would be naive to argue that we can easily change
the negative attitudes some older people hold about accepting formal help. However, successful interventions
become more likely if we can understand their motives.
Formal caregivers may find that older people often do
not want to admit to their vulnerability and accepting
any help would be a concession of their unmet needs.
They can also be confronted by the reluctance of older
people to embrace interventions that medicalize their
dwellings and give them an institutional feel.
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A longitudinal or lifetime perspective is useful
to understand how older people view their worlds.
Throughout their later years, they have typically coped
by themselves with their problems or by only eliciting the aid of intimate family members. Consequently,
they do not simply view the solutions offered by formal
care providers as a way to overcome or alleviate their
limitations. Rather, they construe them as disruptions
to their familiar routines, restrictions on how they will
conduct their future lives, and threats to their perceptions of self-worth.
Our best hope is to soften the blows older people
feel when confronted with these formal evaluations
and directives. At the very least, we should strive to
support, rather than challenge, the older person’s desire to have “an active role in the decision-making process”
(Tanner, et al., 2008, p. 209). Recommended solutions
or courses of action should not only achieve caregivers’ goals but also enable older persons to realize a
modicum of perceived control (Collins, 2017). Thus,
as much as possible, we should allow older persons
to shape the design of their own residential environments and to have a voice regarding the introduction
of services. Formal caregivers should also try to assure
older people that by giving up some control they are
relieved of some of the stressful responsibilities and
worries about implementing their own self-care. And
they should feel that their formal caregivers are their
advocates and not their adversaries. Such shared decision-making authority might ease their anxieties and
better ensure their compliance with recommended
remedial solutions. It is hardly surprising that older
people want to be active participants in their care negotiations and not passively submit to the authority of
others (Collins, 2017). Achieving this rapport, however, will require trusting and cordial (if not friendly)
relationships between older persons and their formal
caregivers.
Older people should also feel that their formal caregivers are not merely offering generic recommendations driven by impersonal organizational goals. Rather,
those who help them should be motivated by a genuine
concern for their personal well-being and a recognition of their idiosyncratic needs and wants (Barrett, et
al., 2012). Older people want to believe that caregivers appreciate their distinctive capabilities, experiences,
personal life histories, and unique living arrangements.
Lastly, and perhaps painfully, older people must be
reminded that if they refuse assistance, they will be
making excessive caregiving demands on their family
members (Vasara, 2015). They must also be gently reminded that if they do not follow the directives of their
formal caregivers, they increase their probability of

having to move to a more supportive group care setting
where they will inevitably have to give up their comfortable home-like environments and their perceived
control over their lives. •CSA
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More older people than ever are living in the community with high levels
of disability, but boomers and subsequent cohorts will need to lean more
heavily on fewer family caregivers or pay out of pocket to receive the help
they need to stay at home as they grow older.
BY A R I H O U S E R , A A R P P U B L I C P O L I C Y I N S T I T U T E

THE FUTURE OF

HOME CARE
AND AGING

AT HOME
T

he places where we live are infused with the
people we know and the memories we create.
A strong attachment often grows over years, decades, even generations. Most people want to remain
in their homes and communities when they age for as
long as possible—and, what is possible is increasing
as more older adults than ever before are living in the
community with high levels of disability.
This trend has been facilitated by a historically high
supply of potential family caregivers. However, this
will not be the case for those seeking to age in place in
coming decades. Without social or business innovation

or a major paradigm shift in the current system of
long-term services and supports (LTSS), boomers and
subsequent cohorts will need to lean more heavily on
fewer family caregivers or pay out of pocket for formal
home and community-based services (HCBS) in order to receive the assistance they need to stay at home
as they grow older.
As Americans plan for the future, it is important
for them to understand how changes underway will
impact the availability of the care they may need tomorrow to remain in their home. Our rapidly aging
population, a shortage of qualified home health care
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workers, rising health and long-term care costs, and
fewer family caregivers are among the trends that
portend challenges to both individuals, as well as our
nation, as the number of available family caregivers
will not keep pace with the increase in the number of
people, especially older adults, needing care (Redfoot,
Feinberg and Houser, 2013). Professionals working
with older adults who understand how these changes
are likely to impact the availability and affordability of
caregiving in the future are better positioned to advise
clients in developing long-term care plans, as well as
innovate and advocate for alternative long-term care
strategies.

The Rise in Community-Dwelling Older
Adults Needing Assistance

Although most 65-year-olds consider themselves
to be in good, very good, or excellent health (Lucas
& Benson, 2017, table P1-a), many will nevertheless
need LTSS as they age. This includes help with activities of daily living (ADLs) such as bathing, dressing,
using the toilet, and medical/nursing tasks, as well as
independent activities of daily living (IADLs), such as
transportation, cooking, and housekeeping.
Favreault and Dey (2016, table 1) project that just
over half (52%) of people turning 65 in 2015-2019 will
need LTSS at some point in their lives because of need
for assistance with two or more ADLs or severe cognitive impairment. Those needing help will need it for an
average of 3.9 years. Notably, health status at age 65
is not a strong predictor of the likelihood of lifetime
LTSS need: almost as many who report very good or
excellent health are projected to need LTSS (51%) as
those in fair or poor health (55%).
The number of community-dwelling older adults
needing assistance is rising. Between 1984 and 2004,
the number of people age 65 or older with two or
more ADL needs living in the community increased
by more than a million—from 1.8 million in 1984 to
3 million in 2004—while the number of older people
living in nursing homes was unchanged (Redfoot &
Houser, 2010). In 2011, the number of adults in the
community needing services and supports rose to an
estimated 4.5 million, even as the nursing home population actually declined to about 1.1 million (author’s
estimates based on Freedman & Spillman, 2014).

Shifts in Family Caregiving

Family caregivers are the backbone of the United States
LTSS system. In 2013, 40 million family caregivers
provided an estimated $470 billion in economic value
(Reinhard, Feinberg, Choula, & Houser, 2015). This
figure dwarfs the $75 billion spent by Medicaid that
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year on HCBS (Eiken, Sredl, Burwell, & Woodward,
2017). Data on out-of-pocket spending is limited and
unreliable, but family caregivers’ unpaid contributions
were estimated to be one and a half times the total outof-pocket health care spending of $325 billion in 2013
(Centers for Medicare & Medicaid Services, 2017).
In 2011, 95% of older people receiving help in the
community had some, or all, of that assistance provided
by family caregivers. Only about one-third (34.5%) received any paid help, and just 1 in 20 (5%) relied solely
on formal paid services (Freedman & Spillman, 2014).
Family caregivers, most without any formal training, provide a wide range of LTSS, as well as tasks that
in health care settings would be considered skilled
nursing care. In 2014, nearly 6 out of 10 caregivers provided assistance with one or more ADLs (59%). Nearly as many, 57%, performed medical/nursing tasks such
as injections, catheter care, and tube feeding. Nearly all
caregivers (99%) helped with one or more household
tasks including transportation, grocery shopping, and
housework (NAC & AARP, 2015).
The recent phenomenon of more people living in
the community with disabilities and fewer in nursing
homes is boosted by a historically high supply of potential family caregivers. Adults between the ages of 45
and 64 represent the “peak caregiver age”—the most
common age range for family members providing care
to an older person. Adults 80 years and older fall into
the “peak care recipient age”—a life-stage when they
are at greatest risk for needing assistance. In 2010,
there were 7 people in their peak caregiver years for
every 1 person who was in their peak care recipient
years—thus a “caregiver support ratio” of 7:1.
As millions of baby boomers age out of their peak
caregiver age into their peak care recipient age over
the coming decades, the caregiver support ratio will
decline to 4:1 in 2030 and 3:1 in 2050 (Redfoot, Feinberg, & Houser, 2013).
In 2050 the resulting “caregiver gap”—that is, the
difference in demand for family caregivers by people
with LTSS needs and the anticipated supply of family caregivers—is likely to reach 30 million. Using the
same data and methodology (Houser, 2015) used to
estimate the number of caregivers in 2013 for Reinhard et al (2015), one can project the demand for caregivers in future years.
The number of people needing care is expected to
increase rapidly as the population grows both larger
and older, as disability rates tend to increase with age.
The population of adults 65 and older is projected to
increase by 96% from 2013 to 2050, and the population of adults 80 and older by 179% (Regional Economic Models Inc., 2015). Utilizing the whole age

distribution, aggregate demand for caregivers will increase by 91% due the growth and aging of the population (author’s calculation). To care for people with
the same level of family care as provided today, there
would need to be 76 million family caregivers in 2050.
The peak caregiver age population, however, will increase more slowly. From 2013 to 2050, the population
of adults between the ages of 45 and 64 is predicted
to increase by 16%; the total working age population
(ages 18-64) is predicted to increase by 15% (Regional
Economic Models Inc, 2015). At the current rate of
caregiving, there would only be 46 million family caregivers in 2050. While not all people over the age of
80 will need LTSS and not all people in their peak
caregiving years will be in a position to give care, there
will nevertheless be a substantial caregiver gap.
This gap can be closed in several ways. A wider
range of people, including friends and neighbors, may
take on caregiving roles; caregiving intensity may increase as needed help is divided among fewer caregivers; more paid services may be needed; or a paradigm
shift could take place that changes the way people with
disabilities and care needs get help. Technology—e.g.,
robots, smart homes, telehealth—may also have a role
in closing the gap, as may innovative settings that integrate housing and services.

The majority of long-term services and supports (LTSS) are provided by
family members. But the supply of family caregivers is unlikely to keep
pace with future demand. The Caregiver Support Ratio is defined as the
number of potential family caregivers (mostly adult children) aged 45
–64 for each person aged 80 and older—those most likely to need LTSS.
The caregiver support ratio is used to estimate the availability of family
caregivers during the next few decades.

Formal Paid Care Is Unlikely to Close
the Gap

Older people who want to remain in their homes, and
need assistance beyond what family caregivers are able
to provide, will likely find the cost of formal assistance
to be substantial.
The cost of a typical amount of home care—30
hours per week—is more than half of the median
household income of an older household in every state
in the country. Nationally, a typical amount of home
care accounted for 79% of the median household income headed by someone 65 or older (Reinhard et al,
2017). Clearly, no older household taking home the
median income, or even double the median income,
can afford to pay for 30 hours per week of formal home
care from their income stream. Most people paying
out-of-pocket for assistance in the home must, therefore, dig deeply into their savings.
Medicaid may be an option for those with very low
incomes and few assets, but most formal services are
paid for out-of-pocket and will continue to be going
forward. For those turning 65 in 2015-2019, Favreault
and Dey (2016) project that about two-thirds (68%) of
lifetime home health costs will be paid out-of-pocket,
compared to only 18% covered by Medicaid and 29%
covered by all public programs.
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Private long-term care insurance is another option,
but market penetration is small and shrinking, with
policies in effect for only 1 out of every 20 people ages
40 and older (Reinhard et al, 2017).

no out-of-pocket costs and 9% will spend more
than $250,000 (Favreault & Dey, 2016, table 6B).
•

While the average number of potential caregivers will decline from 7 in 2010, to 3 in 2050,
that hardly means that every person 80 or older
in 2050 will have 3 potential family caregivers.
Some will have more, some will have fewer, and of
course, not all potential family caregivers are able,
available, or willing to provide help.

•

In 2015, the median household income for older
households was $40,971 (Census Bureau, 2017b).
However, 30% of older households earned less
than $25,000, and 15% made more than $100,000
(Census Bureau, 2017a).

The Balancing Act between Summary
Statistics and Individual Circumstances

Looking at overall numbers and averages is useful for
understanding broad trends in aging, caregiving, and
LTSS, and for helping cities, counties, states, and the
nation plan for an aging population. At the individual
level, however, there is wide variation in older people’s
needs, family situations, and financial resources. Consider, for example, several often-highlighted statistical
trends, for which individual circumstances may be substantially different from the average or median:
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•

On average, someone turning 65 years old in
2015-2019 is projected to need about 2 years
of LTSS; but 48% will need none, and 14% will
need more than 5 years (Favreault & Dey, 2016,
table 5).

•

Similarly, someone turning 65 years old in 20152019 can expect on average to spend $73,000 in
current dollars out-of-pocket on LTSS (including
HCBS and nursing home care); but 63% will have

In summary, there is no single way to plan for getting the services that an individual will need to remain
at home as long as possible. For professionals working
with older clients, it is important to balance emerging
knowledge in the field and statistics and trends with
clients’ unique needs, desires, family dynamics, living
environments, and financial resources.
Demographic and social changes are destined to
put a strain on the available numbers of family caregivers. Many families will find it impossible to provide the

kind of support previous generations received from
family members, and it is not clear that formal care
providers are able to fill in the gap. Business and social
entrepreneurial opportunities abound for those professionals motivated to create innovative solutions to the
long-term care challenges our older adults and nation
face in the foreseeable future. •CSA
Ari Houser is a Senior Methods Advisor in the AARP
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SENIOR HEALTH ADVOCATES:

A Catalytic Innovation
for Connecting Older
Adults to Services
Older adults need to know available and affordable
services within their community. The Senior Health
Advocate Volunteer educates, empowers, and links
older adults to vital community services.
BY L AW R E N C E J . W E I S S , P H . D.

O

lder adults and their caregivers often need assistance in identifying
and securing resources that can help support them to remain in their
own homes and community. Knowing what services are available
and successfully accessing them, however, can be a complicated and bewildering process. This article explores the role and value of the Senior Health
Advocate—a trained, older adult volunteer—who assists their peers to find the
solutions that address their unique needs.

Lost in the Maze

Most Americans are likely to need some assistance as they grow old. Sometimes the support needed occurs gradually over time. More often, it happens
suddenly in a crisis. The consequences from a fall, injury, hospitalization or
other sudden decline in health can upset the balance for aging in place. In such
circumstances, securing the right services and supports at the right time can
be the deciding factor in a person’s ability to continue to remain in their own
home and maintain their health.
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Most older adults are unaware of the range of services and supports available in their community. For
those who know help is “out there,” navigating the
maze of aging, health and social services to access that
assistance is formidable. Even seasoned aging professionals have described the process to be complicated,
frustrating and confusing (O’Shaughnessy, 2010). For
less savvy-citizens, even those with the money to pay
for services, the majority do not know what services
are available, appropriate, or how to access them (ibid;
Siegler, et al, 2015). Older adults who venture into the
aging services labyrinth may likely find more than one
Information, Referral and Assistance (IRA) program,
each narrowly defined by the services provided within
their organization and by program partners. For example, the city or county Department of Aging and Adult
Services, Area Agency on Aging and state Medicaid
office may all offer homemaker services, but each are
likely to have different intake forms, eligibility requirements, availability of services, and so on.
In 2003, the Administration for Community Living (ACL) and the Centers for Medicare & Medicaid
Services (CMS) jointly funded an initiative, the Aging
and Disability Resource Center (ADRC) Program,
to support state efforts to create a more accessible
and systemic approach for people seeking long-term
services and supports at the local level. ADRCs provide clients, regardless of income, with information,
referrals and assistance; one-on-one counseling; and
streamlined access to services and supports needed to
remain in their homes. As of 2014, the federal government and states have invested over $100 million in the
development of 425 ARDCs in every state and several
U.S. territories (Barretto, et al, 2014).
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Despite the major financial and infrastructural
investment in the ADRC initiative and similar other
federal and state IRA programs (e.g., Elder Locator,
No Wrong Door, Single Entry Point), the majority of
older Americans (still) do not know about these programs; do not know how to find and access help in
their community; and rely on word of mouth through
their social networks, particularly family and friends,
to find help when they need it (Brossoie, 2010; Aging
and Disability Resource Center, 2010; White, 2014;
Barretto, et al., 2014; Analytic Insight, 2016).

A Catalytic Innovation for Social Good:
Senior Health Advocates

Professionals may be familiar with Clayton Christensen, professor at Harvard Business School, who is
widely known for one of the most influential business
ideas of our time, “disruptive innovation.” The concept can be succinctly described as “an innovation that
creates a new market by providing a different set of
values, which ultimately (and unexpectedly) overtakes
an existing market (e.g., the lower-priced, affordable
Model T [automobile], which displaced horse-drawn
carriages)” (Wiki, n.d.).
Christensen and colleagues later applied the concept of disruptive innovation to describe the methods by which some organizations were approaching
social problems by creating “scalable, sustainable,
systems-changing solutions” (Christensen, Baumann,
Ruggles, and Sadtler, 2006). Considered as a subset
of disruptive innovations, catalytic innovations offer
underserved populations an alternative that provides
a simpler, less costly and “good enough” solution to a
social problem (ibid).

THE FIVE QUALITIES OF CATALYTIC
INNOVATORS

1. They create systemic social change through scaling
and replication.
2. They meet a need that is either overserved (because the existing solution is more complex than
many people require) or not served at all.
3. They offer products and services that are simpler
and less costly than existing alternatives and
may be perceived as having a lower level of performance, but users consider them to be good
enough.
4. They generate resources, such as donations, grants,
volunteer manpower, or intellectual capital, in
ways that are initially unattractive to incumbent
competitors.
5. They are often ignored, disparaged, or even
encouraged by existing players for whom the
business model is unprofitable or otherwise unattractive, and who therefore avoid or retreat from
the market segment.
Volunteer health advocacy programs provide a
model for catalytic innovation for IRA programs for
older adults and their caregivers by offering an innovative, cost-effective, and efficient alternative to large,
centralized bureaucratic approaches. These trained
volunteers come under the larger umbrella of “community health workers” known variously as patient/
health advocates, patient/health navigators, and community care coordinators, among others. According to
the Centers for Disease Control (CDC), “a community health worker (CHW) is a frontline public health
worker who is a trusted member or has a particularly
good understanding of the community served. A
CHW serves as a liaison between health and social
services and the community to facilitate access to services and to improve the quality and cultural competence of service delivery” (CDC, 2016a).
While CHWs, and more specifically, Senior Health
Advocate Volunteers (SHAVs), do not necessarily have
the education of professionals in similar positions in
hospitals and other healthcare settings (although some
volunteers do have backgrounds in health and human
services), they do receive comprehensive training that
is considered by public health standards “good enough”
to assist other older adults and caregivers to help find
the resources, services and supports they need in their

community. This simple and low-cost alternative capitalizes on the pathway that most older adults already
utilize in getting health and social services information—through their social networks.

A Case Study: The Senior Health
Advocate Program

Research from a Northern Nevada strategic planning
process in Washoe County and the city of Reno revealed that the greatest need of older adults and their
families is information, referral and assistance to find
resources in their community. Study participants often lamented that it was only after the fact that they
learned about services that could have provided significant benefits. For example, one participant shared
that her mother was taking 32 medications a day. Her
daughter said: “I wish I would have known about the
Medication Therapy Management program; I would
have had my Mom’s medicine reviewed by a Certified
Geriatric Pharmacist. It may have made a difference in
her quality of life.”
To address the IRA gap, the Center for Healthy
Aging in Reno, NV pioneered the SHAV program.
The program model employs a trained volunteer advocate base that provides older adults and their caregivers information and education about appropriate local
community resources and works to empower older
adults to connect to the support they need to engage in
healthy, independent, active and safe lifestyles. Volunteer recruitment is driven by the Senior Health Advocates themselves, who gain public and media exposure
from doing community presentations and local events,
where they distribute community resource guides and
other community resource information.
SHAVs receive initial training from professionals
in the field and experienced peers from the program.
Ongoing education includes monthly discussions
that provide mutual benefits to both new members
and more experienced SHAVs as they share, for example, new information or insights about current
programs, changes in personnel, eligibility criteria
and/or costs, as well as tips they have learned in securing hard-to-access community services or alternative resources.
Older adults, caregivers and family members typically learn about SHAVs through someone in their
social network. Similar to other health advocate
programs around the country, a central call center
connects the client to a SHAV and a home visit is arranged. The initial intake is completed through several
evidence-based assessment tools that the client is encouraged to complete themselves, or if needed, with
assistance from the SHAV, to determine what services
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and supports are needed. From this information and
talking to the client, recommendations of services
can be made. Each person’s service recommendations
are unique and individualized. The recommendations
could include a variety of services. Some examples of
these services include:
•

Referrals and assistance in making phone calls,
arranging appointments, filling out paperwork, etc.
to apply for services

•

Assistance in applying for or understanding government benefits, such as Medicaid

•

Assistance with choosing a senior living residence,
such as a nursing home, assisted living or other
appropriate senior-based living facility

•

Assistance with monitoring services received at
home

•

Assistance in securing transportation

•

Evaluation of safety concerns in the home

•

Assistance with obtaining assistive devices, home
modifications or implementing interventions to
improve safety in the home

•

Education and assistance with medical appointments, adherence to medical plans, and support in
follow-up care, such as, scheduling follow-up tests
and filling prescriptions

•

Assistance in securing medication review and
management

After the initial visit, the Senior Health Advocate
provides follow-up support as needed by phone or in
person with the older adult and designated others, such
as family members. Notably, the Senior Health Advocate looks beyond the obvious needs of older adults to
become advocates for their physical, mental and emotional well-being. Whether one is faced with a new
diagnosis, recent surgery, chronic health problems or a
long-term illness, the advocate program provides not
only information and assistance to access services, but
compassionate support as well. Often these needs are
an ongoing process, particularly for frail, chronically
ill, and/or isolated older adults. Therefore, the SHAV
program is intentionally designed to provide both
one-off and follow-up assistance for clients, depending on their needs and circumstances.
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SHAV CASE EXAMPLE: MRS. JONES
Mrs. Jones is an 83- year- old widow who lives
alone on limited income above the poverty
level, with several chronic illnesses that restrict
her functioning. She has chronic heart disease,
severe arthritis, macular degeneration, and
recently had a hip replacement. Mrs. Jones was
considering moving to some form of assisted
living because she was housebound; she could
not drive and the bus stop was a 15-minute walk
from her house. A friend at her church referred
her to the SHAV program in her community. Two
Senior Health Advocates visited Mrs. Jones in
her home to discuss her concerns, needs and
wishes. They brought a resource directory, as
well as several tools she could use by herself or
with their assistance to assess her needs, identify
the community resources she could tap into,
and make those connections. As a result of their
support, Mrs. Jones was able to link up with an
accessible transportation service that took her
to her doctor, grocery shopping and to the local
senior center for socialization, activities, and a hot
lunch. The Senior Health Advocates also referred
her to a Medication Therapy Management
program to help manage her multiple medications.
With the support of the Senior Health Advocates,
Mrs. Jones was enabled to find and access the
services and supports she needed to stay in her
home and community.

Effectiveness of Senior Health
Advocates: Better than “Good Enough”

Volunteer and peer education programs have long
played important roles in community-based health
and social services. Since the 1960s, volunteer programs such as the Retired Senior Volunteers Program
and the Foster Grandparents program have provided
benefits for both volunteers and service recipients
(Wheeler, Gorey and Greenblatt, 1998; CNCS, 2012).
Likewise, peer education programs promote similar
mutual benefits in physical, mental and social health
outcomes (Wheeler, Gorey and Greenblatt, 1998).
Among older adults, peer education is especially beneficial to both the educator and the client in its capacity to foster self-reliance, autonomy and empowerment
(Beckingham and Watt, 1995).
The health benefits of volunteer work, especially
in later life, are numerous and well-documented, including decreased mortality, lower rates of depression,

lower rates of social isolation and loneliness, fewer
physical limitations, and higher levels of life satisfaction and well-being (Wheeler, Gorey and Greenblatt,
1998; Corporation for National and Community
Service [CNCS], 2012). Senior Health Advocates in
the Reno program reported increased feelings of selfworth and confidence knowing their time and service
are valued by those they serve and that they are making a difference (Weiss, n.d.), just like other human
service volunteer programs. In addition, they indicate
that their participation in the program has increased
their own health knowledge and self-sufficiency (ibid).
Research consistently shows that CHWs, also
called Senior Health Advocates, not only improve
health access and outcomes, they also provide significant financial savings across the board, including substantial savings to Medicaid and Medicare, two of the
major funding sources for long-term services and supports. The federal government took note, as evidenced
by elevating the classification of CHWs in 2010 by the
Department of Labor and by the inclusion of CHWs
in the Patient Protection and Affordability Care Act,
including provisions for their involvement in increasing access to home and community-based services
( Johnson, et al, 2012).
For example, a Medicaid study in Arkansas found
that specially trained CHWs were able to target atrisk residents for nursing home care and connect them
to home and community-based resources, resulting in
a 24% reduction in annual spending per participant
during the three-year period of 2005–08 (Felix et al.,
2011). Net savings to the Arkansas Medicaid program
equaled $2.619 million by the end of the study (ibid).
Similar research in New Mexico ( Johnson, et al, 2012)
and Vermont (Mirambeau, 2015) demonstrate similar
significant cost savings to Medicaid. Moreover, these
studies demonstrate that CHWs “… help improve
health care access and outcomes; strengthen health
care teams; and enhance quality of life for people in
poor, underserved, and diverse communities” (Rosenthal, et al., 2010).

A New Model of Aging and Caring in
Community

When addressing health disparities and underserved
populations, the World Health Organization advises
that “social determinants of health are best addressed
by a public health model in which communities are
engaged in resolving their own health problems; this
is a key strategy for bringing about changes to a variety of systems in the health care continuum” (Balcazar, 2011). Social determinants of health include such
factors as socioeconomic status, physical environment,

food, transportation and social support. The CDC
concurs and has recently launched a national initiative,
the Health Impact in 5 Years, or HI-5, that highlights
non-clinical, community-wide approaches to improving health outcomes (CDC, 2016b).
The SHAV program, as well as other CHW programs referenced in this article, focus on this type of
community approach to assisting older adults and caregivers in getting the help they need using a low-cost,
high-impact strategy. By addressing medical needs,
such as assistance with medication management and
monitoring chronic conditions, as well as addressing social determinants, such as transportation and isolation,
SHAVs provide a holistic approach to complex health
and social issues. Moreover, employing peer-volunteers
further brings health benefits, because it fosters protective social factors, such as social support, self-esteem,
and self-efficacy for volunteers and clients alike.
Peer education and volunteer programs, in general,
as evidenced in the Village and Senior Cohousing
models, are a key ingredient to expanding the ability
of older adults to remain in their homes and meaningfully connected to the community-one of the key
principles of aging in community (Thomas and
Blanchard, 2009). By providing pathways for older
adults to expand their social networks in the community, the SHAV program promotes a wider web of
informal, voluntary, reciprocal relationships that form
the core of a community’s social capital. These characteristics are at the heart of the grassroots aging in
community movement — potentially, a catalytic innovation, to the current menu of institutional, longterm care options. •CSA
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Co-Living Options for Older Adults:
IT’S NOT JUST FOR MILLENNIALS
New and “revived” co-living models appeal to many older adults as they seek
shared financial, social and community arrangements in the places they call
home. BY S H E R RY A H R E N T ZE N , P H D

T

he story of Facebook founder Mark Zuckerberg
and his early employees sharing a five-bedroom
house in Palo Alto in 2004 often marks the
genesis of today’s contemporary term “co-living.” In
the popular media, today’s co-living varieties range
from the mansion-sharing arrangement of young
single professionals living in high-price regions such
as Silicon Valley and Vancouver, to specifically-built
residential buildings that contain dozens of microunits or ensuites mingled around shared areas and
amenities such as entrepreneurial work enclaves,
domestic services, and spacious and amenity-rich
kitchen areas. Some liken these co-living arrangements to an upscale college dormitory. But co-living is
a new take on an old idea of sharing residential space

and resources, reconfigured by millennials who value
openness, collaboration, social networking, and the
sharing economy.
While the media focuses attention on young professionals’ living arrangements, many older adults have
gravitated to the notion of co-living as well. For them,
co-living is the middle landscape between established
or continuing care retirement communities, on the one
hand, and on the other, “aging in place” in what may
become increasingly isolated and inaccessible homes
and neighborhoods.

What is Co-Living?

As defined here, the term co-living is a residential arrangement whereby residents live in self-contained
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(i.e., bathroom, bedroom, some or all kitchen facilities)
private homes or ensuites, but share common space
and amenities with others in a residential complex.
While residents may not adhere to a committed set
of interests or values (as in a commune or a spiritualbased community), residents who co-live desire and
expect to have a considerable level of sharing with
other residents.
The idea of living in a smaller dwelling but with
access to common spaces shared by residents in the
same complex or property is ages old. At first glance,
the conventional retirement community may seem to
be a type of co-living arrangement, but it is essentially
“company-run.” With some exceptions (discussed
later), the co-living arrangements described here are
not corporate or non-profit entities, nor are they occupied by hundreds of residents, as in many retirement
communities. Rather, the property arrangements follow conventional homeownership, condominium, or
individual rental legal entities. And the numbers of
residents in co-living arrangements are small enough
that optimally “everybody knows your name.”

Home Sharing as a Form of Co-Living

Home sharing constitutes a more equitable arrangement among unrelated individuals sharing the residence. It is the contemporary version of the “Golden
Girls” television show. Today’s access to the internet
and shared economy broadens the scope of potential
roommates. Online home-sharing websites, workshops, and meetings for prospective housemates operate in areas from Oregon to Vermont to Florida. In a
home sharing arrangement, housemates pool resources
to jointly own or rent a home. Ideally, the home is sufficiently spacious to accommodate each resident with a
private bedroom or ensuite.
Home sharers typically reside in existing homes
in the community—sometimes with one housemate
owning the home and receiving rent from the others.
Sometimes the housemates jointly purchase a home
they believe will be compatible with their living arrangements. In almost all cases, however, these homes
were not designed and built for co-living, but for family living.
The majority of this nation’s housing stock was
built after World War II, when residential development and construction favored nuclear family living arrangements, typically in suburban areas. These
homes contained a spatial hierarchy: parents occupied
larger private spaces (bedrooms) than their children,
and were often designed so that parents could easily
see into their children’s private areas (playrooms, bedrooms) from kitchens and hallways. In middle-class
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homes, parents generally had their own bathroom,
while children shared with each other. Entries, hallways, and bathrooms did not accommodate people
with physical limitations. In short, most of today’s
housing stock is not only inadequate for the needs of
an aging population ( Joint Center for Housing Studies, 2014), but also inadequate for non-hierarchical
household arrangements, such as co-living, where each
adult resident desires the same degree of private space
as the others.

Designed for Co-Living

Capitalizing on escalating housing costs in cities that
hold both a cultural and employment appeal among
millennials, a number of for-profit companies have
begun developing “micro-apartments” or co-living
complexes that encompass small private apartment
spaces for residents, along with carefully-designed
common areas to facilitate socializing-such as coffee
cafes, coworking spaces, cocktail bars-and “hotelstyle” amenities such as weekly housekeeping services.
Initial developments targeting young professionals in
the tech industry often consisted of adaptive reuse
of industrial warehouses or older building structures,
typically housing 20 to 40 residents. But recent ventures of co-living by for-profit firms such as Common,
Ollie, OpenDoor, Properties Management Group
(PMG), and WeLive have scaled up developments,
creating complexes with anywhere between 100 to 500
apartment spaces in a single building. Some of these
companies report interest among baby boomers, as
well (e.g., Nelson, 2017).
While it is too early to tell whether this large-scale,
for-profit co-living market will have a sustained and
significant appeal among older adults, in many communities across the country there are smaller-scale
housing alternatives designed for co-living that address the complex interplay of community vs. privacy,
hierarchy vs. equity, among older adults. Two described
here include cohousing and Accessory Dwelling Units.

Cohousing for Older Adults

Cohousing appeared in the U.S. in the late 1980s,
but it has a longer and more established history in
European countries, particularly the Netherlands and
Scandinavian countries. In the U.S., approximately
160 cohousing communities have been built or are in
the process of being formed (Cohousing Association
of the United States, n.d.).
Cohousing is distinctive from other forms of
planned residential developments in that the residents
collaboratively plan and manage community activities and shared spaces. The legal structure is typically

a homeowners’ association, condominium association,
limited liability company, or housing cooperative.
Each household has a private home with the conventional living spaces and amenities, including a private
kitchen, but are usually smaller than homes in the
surrounding area. In part, the size of the individual
home is complemented by the amount of shared space
in the cohousing community, which includes a common house with a large kitchen and dining area where
all residents can cook and eat together when desired;
recreational or workshop spaces; and sometimes even
guest ensuites for visitors. They usually share outdoor
spaces as well, perhaps with playgrounds, terraces, or
vegetable gardens. Cohousing residents also share
resources like tools and maintenance equipment. The
majority of co-housing communities consist of 15 to
35 private homes.
Cohousing attracts residents who want to not only
know their neighbors, but be engaged in communityoriented activities with them in shared social spaces:
sharing meals on a regular (but not necessarily daily)
basis, maintaining a community garden, or cleaning
the community spaces and grounds. Cohousing provides a level of social support and household assistance
for those who need a helping hand, although less than
the level of care for serious medical conditions (McCamant & Durrett, 2011).
Most cohousing communities are multigenerational, although they typically skew toward the older ages.
In the last decade, however, older adult-only cohousing has appeared in the U.S., with a longer presence in
Europe (Durrett 2009). As of this date, 13 older adult
cohousing communities have been completed and another 15 are under development (Cohousing Association of the United States n.d.). Of those constructed,
five are in California and the others are in Colorado,
New Mexico, North Carolina, Oklahoma, Oregon,
and Virginia.
While most of the earliest cohousing developments were often one- or two-story attached units
and located in exclusively residential neighborhoods,
Durham Central Park Cohousing (Durham Coho)
typifies a more urban, infill model. Durham Coho
is not marketed as older adult but multigenerational
cohousing, yet most residents are between the ages of
50 and 80, half of whom are employed, half retired.
Opened in 2014 and located in downtown Durham,
NC, the development is within walking distance of the
farmers’ market, the public library, the YMCA, restaurants, shops, performing arts center and theaters, and
two miles from the Duke University Medical Center,
which residents can travel to via the fare-free, hybrid
electric bus service that connects the downtown to

Duke University and medical facilities (Durham
Central Park Cohousing Community, n.d.). The 24
condominium units range in size from 850 to 1,700
square feet. The architectural style of the five-story
building reflects its location in a re-emerging neighborhood that once was an industrial part of downtown.
Common spaces include parking, bike storage, work
room, a recycling room, a community kitchen and dining room, a laundry facility, and a media room. There
is a rooftop terrace, as well as community vegetable
gardens on the grounds. Visitors may stay in the two
private guest rooms with full baths.
In many ways, Durham Coho has all the trappings
of co-living marketed toward millennials, but is attracting baby boomers entering their retirement years.
The units are larger than the single ensuites of home
sharing and many of the urban millennial co-living developments. Consequently, the costs are higher as well.
When it opened in 2014, a 1-bedroom unit (800 s.f.)
sold for $237,600, while a 3-bedroom, 2.5-bath unit
went for $445,500.
Residents of cohousing generally express positive
experiences. Sweden, whose research on older adults
in cohousing is more extensive than that of the U.S.,
reports that residents seek out cohousing more for
its social assets—good contact with neighbors, mutual support, shared common activities, reduced loneliness—than for practical reasons, such as household
repair and management or accessible housing features
(Choi 2013). Similarly in the U.S., older adult cohousers seek this type of housing primarily because of its
greater sense of community and expectations of mutual support (Glass and Choi 2015).

Accessory Dwelling Units

Accessory Dwelling Units (ADUs)—also known as
granny flats or in-law units—are small, secondary
housing units on a property with an existing singlefamily home, either attached to it or detached. ADUs
were an integral housing type of many cities up to
World War II. The rapid growth of suburbs after
WWII, with the associated lower density housing and
increasing concern of homeowners for property values,
eventually led most municipalities to impose a variety of restrictions on ADUs, among them occupancy
homeowner eligibility, location, or parking restrictions,
making it difficult, if not impossible, for ADUs to be
built (Liebig, Koenig, & Pynoos 2006).
In recent years, especially with rising housing costs,
many cities have passed legislation easing zoning and
permitting regulations for ADUs, including those in
California, Portland,OR, Seattle,WA and Vancouver,
BC. The city of Santa Cruz, California, stands out
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in particular for not simply easing such regulations,
but also incentivizing ADUs by providing technical
assistance, including a series of home design plans
developed by various architects, a wage subsidy and
apprentice program, and an ADU loan program (Sage
Computing, Inc. 2008). The city promoted ADUs for
lower-income residents, typically those ages 18 to 25,
or over 65. Homeowners who select one of the citydesignated ADU plans qualify for an expedited permitting process. With approximately 40 to 50 permits
approved each year, this integrative ADU program has
received planning and environmental awards, and been
used as a model by other communities (Bipartisan
Policy Center, 2016).
Being a secondary unit on developed property,
ADUs are less expensive to build, thus providing an
affordable housing source. While ADUs are used by a
range of residents, one focus has always been to house
aging parents, allowing them a level of independent
living space while also providing co-living resources,
such as access to the larger home for amenities, services, and social support when needed. A survey by
AARP in 1996 found that while only 3% of homeowners over the age of 50 have added an ADU to their
property, over a third would consider doing so if they
needed daily assistance.
In 2010, Benton County, OR conducted a Health
Impact Assessment on changes to their ADU regulations (entirely restricted), and concluded that a policy
option that covered ADUs for older parents would have
the greatest impact on health by improving healthy
options and social cohesion. Living close to relatives
but not with them may be a healthier option for older
adults, as suggested by a study using data from the
National Longitudinal Study of Aging (Brinig, 2015).
While not a definitive experimental study, the longitudinal analyses revealed that living with one’s adult
children portended a decline in health, but living close
to but not with one’s adult children positively affected
the older adults’ health and longevity, with improvements in cognition as well.
To be a viable form of co-living for older adults,
ADUs must include universal and accessible design
features that take into account aging occupants. Using
innovations in factory-built housing design the past
few decades, some manufactured housing firms are
now producing prefabricated ADUs that can be built
in a factory, trucked to the site, and set on a foundation
via crane or other quick assembly process, minimizing
the noise and disturbance to neighbors of site-built
housing. FabCab in Seattle, PALS (Practical Assisted
Living Solutions) in Connecticut, ECHO Cottages
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in Hudson Valley, NY, and MEDCottage in Virginia
have incorporated telehealth and smart home systems,
as well as universal design features in lighting, entry,
and bathroom fixtures.
Current interest in ADUs as an alternative housing model may in part reflect the growing tiny house
movement (Pan, 2015). Yet advocates also see ADUs
becoming a more viable co-living housing option for
the growing number of older adults who seek both
a level of independence and a desire for affordability,
social intimacy, and connection. The growth and innovation of the modular/manufactured housing industry
for infill smart homes may address some of the challenges, particularly the noise, traffic, and cost, of onsite construction.

Is There a Market?

To date, co-living for older adults is not a real estate
effort with a high return on investment, making it unlikely to capture the interest of most conventional residential developers. Financing, zoning, permitting, and
other regulatory obstacles also discourage conventional
real estate interest, and stymie even the most earnest
advocates of co-living. The previously-mentioned coliving ventures that PMG, Ollie, and other for-profit
firms are initiating for millennial professionals may
prove to be an exception, but it is still too early to assess whether these will be sustaining, financially viable
developments and whether the interest will “trickleup” to older adults.
Yet, the co-living movement is in its infancy at a
time when aging demographics are affecting all components of our housing markets. The success of current
co-living models generally depends upon the resources
and fortitude of residents who wish to pursue them.
The history of co-housing has demonstrated that early
pitfalls and roadblocks confronted by early pioneers
eventually are overcome; and lessons learned to successfully maneuver the financing, permitting, design,
and self-management processes are now documented
in guidelines, books, workshops, and by cohousing consulting firms.
Still, many Americans shy away from or resist relinquishing private space and domestic activity, no matter
the social or economic benefits from sharing some common space, social and household activities, and other
resources. And while many Americans see “companycontrolled” residential developments as violating their
sense of home-as-castle, there is an appeal, and sometimes a necessity, to having paid staff provide needed
services and amenities, rather than share those with
other housemates or community members. Further,

aging in place can be less expensive than co-living for
those individuals without mortgages on homes they can
still maintain and access comfortably. Yet, third-party
arranged home sharing can enable residents to remain
in their homes in advanced age, when matched with
suitable housemates (Bodkin & Saxena, 2017).
Consequently, co-living as a housing option will be
a niche or minor player in the housing market targeting aging baby boomers. Yet, the key issue for boomers
revolves around maintaining choice and control of living circumstances for as long as possible. Given the
diversity of the aging population, having more options
on the residential landscape allows people to choose
what works best for them at different times and circumstances of their lives. But it is difficult to choose coliving when you are not familiar with it, have never
seen such places, nor met anyone residing in cohousing, shared housing, or an ADU. Viable choice and
control means being cognizant and informed of the
range of residential options—a charge that care providers, planners, and other professionals can perform to
a growing number of older adults and boomers seeking
a middle ground between aging in place and more traditional older adult congregate living options. •CSA
Sherry Ahrentzen, PhD, is Shimberg Professor of
Housing Studies at the University of Florida. Her
research focuses on housing and community design
that fosters the physical, social and economic
health of households. She currently co-leads a multidisciplinary
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environments for older adults. This team—Vital by Design—is a
member of the AIA Consortium of Design and Health Research.
Contact her at ahrentzen@ufl.edu.
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Here are steps to identify the best ways to transform our homes and
communities into better places to grow old, helping new aging-in-place
models avoid mistakes and current Villages show their progress and
contributions. BY A M A N DA J . L E H N I N G , M S W, P H D

How Do We Know What Works

to Support Aging in Place?

An Overview of
the Village Model
I

n the United States in recent decades, there has been
growing interest from both the public and private
sectors to develop strategies to help older adults
remain in their homes and communities and out of
long-term care institutions. Public programs such
as Medicaid, for example, provide low-income older
adults and persons with disabilities assistance with
personal and household tasks through mechanisms
such as home- and community-based service 1915(c)
waivers (HCBS), Cash and Counseling, and Money
Follows the Person. These long-term services and supports (LTSS) address the consequences of physical and
cognitive disease and disability that often occur as we
grow older.
In the private sector, the increasingly prominent
Village model also aims to promote aging in place,
particularly in terms of increasing sources of formal
and informal social support. While Villages have expanded rapidly since the first Village was founded in
the Beacon Hill neighborhood of Boston in 2002, to
date we still have a limited understanding of whether
this approach can successfully facilitate aging in place.
For example, similar to other newly-developed private
sector efforts, such as older adult cohousing and shared
housing, there remain unanswered questions regarding
what aspects of the model work, for whom, and under
what conditions. Such information is critical to ensure
that older adults can remain valued members of their
communities and work with other residents to create a
place that is healthy for people of all abilities and ages.
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This article uses the example of the Village model
to highlight the challenges of determining the effectiveness of innovative community-based programs
that aim to increase social resources and ultimately
promote older adult health, well-being, and aging in
place. It provides an overview of the Village model
and summarizes emerging evidence of its benefits.
The article then discusses some of the challenges of
documenting the effects of Village membership, and
concludes with recommendations for concrete steps to
improve the evaluation of and communication about
Villages and similar types of initiatives.

The Importance of Social Support in
Later Life

Social support, including the provision of informational, emotional, and tangible assistance, is a key
determinant of health, well-being, and the ability to
age in community. Social support networks have been
linked with a number of positive outcomes, including
better self-rated health, fewer depressive symptoms,
decreased risk of mortality (Antonucci, Fuhrer, & Dartigues, 1997), and greater confidence of being able to
remain in the community (Tang & Lee, 2011). However, older adults often experience a decline in their
number of social network members, particularly those
who are not family members (Shaw, Krause, Liang, &
Bennett, 2007). Accessing social support may be particularly difficult for the more than 12 million Americans ages 65 and older who live alone (U.S. Census
Bureau, 2014). Furthermore, social and demographic
conditions, including lower fertility rates, higher geographic mobility, and greater entry of women into the
workforce, mean that even family members may be less
available to provide various forms of support.
Many older adults may therefore have less help and
support from informal sources just when they need
those supports the most. Given that many cities and
towns have limited access to public transportation or
walkable neighborhoods, an older adult who has to
give up driving because of cognitive decline or sensory impairment may become increasingly unable to
engage in life-sustaining or life-enhancing activities
without someone to give them a ride. Similarly, due to
the predominance of multi-story single-family homes
that lack accessibility features, older adults with functional limitations may need to relocate to an institutional setting if they do not have someone to help them
with household chores or home modifications. While
formal support services, such as those offered through
the Older Americans Act or Medicaid, can supplement gaps in informal support networks, often older
adults are unaware of the aging services available in
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their community or how to access them. Furthermore,
LTSS often have waiting lists and other restrictions
that limit their ability to address older adults’ needs
(National Health Policy Forum, 2013). This suggests
that many older adults could benefit from accessing a
variety of supports in their neighborhood.

Benefits of the Village Model

The Village Model is a grassroots approach in which
older adults develop their own local membership associations that emphasize the provision and receipt of
various forms of support to promote healthy aging and
enhance their ability to age in place. Village members
pay dues in exchange for access to a variety of supportive
services (e.g., transportation, grocery shopping, household maintenance) and informal supports (e.g., friendly
visits or phone calls from other Village members), social activities, and referrals to other needed services
from for-profit and not-for-profit community service
providers, often at a reduced rate (Greenfield, Scharlach, Lehning, Davitt, & Graham, 2013). A key feature
of Villages is engaging members in all aspects of operations, with older adults typically involved in developing
each Village, providing oversight and governance, supplying financial support, and serving as volunteers for
administrative and support provision tasks.
Villages therefore hold the promise of addressing
some of the major barriers to safely aging in place, particularly for older adults who may need local sources
of informal and formal support. Indeed, the limited
empirical evidence, which comes primarily from a
study of seven Villages in the state of California from
2011 to 2014, indicates positive effects of the model
on members. Findings suggests that Village membership contributes to greater confidence in remaining in
one’s home or community, especially among members
who receive companionship services, home modifications, in-home assistance, and referrals to community
services (Graham, Scharlach, & Price Wolf, 2014).
Village members also report better health and social
connections since joining the organization (Graham,
Scharlach, & Kurtovich, 2016). Finally, when asked
about what they most like about belonging to a Village, the most common response is “knowing that services are there when I need them” (Scharlach, Graham,
Kurtovich, O’Neil, & Rosenau, 2015).

Challenges of the Village Model

Findings from the California study indicate the Village model is a promising approach to addressing the
social support needs of older adults, yet there remain
challenges to determining the extent to which this is
an effective strategy to promote aging in community.

The first challenge emerges from the model’s flexibility in its implementation, which results in considerable variation among Villages in their organizational
characteristics. In a national study of Villages using
data collected in 2012, only 22% appeared to be structured in a way reflecting the typical description of
the Village model, with high member involvement,
volunteer-dominated provision of supports and services, and funding primarily through membership
dues and fees (Lehning, Scharlach, & Davitt, 2017).
While such variability reflects the model’s ability to
adapt to local needs and preferences, it also indicates
that older adults, their families, service providers, or
policymakers cannot assume that an organization that
calls itself a Village has incorporated all aspects of the
Village model (that is, if you’ve seen one Village, you’ve
seen one Village). Furthermore, it creates barriers to
developing an evidence base regarding the model’s impact on members. It may be, for example, that certain
modifications to the model improve a Village’s ability
to serve different types of members, such as those with
higher health care needs or living in rural communities, but to date this has not been documented.
A second challenge relates to perceptions regarding the specific populations that Villages are trying to
serve. In the same national study, Village leaders described membership recruitment as a major challenge
for their organization (Lehning, Scharlach, Price Wolf,
Davitt, & Wiseman, 2015). Some Village leaders discussed their community’s belief that they are designed
only to meet the needs of affluent White older adults,
and indeed prior research confirms that many Village
members tend to be White and socioeconomically advantaged (Greenfield, Scharlach, Lehning, Davitt, &
Graham, 2013). There is therefore little data by which
to determine whether Villages are an effective strategy
among older adults with diverse backgrounds in terms
of race, ethnicity, culture, and socioeconomic status.
Other Villages are working to change the view of
potential members who are “not ready yets” because
they perceive a Village as primarily for older adults
who are frail and have high assistance needs. This suggests a tension in terms of whether Villages are a form
of long-term services and supports, a social organization, or some combination of the two. In addition, we
currently have limited information regarding Villages’
effects on older adults with different health and social
needs. It is also unclear whether this model works primarily in areas where there is a high density of older
adults (also known as a Naturally Occurring Retirement Community, or NORC), or is equally effective
when the older members are more dispersed across a
geographic area.

A final challenge is the relatively little attention
given by researchers to the Village model at the same
time that it is rapidly expanding across the U.S., with
184 Villages at some stage of development at the time
of this writing (Village to Village Network, nd). To
date much of the existing research has focused on describing the Village model, identifying Villages’ intervention strategies, and delineating Villages from other
community-based approaches to promoting aging in
place, such as NORC Supportive Service Programs.
This research is a necessary first step to proposing
and evaluating the specific pathways by which Villages can improve the health, well-being, and social
resources of their members, and indeed informed the
study of the seven Villages in California discussed
earlier. Existing studies, however, have not yet included a comparison group or followed members long
enough to fully capture the impact of Villages beyond
the benefits reported by participants. Furthermore,
there is a need for research using a national sample
of Village members that collects a range of biopsychosocial and environmental measures, along with the
organizational characteristics of their Village. This information can help Villages track member outcomes
and identify best practices, as well as contribute to the
larger knowledge base on the factors that can promote
aging in place across a variety of geographic regions
and populations.

Moving Forward and Identifying What
Works

While these challenges to understanding what works
among Villages and other community-based approaches to support aging in community are significant, they are not insurmountable. In the short term,
older adults, service providers, and other professionals can conduct their own research to discover what
community-based approaches and/or Villages are
available in their community. This includes talking
with Village or other leaders and members about organizational goals, supports provided, and opportunities
for volunteer engagement, as well as current member
characteristics.
In the longer term, as aging in place continues to
be a focus of policies and programs for the public, forprofit, and non-profit sectors, it is critical to develop
and communicate an evidence base regarding their effects on participants.
First, there is a need for more dedicated resources
for research and evaluation on Villages and similar
initiatives. Villages often struggle to achieve adequate
funding levels for their programs and services, and
therefore have almost no financial resources to devote
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to evaluation activities such as collecting, maintaining, and analyzing member data. Larger-scale research
by academics and other professional researchers has
been hampered by limited funding from foundations,
and almost non-existent funding by the government
through the National Institute on Aging or other
agencies. Evaluating Villages’ impact on members requires time, money, and knowledge.
Second, and related, is the need for stronger
partnerships between researchers and organizations
to ensure that Villages are engaging in research-informed practice and that scholarship can be applied
to on-the-ground efforts. This requires Villages to
reach out to researchers as early as possible to help
develop clear logic models and develop strategies to
measure outcomes. It also requires academic institutions to encourage and reward faculty for engaging
in evaluation activities with local community-based
organizations.
Finally, there is a need for expanded knowledge
sharing and communication among Villages, policymakers, service providers, and current and future members. The Village to Village Network offers member
organizations webinars, toolkits, an annual National
Village Gathering, and other resources to support
their development, implementation, and sustainability.
The Network could also develop partnerships and disseminate current information about the Village model
to other professional networks and organizations representing potential stakeholders (e.g., local, state, and
federal policymakers; health care systems; LTSS providers; foundations).
Strengthening evaluation and communication activities can serve multiple purposes. It can identify best
practices for Villages, and help newly-forming Villages
and other initiatives avoid common pitfalls or wasting
resources trying to reinvent the wheel. These activities
can help Villages measure their progress toward
achieving their goals. Furthermore, they can provide
tools to help Villages make a case to funders, policymakers, older adults, and other stakeholders regarding
their potential to promote aging in place. •CSA
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The Chicken or the Egg?

Timing the Downsize for Late-Life Moves
Relocation in later life forces a confrontation with the entirety of a household’s
possessions, raising questions on volume, manageability, and disposition of
the whole lot. BY DAV I D J . E K E R DT, P H . D.

T

he infrastructure of material goods—possessions—that people accumulate and live among
represents some of the fruits of a well-lived
life. At the same time, a life-long collection of accumulated things may eventually get in the way of one’s
well-being. In the second half of life, adults can ready
themselves for the future by attending to financial and
legal issues, anticipating care needs, cultivating relationships, and, not least, thinking about the best place
to grow older. Typically, when older adults relocate,
they move from larger to smaller quarters, and this necessitates possession downsizing. The accomplishment
of this task, although daunting for many, may increase
their chances of living independently and in more suitable housing.
This article offers the image of a “material convoy”
across the course of life that has special dimensions in
later life. When it comes to moving one’s residence
and managing that convoy, there are three possible scenarios for the way that things could play out, making
the timing of moves and possession divestments a nice
chicken-and-egg problem.
My observations are based on interview studies
with a diverse group of older adults in the Midwestern

United States. My colleagues and I have talked to
people in more than 130 households: people who had
moved, those who were about to move, and sometimes
their families. We have also fielded national survey
questions about older adults’ practices of possession
management.

The Material Convoy

The topic of possessions can be taken up category-bycategory (e.g., heirlooms, furniture, books, etc.), but
there is a way to attend to them, in their totality and
across time, using the metaphor of the convoy. Much
like the convoy of social relations—family, friends, colleagues, acquaintances—that accompanies individuals
from birth to death, so, too, the body of one’s possessions across time is a convoy of material support. Like
the social convoy, the material convoy has members
with more and less importance (some even forgotten),
members that endure and members that are temporary, and members that populate the convoys of others.
Also akin to the social convoy, the material convoy can
protect and gratify individuals, but also put them at
risk, provisioning life with support or stress or both
(Ekerdt, 2015).
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People develop emotional associations with their
belongings: they want to give things a good home, they
can’t stand to look at them. A larger convoy does not
necessarily guarantee more benefit. Social networks
and material convoys share one other feature: the person at their center may regard the members with ambivalence. The material convoy, therefore, is a persistent
but dynamic body of belongings that accompanies
people across their changing lives. Things may come
and things may go, but there is always a convoy.

The Convoy in Later Life

The material convoy has at least three added characteristics in later life: its volume, its manageability, and
the way that it creates a growing, shared concern about
its disposition.
First, after decades of consumption, what remains
is an accumulation of things that have endured, that
have been retained throughout the rhythms of acquisition and disposal that are normal in everyday life
(Gregson, 2007). The volume of possessions is not
necessarily larger than in middle age but the concentration of “sticky” things rises in the convoy.
The keeping of things comes about in opposed ways.
There is the intentional keeping that arises from an array of motives that can shift and combine in relation to
the same object. Essentially, things are valued for their
utility or because they symbolize something. There
is also inadvertent keeping—accumulation through
mundane neglect. It arises from the housekeeping
practice of putting things away in such “backstage”
areas of the home as closets, attics, and basements. So,
putting things away and out of sight would ordinarily
be thought of as a good habit for the home. But out of
sight is out of mind, and so the convoy grows.
Older Americans are well aware of overfull convoys. A 2010 survey question to a cross-section of persons ages 60 and older found that 60% of respondents
claimed to have “more things than I need” (Ekerdt &
Baker, 2014). That percentage extrapolates to nearly 35
million adults not at ease with the quantity of their
belongings. That is a sizeable potential market for services and advice.
The second convoy feature in later life is that its
manageability becomes more challenging. Kept things
are far more than just passive matter resting politely
by. They must be accommodated by being stored, arranged, contained, tidied, maintained, cleaned, secured,
insured, or worried about. Property maintenance and
its costs were a considerable worry for older adults in
our interview studies.
If upkeep is laborious, divestment is work as well.
The work is cognitive. One must strategize (give, sell,
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donate, trash), plan, and schedule procedural steps.
The work is physical. Objects will need to be located,
retrieved from their places, hauled about, and readied
for presentation (e.g., cleaned for sale, bagged for the
trash). The work is emotional. Letting go of treasured
things imbued with memories and sentiments is difficult enough. Finding out that they have no monetary
value and family members don’t want them makes letting them go even more distressing. The work is social.
Others will need to be consulted, brought in, paid, or
recruited to help. Divestment becomes more difficult
under the pressure of financial limitations, social isolation, and waning strength and stamina. In the end, it
may all be too much bother. Although some people
habitually divest in later life, larger numbers do not
(Ekerdt & Baker, 2014).
The third characteristic of possessions in later life
is that this inertia toward the material convoy raises
a shared concern—the belongings become a worry
not just for older adults themselves but also for others (Ekerdt & Sergeant, 2006). As remaining lifetime
grows shorter, the disposition of the convoy will need
to be undertaken sooner or later, by somebody. Thus,
the personal belongings of private individuals become
an intergenerational and collective issue. For those
with a stake in the safety and security of older adults,
possessions are one more way that the privacy of an
older person becomes open to public consideration.
Like one of those dollhouses, the walls come off and
one’s personal property is now exposed to others.

Things in Motion

Moving residence calls the question on the entirety
of one’s things—from A to Z, from soup to nuts, the
whole kit and caboodle. As opposed to campaigns
that adults might periodically initiate to tame clutter
or purge selected items, the late-life move is a wholehouse affair. The status and placement of everything
from all over the home is up for review. People do
not rush toward this project, which may help to explain why so many older adults want to stay put. The
national survey asked respondents: “Think about the
effort that it would take to move your belongings to
another home. How reluctant to move does that make
you feel?” Altogether, after age 60, 35% felt “very reluctant.” Add in the number of persons who were “somewhat reluctant” and three-quarters of respondents had
reservations about moving to a different residence in
response to thinking about having to deal with moving their belongings (Ekerdt, in press). This is more
evidence of a growing potential market for services
and advice.
The decision to downsize and move in later life

usually occurs in three basic scenarios: the household
divests goods long in advance of a move, the household
divests just before a move, or the divestment occurs
after the move.
SCENARIO 1: DIVESTMENT LONG IN ADVANCE

Taking this route, divestment spans months or even
years in advance of an anticipated move. This is the
proactive weeding-out process that clutter gurus
champion: people prudentially pruning from their
convoys the objects that no longer have utility or
emotional value in daily life. Employing an extended
approach gives householders time to optimize divestments, such as dedicating gifts to just the right
person or getting the best prices for sale items. Periodic waves of purging surplus items allows one to
take advantage of, for example, neighborhood yard
sales, or a younger relative who needs to furnish a
new apartment or house. The benefits of a leaner material convoy include the flexibility in contemplating
a move and the ability to promptly take advantage
of residential options that might arise. “The place is
cleared out—I can move.”
However, such farsighted downsizing is not likely
to be the general pattern, as our research on age and
possession inertia suggests. In addition to procrastination, there is sometimes a surprising obstacle to getting
ready—one’s family. Family members can resist not
just the reception of objects, but acts of distribution altogether, refusing to engage in the project. “Oh, Mom,
you’re not going to die tomorrow.”
Nonetheless, advance planning that is methodical
and controlled is a particularly good idea because the
timing of so many moves in later life is unexpected.
The unforeseen nature of many housing transitions—
prompted perhaps by health changes, family events, or
the vagaries of the real estate market—is all the more
reason to lighten the household’s load of belongings.
One particular wild-card that comes up in later-life
relocation is when people apply for admission to units
in older adult housing and retirement communities.
Once approved, applicants are typically put on a waiting list and told that it could take some time, but then
suddenly it happens—a spot opens up and requires a
quick decision. Unexpectedly they may find the chore
of downsizing in a hurry is upon them.
SCENARIO 2: DIVEST PROXIMATE TO A MOVE

In this approach to relocation, activity commences
once a move is scheduled. The household promptly
sheds items, and the divestment is more or less concluded once the residents are settled in the new place.
The nature of real estate and rental contracts tends

to put people on a 6-week to 3-month schedule for
moving house, and that has been the common spell
among people we have interviewed. Of the households
that did move, 34% disbanded in 1 month or less, and
altogether 73% disbanded in 3 months or less. Relatively speaking, this is a fairly short period of time in
which to trim the volume of one’s current belongings
by perhaps half or more. It is a stressful experience and
almost never done without help.
Actually, waiting until the last few months makes
sense because the dimensions and size of the new
place, when known, can inform divestment decisions
regarding what appliances, furniture, and other room
contents to retain or release. What will fit? Will there
be space for tools, hobby materials, books, and kitchen
utensils? Will there be a garage, basement, garden, office area, or spare rooms? Knowledge of a specific destination confers a certain discipline on the divestment
project and expedites it. As one research participant
said, “It’s not a matter of what you can bring but what
you can’t bring.”
SCENARIO 3: MOVE, THEN DIVEST

The third approach to a late-life move involves taking selected possessions to the new place and leaving
the rest behind to be given away, sold, or otherwise
distributed. This way, the divestments can be more methodical and controlled without the imminent pressure
of a moving deadline. From the new place, residents
can second-guess and correct their choices about what
they brought along. On-site sales or charity pick-up
of things left behind will be easier to organize if the
inhabitants have departed.
However, this scenario presumes that the movers
can bear the expenses of two homes (e.g., rents, taxes,
mortgage, utilities) while the left-behind belongings
are divested. Unless movers are well off, this is not a
realistic alternative for most people. The logic of the
move-first/divest-later sequence is illustrated below
by a gentleman who committed to buying a condo in
May that would not be ready to move into until September. The selling of his old house was to follow after
these events.
“I had listed the house on the market about
the first of August. I didn’t want to jam myself
up — say, if I put it on the market in May or
June, and then have somebody come along and
want to buy it and want me out in 30 days. I
just didn’t want to deal with that. And since
the house is paid for, it wasn’t a real issue of
money. It was about a reasonable, controlled
transition.”
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Upon moving, he then scheduled an estate sale
at his old house, where the estate seller had free rein
to arrange and price things. On the downside, when
we spoke with him four months after his September
move, his house was still on the market.
In practice, downsizing and moving will be temporally intertwined, one preceding the other, precipitating the other, awaiting the other, and interrupting
the other. And downsizing often never actually seems
to conclude because people still have, even months after moving, boxes and tubs and racks of things that
they still need to go through. As noted earlier, 60%
of Americans age 60 and older claimed to have “more
things than I need.” But even among those who had
moved in the previous two years and presumably
downsized, 44% still said that they had more than they
need. Moving may pause one’s confrontation with the
material convoy, but probably not end it.

Conclusions for Movers and Motivators

The whole of one’s possessions, borne across place
and time as a material convoy, is the yield of a consumer career that by turns acquires, accommodates,
and divests things. In later life the size, manageability, and disposition of the convoy rise as issues
of concern. Ideally, older adults should release the
possessions that furnished the lives and roles that
they no longer have. Such farsighted behavior gives
the household maximum control over what is a laborious process, protects one’s privacy, and can be a
“gift” to one’s survivors (Perry, 2014). The household
will also have fewer constraints if moving opportunities arise.
If older people find that they must downsize while
up against a moving deadline, they will try to make
special gifts of things and engage in sales; though
emotionally satisfying to some, these strategies will
not unload a lot of goods quickly. Donations are more
efficient—charity shops and agencies are open every
day, and some even pick up. If people can forego the
idea that moving must be a DIY project, then help is
at hand from estate sellers and auctioneers, but there
will be costs. An entire profession of move managers has arisen to provide services for downsizing older
adults. One can also call upon the support of the “social convoy” of family, friends, neighbors, and church
members.
For anyone trying to motivate a downsizing, there
should be no scolding, no shaming. Most people have
accumulated their convoys to serve the purposes of
their lives as partners, parents, workers, and leisure participants. Now, in later life, they are typically sheepish
and astonished about all that they possess. As noted
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by one woman, “When you move, you have more stuff
than you thought you had, you really do. I don’t know
where all this stuff came from, oh my goodness.” Yes,
there are advantages to a smaller material convoy, but
older adults already perceive the problem—no need to
pile on. •CSA
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Where Art Thou Claude Pepper?
National Policy and Aging in the
First Quarter of the 21st Century
The strides in federal older adult programs of past decades are increasingly
at risk in current budget battles and require much more advocacy on behalf
of older adults. BY W I L L I A M F. B E N S O N

D

uring a recent television interview, I was asked:
“You have been working on aging issues for
more than four decades. What do you consider
major achievements (during that time)?” After a moment’s thought, I replied that while there have been
some significant achievements since the early 1970s,
the major accomplishments all occurred prior to the
start of my career at a senior center in 1973.

Social Policy Supports for America’s
Older Population

The truly monumental achievements in social policy
in aging in the United States include the creation of

the Social Security Act as part of the New Deal in
1935, and the Triple Crown of Medicare, Medicaid,
and the Older Americans Act (OAA) enacted into law
in 1965 as part of President Lyndon Johnson’s “Great
Society” agenda. These milestones were followed by
the Age Discrimination in Employment Act in 1967
and the Supplemental Security Income (SSI) program
in 1972. Earlier, in 1959, Congress created the Section
202 program at the U.S. Department of Housing and
Urban Development (HUD) to provide housing for
low-income older adults.
There have been achievements since then, to
be sure. Notable examples include the 1983 Social
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Security Amendments, which stabilized and extended
Social Security’s solvency for years to come; Title XX
of the Social Security Act (later the Social Services
Block Grant) in 1972; establishment of the Pension
Benefit Guaranty Corporation as part of ERISA in
1974; and the Age Discrimination Act in 1975. Additionally, many significant additions have strengthened
the OAA, such as the development of Area Agencies
on Aging (AAAs), which got their start in the 1972
OAA Amendments; the Long-Term Care Ombudsman Program in 1972; and the National Family Caregiver Support Program in 2000.
Moreover, we have been “re-balancing” Medicaid
by moving away from the program’s overwhelming
reliance upon nursing homes for frail and significantly
impaired older adults to serving many more frail older
persons in their homes and other non-institutional
settings. Many congregate housing settings for lowincome older adults, including public housing, now
have service coordinators who help residents remain
independent in their homes by such means as helping them access key health and social services. The
Medicare Prescription Drug, Improvement and
Modernization Act (MMA) of 2003 has also been
a truly major achievement. These are all important
developments, however for the most part, they were
built upon the foundation created by the enactment
into law of Social Security, Medicare, Medicaid, and
the OAA.

Aging Demographics and Resource
Adequacy

More recently, however, despite some very incremental advancements in aging-related programs and
policy, such as increased resources for dealing with
Alzheimer’s disease (e.g., the National Alzheimer’s
Project Act), the momentum has slowed and—some
argue—ground to a halt, especially for discretionary
programs for older adults. For example, at the end
of the Carter Administration, it was projected that
20,000 new Section 202 housing units would need to
be financed annually to keep pace with the rising demand for housing low-income older adults and people
with disabilities. Since 2012, Congress has provided
no funding for new construction of 202 units. (Although at present, Congress continues to provide
funds for rental subsidies for tenants currently living
in Section 202 buildings.) A report from B’nai B’rith
International—a sponsor of Section 202 housing—
notes a projection that “27 million older adults will
be low-income in 2035, as compared to 15 million
in 2015” and cites AARP that “for every Section 202
unit that becomes vacant, there are 10 seniors on a
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waiting list” (Carmen, 2017). We have a current housing crisis for low-income older adults that will deeply
intensify in the coming years.
The OAA, which provides an array of essential
services at the community level to help older adults
remain as independent as possible, including congregate and home-delivered meals, and many other
services, has seen very few funding increases. In fact,
OAA funding has been virtually “level-funded” for a
number of years, meaning very few increases in funding. To illustrate, the OAA program providing funding
to states and AAAs for health promotion and disease
prevention services, the only such line item for adults
65 and older in the entire federal budget, has seen an
approximately $5 million increase since 1992 and has
been stagnant at $19.8 million for a number of years, a
pitiful amount for the nation.
From the start of my career, there has been ongoing
talk that we are undergoing a demographic revolution
with unparalleled growth in the numbers of Americans living into old and very old age. Yet, in fact, it is a
recent phenomenon. For the first three-plus decades of
my career, there was very slow growth in the number of
Americans reaching old age. But as the Baby Boomers
began turning age 65 in 2011, the demographic shift
was truly upon us. The percentage of our population
over age 65, which until a few years ago was around
10%, will grow from 15% of the population in 2014 to
22% in 2040 (Leadership Council of Aging Organizations, 2017). We knew this “age wave” was coming.
As the U.S. Census Bureau noted in a 1985 report, “a
window of opportunity exists now for planners to prepare to address the needs of aging society.” That was
32 years ago.
There is great irony in the trajectory of our aging
policies. Our chief achievements date to a time when
the explosive increase in the number of older Americans was far off into the future. And now that the age
wave is upon us, the urgent need to provide adequate
resources to ensure programs are responsive to the
growing demand, to modernize existing programs and
to develop new ones appropriate to current and future
needs, has seemingly fallen upon deaf ears among
policy makers. Again, the OAA provides an important
case in point.
Over the past five decades, the OAA has produced
a nationwide network of agencies and organizations
that have developed considerable expertise and capacity in providing a wide array of services to enable
older adults to remain living in their homes and communities, particularly those in the greatest economic
and social need. In recent decades, as the demands for
their services have increased, the “aging network” has

been forced to do more with less, as funding has remained mostly flat. As the Leadership Council of Aging Organizations (LCAO) notes, “its (OAA) funding
has barely budged since 2004 and is rapidly shrinking
relative to rising need” (Leadership Council of Aging
Organizations, 2017). Now, as the well-documented
demographic trends continue—a rapidly aging population of adults over the age of 65 and many more of very
advanced age with their associated chronic conditions
and frailties; fewer adult children than in generations
past, and thus fewer potential caregivers; more older
adults living alone, and so forth—it is untenable to expect aging services to continue to “do more with less.”
Efficiencies and technology can only stretch so far. The
cost of a meal, a salary, and gas for a van, is what it is—
and is unlikely to decrease. The OAA’s aging network,
like other human services systems, face doing less with
less, unless U.S. policy changes suddenly.

Contemporary U.S. Fiscal Policy and
Social Supports for Older Adults

This brings us to present day politics and its impact on
public policy. In 2017, the president signed legislation
to dramatically overhaul U.S. tax policy, which will be
a huge boon to corporations and America’s wealthiest.
It also promises tax benefits for many ordinary Americans, and its architects claim it will significantly boost
the economy, providing jobs and increased wages. But
it comes with a monstrous price tag as a result of massive tax cuts for corporations (a drop in the tax rate
from 35% to 21%) and for the rich—with no offsetting
revenue increases (Tax Cuts and Jobs Act of 2017).
Virtually all analyses of the tax reform legislation
project an increase of $1.45 trillion in the deficit over
the next ten years, an annual amount of almost $150
billion (Center for Budget and Policy Priorities, 2017;
The Joint Committee on Taxation, 2017). An analysis
by the Committee for a Responsible Federal Budget
suggests that, as a result of the tax legislation, coupled
with other short-term legislative priorities and making debt-financed tax cuts permanent, “Congress may
ultimately add up to $4.1 trillion to the deficit over a
decade” (Committee for a Responsible Budget, 2017).
As noted earlier, while those in the aging network
and others who provide publicly supported services to
older adults have struggled with doing more with less,
they may now face the prospect of doing less with even
far less, and perhaps with nothing. While until recently
this would have seemed to be exaggerated hyperbole, it
now may be all-too-real possibility.
In what many analysts and organizations have
dubbed the “two-step process,” the expectation is that
the Republican-controlled Congress and the Trump

White House will now proceed to make profound
cuts in spending, especially in entitlement programs
and non-defense discretionary programs, in order
to reduce the massive new deficit we face. A deficit,
notably, deliberately created. Even before the Senate
and the House of Representatives reconciled their
respective versions of the tax bill, Republican leaders were explicitly signaling their intentions for the
second step.
As reported in the Washington Post, House Speaker Paul Ryan (R-WI) “said Wednesday that congressional Republicans will aim next year to reduce
spending on both federal health care and anti-poverty
programs, citing the need to reduce America’s deficit”
(Stein, 2017). The New York Times quoted President
Trump telling an audience in Missouri, “We’re going to go into welfare reform” (Zernike & Rappaport,
2017).
In response, long-time Senator Ron Wyden (DOR) (and former Oregon Gray Panther leader) said,
“What’s coming next is all too predictable: The deficit
hawks will come flying back after this bill becomes
law,” adding, “Republicans are already saying ‘entitlement reform’ and ‘welfare reform’ are next up on the
docket. But nobody should be fooled—that’s just code
for attacks on Medicaid, on Medicare, on Social Security, on anti-hunger programs” (Stein, 2017).
There are just two ways (or a combination of both)
to reduce deficits: increase revenue and/or reduce expenditures. The tax overhaul eliminates hope of any
significant revenue increases. In addition to entitlements and other forms of mandatory spending (e.g.,
Social Security, Medicare, Medicaid) there is discretionary spending, that is, the funding that Congress
chooses to appropriate each year. There are two major
pots of discretionary money: defense and non-defense.
Defense hawks are hell-bent on big increases in defense spending. That makes non-defense spending for
the OAA, older adult housing, elder abuse, aging programs funded under the Social Services Block Grant,
and many other programs exceptionally vulnerable to
cuts. The total amount of non-defense discretionary
spending isn’t enough to offset a deficit of $1.5 trillion
over the next ten years. It will require cuts in Medicare,
Medicaid and other such programs, if not offset with
revenue increases.
These vulnerable programs have avoided automatic cuts through the waiver of PAYGO sequestration.
However, “Step 2” of this policy imperative for current Republicans will ultimately call for deep cuts in
federal programs that benefit older adults, as well as
other vulnerable populations and ordinary Americans
alike, as part of the demand to cut the deficit created
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by the tax overhaul. Most vulnerable are non-defense
discretionary programs like meals under the OAA, senior center funding, and the Senior Health Insurance
Assistance Program (SHIP). The Medicaid program,
the principal funding source for nursing home care
and other long-term services and supports (LTSS), is
especially vulnerable, but so is Medicare and potentially Social Security.
Funding for the current federal fiscal year 2018,
which began October 1, 2017, has now been settled,
almost six months into the fiscal year, with defense
spending receiving a huge boost and non-defense discretionary funding also faring very well in the $1.3 trillion funding package. Many aging-related programs,
such as a number of those under the Older Americans
Act, got surprisingly significant increases, especially in
light of recent history. The spending increases, coupled
with the recent massive tax cuts, are projected to drive
the deficit much higher, meaning Congress and the
President have “kicked the can” of tough decisions
down the road for another time. As Congress begins
discussions on federal fiscal year 2019 appropriations,
the need to promote aging programs and prevent cuts
or program eliminations continues, especially to ensure
that the just-agreed-to increases are not a one-time
only event.

In Search of Heroes and Advocates

Which brings us to Claude Pepper (D-FL), a tireless
champion for older adults in the U.S. Congress, who
died in 1989. Pepper, who at the time of his death was
the oldest member of the U.S. House of Representatives, chaired the House’s important Rules Committee
and previously the House Select Committee on Aging
(a committee that no longer exists). He was a hero to
advocates for his ceaseless efforts on behalf of older
adults. The headline for his New York Times obituary read, “Claude Pepper, Fiery Fighter for Elderly
Rights.” Horace Deets, at the time head of AARP,
said in the same obituary, “there really isn’t anyone on
the American political landscape who could step into
Claude Pepper’s shoes” (Thomas, 1989). In his final
years in the House, he was a relentless force in trying
to establish national policy for long-term care services,
as well as combating elder abuse.
U.S. Senator John Heinz (R-PA), who served at the
same time as Claude Pepper, was another highly regarded congressional voice for older adults. Tragically,
Heinz died at age 52 in a 1991 plane accident. Heinz’s
obituary noted that he was “a persistent defender of
the nation’s growing elderly population,” that he was
“instrumental in pushing through legislation that
put the Social Security system on sounder financial
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footing,” and that he was essential to “strengthening laws regulating retirement policies…and nursing
homes” (Ayres, 1991).
While there are federal legislators today who certainly pursue progressive aging policy, such as Senators Susan Collins (R-ME) and Bob Casey (D-PA),
as well as Congresswoman Rosa DeLauro (D-CT)
and others, they don’t have the impact that Pepper and
Heinz had. Since their deaths nearly three decades ago,
the aging field has mourned their absence. “We need
another Claude Pepper,” has been an all-too-common
refrain as advocates decry not only the lack of progress
and focus on critical aging issues, but the loss of previously gained policy ground for far too many older
adults, especially the vulnerable. The halt in financing
for new Section 202 housing, the stagnant funding for
OAA services, and the very limited progress in preventing elder abuse and helping victims are but a few
examples.
Given the demographics of our aging society and
the growing demand for services, particularly in the
current political environment, it seems silly, if not
worse, to hope for a modern-day policy hero or heroine
to come to the rescue, leading us into a new era of adequately addressing the needs of older adults, especially
those with limited means or capacity. Claude Pepper,
John Heinz, and other aging “heroes” of an earlier
time, like Maggie Kuhn (“Convener” of the national
Gray Panthers) and Arthur Fleming (first Secretary of
the U.S. Department of Health, Education, and Welfare under President Eisenhower and Commissioner
on Aging under President Nixon), are gone. They have
no heirs apparent, at least at this time.
Rather, it is well past time for those who serve
the older adult population to step up their game, so
to speak, as advocates themselves. This commentator
believes that the aging services world, with a few exceptions, has been too restrained, if not timid, in its
advocacy for important policy changes and adequate
resources. There appears to be a long-term pattern of
willingness to accept what is offered, often proverbial
crumbs, rather than engaging in serious organizing
and advocacy demanding what is needed.
Take elder abuse, for example. There are now more
annual reports of elder abuse than the combined number of child abuse and domestic violence reports. Total
federal funding for elder abuse is about 2% of overall
federal funding for dealing with abuse of all victims
(Quinn, 2015). The paltry amount of federal funding spent for addressing elder abuse is shameful and
should be unacceptable. No one argues that efforts to
combat child abuse or domestic violence are adequately funded. But it is clear that elder abuse receives token

attention in the policy world. This won’t change unless
and until those who care about elder abuse become far
more vocal and engaged in informing, educating, and
persuading policy makers about the urgency of this
crisis. The same holds for any number of huge gaps
in our social policy framework, in housing, long-term
services and supports, adequate retirement income,
and so forth.
There are many ways of being vocal and effective advocates, both individually and organizationally. Each of us needs to be advocates in practice, not
just in spirit. Pick the methods and means most appropriate for your circumstance and act on them. Yes,
there are limitations on what some individuals can do
within their professional roles or work circumstances,
but even so, there is so much that can be done on our
private time and dime.
Moreover, the path to effective policy-making that
is responsive to the realities of our aging society will
be greatly enhanced if more individuals with expertise
and experience in the aging field become personally
engaged in the political process, not only by supporting issues, but also backing candidates for office who
care about and understand what needs to be done, or
by becoming candidates themselves. As former House
Speaker Tip O’Neill famously noted, “all politics are
local.” Michelle Lujan Grisham, former director of the
New Mexico Aging and Long-Term Services Department, is now a member of the U.S. House of Representatives and running for governor of New Mexico.
Two colleagues of mine, a former state long-term care
ombudsman and a former area agency on aging director, were elected to their respective states’ legislatures.
We need more candidates and elected officials who are
experienced, knowledgeable, and committed to doing
all possible to ensure a secure and reasonably independent and comfortable old age for all older adults, not
just those with means.
It just might be that a future Claude Pepper, John
Heinz, or Maggie Kuhn is working with older adults
today as an elder law attorney, a senior center director,
or another professional who serves older adults. If so, it
would have likely pleased Claude Pepper. •CSA
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Hiring In-Home

Caregivers
C

aregiving is hard enough. Hundreds, if not
thousands, of studies and research papers over
the last several decades delineate the challenges
of caring for a loved one. A 2015 study found that
55% of family caregivers experience concerns about
their ability to provide physical care to their loved one
(Genworth, 2015). This, along with other factors such
as depression, high levels of anxiety, and family conflicts, often result in incremental stress and negative
health impacts on the caregiver. Caregivers may also
incur unanticipated negative impacts on both their
career and finances that can have immediate and longterm consequences on their own financial security.
Out-of-pocket costs alone have gone up almost 30%
in just five years, according to the Genworth study, and
are likely to continue escalating (ibid).
These trends will continue to grow. A 2012 U.S.
government survey found that 36% of Americans
provide unpaid care to another adult. This percentage is expected to grow as the population continues
to age and have increased lifespans (Pew Research
Center, 2013).

Receiving care isn’t a cakewalk, either. We have
become so acculturated to the concept of autonomy
as the zenith of adulthood that the need for any type
of assistance makes us feel “less than.” So, as we age,
and perhaps have limitations, it feels as if we need to
apologize for any perceived “weakness,” as if it is a
character flaw.
Wouldn’t it be helpful to empower individuals
and families to rethink this perspective and realize
that we are all interdependent for the whole of our
lives? We rely on others for food, clothing, shelter,
transportation, health care, socialization, recreation,
and much more. Reframing the need for support as
a means to maintain our safety, dignity, and the ability to continue our lifestyles, routines, preferences,
and sense of personhood would make the acceptance
of care that much easier for both caregiver and care
recipient.
This article explores both the challenges to family
caregivers and those issues that are encountered when
families finally reach out for paid caregivers to assist in
supporting their caring activities.

CSA JOURNAL 70 / VOL. 1, 2018 / SOCIETY OF CERTIFIED SENIOR ADVISORS / WWW.CSA.US

PAGE 65

Shifting the Care Perspective

The first imperative of changing the care perspective
is to remember that the person needing care is still
the person that they have always been. They are still
an adult, with strengths, challenges, wisdom earned of
experience, and specific ways of viewing themselves
in the world. These things don’t change just because
we now have health challenges that cause us to need
support from others. Even someone with a dementing
illness usually maintains basic personality traits until
very late in the disease process.
For example, a person open to seeking our support
in the past will likely continue to be accepting of outside help as they experience limitations. Just as likely, if
the person has always been fiercely independent, they
will balk (sometimes strenuously) at the idea of needing help. Conversely, we as caregivers need to know
when we need help, and we need to express this to the
care recipient. They may not understand our needs, but
we need to ask them to accept our reality, regardless of
their perceptions.
Family caregivers just starting on their caregiving
journey can facilitate the wishes of the care recipient
by keeping in mind the following factors:
•

Start with the least amount of outside caregiving
necessary and build the support system over time.

•

Make sure that the care recipient participates (as
much as they can) in voicing their wants, needs,
and concerns so that these items can be addressed.

•

Help the in-home care provider to match the personality of the care recipient to the paid caregiver
(e.g., is the care recipient social or reserved? Do
they have a sense of humor? Are they private or
not self-conscious about personal care?).

•

Help the in-home care provider to understand the
daily routines of the care recipient and the household. Write out a daily schedule that everyone can
use.

•

Be clear about the expectations for care with both
the paid caregiver and the care recipient so they
each have realistic expectations of one another,
especially at the beginning of the relationship.

•
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Help the paid caregiver to understand how to
manage challenging emotions or behaviors with
the care recipient, such as resistance or resentment
in needing care. (e.g., using empathy, allowing for
grief, and reassuring when there are fears).

•

Provide important phone numbers and contact
information for the paid caregiver in the event of
an emergency.

•

Review how the home is set up and managed
so the paid caregiver can navigate more easily. If
necessary, label kitchen cabinets, closets and other
important areas, so that the person can find the
supplies that will be needed.

Care recipients can compensate for adverse circumstances when they engage in “preventive, corrective, or
optimizing actions when they are helped to realize
their aspirations and goals and to feel again in control
of their bodies, activities, and surroundings” (Golant,
2017). For these reasons, it is critical to assure that the
voice of the care recipient is heard and included in the
planning and training process when hiring home care.

Where to Look for Home Care

As family caregivers begin to need help from paid
caregiving staff in the home, there are basically three
ways to find and hire home care:
•

The employment agency model

•

The registry/financial agent model

•

Private hires directly by the family or care
recipient

Although these are the basic ways of accessing
caregivers, it is necessary to point out that there is no
consistency across states with regard to licensing and
regulations of home care providers. The regulations
will apply in the state in which the care is provided.
Additionally, wages and other criteria must meet the
highest standard, whether that is set by the state in
which the services are provided or by federal legislation and regulations (DOL, n.d.).
When comparing the employment agency or registry/financial agent models of home care providers, the
consumer should seek an objective recommendation
from a third party and ask about the following:
•

Licenses held

•

Length of time in business

•

Insurances

•

How they recruit, screen, train, and supervise
caregivers
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•

Fees

•

Description of services

•

References

•

If they “match” caregivers to clients

•

If there can be consistent staffing

•

How they manage the division of work when
there is more than one caregiver

•

How they handle “no shows” (Family Caregiver
Alliance, 2017)

The Employment Agency Model of
Home Care

Home care has evolved over the years, and most
recently new rules have been promulgated by the
Department of Labor (DOL) under the Fair Labor
Standards Act (FLSA) that have two major requirements affecting home care workers and their employers. The new rules clarify that workers who meet the
criteria of “companionship services” must be paid
as employees and comply with minimum wage and
overtime requirements. These new rules went into effect on January 1, 2015. In most locales, the home
care industry is just now starting to deal with these
changes and the DOL has begun to more vigorously
enforce the new requirements. These changes address
the confusion of a prior “safe harbor” rule that enabled registries to classify home care workers as independent contractors. This is no longer the case and
registries are finding ways to stay in business by using
a “staffing” model and sometimes a payroll service to
their clients.
The revised definition of companionship services
“means the provision of fellowship and protection…
for a person who requires assistance in caring for
himself or herself… (this) also includes the provision of care, when the care is provided attendant to
and in conjunction with the provision of fellowship
and protection, and does not exceed 20 percent of
the total hours worked per consumer and per work
week (DOL, 2013a).” Basically, this describes custodial care, for the customary assistance with ADLs and
IADLs provided by certified nursing assistants and
home health aides.
This rule change of requiring home care workers
to be employees rather than independent contractors
(under the old “safe harbor” rule) applies except in the
following situation:

•

The worker is employed directly by the care recipient or a member of their household;

•

The worker is not providing any medical services;

•

The worker does not provide any domestic services that primarily benefit other members of the
household; AND

•

The worker spends no more than 20% of their
time assisting with ADLs and IADLs (ibid).

With these new DOL/FLSA regulations, many
agencies are creating “joint employment situations.”
This occurs when the agency continues to recruit
home care workers, sets the pay rate, refers the worker
to a client, trains and supervises the worker to agency
policy, and requires the worker to notify the agency
of any lateness or absences. The agency continues to
act as the fiscal or payroll agency. The family, in this
situation, selects the preferred worker from those referred, provides day-to-day supervision of those tasks
to perform and when, and sets the days and hours of
employment. Since the agency is no longer involved
in the selection of the preferred caregiver, setting the
days and hours of work, or the specific tasks to be
done, this creates a scenario in which both entities are
considered employers and therefore have the requirement of meeting the criteria for minimum wage and
for including overtime pay for more than 40 hours
per week.
The employment model of home care is usually
the most expensive because of the investment that the
agency makes in recruiting, hiring, verifying, supervising, and insuring its personnel, as well as taking care of
the local, state and federal tax requirements.
The second requirement under this new regulation is
that paid caregivers become eligible for overtime pay if
they work more than 40 hours in a 168-hour work week
for a single employer and they do not meet the exception criteria above. Caregivers who currently work more
than 40 hours per week will now have to either work
fewer hours in that position or be paid time and a half
for overtime hours worked (DOL, 2013b). People who
need more than 40 hours per week of care will significantly increase their costs and likely require more than
one person to provide their care each week. For care
recipients and families, it is difficult to have more than
one caregiver. There are issues of training, emotional and
relationship issues, and division of labor that need to be
managed with multiple workers in the home.
People needing 24-hour-per-day care will find that
even in the private hire market the costs will quickly
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increase, exceeding well over $100,000 per year at $19
an hour, and assuming family caregivers will still be
involved in providing some hours of care.

The Registry/Fiscal Agent Model of
Home Care

Registries are what some might call “staffing” companies. Although registries vary, typically they will
recruit, background check, and then “refer” the paid
caregiver to the client family, who becomes the employer. Registries are usually not available for emergency coverage if a caregiver cannot be on the job at
the last minute.
In the registry model, the family is responsible for
the scheduling of work days and hours, the task assignments, supervision, the budget, and hiring and firing
workers. This means that any challenges between the
caregiver and the care recipient or among the caregivers themselves is reliant on the care recipient or family
to mediate. Coverage for “no show” workers is also the
responsibility of the care recipient or family.

The Private Hire Model of Home Care

The third means to hire care in the home is to hire paid
caregivers directly without the support or intervention
of an intermediary. The care recipient or family is the
employer of record and responsible for compliance
with DOL regulations (unless they meet the exception described above) and for all payroll, payroll taxes,
and withholding expenses. It also means that the care
recipient or family will be responsible for some (or all)
of the pre-hire screening that should be done to protect
the care recipient (see sidebar). When the care recipient
has a long-term care insurance policy, it will be their
responsibility to submit invoices for reimbursement.
Increasingly, online services provide referrals to local agencies, while others refer to individual caregivers
within the care recipient’s local area. Depending on
the model, the caregivers may have gone through prescreening, while other models help families through
the prescreening process.
When a family member uses an online referral service, they will receive information about the agencies
through phone calls from the local agencies or emails
from the individual caregivers interested in the position. It is then up to the care recipient or the family
to determine which agency or individual caregiver can
most closely meet their needs. The online model may
seem efficient, however it often results in numerous
contacts via telephone and email to the inquiring individual that need to be organized. This sorting process
also necessitates prescreening, interviewing, training,
and supervising the potential agencies and caregivers,
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A CHECKLIST FOR PRIVATELY HIRING
CAREGIVERS
• An application for employment
• Proof of education as an HHA CNA and
maintenance of required continuing education
requirements (depending on state regulations)
• Eligibility to work legally as a citizen or a
person who is a resident alien with a “green
card” enabling them to be hired (I-9)
• Criminal background check
• License and driving record if they will be
providing transportation
• Competency evaluations
• Reference checks
• Verification of prior employment
• Emergency contact information
• Freedom from communicable diseases
• Drug testing
• Extensive interviewing and/or competency
testing

as there is no individual or entity that is presorting and
working toward a match of needs and capabilities with
the care recipient. If a caregiver doesn’t work out, the
process starts over again.
No matter the route for hiring caregivers, experts
now believe that “older people can compensate for
their physical, sensory, and cognitive limitations if
they occupy and transact with environments through
supportive physical and social resources…and caring
family members and professionals... The hope is that
the formal care of (in-home caregivers) will help compensate for the (declining) availability of their family
caregivers” (Golant, 2017).

Workforce Issues

As of 2015, there were approximately 43.5 million
adults providing unpaid care to an adult or a child
with disabilities in the prior 12 months (Greene and
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Hunt, 2017). This represents a shadow caregiving
workforce. With increasing mobility, smaller families,
more blended families, and more people choosing
never to marry there is likely to be a continuing decline in the availability of family caregivers, making
the availability of paid caregivers even more crucial.
Therefore, demand for paid caregivers will continue
to grow as baby boomers, younger generations, and
medical interventions enable those with chronic care
needs to live longer despite health and functional
challenges. Concerns about the availability, training,
and costs of obtaining quality care in the home will
continue to grow, as well.
According to the DOL, Bureau of Labor Statistics, home health aides in 2016 had a “median annual
wage of $22,600 and the need for this and similar
types of workers is expected to increase 40 percent
from 2016 to 2026, much faster than the average for

all occupations” (Bureau of Labor Statistics, 2017).
In many areas of the country, there are already labor
shortages for professional caregivers, including both
urban and rural areas. Despite the growing need, paid
caregiving may not be the first career choice of many,
especially considering the level of responsibility being
assumed for the level of pay offered. In most parts of
the country, a housekeeper or dog groomer will make
more on an hourly basis than the people we hire to
care for loved ones.
Furthermore, there are states that have been in the
vanguard of minimum wage increases and legislation
to assure overtime pay for those who work longer
hours. Workers often gravitate to the states that exceed
federal minimum standards, leaving other geographic
areas bereft of needed personnel.
With increasing diversity, there will also be cultural
differences such as lifestyle patterns, food preferences,
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and language and cultural issues that need to be
bridged. These types of issues create challenges for
maintaining a labor force that is available and prepared
for increasing needs. Workforce issues are also impacted by changing social policy toward immigration and
health care legislation.

Impact on Care Recipients and Families

Care recipients and their families are often caught
between the desire to have high quality care and the
overwhelming cost of that care as needs increase
over time. This is a very real tension that adds to the
other stresses of coping with functional, cognitive, and
health challenges that may last for decades. Caregivers
are at risk of their own health, emotional, functional,
social, and spiritual challenges that affect their ability
to continue to provide care. In many cases, a caregiver
is thrust into making major decisions without the benefit of personal knowledge or guidance as to the best
way to proceed.
What from a long list of home modifications is
necessary? Who is qualified to install them, and what
is a fair price? How do you take away the car keys from
a loved one who does not realize they are no longer safe
to drive? Should you cash out a 401K or take a reverse
mortgage to pay for home health care? These represent
just a few of the difficult choices for caregivers and
families new to these life stage challenges. Caregiver
support services, respite, and outlets for stress are often
difficult to locate and access. This is especially true for
caregivers who are so caught up in the daily needs of
their loved one and household management that they
don’t have the physical or mental energy to investigate
and understand community resources.
Although people are becoming more aware of the
needs and challenges of caregiving, they are still often
reluctant to reach out for services. Professionals who
serve older adults are likely to find themselves on the
vanguard of helping families to accept outside help to
support their own efforts. Utilizing a team approach to
finding the best services for each client system will enable the process of receiving and giving care within the
family and the community. Professionals including
social workers, care managers, nurses and those at
community agencies working together will ensure that
the burdens of receiving care don’t compound the existing challenges faced by the family. •CSA
Rona S. Bartelstone, LCSW, ACSW, CMC, CSW-G,
started a geriatric care management company in
1981, the first in the South and among the first in
the nation. She is a founding member of NAPGCM
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(now the Aging Life Care Association) and NACCM, an independent
credentialing organization for care managers. In 2008, Rona sold
her care management and home care company to SeniorBridge.
Since 2014, she consults with universities and national and local
companies that are including, expanding or quality assuring their
care management offerings. Most importantly, Rona is a family
caregiver. Contact her at ronb@ouraging.com.
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Case Study

A FAMILY STRUGGLES:

OUR MOM USES A
WHEELCHAIR OUTSIDE
HER HOME AND WE CAN’T
HELP HER AS MUCH AS
SHE NEEDS.

SHE RESISTS ANYONE
WHO’S NOT FAMILY.
HOW CAN WE HELP
MOM STAY SOCIALLY
ACTIVE AND SAFE?

BY R O N A S . B A R T E L S TO N E , LC S W, AC S W, C M C , C S W - G

M

rs. Dane has been a very independent person
all her life. Widowed for nine years, Mrs.
Dane adjusted well to living on her own
because she was close to her children and had many
friends and activities that she enjoyed. After a fall that
resulted in several fractures, surgeries, and extensive
physical therapy, she continued to use a wheelchair for
any travel outside her home. Mrs. Dane felt very angry
about being confined to her chair when she wanted
to go out with friends. She felt “invisible, demeaned
and ugly” and embarrassed to have her caregiver accompany her. The caregiver was referred by a friend
who had hired her in the past. As a result of her distress about the caregiver, Mrs. Dane was not pleasant
and wanted only one of her children to care for her,
especially during social outings. Her friends began to
pull away, and her children, especially her daughter, felt
extremely frustrated.
Mrs. Dane’s daughter, Judy, lives ninety minutes
away from her mother. She is actively involved with
her children and grandchildren and works part time.
When her mother became ill, Judy spent a great deal
of time at the hospital, arranging her rehabilitation
services and organizing home care. Every time Judy
left her mother to go home, her mother would call to
complain about the help and insist that Judy was the
only one who knew how to care for her. Judy felt at her
wits end. Judy called a care manager to help build a
more acceptable plan of care for Mrs. Dane.
How can the professional care manager best help
Judy and her mother?

Discussion

The care manager helped Mrs. Dane and Judy to listen
to one another’s concerns and goals. They both agreed
that a prolonged isolation would be devastating for
Mrs. Dane and her family. Mrs. Dane also stated that
she didn’t want to be a “burden” to her daughter, but

none of the home care workers seemed to know how
to keep house, cook for her or relate to her lifestyle
and her friends. The care manager referred Judy and
Mrs. Dane to a financial professional who specializes
in helping families financially manage long-term care.
With his guidance, the monetary concerns of how
much care Mrs. Dane could afford and from what income streams it would come from were resolved.
With the intervention of the care manager, Mrs.
Dane agreed to try home care again, providing that a
more “acceptable” home care worker could be found.
Judy committed to remaining involved on a reduced
basis and Mrs. Dane gained some alone time, since she
was used to living on her own. The care manager validated that these requests were reasonable. Judy agreed
to her mother’s requests. Still, she was concerned about
her mother’s safety while alone since her health issues
were caused by a fall.
Mrs. Dane, Judy, and the care manager devised a
plan that enabled Mrs. Dane to be alone three days
per week when she didn’t go out. On two days, she had
help for six hours, to do shopping and errands, go to
doctor appointments, and get her hair done. The other
two days, she would go out with friends and a caregiver
for most of the day.
The care manager also gained approval for Mrs.
Dane to wear a personal emergency response button
(PERS) on the days she was alone and at nighttime.
This helped to alleviate Judy’s fears about her mother
being alone if there were another fall, at the same time
that it enabled Mrs. Dane to have her privacy and
give peace of mind to her daughter. While the PERS
wouldn’t prevent a fall, it would assure that Mrs. Dane
could get emergency help quickly even if she couldn’t
get to the phone.
The next challenge was to select, introduce, and
orient a new caregiver to Mrs. Dane. First, the care
manager had to educate the family about the options
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for hiring a caregiver and the pros and cons of each alternative. At the insistence of Judy, they decided to hire
through an agency to limit the dependence on Judy.
The care manager worked with the home care provider to assure that the caregiver met the criteria that
were discussed with the family in terms of communication skills, ability to honor the personality of the client, flexibility, presentation, and warmth. During the
initial introduction, the care manager facilitated the
conversation to initiate a relationship of mutual trust
and respect.
Initially, the care manager checked in on Mrs.
Dane and the caregiver regularly to support the relationship and address any concerns. The care manager
also worked with the daughter to empower her to support both her mother and the caregiver, while setting appropriate boundaries for herself. Other family
members were also coached to ensure that they were
supportive of their mother, Judy, and the caregiver.
Eventually, Judy’s siblings also became more involved
in their mother’s care to give relief and support to Judy
and to share the responsibility for parent care.
THE FAMILY’S ROLE

There are several family characteristics that enabled this
family to adapt to the changing needs of Mrs. Dane.
The family and the professional team recognized the
resilience and strength of Mrs. Dane. She coped with
the loss of her beloved husband and created a satisfying and fulfilling life as a single person by maintaining
intimate relationships with her family and creating a
wide social network with multiple interests.
This strength was an important factor in making
certain that she had a large role in selecting her paid
caregiver and in establishing a plan that would respect
her lifestyle and preferences. The care manager helped
support Mrs. Dane’s independence and ensured, despite the concerns of her children and especially Judy,
that her wishes for her lifestyle preferences were respected. The building of relationship and trust engendered by her inclusion in the care planning process
aided her acceptance of the new caregiver.
Although Judy was feeling frustrated, her mother
didn’t wish to be a burden on her. This could have
seemed like a problem if there hadn’t been a recognition that it would be possible to meet Mrs. Dane’s
desires for a caregiver who could better meet her needs
and wants. The proactive approach of the care manager with the home care provider and the work of the
family to define the specifics of daily functioning, job
responsibilities, organization of the home, and scheduling increased the likelihood of success with subsequent caregivers.
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Giving Mrs. Dane time alone was crucial to the
plan’s success. There is risk in life and given that Mrs.
Dane does not have any cognitive impairment, she has
the right to weigh the costs and benefits and make her
own decisions. Acknowledging that was a symbol of respect and dignity. Naturally, the schedule might change
in the future, depending on Mrs. Dane’s health and
functioning, the relationship with the paid caregiver, and
the sense of vulnerability that might increase at a later
time. But at this crucial time, she is being given the dignity of participating in major decisions. The continuing
but more limited involvement of Judy and her siblings
would also assure that when Mrs. Dane’s vulnerability
increased, her family would be aware of these changes.
THE FINANCIAL PROFESSIONAL’S ROLE

The financial professional was critically important
in helping Judy and her mother understand that the
family would be able to afford the somewhat higher
costs of hiring the caregiver through an agency. The
tradeoff of cost over responsibility made sense to both
Mrs. Dane and her children. The family expressed their
need for peace of mind, and the fact that there was supervision and the ability to provide backup assistance
was invaluable to the family. This along with the relief
of not having to perform payroll functions made the
difference for everyone.
A PROFESSIONAL SAFETY NET

Additionally, the fact that the financial professional
and the care manager would continue to be involved
gave the family a sense that they had a safety net for
future concerns. The care manager would make certain
that the relationship of the caregiver with Mrs. Dane
would remain positive and would be flexible as needs or
schedules changed. Likewise the financial professional
continued to monitor for financial, environmental, and
overall management issues so that Mrs. Dane felt protected and secure financially. Together, the team of the
client with the family and the professionals made for a
successful plan and a roadmap for the future. •CSA
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