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v

I feel honoured to be invited to write this Foreword, to a positive presen-
tation of the psychologies of ageing and of dementia. So much has 
changed since 1995, when I was diagnosed with dementia. I was only 46 
and a recently divorced single mother of three girls aged 9, 13, and 19. 
We had just moved at the weekend into our new house and were looking 
forward to a bright new future. However, on the Monday after our move, 
I had a follow-up appointment with a neurologist, taking an hour off 
from work to do this. I had been suffering from extreme headaches each 
week, and what I thought were symptoms of stress, such as occasionally 
becoming confused with words, as well as with finding my way on famil-
iar routes. There had been a few months of scans and tests, and now I was 
looking forward to finding out what was wrong.

With his back towards me, while looking at my scans and test results, 
the specialist calmly said that my symptoms of what I thought were stress 
were in fact due to dementia. I exclaimed: “How could that possibly be, 
as this is something that affects much older people!” Then, with an impas-
sive face, the neurologist told me he had diagnosed quite a few younger 
people, even a pregnant woman in her early 30s. He told me to get my 
affairs in order, as soon as possible, as I might not even be able to sign my 
name by the end of the year. There was no treatment and no hope for the 
future.

Foreword
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Coming out of his room, I was reeling with shock, and driving back to 
work was a nightmare: what would happen to my girls; could my 19-year-
old look after my affairs? Questions swirled around in my head, and it 
was very hard to concentrate for the rest of that day, let alone the week. I 
took some much-needed leave in order to seek a second opinion, as well 
as to begin to deal with the implications of this truly awful diagnosis. 
Diagnosis with dementia at the age of 46 was earth shattering and quickly 
led to my isolation from friends and former work colleagues, as I became 
withdrawn, depressed, and unable to cope.

Where would I find psychological support? When I rang the Alzheimer’s 
Association, I was asked for whom I was caring. When I said that I needed 
this support for me, I was told there was nothing for the person with 
dementia, only for older carers, facing an awful journey ahead. However, 
what about the person with dementia and their own grief and loss? What 
about younger carers? My eldest daughter was only 19 and away at uni-
versity. There was no support for me or for my young carers. As a family, 
we did not fit into the usual picture for dementia.

Back then, in the mid-1990s, people with dementia were thought to 
be unable to speak and lack insight and to be around 80 or 90 years old. 
The common view was that dementia is a normal part of ageing and not 
the consequence of a range of diseases that could occur even at a young 
age. Support for people with dementia was not thought to be feasible, 
nor even necessary, as we lacked insight and were unable to speak. Indeed, 
if you could speak or have insight, the diagnosis was questioned. So I was 
left struggling without support for my girls or me and became increas-
ingly lonely and isolated. The question that was foremost in my mind 
was: Who will I be when I die? I had been told that I would decline, 
probably rapidly for about five years, and then go into full-time care, 
until I died within about eight years. I believed this dismal prognosis, so 
my function did in fact become more impaired due to depression; yet 
there was no support to help me to cope during this time.

It has been a long and lonely struggle after my diagnosis, surrounded 
by negative assumptions about dementia. I began a journey of writing 
and speaking about dementia from an insider’s perspective, trying to pro-
vide an alternative discourse. I wanted to highlight the need for ongoing 
psychological support, beyond simply the clinical testing that assesses our 
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functional abilities. I argued for social support and empathy, and an 
acknowledgement of our continuing identity, despite negative views 
about a so-called future loss of personhood, when it seems as if our iden-
tity would become dependent on others to sustain.

I wanted the community to recognise that people with dementia, even 
at a younger age, should have access to appropriate in-home and residen-
tial care, which gives positive support. Importantly, we need recognition 
of our feelings of isolation, when we can no longer drive. Not only do we 
lose our sense of independence but also become increasingly reliant on 
public transport, which could well become confusing. When I looked 
into the options for residential care, I realised that much older people 
would surround me, with therapy designed for this age group. Again, the 
assumptions were that dementia was a normal part of ageing and not a 
condition of younger people.

Importantly, only recently has there been any information about what 
can be done in terms of lifestyle changes to improve our function, or 
indeed for the prevention of dementia. After diagnosis, I faced a bleak 
picture of future decline with no hope, where there was nothing that 
could be done. Indeed, even the anti-dementia medications were not 
thought to be useful, so were often not prescribed. This lack of future 
hope drove my efforts to change the narrative towards more positive 
views of people with dementia and increasing efforts to provide a range 
of supports.

However, I have outlasted the prognosis of a decline until death with 
dementia within 8 years, as it has now been over 20 years since that fate-
ful day, which dramatically changed my life story. As I often say, “I’m still 
here!” Now I am almost 70, and perhaps it is finally more appropriate to 
have a diagnosis of dementia. Looking to the future, this will no doubt be 
a time of reflection on my past, as well as the years that might still lie 
ahead.

Now I face both ageing and dementia, which present me with the 
“double whammy” of negative social perceptions, where both social 
groups are thought to be a costly burden to society. Rarely do we hear the 
counter-story of our having contributed to the society that we enjoy 
today, nor indeed any reference to the wisdom we might have accumu-
lated over a lifetime of achievement. Yet the aged, as well as people with 
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dementia, are just as diverse as we once were, still worthy of support and 
inclusion, and of being given dignity and respect.

However, increasing age has brought with it another issue: that of 
frailty. A few years ago, I had a fall and broke my hip, arm, and cheek. It 
took around a year or so to recover, but even then I was still cautious and 
uncertain. I felt frail and fearful of further falls. It took quite a few years 
for me to regain my confidence and the resilience that I needed to cope 
with the possibility of falling once more. Again, just as had been my expe-
rience with dementia, I found there was little support available to over-
come frailty and my fear of falling. However, finally now I am able to 
exercise again without fear, although I always take my mobile phone with 
me just in case.

If only this book had been available many years ago! It provides an 
excellent and comprehensive overview of many of the concerns that have 
troubled me over the years and would have overcome many of the issues 
that I faced as a person with dementia, who was diagnosed at the age of 
only 46.

Now, as I become older and frail, the book counters the negative social 
views of ageing, where even the political narrative is changing. Challenging 
negative views has an enormous, often under-recognised impact on the 
individual with dementia and/or who is ageing. As a person who has 
struggled to overcome negativity for over 20 years, I welcome this won-
derful book.

Charles Sturt University� Christine Bryden 
Sydney, Australia
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opportunities posed by our ageing society and then reviews the main 
psychological perspectives considered and how these have engaged with 
this phenomenon.

�Ageing

Growing old is part of life. However, what it means to grow old in the 
twenty-first century is dramatically different than in previous eras. Our 
understanding of what it means to age, and ‘age well’, has shifted in 
recent decades, with some scholars highlighting the obsessional heights 
that this has reached (Lamb 2017). People throughout the world are liv-
ing longer than ever before and the proportion of the world’s population 
who are classified as old continues to increase dramatically. According to 
the World Health Organisation (2015), the proportion of people in the 
world who are over 60 years of age will increase from 12% to 22% by 
2050. In actual figures, the number of older people will increase from 
900 million in 2015 to 2 billion people in 2050. In addition, people will 
be living longer. The WHO estimates that the number aged over 80 
years will increase from 120 million in 2015 to 434 million in 2050. 
Further, by 2020, the total number of people aged 60+ will be greater 
than those aged less than 5 years by 2020. This rapid increase in the 
world’s older population brings many associated challenges as well as 
opportunities.

The growth of the ageing population has led to sustained discussions 
by national and international agencies on how to wholly ensure that older 
people have the fullest opportunity to participate in society and that the 
various support agencies are designed to address their needs. The World 
Health Organisation (2007) has been to the fore in developing a wide 
range of initiatives. One of the most important initiatives has been the 
promotion of age-friendly cities and communities. Sustained research 
and consultation with older people and various support agencies identi-
fied various domains as important. While these domains are key to the 
development of healthy ageing, there is a need for more social and psy-
chological research designed to explore in more detail their content.

  M. Murray et al.
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Balancing the opportunities with responding to the challenges is a 
focus that underlies much of this collection that examines the different 
roles psychology plays in the various spectra of ageing. Throughout the 
ageing literature in the last 40 years we have seen various iterations of 
terms such as ‘successful ageing’ (see Bowling and Dieppe 2005, for a 
review of this term), ‘active ageing’, ‘healthy ageing’, ‘positive ageing’, or 
‘optimal ageing’, each bringing its own perspectives and both positive 
and negative connotations, which can be seen in the different themes 
throughout the book. It is worth spending a little time thinking about 
each of these terms as readers see different viewpoints on them through-
out this book.

When we consider how ageing is typically represented within psychol-
ogy, there is an implicit, and sometimes explicit, focus on individual and 
intrapsychic contributing factors. To take Ian Stuart-Hamilton’s (2012) 
popular, and comprehensive, textbook on The Psychology of Ageing as an 
illustration of this approach; of the nine chapters most foreground cogni-
tive processes or individual differences. While not wishing to critique this 
focus it is telling that there is a chapter on measuring intellectual change 
in later life, another on ageing and memory, and also a focus on ageing 
and language in which the material largely covers linguistic constraints 
and cognitive processing issues. Stuart-Hamilton does not take an uncrit-
ical stance to the ‘confounds’ within the mainstay of psychological sci-
ence on ageing but quite the reverse. Nevertheless, the underpinning 
psychological research on which his textbook, and arguably the field, is 
based is skewed towards more individualistic accounts of ageing. As a 
counterpoint, in constructing this collection, we aim to explicitly label 
and illustrate different forms of psychological research on ageing which 
move beyond the traditional canon within the field. The goal being to 
allow the reader to make more visible links between the underpinning 
psychological approach and the research questions and findings that flow 
from that approach. This form of psychological research has clear practi-
cal implications to challenge those negative social constructions and 
institutions which exclude older people from full participation in the 
social world.

  The Psychologies of Ageing 
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�Psychological Theories

�Critical Social Psychology

Critical social psychology and analyses of discourse have made a growing 
contribution to the psychologies of ageing. This paradigm, broadly con-
ceived, can reveal the social construction of ageing and offer analytic tools 
to examine, and also challenge, ageism. In part, as a counter to cultural 
understandings of ageing as synonymous with frailty and decline, the 
term ‘successful ageing’, which was first coined in gerontology in the 
1960s but has grown in prominence since from the 1980s onwards (Lamb 
2017), now forms a key framework in understanding the psychology of 
ageing. Perceptions of conditions like dementia and frailty as being a 
normative part of ageing—just things that happen with increasing age—
has now almost gone because of these changes, with the resulting impact 
on research and the fact that now more is understood about risk factors 
for dementia and frailty for instance. A positive aspect of successful age-
ing is that it supports arguments for better support and funding for pre-
ventive rather than crisis only based health and social care.

Probably the most commonly used definition of successful ageing is 
satisfaction with one’s past and present life (Havighurst 1963), but other 
more biomedical definitions have also had an influence. These views con-
ceptualise successful ageing more in terms of the optimisation of life 
expectancy while minimising the gap between longevity and healthy life 
expectancy, with Rowe and Kahn’s (1998) definition also having signifi-
cant influence. This definition included the absence or avoidance of dis-
ease and risk factors for disease, maintenance of physical and cognitive 
functioning, and maintenance of social engagement and involvement.

While the number of definitions have accumulated, some have sug-
gested that the concept of successful ageing is informed by and grows out 
of neoliberal notions of individual responsibility for how we age, and, 
according to Lamb et al. (2017) ‘has persisted as the dominant paradigm 
in gerontological research, appearing also under such related labels as 
“active aging”, “healthy aging”, “productive aging”, “vital aging”, “anti-
aging”, and “aging well”’ (p. 1). Critical social psychology and discursive 

  M. Murray et al.
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approaches which are considered in Chapters 2, 3, and 4 offer insights into 
how such new discursive, and material, landscapes shape the experiences 
of older people and indeed critique models such as successful ageing.

Stephens and Breheny, in Chapter 2, take a social constructionist 
approach highlighting how individualisation and healthism work to ‘defy 
ageing itself ’. They demonstrate how the medical discourse of ageing, 
and successful ageing, is rooted in social policy discourse and how indi-
vidual responsibility discourse interleaves to construct the older ‘citizen 
who is responsible for their own physical and financial wellbeing’. 
Stephens and Breheny draw two contradictory discourses which exem-
plify the contradictory discursive landscape older people occupy from 
their interviews with older New Zealanders, namely ‘productive time’ 
and ‘personal time’. In the former, leisure activity is useful and demon-
strates the achievement of a productive, active citizen; in the latter the 
emphasis is on personal choice and freedom justified through an empha-
sis on contributing throughout the life course. Ultimately, and impor-
tantly, they demonstrate how ‘language shapes research, practice, and 
policy’; this, along with the ‘how’ provided by conversation analytic 
methods as demonstrated by Ford, in Chapter 4, signals the value and sig-
nificance of critical social and discursive approaches to the psychology of 
ageing.

Discursive approaches to ageing take many forms. At the level of inter-
rogating participants’ accounts, age appropriateness and norms around 
ageing can be illuminated by, for example, understanding how contradic-
tory accounts of ‘old’ and ‘a little girl’ are produced in talk (Nikander 
2000). In Chapter 3, Hinchliff and King allude to the utility of member-
ship categorisation analysis as an approach to understanding older les-
bian, gay, and bisexual (LGB) peoples’ use of identity categories within 
specific instances of talk. They then deploy intersectional narrative analy-
sis to explore some of the ways that gender, social class, religion, and 
ethnicity intersect in older LGB peoples’ accounts. Moreover, they move 
outside the conventional parameters of the discipline—a vital critical 
move—to bring sociology and intersectional analysis into conversation 
with social psychology on the topic of ageing and sexualities (Peel and 
Harding 2016).
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In Chapter 4, Ford offers a thorough exploration of how the ‘discursive 
turn’ in social psychology provides an important framework for engaging 
with psychological processes not as cognitive phenomena but as interac-
tional achievements. Taking displays of empathy in palliative care inter-
actions as his focus, and using conversation analysis to scrutinise how 
doctors create interactional space for older patients to talk about their 
condition, or acknowledge emotional and experiential difficulties caused 
by physical symptoms, Ford shows how a person-centred approach in 
later life can be enacted.

�Biological, Cognitive, and Health Psychology

Many of the terms used to describe ageing come from an understanding 
that variability in a range of factors increases, the older the population 
sample being studied, and that health challenges begin to accumulate, 
but not for everyone. For example, although the number of diagnoses of 
chronic diseases a person may have increases with age, to the extent that 
81.5% of over 85-year-olds have two or more chronic conditions, that 
still indicates that 18.5% of this age group have no chronic diagnoses, or 
only one (Salive 2013). Likewise, although the likelihood of cognitive 
change increases with age, in any study of cognitive function, there are 
people in the oldest groups who show no decline, with population distri-
butions of performance showing fewer people clustered around the mean 
and longer ‘tails’ of people performing at greater distances from the aver-
age, the older the population group. Within cognitive functions, mea-
sures of variability increase with increasing age (e.g. Morse 1993) and 
within-person variability (either within a task from moment to moment, 
or between different functions) have both been shown to be indicative or 
predictive of serious impairment, including later Alzheimer’s disease 
(Lövdén et al. 2007; Hilborn et al. 2009; Halliday et al. 2018).

Both the biological and cognitive psychology of ageing have this 
understanding of variability at their base. If one 80-year-old has health 
and cognition that is very different from another 80-year-old, or if each 
has some aspects of good health or cognition and some poor ones, then 
we must conclude that chronological age, in itself, is not causing the 
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changes. This leads us to look for the underlying reasons for observed 
changes with a view to identifying risk factors, mechanisms, and poten-
tial modifiers and so interventions. The interaction between our physi-
ologies, brain, behaviour, and our environment, including our social 
situation, is a key focus for psychologists and this is highlighted in the 
chapters in this section.

Biological psychology explores the biological bases of our behaviour 
and can also be called physiological psychology. The sub-discipline focuses 
on the interaction between our physiology, including the brain, and our 
behaviour. While the focus is usually on internal processes and the field 
can be described as reductionist, the interaction with the environment is 
crucial. This is typified in Chapters 5 and 6. Chapter 5 discusses the 
impact of stress coming from the environment on physical health via the 
body’s physiological responses to stress, and so to its impact on the 
immune system. Stress can be defined as being in a situation that exceeds 
our coping abilities, and we have been aware for some time that people 
undergoing stress are more susceptible to a range of disease processes. 
Whittaker, Chapter 5, offers some explanations for these links, first dis-
cussing some of the mechanisms by which stressful situations and our 
experience of coping with them have an impact on our immune system. 
Central to the development of the work in ageing immune systems is the 
concept of a balance between inflammation and immune system factors 
necessary to deal with it, which can change with increasing age, known as 
inflammaging. The importance of this balance in longevity, in the devel-
opment of chronic diseases, cancers, dementia (Giunta et al. 2008), and 
frailty (Feng et al. 2017) is only now beginning to be understood.

Whittaker (Phillips) describes a series of significant articles on the 
impact of stress on health, notably examining the impact of caring for a 
child with developmental disorders or a family member with dementia, 
demonstrating that, for example, the response to vaccination against 
influenza is poorer in caregivers, particularly older carers. Responding to 
the question of poorer health following stressful life events, Whittaker 
describes a study examining the impact of stressful life events on the 
response to the influenza vaccine amongst younger and older people. 
While finding fewer differences than expected, the older participants 
did show an effect of having experienced bereavement in the last year 
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(Phillips et al. 2006). This mirrors other research that has directly exam-
ined immune function in bereaved younger and older adults, showing 
an effect only for the older people (Vitlic et al. 2014).

Indeed, immune function has been suggested as one mechanism 
whereby cumulative models of frailty, such as that described in Chapter 
7, may have their impact. Whittaker introduces studies on the impact of 
developing depression on likelihood of infection following hip fracture 
and of the impact of social support and social networks on immune func-
tion, underlining the need to take a broader view of biological psychol-
ogy in the context of older age. Indeed, the role of strong social support, 
for example, from happy marriages, was suggested to be a useful mecha-
nism that counteracted the effects of ageing on immune functioning and 
that may have a direct impact rather than simply an impact on reducing 
stress. As with all the chapters in this section, the issues are presented as 
those which can have an impact via our behaviour, and Whittaker sug-
gests health behaviours effect both stress and immune function, with a 
recent article demonstrating the role of physical activity in reducing the 
impact of older age on the immune system (Duggal et al. 2018).

The theme of health behaviour is continued in Chapter 6, which also 
introduces the impact of biological underpinnings on cognitive function 
in older age. Here the interaction between the impacts of health behav-
iour on one’s brain health and the risks of cognitive decline and dementia 
in older age is examined. The evidence behind the relationships between 
a physically active lifestyle and reduced risk of cognitive decline in older 
age is examined using longitudinal studies, alongside studies that take a 
normal range of older adults and randomly allocate them to exercise 
groups and controls, both demonstrating a positive impact of lifetime 
activity and new interventions in older age. Importantly, this has been 
shown to have an effect in people who already have a diagnosis of Mild 
Cognitive Impairment (MCI) (e.g. Larson et  al. 2006) and in people 
with the main genetic risk marker for Alzheimer’s disease, APOE-e4 
(Head et al. 2012).

The roles of lifetime and later life cognitive activity are also considered, 
again using longitudinal studies and later life interventions. Elliott-King 
and her colleagues (Chapter 6) and Holland and her colleagues (Chapter 
7) suggest that group activities are often more suitable for older adults. 

  M. Murray et al.



9

Group activities may help with strategies for adherence, but importantly, 
they also provide a sociable and fun aspect, often improving a person’s 
perceived social support. Both Chapters 6 and 7 specifically concern 
themselves with the role of health psychology in terms of understanding 
why people make positive lifestyle choices and why some people do not, 
or are unable to. While understanding of the benefits, mechanisms and 
likely impact of exercise, healthy diet, an intellectually engaged lifestyle, 
or taking steps to reduce the chances of social isolation is a crucial role for 
psychologists, so too is work on enabling people to live healthier lives via 
work on developing health literacy and interventions that work in differ-
ent contexts.

Chapter 7 takes a mainly qualitative approach to understanding the 
experiences, beliefs, and perceptions of a range of actors including the 
frail and not frail older person, their carers, health and social care practi-
tioners, and senior policymakers in relation to interventions. This 
approach, together with theoretical underpinnings using more quantita-
tive models of behaviour change, demonstrates the usefulness of a mixed-
methods approach in such challenges and ensures that the perspectives of 
older people and those who care for them are an integral part of any 
programmes to improve health outcomes. This goes further than the 
individual, leading us back to consider the full socio-political, environ-
mental, and organisational contexts we all find ourselves in.

Finally, in this section, the concept of resilience is considered in depth. 
The notions of healthy ageing or successful ageing that this book consid-
ers throughout can give a misleading impression that anything less than 
perfect health and maintained activity and involvement at mid-life levels 
is not healthy ageing, potentially leading to negative perceptions about 
ageing in any other way. However, the study of resilience as an important 
component of health that is independent of physical ailments or fitness 
leads us to consider the concept both of positive ageing and of health, 
whereby health is a state of balance. The WHO defines health as ‘a state 
of complete physical, mental and social well-being and not merely the 
absence of disease or infirmity’ whereas Richardson et al. (2011) com-
ment that a sense of wellbeing and social acceptance is crucial, but does 
not necessarily mean being free from disease, disability, or frailty. Indeed, 
concepts of control and autonomy feature highly in people’s descriptions 
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of health and wellbeing, with frail older adults in Ebrahimi et al.’s (2013) 
study emphasising ‘the importance of maintaining consistency and pre-
dictability in biopsychosocial contexts; having a manageable everyday life 
creates a sense of assurance and strengthens the older adults’ experience 
of health’ (p. 291). The overriding theme that emerged from their inves-
tigation of frail older adults’ experiences of health offers a useful sum-
mary to the second section of this collection whereby psychological 
responses, self-efficacy, and control have been underlying themes to the 
connections between brain, body, and behaviour.

�Societal Psychology

Not only psychology but other scientific disciplines have expanded their 
research into ageing. Walker (2014) in his review of the development of 
the New Dynamics of Ageing research programme noted that a common 
focus of this expanding research agenda has been a concern with the 
person-environment perspective. The key element of this perspective has 
been consideration of the social, economic, physical, and cultural/politi-
cal context within which ageing occurs. This perspective has promoted 
much contemporary multi-disciplinary research on ageing which has 
encouraged many psychologists to work alongside other social and health 
scientists. These psychologists have been informed by a multi-disciplinary 
perspective, drawing upon ideas from neighbouring disciplines to develop 
a more sophisticated understanding of ageing. This approach accords 
with the call by Hilde Himmelweit (1990) for a societal psychology. By 
this she meant a psychology that considers the social, political, cultural, 
and environmental contexts within which we as humans are located. This 
is not to ignore the intrapsychic and interpersonal processes but rather to 
locate them within a broader societal context.

In the third section, we consider community, environmental, and 
socio-cultural psychological perspectives on ageing. Each of these 
approaches overlaps with the others such that it is difficult to talk about 
community interventions without considering the broader cultural and 
political context. Similarly, concern with environmental factors needs to 
be located within the cultural and political context. This expansive 
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approach connects with the critical social psychological approach detailed 
in the first section of this collection in its aim to both critique and to 
challenge those societal arrangements that oppress older people. It is 
focused on working with older people to enhance their everyday lives.

Community psychology entails understanding how people connect 
with their communities as well as working with communities to promote 
social change. It developed in North America from the community men-
tal health movement in the 1960s which evolved as part of the push for 
de-institutionalisation of care for people with mental health issues. In 
Latin America, it had a more political origin during the 1960s and was 
concerned with working with communities to defend them against vari-
ous forms of social oppression and to promote efforts for broader societal 
change. Over the past 50 years the approach has evolved into promoting 
participatory forms of collective action and social change to promote 
social wellbeing. Increasingly it has taken up broader political issues and 
explored how to build alliances for social change (Murray and Wright-
Bevans 2017; Nelson and Prilleltensky 2010). Further, the definition of 
community has expanded from one based upon local physical connec-
tions to an emphasis on collectivities in general.

The World Health Organisation (2002) identified both housing and 
outdoor spaces and buildings as two of the eight domains of an age-
friendly community. In Chapter 8, Sixsmith and colleagues use participa-
tory forms of research to explore how older people engage with these two 
key domains. Older people define themselves with reference to these 
neighbourhoods. They are likely to have spent the majority of their lives 
in the same home or neighbourhood and to have developed a sense of 
place which provides them with a certain rootedness. They locate them-
selves within their memories of that place.

In a study of the experiences of a disadvantaged urban community, 
Murray and Crummett (2018) reported that the older residents identified 
strongly with the immediate locality. It was part of who they were despite 
the many adversities they faced. Many of the residents had lived in the 
same houses for almost 40 years. They had raised their children there and 
formed close relationships with their neighbours. Their sense of commu-
nity was reflected in the stories they told about their neighbourhood. 
They recalled the good times and the various hardships they had 
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experienced. Despite their positive recollection of their community, they 
were frustrated by the negative outsider representation.

A key issue was the lack of control they had over the planning of their 
community. A frequent complaint was that the council officials ignored 
them. The work of Langer and Rodin (1976) confirmed the importance 
of perceived control in the lives of older people. They conducted an 
experimental study in which the residents of a nursing home were ran-
domly assigned to either a group were they were told they had control 
over aspects of their everyday lives and another group who did not have 
such control. Eighteen months later it was found that those residents in 
the intervention group had improved health whereas the death rate was 
higher among the other residents. Mallers et  al. (2013) identified this 
study as a classic in the field of gerontology. According to them it showed 
that it was better to allow older adults to do things for themselves rather 
than have them done for them. Subsequent research has confirmed that 
both perceived and actual control have positive influences. Even with 
frail older adults the benefits of minimal control have been demonstrated. 
For example, Lidz et al. (1992) found that older adults who, given the 
ability to make choices, understand options and have goals supported 
had improved wellbeing. This was the case even if assistance was required.

Sixsmith and her colleagues (Chapter 8) address this issue of control 
over their environment through a collaborative project with older people. 
Their aim was to work with the older people to co-create meaningful 
housing solutions transitioning into affordable housing. Central to their 
research was the importance of building community partnerships. Their 
research confirmed that although the process of building community 
partnerships was laborious, it was a necessary process in enabling older 
people to live independently and age well within their homes and 
communities.

Environmental psychology evolved from a focus on exploring the 
impact of the physical environment on human behaviour to a much 
broader concern with the relationship between humans and the natural, 
built, and social environment. In Chapter 9, Musselwhite considers one 
aspect of the environment—the use of transport. Again, the WHO 
(2007) identified transportation as one of the eight domains of an age-
friendly community.
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Any study of older people’s social needs frequently brings to the fore 
discussion about accessibility. It is insufficient to develop new resources 
for older people unless these are easily accessible. For example, Newman 
et al. (2013) explored the value of access to art galleries for older people. 
However, when these older people were interviewed it was found that 
while they agreed that cultural engagement was important for their well-
being they also emphasised the importance of transport to those facilities. 
Similarly, Murray and Crummett (2018) found that the older residents 
they worked with identified the lack of transport as the major deterrent 
to them accessing facilities outside their neighbourhood. Musselwhite, in 
Chapter 9, considers the various uses of transport by older people. He 
emphasises that transport must be understood within its societal context 
and with reference to the various social and psychological needs of older 
people. Like community psychology, environmental psychology empha-
sises developing approaches that will enhance everyday lives of older 
people. It is also involved in critiquing those broad environmental con-
straints on older people’s lives whether it be in the design of buildings or 
the various social opportunities to which old people have access.

Socio-cultural psychology is an expansive approach which seeks to 
understand our everyday interaction with the social and symbolic world. 
As such it connects with the domains of the age-friendly city concerned 
with respect and social inclusion, social and civic participation, commu-
nication, and social support (WHO 2007). It includes within it a range 
of different approaches and methods from the descriptive survey-based 
approaches to the more interpretive approaches. The final chapter by 
Wright-Bevans and Murray connects with the more critical interpretive 
approach by exploring how old age is socially represented in society and 
how it can be challenged.

Social representations of ageing are constructed and circulated in every-
day social interaction. They guide our everyday social expectations and 
interactions. However, certain agencies have greater power to shape domi-
nant representations which are conveyed by the media and various social 
institutions. In the final chapter Wright-Bevans and Murray consider the 
operation of social representations of ageing and different ways of chal-
lenging these. Negura et al. (2018) in their discussion of the operation of 
social representations argue that it is through the subjective internalisation 
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of our relationship with the social world that power operates. Power does 
not operate by force but by acceptance of ways of seeing the world. 
Individual and collective stories are at the centre of social representations 
(see Laszlo 2008). These narrative accounts are not only involved in the 
organisation of social representations but also shape our expectations and 
social practices (see also Murray 2002). At the core of social representa-
tions of ageing is a narrative of decline epitomised in the various stories 
about old people. However, while this might be the dominant narrative it 
can be challenged in various ways as is discussed in this final chapter.

�An Introduction

This collection is constructed to introduce these approaches and to high-
light the unique contribution of the various psychologies to our under-
standing of ageing. We have divided this book into the three sections of 
‘social and critical psychology’, ‘biological, cognitive and health psychol-
ogy’, and ‘societal psychology’—and designedly so. There is both conver-
gence and epistemological tension in this mapping of psychology’s terrain. 
Whilst some may argue that disciplinary sub-division is unhelpful in the 
landscape of ageing research, we felt that creating distinct spaces for 
exploring research and practice not only enables a more inclusive under-
standing of psychological theories and approaches but widens the aus-
pices of the field (see also Peel et al. 2016; Murray et al. 2017). Margaret 
Morganroth Gullette (2017, p. 16) wrote rather pessimistically that ‘the 
field of age studies has a way to go to make ageing nonboring, nonfearful, 
nonstupid’. We hope that this collection demonstrates that within psy-
chologies of ageing this notion is a whisper from a distant past.
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�Ageing Identities

Societies construct identities for people according to their life stage with 
certain rights and responsibilities and expectations for particular behav-
iours. Importantly, different age groups are prescribed particular social 
identities which have more or less power in relation to one another 
(Calasanti 2007). Mackean and Abbot-Chapman (2012) note that age 
itself can be a risk as older people are more likely to suffer poorer health, 
age-related loss of social status, changes in personal relationships, and 
diminished social engagement. Critical social psychology broadly 
addresses how social expectations and values affect the positioning of 
people in these ways. The application of such critical perspectives, in 
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areas of applied social psychology such as gerontology, includes a focus 
on understanding these social expectations for the purposes of action and 
change (Minkler 1996). There are many aspects of the social world today 
(including increasing inequalities and changes in the functioning of our 
social networks) that have important implications for the wellbeing of 
older people. A critical approach reveals the social construction of ageing 
and the ways in which older people are positioned as certain sorts of 
people in our societies on the basis of their age.

Later life does not inevitably bring a loss of social status. In some soci-
eties, such as that of the New Zealand Māori, older age comes with higher 
status, increased responsibility, and more power in important areas of 
social life (Durie 1999). In Western societies, older people are generally 
relegated to less powerful positions than other age groups, more likely to 
be seen as burdens to society, and may be treated with contempt and 
neglect (Butler 2009). Hudson and Gonyea (2012) have described how 
most recently, the representation of older people has shifted from ‘depen-
dents’, a characterisation which was dominant well into the twentieth 
century, to ‘contenders’, outsiders increasingly in competition with 
younger people for scarce resources. These kinds of global constructions 
of a single group on the basis of age have been termed ‘ageist’. Ageism was 
originally defined by Butler in 1969 as ‘systematic stereotyping of and 
discrimination against people because they are old’ (p. 243) which goes a 
long way today towards encompassing the discriminatory and exclusion-
ary effects of dominant social constructions of ageing. However, although 
ageism has been well recognised, it is not well theorised. Coupland and 
Coupland (1994) have discussed the varied and sometimes inconsistent 
moral and political assumptions that underlie different public accounts 
of ageism in terms of prejudice, discrimination, disenfranchisement, and 
injustice. Resistance of ageism may also include other ageist assumptions 
such as universalism (assumptions that all old people are alike) and 
oppression. While there may never be a uniform set of criteria for its 
assessment, critical social psychology can provide tools to recognise the 
damaging effects of ageism in everyday talk. While ageist discrimination 
is ‘widespread, generally accepted, and largely ignored’ (Angus and Reeve 
2006, p.  138), a social constructionist lens applied to our everyday 
practices can highlight the injustice and oppressive effects of particular 
forms of ageism, while pointing to areas for social and practical change.

  C. Stephens and M. Breheny



23

�Social Constructionism

From a social constructionist perspective, people negotiate a positive 
identity for themselves in everyday talk by using shared linguistic and 
social resources. Everyday language reproduces societal and individual 
relationships of power within specific social contexts (Burr 2015; Powell 
and Biggs 2000). Paying attention to the ways in which particular con-
structions arise, strengthen, and dominate our understandings of social 
relations, while alternative understandings are neglected, or fall out of 
favour, reveals these powerful relationships. For example, Wearing (1995) 
used Foucault’s theorising on discourse to describe the dominant dis-
course of ageing in the 1990s as one which constructed older people as 
inferior on biological grounds. Wearing argued that this construction 
worked to isolate and disempower older people and showed how the sub-
ject position of one in biological decline was taken up by older people 
themselves to ‘incorporate and perpetuate powerlessness’ (p. 265). These 
discourses also shape the ways in which older people are studied by aca-
demics. Paulson and Willig (2008) identified four discourses available to 
construct ageing bodies in research literature on ageing, namely: a bio-
logical discourse which emphasises the vulnerability of the ageing body; 
social discourses which examine and contrast different ways of talking 
about ageing; a female beauty discourse which includes women’s recogni-
tion of changes in appearance; and a feminist discourse which sees wom-
en’s ageing in terms of the male gaze. These examples are not exhaustive 
but illustrate the importance of language in shaping our knowledge and 
perspectives of the world. These understandings support the importance 
of language in constructing and enacting ageing identities. Using particu-
lar discourses, or combinations of discourses, makes certain subject posi-
tions such as ‘dependent elder’ or ‘old woman’ available for a speaker. 
These subject positions are constituted by the rights and obligations to 
say certain kinds of things in certain situations (Harré and Gillett 1994). 
Consequently, an older person’s talk about independence, or their own 
attractiveness, does not represent an objective or detached account of 
their life, but a particular version of experience produced in a specific 
context to present themselves as a certain type of person. Language is not 
neutral; it conveys morally laden messages that categorise how older peo-
ple should be and act and therefore enable or constrain what can be said 
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and done (Katz 2000). Accordingly, different ways of talking about older 
age provide different subject positions which have implications for iden-
tity and its material effects in later life.

Ways of talking about older people shapes access to valued social roles 
in later life. Ainsworth and Hardy (2004), for instance, used critical dis-
course analysis to show the effects of ageism in the workplace and how 
these effects are connected to the construction of age identities. In this 
example of research into older workers, the material effects of these dis-
courses include influences on organisational practices such as recruit-
ment, redundancy, and training practices and on wider social implications 
such as unemployment trends, labour force participation, and incomes. 
Discourses also influence how older people are treated in health care and 
support service settings. Even within a system designed to provide care, 
‘negative and nihilistic attitudes’ (Reed and Clarke 1999, p. 208) towards 
older people shape health professionals’ understandings of their needs 
and the appropriate ways of delivering care to meet those needs. Ageist 
assumptions work to exclude older people from participation as respected 
citizens and are the reason that older people may be discriminated against, 
excluded, and subordinated. In the following sections, we outline dis-
courses of ageing which presently predominate and the social identities 
these discourses make available to older people. Following this, we pro-
vide a specific example, from our own research on older people’s talk 
about leisure in New Zealand, to show the ways in which available identi-
ties shape everyday life and its opportunities.

�Twenty-First-Century Constructions of Ageing

Dominant discourses of ageing are shaped by the historical, material, and 
social context of the time. In this section we describe how discourses of 
‘Dependence’, ‘Successful Ageing’, ‘Individualisation’, ‘Healthism’, and 
‘Ageing Bodies’ have become dominant in the context of demographic 
changes, neoliberal economic ideologies, and social policy shifts. These 
discourses are drawn upon to talk about ageing by young and old alike to 
make particular social identities available to older people.
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�Dependence

The late twentieth and early twenty-first centuries have seen a major shift 
in our constructions of older people and their position in society. One 
strong influence has been responses to world-wide population ageing. 
Population ageing means that there is both a rise in the average age of the 
population, as well as a growing proportion of older people within popu-
lations. By the middle of the twenty-first century, 1 in every 5 people will 
be aged 60 years or over (United Nations 2015). As people live longer, 
particularly in developed countries, the nature of being old is also chang-
ing. Since the 1940s older people in many countries have generally had 
greater life expectancy, rising standards of living, better health, and are 
more likely to have a longer retirement following working life (MacKean 
and Abbot-Chapman 2012). These demographic changes influence the 
social identities available to older people.

Although, arguably, increased longevity and improved health into 
older age is a positive change for society, population ageing has not been 
greeted with enthusiasm. Rather, increasing numbers of older people has 
been generally interpreted as a frightening demographic change with 
catastrophic implications for health and social care services. Robertson 
(1999) has labelled this characterisation of changing population structure 
as ‘apocalyptic demography’, in which an increasing older population is 
represented as destabilising the wellbeing of society as a whole. Martin, 
Williams and O’Neill (2009) are among those who have noted this new 
form of ageism, which is seen in media accounts using alarmist meta-
phors of a ‘time bomb’ or ‘tidal wave’ to describe older people about to 
engulf the population with their high health care needs.

Demographic calculations of population ageing have been expressed 
in terms of a ‘dependency ratio’ which is the ratio of those past state pen-
sion age to working age members of the population (Kleiman 1967). 
This approach to measuring the level of ‘burden’ of an ageing population 
draws upon a discourse of dependence, positioning all older people as 
non-contributing members of society who need care. These construc-
tions are contestable. For example, Spijker and MacInnes (2013) used 
recent statistics to demonstrate that this is a false measure of the ageing 

  Ageing Identities in the Twenty-First Century: The Social… 



26

population. Increasing numbers of older people are remaining healthy 
long past the nominal retirement age and contribute to family and soci-
ety in many ways. Pervasive discourses of dependency suggesting alarm 
are damaging and have important implications for social relations 
between the generations and the exclusion of older people from recogni-
tion as citizens.

�Successful Ageing

Changing identities for older people are influenced by governmental pol-
icy (Townsend 1986). Social policy responses to population ageing have 
shifted from a focus on care towards the promotion of independence, 
participation, and wellbeing for older people. Today, social policy in the 
US, Europe, and Australasia is framed in terms of promoting health and 
independence among older people to reduce the burden on health and 
welfare systems and maximise their contribution to society (Stenner et al. 
2011). The ‘successful’ ageing model (Rowe and Kahn 1987), which 
focuses on older people avoiding disease and disability, maintaining high 
mental and physical functioning, and remaining socially engaged, has 
been an important influence on research, intervention, and public policy 
around ageing. The World Health Organisation’s (WHO) Active Ageing 
policy framework (World Health Organisation 2002) has further influ-
enced the shift to policies described as ‘successful’, ‘active’, and ‘healthy’ 
or ‘positive’ ageing strategies.

Changes from the policy focus on decline and dependence to a focus 
on participation and active contribution are beneficial for many older 
people. However, several critiques (e.g., Estes et al. 2003; Martinson and 
Berridge 2015; Minkler and Estes 1999; Portacolone 2011; Rubinstein 
and de Medeiros 2015) have shown that the successful ageing model is 
problematic owing to a focus on individual responsibility for wellbeing, 
support for oppressive ideals, and homogenising ageist discourses 
(Stephens 2016). A ‘successful ageing’ discourse positions older people as 
personally responsible for engaging in exercise, diet, and social engage-
ment prescriptions to produce good health. Policies based on these ideals 
are oppressive because they take little account of lifelong inequalities and 
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different opportunities for different groups of people to achieve success. 
The suggestion that successful ageing can be achieved by all works very 
well for those who are already advantaged, while those who are already 
disabled or already suffering health and economic disadvantage are seen 
as ageing unsuccessfully.

This discursive construction encourages surveillance and blaming. In a 
study in which 48 people aged 55–70 years (who had already answered a 
questionnaire about their financial circumstances) were interviewed 
about their family life (Breheny and Stephens 2010), we found that those 
who were financially secure looked forward to a future located firmly 
within discourses of successful ageing. They saw their comfortable and 
active life as a reward for hard work and contributions to society. Their 
accounts obscured the financial security and structural advantage that 
supported their successful ageing and foregrounded their individual 
efforts to age successfully. Poorer participants also worked hard to situate 
themselves in terms of a discourse of successful ageing. In the context of 
poor health and poverty, these descriptions focused on taking responsibil-
ity for their circumstances and being positive. For example, one partici-
pant lived in economic hardship with many illnesses including a twisted 
spine that she attributed to years bent over a sewing machine for long 
hours and an abusive husband. She saw her future as one of deteriorating 
health. Nevertheless, her account of ageing focussed on remaining relent-
lessly positive and the interviewer praised her for this attitude:

Int: Well you’ve got a lovely attitude and I think that’s nice.
Anna: Thank you, well you’ve got to get by don’t you. (Age 65)

Just like the wealthy participants, lower income participants posi-
tioned themselves as ageing successfully through references to hard 
work, making good choices, and taking responsibility for outcomes. 
For wealthy participants, a successful ageing discourse worked to sup-
port their expectation of ongoing wellbeing and participation in later 
life and allowed them to position themselves as deserving, by construct-
ing these outcomes as due to hard work. Older people who meet the 
ideals of successful ageing tend to take personal credit for their achieve-
ments of financial and physical wellbeing. Those who don’t meet the 
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ideals are blamed and blame themselves for their infirmity or poverty. 
In this way, a successful ageing discourse works to blame those in pov-
erty and encourages independence in those who could well seek help in 
a kinder society.

�Individualisation

Changes in population structure have occurred alongside a shift in 
Western countries towards differentiation of the individual life course. 
Expectations of appropriate life course trajectories are now less circum-
scribed by family and gender roles and more closely aligned with the 
pursuit of individually directed goals (Blaikie 1999). What it means to be 
a person of any age is increasingly based on living ‘my life’ as an individ-
ual project so that identity formation has become more intimately shaped 
by individual choices (Beck and Beck-Gernsheim 2002). People are 
expected to take responsibility for their financial, social, and physical 
wellbeing and manage their own lives according to individual life goals. 
Such expectations influence social identities. From an individualist per-
spective, older age reflects the culmination of a lifetime of individual 
choices, and older people are viewed as responsible for managing their 
own life trajectories.

Individualisation of biography dovetails with the dominant neoliberal 
economic ideology of the twenty-first century (Bell and Green 2016). 
The implications of these market fundamentalist ideals are more than 
economic. They have had a profound impact on how we understand the 
role of the individual in society by valorising independence, rationality, 
hard work, and individual responsibility for outcomes (Coburn 2000). 
Social policy reflects and reinforces this version of right conduct to sug-
gest that self-care, responsible lifestyles, and constant activity are the 
route to individual and societal wellbeing (Katz and Marshall 2003; Pond 
et  al. 2010). These discourses position older people who have poorer 
health or inadequate incomes as suffering from their own choices and 
lack of virtuous conduct, rather than as a reflection of social and struc-
tural inequities. Responsibility for outcomes in later life is, therefore, 
shifted from the collective or state to the individual.
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�Intergenerational Inequity

The ideological swing towards individual responsibility coupled with 
fears regarding the burden of population ageing has corresponded with a 
rise in the discursive construction of an intergenerational divide (Binstock 
2010). This shift has repositioned older people as no longer ‘deserving’ 
but as increasingly burdensome consumers of health and social care ser-
vices (Hurley et al. 2017). These issues are referred to by economists in 
terms of ‘horizontal equity’ and ‘generational fairness’ when describing 
the different advantages enjoyed by earlier cohorts, or the future eco-
nomic burden accruing to younger generations (e.g., Bradshaw and 
Holmes 2013). The post-war ‘baby boomer’ cohort are seen as influenc-
ing social policy to their advantage at each stage of their lives, having 
enjoyed steadily improving living standards across their life time. In con-
trast, current declining home ownership for younger generations and dif-
ficulties accessing social welfare and health care are blamed on earlier 
‘greedy’ generations (Hurley et al. 2017).

These greedy or undeserving identities are frequently described in 
print and online popular media today. The ‘undeserving old’ was identi-
fied by Fealy, McNamara, Treacy, and Lyons (2012) as one of the identi-
ties constructed in media articles about welfare provision in Ireland. The 
general effect of the discourses drawn on was to position older people as 
‘dependent’ and ‘other’ and outside Irish society. Hurley et  al. (2017) 
showed how such media constructions in New Zealand contribute to 
public debate which further polarises groups in society. Newspaper arti-
cles that discussed the future cost of pensions, and the 233 public 
responses to these articles, focussed on claims of intergenerational ineq-
uity which generated antagonism between respondents and widened the 
divisions between generational groups. In the context of rising inequali-
ties, arguments of intergenerational inequity located older people as the 
cause of poor life chances for younger generations as exemplified by this 
respondent’s post: ‘Why should we have to support an early retirement 
age, for a generation that looted the country?’ (Hurley et al., p. 12) Such 
generational accounting for inequality fuelled further antagonism. Older 
people who had been negatively positioned in terms of generational 
cohort sought to redress the generational balance by characterising young 
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people as impatient and demanding: ‘House prices are where they are 
because you oiks want everything handed to them NOW and can’t be 
bothered saving or waiting or even in many cases working for what they 
need’ (Hurley et  al., p.  13). These divisive constructions homogenise 
members of each generation into single group identities with labels such 
as ‘baby boomers’ or Gen Y. Such divisions assign identities according to 
age alone, ignore individual differences in life circumstances, obscure 
intergenerational family relationships, and support shifts towards indi-
vidual responsibility for provision in older age rather than collective 
responsibility for those who require care.

�Medicalisation and Healthism

In 1989 Estes and Binney described the ways in which healthy ageing has 
been captured by a biomedical model which constructs ageing as a medi-
cal problem. In terms of ageing, the focus of medicalised interest is on 
outcomes measured in terms of disease, life expectancy, falls, multimor-
bidity, disability, hospitalisation, and institutionalisation. Betty Friedan 
(1994), an American writer, feminist and activist, described her experi-
ence of attending a medical seminar on healthy ageing in terms of her 
surprise that: ‘they only wanted to talk about Alzheimer’s, senility, and 
nursing homes. … Clearly they did not want to think about people over 
sixty-five except as helpless patients, clients of their compassionate care’ 
(p. xxv–xxvi). A biomedical focus on prolonging healthy life is unable to 
encompass the acceptance of death as inevitable, and the effect of this 
sort of denial is to pathologise ageing bodies and position older people as 
‘other’. Ageing is not seen as a normal part of life, but something that can 
be prevented, controlled, and cured (Hodgetts et al. 2003).

The biomedical version of health promotion sees health as the product 
of certain behaviours, rather than as a way of being generally well. This 
health promotion perspective on ageing emphasises individual life style 
practices to prevent decline and disability. Paying attention to diet, exer-
cise, cognitive activities, and appropriate social interaction is encouraged 
as part of a focus on preventing ill health and delaying death (see 
Chapter 6, this volume). This has been labelled ‘healthism’. First described 
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by Crawford (1980), healthism describes an individualised version of the 
meaning of health which encourages individuals to take responsibility for 
that health. Petersen and Lupton (1996) have drawn upon Foucauldian 
theory to describe the pursuit of health, by the active, responsible citizen 
who engages, by choice, in a regime of constant self-evaluation and mas-
tery of conduct, diet, and lifestyle.

There are two main concerns about the effects of this focus on health 
as the product of individual behaviours. First, a moral imperative per-
vades: those who are healthy and diligently follow dominant health mes-
sages are seen to be living virtuously, whilst those who are unhealthy or 
indifferent to the prescriptions for health-related behaviour are irrespon-
sible and blameworthy for any illnesses that develop (Crawford 2006; 
Lupton 1995). Accordingly, older people’s talk about their health includes 
a moral dimension in which people position themselves, and others, as 
virtuous or irresponsible depending on their body’s condition and how 
well they engage in health-related practices. Pond et al. (2010) found that 
older people spoke about their virtuous practices such as purchasing fit-
ness equipment, taking up regimented exercise, and daily attention to 
diet; however, they also mentioned their failures, such as eating too many 
treat foods. Many of these participants positioned themselves as failing in 
some way and said that they should be doing more. They blamed them-
selves for their illnesses. People also presented themselves as virtuous by 
comparing themselves to others who weren’t. A woman positioned herself 
as a good person by pointing to her older friends’ bad dietary habits: how 
they do ‘nothing but sit and eat cake’, which she said ‘horrifies’ her (Pond 
et al., p. 739). Work by authors such a Crawford and Lupton has demon-
strated that one of the effects of healthism is to make people feel ashamed 
of their own ill health. It is particularly difficult for older people to be 
subjected to this discipline because they are more likely to suffer a dis-
ability or general loss of physical abilities as they age.

The second problem created by a focus on physical functioning is there 
is no space within the discourse to include bodily ageing and the inevita-
bility of death. A healthism discourse does not include the realities of 
embodied ageing, but rather denies death and constructs a version of 
ageing in which people may never grow old (Katz and Marshall 2003; 
Powell and Biggs 2000, 2004). The contradiction of these ideals and the 
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actual reality of physical decline were beginning to be noticed by some of 
the participants in the Pond et al. (2010) study. For example, Douglas 
described working hard at good health through annual check-ups, healthy 
eating, growing fresh produce, and keeping fit working on his lifestyle 
property. Despite these efforts, he had recently noticed physical changes. 
In spite of this, days spent labouring around his property planting trees, 
digging, and chopping wood, Douglas had noted a reduction in strength 
as he aged. Douglas expressed a sense of dissonance between health pro-
motion discourse and his own experience by saying: ‘I’ve often wondered 
whether I should start some kind of fitness regime along those lines but 
it’s rather annoying when you’ve been out working all day and you come 
in physically tired and you still feel that you might need more exercise. It 
just doesn’t quite add up somehow’ (Pond et al. 2010, p. 741). Douglas 
was surprised that despite being active he was physically changing. 
Subjectively, he was uncomfortable with ‘accepting’ the ageing process 
because of anxiety about going ‘downhill’ but also worried because the 
health promotion advice would be to increase his physical activity. There 
is no mention of rest and relaxation in health promotion. Suggestions 
that relentless activity and virtuous diets might allow us to work on and 
live forever create difficulties for older people who are experiencing 
changes in energy and strength levels.

�Ageing Bodies

Older people’s sense of identity must be negotiated in the context of their 
experiences of changing bodies and the dominant discourses described 
earlier (see Chapter 3, this volume). The biomedical model has provided 
a construction of the ageing body as inevitably declining, a construction 
which has become the dominant narrative of the nineteenth and twentieth 
centuries. Thus, the ‘diverse human experience of ageing was gradually 
reduced to a single biomedical model of decline as defined by … medical 
experts’ (Hepworth 2003, p. 90). Hepworth stresses that sociologists do 
not deny the biological changes of ageing but rather provide critical 
understandings of the ways in which these changes are constructed as 
‘decline’ and the effects of these constructions. An important implication 
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is the separation of self from the body as people struggle to maintain a 
coherent identity as a valued citizen. Tulle (2008) describes how bodily 
ageing has been theorised as a threat to self and social identity and 
deprived of cultural capital in a cultural context which values youth, 
beauty, and physical competence. The proliferation of images of idealised 
bodies in contemporary culture devalues the aged body. At the same 
time, other qualities of age such as experience and maturity are no longer 
respected. Old and young are placed in opposition to one another and 
youth is accorded primacy, and therefore ‘bodily ageing operates a break 
with our youthful past, and this is presented as detrimental to our sense 
of self ’ (Tulle 2008, p. 4).

These discursive threats to the identity of older people fuel an anti-
ageing industry which promises youthful appearance in a variety of ways. 
For instance, Toni Calasanti (2007) has studied online advertisements for 
anti-ageing products to show the aversion to ageing that they reveal. She 
describes two central messages: ageing is aversive and controllable and 
those who do not control their ageing deserve shame; what constitutes 
ageing is different for men and women. Calasanti shows that appearance 
accounts for a larger proportion of women’s social capital, and much of 
the anti-ageing discourse includes a recognition that women’s importance 
depends on their allure to men. Sexual invisibility is a further challenge 
for a woman’s identity, while for men, judgements about ageing are 
related to performance and strength. Men risk being marginalised if they 
cannot display these qualities. In these ways ageism and sexism are inter-
twined to threaten exclusion for older people from Western societies.

The association of youthful bodies with sexuality and sexual expression 
is the source of an additional aspect of marginalisation for older people. 
Representations of sexuality as the domain of the young and those with 
perfect bodies in the media (Hinchliff and Gott 2016) and in practice 
settings such as health care (Ward et  al. 2005) have resulted in older 
people generally being identified as asexual in Western societies, despite 
evidence to the contrary (Hinchliff and Gott 2016; Peel and Ellis forth-
coming). The female body in particular is portrayed as particularly unde-
sirable and older women’s sexuality not taken seriously.

The effects of the discursive marginalisation of ageing bodies threaten 
older people’s own sense of identity. Furthermore, the construction of 
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older bodies as asexual and non-productive leads to problems of the treat-
ment of older people in many areas of practice which are highlighted in 
the field of institutional care. Ward et al. (2005) describe the lack of rec-
ognition of sexuality or provision of opportunity for expression of sexual-
ity for older people living in care. People with dementia are particularly 
regulated in terms of sexual expression. Furthermore, although there is 
growing research around the experience of lesbian, gay, bisexual, and 
transgender (LGBT) older people, and recognition of the issues for non-
heterosexuals as they age, the discourses of elder asexuality mean that 
‘neither in policy nor practice does the older lesbian or gay man exist as a 
category of client’ (Ward et al. 2005; p. 51). In these ways certain impor-
tant aspects of older people’s self are denied and made invisible.

�Discourses Speak to Each Other

As Ian Parker (1992) has described, discourses refer to other discourses. 
In constructing ageing and providing identities for older people, the cur-
rently dominant discourses work together to support ideologies such as 
individualisation and healthism, while apparently creating a coherent 
ageing subject. This older person is also the object of the practices of 
institutions such as academia, medicine, or government. Accordingly, a 
medical discourse of ageing, a social policy discourse of successful ageing, 
and discourses of individual responsibility work well together to con-
struct the citizen who is responsible for their own physical and financial 
wellbeing and who, with appropriate effort, can defy ageing itself. These 
discourses are supported by and reinforce constructions of ageing bodies 
as pathological and older people as greedy graspers of scarce resources for 
which others are competing. At the same time, we recognise that dis-
courses are historically located (Parker 1992). In the twenty-first century 
the changes wrought by population ageing and global economic pressures 
bring certain sets of discourses to prominence, and these influence the 
social identities available to older people to negotiate their place in the 
world (Biggs 2005). Together, population ageing, individualisation, and 
healthism have altered later life from a time of withdrawal and depen-
dency to a time for pursuing health. These changes make available a new 
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set of identities for older people based around imperatives to live a long 
and healthy life, actively manage their contribution and participation, 
and resist decline and dependency. Meanwhile, historically dominant 
discourses, such as those which construct older people as deserving of 
support, care, and respect, remain in circulation and contribute to, or 
contradict, current constructions of ageing. Critical practices, such as dis-
course analysis, may be used to disrupt seamless constructions, note con-
tradictions and anomalies in everyday talk, and importantly, to reveal its 
effects and practical implications.

�Discourses Are Promulgated  
Through the Media

Representations of ageing are often developed in science, theory, research, 
and government policy and reproduced through popular cultural repre-
sentations of what it means to be an older person (Laliberte Rudman 2015; 
Wearing 1995). Townsend’s (1986) influential work pointed theorists and 
researchers to the key role of governmental social policy in constructing 
versions of old age, while the medical and psychological theories behind 
the successful ageing model (Rowe and Kahn 1998) have been powerfully 
influential on research, practice, and social policy around ageing.

The media are a prominent route by which discursive constructions are 
made available for consumption and debate. Rozanova (2010) found that 
discourses of successful ageing in the print media reproduced recognisa-
ble neoliberal policy imperatives of older people as individually respon-
sible for ageing successfully. She identified three main themes constituted 
the portrayal of successful ageing in a Canadian newspaper between 2004 
and 2006. These themes were labelled: ‘Successful aging is a personal 
choice’, ‘Individual responsibility for unsuccessful aging’, and ‘Aging suc-
cessfully by staying engaged’ (p.  217). Rozanova noted that there was 
considerable overlap of the themes in the articles, while ‘Successful aging 
is a personal choice’ was the most common theme. All the articles she 
analysed suggested that a person is able to choose how they age. 
Furthermore, many of the articles suggested that people must take respon-
sibility for not ageing successfully.
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Similarly, recent popular media headlines encourage older people to 
defy old age or refuse to age, suggesting that ageing is a choice that people 
make. Pronouncements such as ‘It’s no accident that I’ve reached age 
88 in great health’, which was used to introduce an article about prolong-
ing life (Vernon 2015), promote healthy ageing as the application of care-
ful self-management. This online newspaper article goes on to say: ‘Zinke 
notes that he has average genes but has just taken good care of himself. 
He asserts that you’ll increase the odds of a prosperous retirement – and 
a great rest of life – if you adhere to his seven pillars of aging successfully’ 
(p.  1). Physical changes in later life are ignored by headlines such as, 
‘woman swims an extra length on every birthday’ (Schroeter 2017) which 
suggest that older people can increase their physical fitness every year. 
Such media representations frame ageing successfully as resisting ageing 
itself.

At the same time as the media valorises independence, health, and 
contribution, the alternative equally widespread discourses of later life as 
a time of dependency and vulnerability are drawn upon. Fealy et  al. 
(2012) conducted a critical discourse analysis to reveal five distinct iden-
tity types that were available in media texts: constructing older people 
either as ‘victims’; ‘frail, infirm and vulnerable’; ‘radicalised citizens’; 
‘deserving old’; and ‘undeserving old’. These discourses of dependence, 
decline, and intergenerational inequity work alongside those of indepen-
dence and successful ageing to shape media representation of later life 
(Rozanova 2010). Media representations alternate between discursive 
possibilities, depicting both active and independent older people as flour-
ishing and later life as a time of physical decline into dependency 
(Hodgetts et al. 2003). Older people must negotiate a positive identity 
within this discursive landscape.

�Accepting and Resisting Ageing Identities

The broad effects of these discursive constructions are the alienation of 
older people as ‘other’; the exclusion of those who cannot achieve the ide-
als of active, independent, and contributory ageing; and a general ignor-
ing of death as the end point of ageing (Stephens 2016). The discourses 
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of ageing homogenise older people as if they are one group and impose 
the ideals of the advantaged upon those who have suffered a life time of 
exclusion and oppression. These ageist discourses obscure more funda-
mental issues of variations in living standards and differences in social 
class, ethnicity, and gender across the life course. Groups of people who 
are most vulnerable to inequalities are further disadvantaged by expecta-
tions to display individual, successful, and healthy achievements. Older 
people take up the positions provided by the discursive constructions, or 
resist them in the light of their own situation and embodied 
experiences.

Certain constructions of ageing may dominate the discursive land-
scape, but, people can and do resist the identities provided. For example, 
in a study of constructions of dementia, Peel (2014) found that media 
accounts drew on two main discourses of a catastrophic epidemic and 
individual responsibility for prevention of dementia. A caregiver inter-
viewed in this study resisted the healthism discourse by saying: ‘there’s an 
implication there that it’s somehow your fault if you get dementia’ 
(p. 896). Other studies find both acceptance and resistance of dominant 
discourses. A good example is provided by Lin et al. (2004) who exam-
ined the age identities of people engaged in an online discussion forum 
for older adults. Participants in the online discussions drew on both posi-
tive and negative discursive constructions of ageing to position them-
selves and to resist being positioned by others. Some positioned themselves 
as physically declining and subsequently losing engagement with society: 
‘Just how can one grow old gracefully and be happy when one has so little 
and no one to talk to?’ (p. 269). Tulle (2008) noted that this approach 
accords with the dominant discourse of old age which deprives the body 
of its social capital and restricts agency to retirement and doomed 
attempts to defeat inevitable processes of bodily change.

Others in the Lin et al. (2004) study constructed old age as a time of 
freedom to explore and experiment with personal projects, while justify-
ing this freedom as having been earned by a lifetime of responsible 
behaviour: ‘This is the time to defy danger’ (p.  268). Members of a 
smaller group resisted ageing itself by simply positioning themselves as 
belonging to a younger age group; these speakers achieved a positive 
identity by denying their biological age and identifying with teenagers, 
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young adults, or the middle-aged: ‘a 24-year-old woman stuck in a 63 
year old body’ (p. 269). This has been characterised by Tulle (2008) as 
the ‘mask of ageing’ approach used by older people to respond to the 
threat to their identity and social worth posed by a visibly ageing body. 
Other people recognised their old age but resisted being positioned as 
‘old people’ who are declining and a burden, by emphasising their rela-
tive good health, their mental powers, or their contributions to their 
community despite apparently ageing bodies. These ageing identities 
provide advantages for some and disadvantages for others and negotiat-
ing available identities is strategic and situated. Successful ageing dis-
courses have promoted opportunities for older people to remain involved 
in their communities, to extend paid employment, and increased expec-
tations for a productive and healthy life beyond traditional retirement 
age. These identities shape how people approach their everyday life in 
older age, a time in which many people have retired from paid work and 
are seen as having increased leisure.

Ageing identities have been shaped by expectations for activity, health, 
participation, and contribution. Leisure time and time use in retirement 
becomes a significant site in which older people can demonstrate the 
achievement of these expectations and negotiate a positive identity. 
Research shows that the word ‘leisure’ itself has been appropriated by 
discourses of productivity, so that older people must either demonstrate 
active contribution or find new ways to construct resistant identities (e.g., 
Burden 1999). Ekerdt and Koss (2016) enquired about retirees’ use of 
time to study identity formation among older people whose social roles 
have changed; older people in this study saw retirement as a space for 
time management and used their talk as an opportunity to demonstrate 
that they were busy active people who were ageing well. They talked 
about both productive time and relaxation time. To examine in more 
detail how different identities are constructed in regard to leisure time in 
older age, we analysed the ways that older people talk about spending 
time. Interviews with 153 New Zealanders aged from 63 to 93 years pro-
vided data for this discourse analysis. Details of the method can be found 
in Breheny and Stephens (2017).
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�Research Example: A Study of Discourses 
of Leisure

For older people, the boundaries of leisure may be blurred by ceasing or 
significantly reducing paid work. For those whose obligations for work or 
care continue, time may be apportioned differently as patterns of time 
demands change. To understand how leisure is constructed in later life in 
different situations, we examined the ways older people talk about spend-
ing time that is self-directed. We asked: how do older people today talk 
about the time available apart from the constraints of work, care, and 
other social obligations?

We found that two central, and potentially contradictory, discourses 
were used to construct the use of time in these interview accounts. The 
first we labelled the ‘productive time’ discourse which was used to con-
struct the older person as engaged in productive activities, focussed on 
contributing to personal and societal wellbeing, and on extending life. 
The second, labelled the ‘personal time’ discourse, provided an identity 
for one who was focussed on enjoying time for their own satisfaction and 
pleasure and conscious of the limited time left.

�Productive Time Discourse

When asked how they spent their time, older people often described a 
round of regular activities that encompassed paid and volunteer work, 
social activities, travel, hobbies, and sports activities, as well as routines of 
self-care and care of others. These accounts resemble the lists of retirees’ 
leisure activities in academic, policy, and media accounts of what later life 
should hold for older people. They construct the time available to older 
people as a commodity to be productively used which positions older 
people as potentially useful to society, rather than as a burden on the 
health and social care system. Using the productive time discourse, many 
participants provided lists of activities to demonstrate that they were 
busy, active citizens, keeping physically fit and socially engaged, while 
resisting an identity as an older person who is disengaged from commu-
nity life and likely to be a burden on the health system.
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The ‘productive time’ discourse was used to construct leisure time 
activity as useful, rather than pleasurable; participating in activities was 
often described in terms of making an effort. Both the maintenance of 
bodily health and the achievement of a valued social identity as an age-
ing citizen through community engagement and volunteering were 
described in terms of productive use of leisure time. Martha (67 years) 
exemplified this use of the discourse by recounting her list of regular 
leisure activities that included both physical activity and socially focused 
volunteer work:

Monday mornings and Thursday mornings I do Tai Chi, two or three after-
noons or mornings a week we go singing, a group I belong to go singing at 
old people’s homes. Tuesday, Thursday nights and Sunday afternoons into 
the evening we’re rehearsing our play. Saturday mornings I go to Tai Chi in 
a different place, and much earlier. Half past 7 in the morning. Oh, I don’t 
care much for that. I’m not a lover of early rising (…) Oh it’s good for my 
health, yes definitely.

These activities were described not in terms of enjoyment but in terms 
of the ways that they shape specific bodily capacities. Using this discourse, 
older people described the careful management of their body through 
determined exercise and practice and a range of leisure activities under-
taken to promote health and wellbeing such as yoga, tai chi, swimming, 
or walking for exercise. The productive time discourse also includes social 
participation and social contribution through volunteering activities as 
an appropriate use of time. Many participants were keen to demonstrate 
their active, social, and contributory use of time. At the end of describing 
her activities one woman concluded: ‘And what else do I belong to? That 
must be enough isn’t it?’ (Beatrice, 78 years). Her final comment sought 
the approval of the interviewer for a schedule of community activities 
that positioned her as a citizen productively using her time, or as Molly 
(aged 80) put it, having a ‘purpose to your life’.

The productive time discourse provides an identity for a proudly active 
citizen but also includes the subject position of ‘vegetable’ for those who 
fail to work on the body adequately or fail to engage socially. People often 
described their fear of ‘vegetating’ if they did not keep active: ‘I don’t 
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want to become a vegetable’ said Spencer (69 years). They also con-
demned other older people who failed to make the effort as ‘couch pota-
toes’ or judged those who did not use their time productively as ‘they’re 
vegetating’ (Tim, 69 years). This is illustrated by Ling (66 years) who 
contrasted her own efforts with her husband’s refusal to engage in such 
activities:

Trying to do a little bit of exercise, go swimming, walking. Walking round 
the block. (…) I’ve been trying to get my husband to do it but no, he’s a 
couch potato. He likes watching his Chinese movies.

The spectre of becoming a vegetable was often used to describe the 
motivating force for working on social engagement and the physical body 
when tiredness or personal pleasures might instead prevail: ‘Well I cer-
tainly don’t want to turn into a vegetable’ (Martha, 67 years), even though 
this sort of activity may not be a pleasure as evidenced by Walter (91 
years) who described his gymnasium visits to maintain health in terms of 
‘enduring, not enjoying’.

Older people who can demonstrate that they use leisure time produc-
tively achieve an identity as an active and self-managing person who is 
still in the process of being and becoming, not declining and vegetating. 
The vegetable metaphor provides a very negative identity for those who 
do not keep active and creates difficulties for those who are experiencing 
disabled bodies and difficulties walking. Such people described admoni-
tions to exercise more as ‘all very well’ for others with greater mobility. 
For them, walking sticks or other supports would advertise their disabili-
ties and draw attention to their apparent failure to keep active.

This discourse also has implications for the construction of time itself. 
The focus of a productive time discourse is on using time, and by keeping 
healthy, extending time: the healthy ageing citizen invests time to produce 
a return of more time. Time spent with the purpose of actively contribut-
ing and maintaining health and wellbeing omits the decline of older age 
and death itself. Like the health promotion discourse which promises 
longer life for those who maintain their health, the ‘productive time’ dis-
course does not include the end of life.
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�Personal Time Discourse

Many participants also constructed time use in later life as personal time; 
activities were described in terms of the enjoyment and pleasure they 
bring. In response to questions regarding what older people need as they 
age or what is important in older age, several participants focused on 
passing the time pleasantly: ‘The things that are important to me right 
now is playing, and making myself happy, as I pursue my own happiness’ 
(Aisea, 70 years).

The ‘personal time’ discourse provided a focus on personal choice and 
freedom, and this was seen as justified by a lifetime of contribution. A key 
component in the personal time discourse was ‘now it’s time for me’. This 
rhetorical construction suggests that previous roles or life experiences had 
prevented the pursuit of pleasure. It allowed speakers to describe activities 
such as sports and exercise in terms of the pleasure they bring and was 
also used to justify abandoning any activities that were difficult or did not 
promote pleasure and happiness.

Furthermore, ‘personal time’ constructs older people as inexorably 
declining and highlights the need to take pleasure while it is still possible 
to enjoy the things one loves. Using this discourse, older people described 
the imperative of maximising pleasure in the context of limited time: 
‘Let’s enjoy while there’s still some time’ (Vikesh, 74 years). Recognition 
of limited time includes both mortality and the inevitability of changes 
in physical health, mobility, and energy. From this perspective, this dis-
course was also drawn on to provide support for morally challenging 
pleasures like gambling or sloth, by focussing on the imperative of plea-
sure. For example, Bruce (77) said: ‘Yesterday I went to one of my favou-
rite places, shouldn’t really go there but I do every few days, that’s one of 
the casinos’.

This discursive construction of leisure acknowledges ageing and death, 
by talking about time as limited and the process of change as inevitable. 
Recognition of decline and mortality positions pleasure as an immediate 
priority in later life. In comparison with the ‘productive time’ discourse, 
rather than managing the self to produce health and increase time, this 
discursive construction prioritises enjoyment and includes the past rather 
than focussing on the future: ‘I’d like to go in my garden, do my garden, 
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you know, have time to do my garden. Sit there and reminisce what I 
used to do with Mum [wife] and like when we did our garden’ (66 years).

The ‘personal time’ discourse effectively provides an identity for an 
individual who prioritises personal projects. An important effect of the 
‘personal time’ discourse is the different construction of time; ageing is 
acknowledged and time is seen as a finite resource that is shared among 
valued activities.

�Negotiating Identities

Although both discourses may be used by the same individual, they also 
have competing demands. Both discursive constructions of leisure time 
speak to current discourses of ageing which must be negotiated in claim-
ing socially virtuous identities. The identity provided by the ‘productive 
time’ discourse is aligned with that promoted through the discourses of 
successful ageing, healthism, and contribution. This identity is used to 
resist being positioned as dependent. Thus, older people’s accounts draw 
on this construction of time as a resource to achieve active ageing and 
construct a version of ageing in which people may never grow old. Older 
people with good health and physical functioning may achieve virtuous 
identities within this discourse, and they can position those who do not 
participate well as ‘vegetables’, so that those experiencing physical changes 
may avoid public displays of incapacity to avoid such censure. Similarly, 
Wiersma and Chesser (2011) found that leisure was a significant site of 
negative experiences of ageing among older men which produced a nar-
rowing of leisure activities and opportunities as men sought to avoid the 
identity of an ‘old man’.

The ‘personal time’ discourse is aligned with current constructions of 
the self, achieved through the pursuit of individually directed goals. It is 
used to resist the claims of a ‘productive time’ discourse by emphasising 
the right to personal pleasure in the face of limited time. An important 
difference is the inclusion of an ageing identity in the ‘personal time’ 
discourse: an inclusion that allows people to acknowledge their ageing 
bodies, changing physical capacity, and the imminence of death. By giv-
ing primacy to individual priorities, speakers are able to neutralise the 
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threat of bodily ageing to self and social identity. However, from a social 
perspective this discourse also provides a space for challenge from the 
intergenerational inequity discourse, so that its users must justify their 
personal freedom and pursuit of pleasure and resist being adversely posi-
tioned as undeserving old people resting on the wealth held back from 
younger generations. The dual identity of personal pleasure seeker and 
deserving past contributor was also described in Lin et al.’s (2004) study 
of ageing identities.

Time use in later life has received considerable recent attention as poli-
cymakers seek to address the issues of population ageing. Encouraging 
more productive time use seems advantageous for all: the older people 
who gain in terms of community integration and health benefits, and 
their wider communities who benefit from the services older people pro-
vide and from increasing wellbeing among older people. However, our 
analysis points to some of the ways a discourse encouraging older people 
to use their time productively both constrains older people in terms of 
the types of activities they pursue and shuns them when they can no lon-
ger maintain the level of health and contribution required of a produc-
tively ageing citizen. A personal time discourse provides an alternative 
that incorporates the inevitability of decline and supports participation 
and pleasure while there is still time. However, we do not suggest a turn 
to focus uncritically on ‘personal time’. Focusing on personal pleasure 
and choice in leisure time may not be helpful for those in poverty (Dupuis 
and Alzheimer 2008), those who must work, or those who have con-
straining caring responsibilities (Horrell et  al. 2015). Older people in 
these situations may struggle to position themselves positively within dis-
cursive accounts of later life based on freedom and personal choice.

�Conclusion

Identity in later life is shaped by discourses that locate health as an indi-
vidual responsibility, and active and successful ageing as a contribution 
that older people can make to reduce their reliance upon younger genera-
tions. Examining the complex of discursive constructions that influence 
ageing identities enables a critical account of the experience of ageing. 
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Dominant discourses and their development and promulgation in aca-
demic research, the media, and social policy accounts shape what older 
people can say, how they can say it, what they can do, and what support 
and resources they can legitimately claim. A critical discourse approach 
goes beyond the analysis of talk to show how language is a crucial aspect 
of daily practice.

By employing these analytic tools we are able to demonstrate the ways 
in which language shapes research, practice, and policy. We are able to 
critique the theoretical models (such as successful ageing) guiding our 
research and show how they shape the ways in which older people are 
seen within society and the sorts of practices in which they must engage 
to demonstrate their identity as respected citizens. For instance, because 
of a focus on individual responsibility for health and appropriate health-
related behaviours, a 91-year-old man must ‘endure’ the gym to demon-
strate his willingness to remain healthy and not vegetate. We are also able 
to demonstrate the ways in which institutional practices are shaped by 
dominant discourses so that older people are treated as outside society. 
For instance, we can show how sexuality and important relationships are 
denied in care settings. And we are able to demonstrate the powerful ways 
in which social policy frameworks draw on dominant discourses to influ-
ence the provision of health care and support for whole groups of people 
in ways that ignore their life histories and diversity. The findings from 
these kinds of analyses contribute to the development of new research 
models, changes in institutional practices, and to new social policy frame-
works which take account of the very material effects of current 
approaches. For example, the recently published WHO ‘Framework for 
Policy for Healthy Ageing’ (Beard et al. 2016) brings a new perspective to 
understanding the wellbeing of older people. This document summarises 
the key issues to be addressed in healthy ageing policies as the need to: 
consider the heterogeneity of older age; address inequities, avoid ageist 
stereotypes; empower older people to adapt to challenges; consider the 
environments an older person inhabits (rather than individual behaviour 
as the basis of health); and consider health from the perspective of capa-
bility to function. This new policy focus is a direct response to critical 
analysis of the effects of previous policies as outlined earlier. The next step 
is for governments around the world to shift their focus.
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Thus, social psychology provides tools for developing a more nuanced 
and structured approach to the expression and effects of ageism in our 
societies, while providing avenues for change. Critical examination of the 
construction and effects of identities in this way has implications for the 
development of social policy and the practices of health professionals, 
gerontologists, and psychologists in the future.
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Ageing Sexualities Through a Critical 

Lens: Bringing Social Psychology, 
Sociology, and Intersectionality into 

Dialogue

Sharron Hinchliff and Andrew King

�Introduction

In this chapter we explore the contribution of critical social psychology 
and sociology to understandings of the sexualities of older  adults. 
Historically, psychological research on ageing has focused on decline (e.g. 
cognitive) and loss (e.g. of social status). And, with a few exceptions, psy-
chological research on sexuality has tended to exclude older adults. But 
new directions are being made, and a growing body of research in social 
psychology, influenced by key theories within sociology, has taken a criti-
cal perspective to explore the intersections of older age with gender, sex-
ual identity, and other social categories. Such research has demonstrated 
the diversity of midlife and beyond and enabled the voices of older adults 
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to be heard: voices which challenge the narrative of older age as decline 
and loss. We draw on our research in the area of older adults and their 
gendered experiences of ageing, sexual practices, and sexual identities to 
demonstrate the understandings that critical theorising can bring.

We argue that ageing sexualities is an area that has not been fully 
explored within psychology despite the growing recognition of the sexual 
rights of older adults (Barrett and Hinchliff 2018; Peel and Harding 
2016). While psychology has lots to offer here, we believe that ageing 
sexualities are better understood through a cross-disciplinary lens. The 
format of the chapter reflects this, starting with insights from psychology 
(e.g. into stereotyping and ageism) to provide background before moving 
to a more detailed discussion of the sexual practices and sexual identities 
of older adults and the tensions that currently reside in these areas. 
Following that, the next section provides an example of how intersec-
tional narrative analysis can be a useful approach within critical social 
science. We begin, however, with a description of how we understand 
sexuality in this chapter as this contextualises the remaining chapter.

�Positioning Sexualities

In 1969 the psychiatrist Dr Reuben published the self-help book 
‘Everything you always wanted to know about sex, but were afraid to 
ask’. It was an instant hit and a number one bestseller in over 50 coun-
tries; its reach cannot be underestimated. The chapter on menopause is 
particularly interesting because he wrote: ‘Without oestrogen, the qual-
ity of being female gradually disappears. The vagina begins to shrivel, 
the uterus gets smaller, the breasts atrophy, sexual desire often disap-
pears, and the woman becomes completely desexualised’ (Reuben 1970, 
p. 288). He went on to say that ‘it is a little worse than that’ because, 
alongside these changes, a menopausal woman grew facial hair, devel-
oped a deep voice, and thus became as close as she could ‘to being a 
man’. But she was ‘not really a man’ and ‘no longer a functional woman’: 
she was destined to ‘live in a world of intersex’ (pp. 288–289). While it 
would be difficult to find extreme views like this in contemporary 
Western culture, the quotation provides a useful illustration of the social 
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construction of gender, ageing, and sexuality. The point we are making 
here is that sexuality should always be understood in its socio-cultural 
location and historical period. What we understand sexuality to mean 
at any time or place is not fixed. Rather, it is fluid and dynamic, shaped 
by the dominant values and beliefs of a culture at any given time. 
Which, in turn, are influenced by powerful people and leading 
institutions.

Two of the most notable influences on the way that sexuality is under-
stood and experienced are religion and medicine (see McLaren 1999 for 
a detailed analysis). In the Reuben example above, we can assume that the 
so-called scientifically legitimated knowledge from a medically qualified 
psychiatrist helped the popularity of his book. Indeed, the text on the 
back cover told readers that the book was based on ‘the combined experi-
ences of several thousands of patients’ who ‘entrusted’ Dr Reuben ‘with 
the responsibility of treating their emotional difficulties’. The combina-
tion of scientist-as-expert and people’s experiences is a powerful one and 
is still used (and misused) today. A recent example is the case of Flibanserin: 
a drug alleged to treat women’s lack of sexual desire. Flibanserin was 
problematic from the outset, in terms of its side effects, counter-
indications, and efficacy. Nonetheless, attempts to secure approval from 
the Food and Drugs Administration in the USA were accompanied by a 
large-scale marketing campaign as well as the manufactured grassroots 
movement ‘Even the Score’ which called out the disparity in drug treat-
ments for women’s sexual problems compared to men’s (for more infor-
mation see Snyder Bulik 2015).

The intersectional approach to sexuality we take in this chapter focuses 
on sexuality as practice (behaviours) and categories of identity. 
Traditionally, older adults have been desexualised by the positioning of 
sexual activity, agency, and expression in public discourses as the ‘prov-
ince of the young’. Due to similar restrictive attitudes, older adults’ diverse 
sexual identities have not been recognised. Older adults have been sub-
jected to negative, and damaging, prejudices based on these assumptions. 
Although stereotyping can affect everyone, it comes into sharp focus for 
individuals who belong to a minority or marginalised group. Stereotyping 
exists on multiple levels, and we now turn to the psychology of stereotyp-
ing to explore this further.
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�The Psychology of Stereotyping

According to the Penguin Dictionary of Psychology (Reber and Reber 
2001), a stereotype is a ‘set of widely shared generalizations about the 
psychological characteristics of a group or class of people’. We tend to 
make assumptions that individuals belong to such groups on the basis of 
their outward physical appearance (e.g. skin colour and clothes) and 
behaviours. Generalising our beliefs about people in this way can have 
advantages and disadvantages. For example, stereotypes simplify the way 
we view our social world and help us to quickly respond to situations. 
However, because of our stereotypes we may ignore individual differences 
because we assume that everyone of a specific group shares the same char-
acteristics, beliefs, and values. Stereotypes can shape our view of, and 
behaviour towards, other people but they can also influence how we view 
ourselves. Research has identified that we internalise stereotypes and this 
in turn can affect our own thoughts and behaviours (Levy 2003). 
However, we can resist negative stereotypes, and negotiate our way 
around them which is an important point that we return to (Ussher 
2006; Hinchliff and Gott 2008).

One of the most challenging areas for contemporary psychology is 
implicit (or unconscious) bias. This form of stereotyping refers to biases 
which exist and operate ‘without conscious awareness, intention, or con-
trol’ (Levy and Banaji 2002, p. 51). Because they are unintentional, try-
ing to control them is tricky (Blair et  al. 2011). Indeed, we need to 
identify our implicit biases before we even start, otherwise we do not 
know that we have them. Implicit biases can be powerful, but by increas-
ing awareness we can start to decrease the influence they have on the ways 
we connect with other people.

In the UK, ageing tends to be viewed in terms of physical and mental 
decline, and as above, this dominant perspective can frame an individu-
al’s attitudes and beliefs. Levy and Banaji (2002) assert that negative 
views about older age remain widespread in contemporary society, and 
one of the reasons is the way that ageing is introduced in childhood. They 
argue that fairy tales expose children to older characters who are ‘evil and 
sinister’ such as the Hansel and Gretel story, or ‘weak and gullible’ like 
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the grandma in Little Red Riding Hood. Levy and Banaji also highlight 
the lack of positive role models in television, where older actors reinforce 
stereotypes of decline and ‘incompetence’. Messages such as these, along-
side those we see in everyday advertisements and television shows which 
mock older adults or portray them in age stereotypical ways, contribute 
to implicit ageism.

�Ageing and Ageism

Ageism has been described as a ‘serious social prejudice with significant 
consequences for older people’ (Age Platform Europe n.d.). The human 
population across the world is living longer, and at the time of writing 
this chapter there are more people in the UK aged 60 and older than 
those aged 14 and younger (Government Office for Science 2016). The 
forecast is that the over 60 age group will increase from 14.9 million 
people in 2014 to 21.9 million in 2036 (Ibid.). While the UK is under-
going a demographic shift, life expectancy varies hugely across the world. 
For example, average life expectancy at birth can range from 50 years in 
Sierra Leone to 83 years in Switzerland (World Health Organization 
2016a), which has an influence on the way ‘old’ is understood in each 
country. Indeed, being old is relatively new in high-and middle-income 
countries as life expectancy has increased over the past 100 years.

Ageism consists of attitudinal and behavioural components, is rooted 
in stereotyping, and is the term used to describe prejudice (attitudes) 
towards and/or discrimination (behaviours) against an individual based 
on their age. Examples include thinking that all older adults are lonely, 
frail, in poor health, and consequently that they are a burden to society. 
The way that older adults are talked about often associates them with 
powerlessness and dependency. And such ageist discourses intersect with 
other damaging discourses (e.g. sexist, homophobic) creating multiple 
stigma for the older person. Ageism can manifest on many levels, from 
not being invited to a job interview to not being given the same medical 
advice about a sexual health condition as a younger person. The contribu-
tions that older adults make towards society, such as their expertise and 
skills which have developed over years and the provision of care for 
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grandchildren and partners, are rarely acknowledged (see Stephens and 
Breheny, this volume).

Ageism is widespread. In 2016, the World Health Organization 
(WHO) analysed data from the World Value Survey (completed by 
83,000+ people from 57 countries) and identified that 60% of respon-
dents felt that older adults were ‘not respected’: a finding more likely to 
be reported in high-income countries (WHO 2016b). Ageism is 
entrenched in many societies and taken-for-granted so we are not always 
attuned to it. Research has identified that people with ageist attitudes 
tend to ‘overestimate, overgeneralize, and overaccommodate the extent 
of actual impairments and difficulties’ (Richeson and Shelton 2006, 
p. 184). Worryingly, ageism is more socially tolerated than racism and 
sexism, with many arguing that it is ‘socially condoned’ (North and Fiske 
2012, p. 982). Indeed, ageism has been found to be the ‘most tolerated 
form of social prejudice’ in Canada (Revera and IFA 2012). And in 
Europe, Age UK (2011)—after analysing data from the European Social 
Survey—identified that reports of unfair treatment based on older age 
were more prevalent than those based on sex or race (35%, 25%, and 
17% respectively).

The effects of ageism are powerful. The WHO (2015) report on age-
ing and health disclosed the myriad ways in which ageism can be bad for 
health and well-being. It identified key issues: that the attitudes of health 
professionals towards older age influenced their clinical practice; that 
health professionals may not be trained to deal with the complexities of 
aged health; and that health rationing occurred based on patient age. 
Medical discourses tend to pathologise older  age by presenting it in 
terms of decline, disease, and atrophy. The focus on clinical gerontology 
within medical school training serves to reinforce assumptions that 
being old is about being frail and in need of help. Perceptions of ageing 
share an intimate relationship with broader cultural assumptions about 
health and ability and the value placed on these. The process of socialisa-
tion enables us to acquire knowledge about culture and, as psychological 
theory asserts, we internalise to varying degrees the messages and domi-
nant regimes of knowledge that surround us from childhood. A combi-
nation of forces thus shapes our values, beliefs, and attitudes towards 
older adults.
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�The Shift: Positive Ageing

North and Fiske (2012) argue that the increasing older population will 
make their voices heard which will ‘inevitably change … social structure-
based perceptions of older people’ (p. 7). While ageism remains, there has 
been a shift in social attitudes towards older adults in Western societies 
over the past 50 years. This has been advanced by gerontologists, academ-
ics, and older adults themselves who have been vocal about the positives 
of being old and the value that older adults bring to our communities. 
Such advocates have challenged the overwhelming negative representa-
tions of older adults that have been dominant and fought to move away 
from associations of ageing as decline and burden (Bayer 2005). The 
cross-fertilisation of ideas has been referred to as the ‘positive ageing’ 
movement.

What is meant by positive ageing can differ. The Australian Psychological 
Society describes positive ageing in terms of maintaining a positive atti-
tude, keeping physically and mentally healthy, and engaging fully in life. 
While for others it is focused on changing public attitudes towards ageing 
and ensuring age-friendly societies (e.g. the Beth Johnson Foundation). 
Whichever way the term is understood by organisations, making sure 
that older adults are valued and treated with respect and dignity are cen-
tral features. A large number of bodies, including activist and grassroots 
groups, charities, and health authorities, have a positive ageing initiative 
or strategy. For example, both New Zealand (Ministry of Social 
Development 2001) and Ireland (Department of Health Ireland 2013) 
have positive ageing strategies which set out their goals for age-related 
policy and service delivery.

Positive ageing can, by celebrating later life in all its diversity, change 
the way that older age is understood, experienced, and responded to. It 
provides us with new discourses of ageing, ones that do not reinforce the 
message of ageing as decline, and a framework from which to tackle age-
ism. However, positive ageing is closely aligned with ‘successful ageing’ 
and the terms are used interchangeably. When this occurs, problems arise 
because the concept of successful ageing is intimately connected with 
neoliberal ideologies of health. In this chapter we use the term 
neoliberalisation to refer to a ‘mode of governmentality that operates 
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across a range of social spheres … constructing individuals as entrepre-
neurial actors who are rational, calculating and self-regulating’ (Gill 
2008, pp. 442–443). And thus we view neoliberalism through a critical 
lens. Similarly, it is important to view the term ‘successful ageing’ in this 
way. Successful ageing refers to social, psychological, and physical well-
being in older age (Carver and Buchanan 2016), but it is more than 
simply ageing without health problems, as we demonstrate in the follow-
ing section.

�Critical Social Psychology

Successful ageing and neoliberalism both approach social change by posi-
tioning the individual ‘as key to social action’ and, by doing so, create ‘a 
class of unsuccessful agers’ (Rubinstein and de Medeiros 2015, p. 40). 
The neoliberal concepts  of choice, responsibility, and morality are key 
fodder for a critical social psychology and are discussed in the remainder 
of this chapter. Critical social psychology, as understood here, ‘challenges 
social institutions and practices  – including the discipline of psychol-
ogy – that contribute to forms of inequality and oppression’ (Gough and 
McFadden 2001, p. 2). Psychology has traditionally been influenced by 
the principles of natural science and its research methods have tended 
to neglect important factors that influence behaviour. Critical social psy-
chologists argue that individuals cannot be understood in isolation from 
their social and interpersonal contexts and that the methods of research 
employed to study people should reflect this. (For further reading about 
critical psychology, see Murray 2014, and Gough 2017.)

Critical social psychology emphasises the influence of social norms on 
our behaviours, attitudes, and relationships with other people. How we 
think and act is influenced by cultural ideals at the micro (in-group) and 
macro (broader) levels. In recognition that attitudes and behaviours are 
deeply embedded within socio-cultural contexts, a critical social psychol-
ogy asserts that the language we use supports and reinforces dominant 
messages and ideals. We are embedded in a web of social relations, and 
‘systems of difference’ (e.g. class, age, gender) position us in different 
ways, some of which are inequitable (Gough and McFadden 2001, p. 13), 
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but all of which intersect. Critical social psychologists are concerned with 
social change, and are keen to tackle oppression to improve well-being 
and the communities within which we live.

�Critical Social Psychology on Ageing and Sex

In this way, critical social psychology has opened up new ways of looking 
at old age and has furthered academic theorising on the topic. It has 
enabled stereotypes about older adults, based on behaviours considered 
deviant because they fall outside of normative expectations, for example, 
sexual activity, to be challenged. In tackling the homogeneous view of 
what it means to be old, it has highlighted the rich diversity of older age. 
Because of the way that older age has traditionally been constructed, sex-
ual function has been viewed in terms of decline. Sexual interest and 
desire have traditionally been associated with young people. And the 
social construction of ‘sexiness’ as young, wrinkle-free, and able-bodied 
tends to exclude the older person.

One consequence of sex being viewed  as youth orientated is that 
older adults may refrain from expressing their sexuality for fear of being 
judged negatively. Such beliefs have prevented older adults from seeking 
help for sexual difficulties (e.g. Gott and Hinchliff 2003a). While we do 
not passively internalise the ageist messages of society, dominant mes-
sages establish norms and their cumulative effect can influence self-per-
ceptions and render autonomy difficult to achieve (Nicolson 1993). 
Research that has explored the sexual relationships of older adults has 
provided evidence to challenge the view that sexual activity has no 
value within their lives (e.g. Gott and Hinchliff 2003b; Woloski-Wruble 
et al. 2010; Lee et al. 2016). Such research has been part of the driving 
force, as well as being driven by, a shift in social attitudes towards older 
adults’ sexual agency. Positive ageing has been influential, and since the 
end of the twentieth century we have seen a significant shift in social 
attitudes towards older adults and sex. Indeed, sexual activity in older 
age is not only beginning to be widely acknowledged, it is forming ‘age-
ing well’ agendas in some high-income countries. Government sources 
legitimate sexual activity as part of healthy ageing by emphasising the 
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health benefits of sex to older age. According to these sources, the ben-
efits include an extended life expectancy, better overall health, and the 
ability to look younger (see Hinchliff and Gott 2016 for a more detailed 
discussion).

Sexual activity has come to be positioned as a necessary and healthy 
part of ageing through a myriad of factors. Katz and Marshall (2003) 
highlight the influence of sexology, with its positive sex promotion 
messages, and Gott (2005) argues that the backlash to the asexual old 
age helped drive a change to the ‘sexy oldie’. These authors note that the 
acknowledgement of the sexual agency of older adults was significant in 
gerontology as it marked a shift from previous expert advice that age-
related sexual decline was to be expected. The medicalisation of sex 
played a part as the focus on ‘fixing’ sexual dysfunctions accompanies 
the pathologisation of sexual abstinence. Sexuo-pharmaceuticals are 
primarily targeted towards older adults, ensuring that they do not need 
to sexually retire. People often experience changes in sexual function 
through adult life, but through the ‘pharmacological imagination’, 
standards of sexual function in older age are revisited and revised 
(Marshall 2010).

The cultural landscape is always changing, and other shifts around 
what it means to be ‘older’ have been observed. Older adults began to 
be represented in TV and film as active partners in romantic relation-
ships (Vares 2009), which signified a change from the stereotypical 
roles given to an older person (e.g. grandparent). It should be consid-
ered whether the ‘sexualisation of culture’, where increasing attention 
is focused on sexual behaviours and sexual appearance by the media, 
the fashion and music industries, and the manufacturers that operate 
within this framework to sell their products, was influential here. 
Sexualisation is usually only considered in relation to young people, 
particularly women and girls, but it is not fixed and indeed can extend 
boundaries of age. For a discussion of the ‘sexualisation’ of middle-
aged women see Hinchliff (2014).

The shift from sexless to sexually agentic is, at first glance, positive. It 
acknowledges the sexual agency of older adults and enables us to tackle 
ageism while creating new discourses of ageing. However, we have to ask: 
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who is excluded from this representation of the older person? Considered 
within a neoliberal framework the expectation is to age healthily and 
independently and thus be the ‘virtuous citizen’ (see also Chapter 2, this 
volume). To do so requires access to physical, social, and material 
resources. These resources are not always available to older adults who 
may have health restrictions, no sexual partner, or a disability which 
restricts social mobilisation. Furthermore, it excludes those who do not 
want to be sexually active.

The concept of successful ageing is problematic for the expectations 
it creates as well as the people it excludes. Indeed, sexual activity in 
older age is presented as a choice, as something we must do if we want 
to age well. It becomes, as indicated earlier, a personal responsibility 
and a moral imperative. The current rhetoric from the ‘ageing well’ 
agenda is to resist sexual inactivity if we want to be healthy. And as 
sexual activity has become a marker of successful ageing, a failure to 
maintain sexual agency is perceived as submitting to old age. The nar-
ratives of neoliberal health are clear to see in the ‘ageing well’ agendas 
that promote sexual activity. Those who age unsuccessfully have sim-
ply not taken up the challenge: it is their fault (Rubinstein and de 
Mediros 2015).

But people do not die if they are not sexually active, and sexual inac-
tivity cannot be blamed for age-related diseases. So, we need to ques-
tion whether sexual activity  should be central to public health 
promotion in older age. Marshall (2010) thinks not, and points to the 
‘increased self-surveillance’ and ‘medical attention’ to late-life sexuality 
that  this new emphasis brings, referring to it as ‘virility surveillance’. 
Through neoliberalism, our (older) bodies are governed, ‘disciplined’ 
(Twigg and Martin 2014) and the expectation to age well through 
regimes of (sexual) healthiness becomes, as Katz (2001) describes, a 
moral imperative. In the following section we discuss the applicability 
of intersectionality theory to understanding, and theorising, ageing 
sexualities. The method of intersectional narrative analysis is presented 
as a working example to highlight the complex interplay between iden-
tity, agency, and social structures.
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�Intersectionality and a Sociology of Ageing 
Sexualities

Intersectionality is an approach towards questions of identity, difference 
and people’s lived experiences that emerged in the context of Black femi-
nist criticisms of mainstream feminism in the late 1980s and early 1990s 
(Crenshaw 1993; Hill-Collins 2000). Intersectionality examines the dif-
ferences within and between social groups and how power, inequality, 
and privilege are manifested in multiple contexts.

Since the early 2000s, intersectionality has made a significant impact 
on sociological studies of sexualities (Taylor et al. 2010). Intersectionality 
has opened up new critical space in the sociology of sexualities, offering a 
way to reconsider and reconcile tensions that exist between feminist and 
other social constructionist perspectives (Fish 2008; Jackson 2006; 
Richardson 2007). Moreover, it has made important contributions to 
exploring the relationship between class and sexuality (Skeggs 1997; 
Taylor 2008, 2009) and more recently it has been applied to the explora-
tion of ageing sexualities (Calasanti 2009; King 2016a; Westwood et al. 
forthcoming 2018). In this respect, an intersectional approach views age-
ing and sexuality as co-constructing one another, such that an under-
standing of one is incomplete without a thorough assessment of how it is 
lived in relation to the other—the same can, of course, be said for how 
ageing and sexuality intersect with other sources of social identity, 
inequality, and (dis)empowerment, such as gender, class, ethnicity, and 
ability. Indeed, one of the strengths of intersectionality is its relentless 
focus on difference and diversity and unlike other approaches to ageing 
sexualities, such as diversity theories, it enables us to recognise and under-
stand that these are always situated and lived within specific contexts, as 
well as established through social structures (King 2016a). However, as 
others have argued (see, e.g. the discussion in Christensen and Jensen 
2012), there are theoretical criticisms of intersectionality, principally that 
despite its attempts to address multiple strands of identity, inequality, 
and (dis)empowerment, these may not manifest in the same ways, in the 
same contexts. In short, a more nuanced understanding of how multiple 
strands interact, in what contexts (and not others), is needed.
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Aside from theoretical issues, one of the challenges of using intersec-
tionality in a research context is deciding which categories are relevant in 
particular situations and therefore what needs to be analysed to under-
stand (in)equalities, power, and social divisions in specific contexts. 
McCall (2009) is renowned for proposing a tripartite model that points 
to the importance of focusing on different levels: the anticategorical, the 
intracategorical, and the intercategorical. King (2016a) has observed how 
these levels correspond to the analysis of intra-group and inter-group dif-
ferences, for example, exploring the differences amongst older lesbian, 
gay, and bisexual (LGB) people, such as those relating to gender and 
social class, and then comparing them to older heterosexual people.

However, researchers need to focus not only on what level to examine 
people’s lives, identities, and the inequalities that apply to them, since 
intersectionality is less a methodology and more a critical perspective 
towards methods. So, although it is useful and arguably helps us to 
understand ageing sexualities, it must, in our view, be linked with and 
grounded in a specific mode of analysis. King (2016b, 2016c; King and 
Cronin 2010) has outlined how the conversation analytic approach of 
Membership Categorisation Analysis (MCA) can be used to this effect, 
since it examines people’s uses of categories of identity and the actions 
and attributes that are associated with them in specific instances of talk. 
Rather than imposing an interpretation of what is important, MCA 
enables the researcher to explore these categories and attributes in inter-
action, that is, how people use them themselves. Others, however, have 
usefully employed an intersectional narrative analysis (INA) (Krekula 
2007; Prins 2006; Christensen and Jensen 2012; Ludvig 2006), which 
focuses on ‘not only constructions of identities, but also the role that 
social structures play in people’s lives’ (Christensen and Jensen 2012, 
p. 114). Thus, INA has the potential to focus on individual agency, played 
out in specific contexts, whilst remaining attuned to wider social struc-
tures and how they impinge upon and shape those contexts and people’s 
lives. Moreover, within INA there is a concern to demonstrate the multi-
plicity of narratives; so instead of demonstrating how sexuality, for 
instance, is at play in a specific narrative, INA shows how it intersects 
with others, such as age, gender, and class as they are narrated.

  Ageing Sexualities Through a Critical Lens: Bringing Social… 



64 

�Research Example: An Intersectional Narrative 
Approach to Ageing Sexualities

How might intersectionality, coupled with INA, enable us to examine 
older adults’  sexuality in a more critical and less one-dimensional way, 
one that avoids a reductionist focus on purely the biological, or indeed 
one that considers only individual psychology or alternatively focuses too 
broadly on social structures of power? To demonstrate this, in the remain-
der of this chapter we apply INA to data collected in several projects1 
concerning older adults’ sexuality, particularly their sexuality as identity, 
and discuss some key themes: the slipperiness of sexual identities; chal-
lenging age and ageism; and ageing sexualities at the intersection.

�The Slipperiness of Sexual Identities

One of the most significant lessons from intersectionality theory, but also 
other approaches within the sociological study of sexuality, is that sexual 
identities are not fixed, stable, and monolithic but highly situated and 
related to the context in which people experience the emergence of their 
sexuality. Previous research has suggested that older LGB people, in par-
ticular, struggled to articulate their sexualities earlier in their lives because 
they were socialised and came of age in a much more prejudicial era, 
which has affected their life course (Knauer 2011; de Vries 2014). This 
can be heard in this example, from an interview conducted with Graham, 
who was 57 years old when interviewed:

Graham:	 Well I would describe myself as being bisexual with a leaning 
towards the male, gay side.

AK:	 Ok, how long have you identified as bisexual?

1 The narratives discussed in this chapter were collected as part of research conducted by Andrew 
King (in collaboration with Ann Cronin) into the lives and experiences of older LGBT people liv-
ing and working in a large British city. More details about the sample can be found in King, A. 
2016a. Older Lesbian, Gay and Bisexual Adults: Identities, Intersections and Institutions. London: 
Routledge.
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Graham:	 Since I was about 10 years old I suppose.

AK:	 Ok, have you told other people about that? Is that something 
you were open about when you were quite young or..?

Graham:	 When I was young it was illegal so it was definitely not some-
thing one discussed at school or home, definitely not with 
my parents anyway. So I had to be secretive about it and I’ve 
only become more open about it in my later life when things 
have become more, what’s the word I want, generally more 
open.

There are two important intersectional aspects to Graham’s narrative. 
Firstly, he corrects the interviewer—whose question concerning the tem-
porality of his sexual identity, his openness with others, does not make 
reference to historical context; in this respect, Graham can be heard as 
emphasising that his possible lack of openness was associated with legal-
ity. Indeed, he temporises this himself with reference to becoming open 
about his sexuality later in his life, ‘when things have become … generally 
more open’. Secondly, Graham specifically qualifies his use of the cate-
gory bisexual—extending this with information about the gendered 
direction of his bisexuality. Hence, in this short section of the opening of 
Graham’s narrative, he has already indicated that his classification as a 
bisexual person is intersected by law and age and is not straightforwardly 
classifiable.

In contrast, April, who was 59 when interviewed, spoke about how she 
identified herself as a lesbian providing a different form of intersecting 
context:

I now identify as lesbian, but cannot remember a particular point in my life 
when this became apparent to me. From a very young age I felt that I was 
somehow different (interested in different things and thinking about things 
differently from my peers), but didn’t agonise about it. It seemed perfectly 
natural to me to be attracted to women and I was victim to the usual 
schoolgirl crushes. Having found out about one of these my mother assured 
me that it would be a passing phase. I did not believe that something so 
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intense and wonderful would be, and it wasn’t. I had a physical relationship 
with a school friend at the age of 15, which was based on affection and was 
spontaneous, natural and fun.

It is apparent in April’s narrative that she has come to identify as a 
lesbian, ‘from a very young age’, but unlike Graham who pointed out the 
legal climate at the time, April instead focuses on her mother’s reaction to 
one of her ‘schoolgirl crushes’. April illustrates a different form of ‘coming 
out’ to Graham, although like Graham her identification as a lesbian is 
not something that should be unconditionally assumed.

Indeed, the vast majority of the participants in the studies we discuss 
in this section preferred to use their own terms or qualify the use of sexual 
identity categories. These included ‘homosexual’, ‘dyke’, ‘iron’, ‘queer’ to 
‘chicks at 56’—a reference that two lesbians who lived at a particular 
house number used, which was a ‘nickname’ given to them by a male 
neighbour. The point worth noting here is that these categorisations/
identifications were situated within their biographies, often in relation to 
a wider social structural context and frequently intersected by other forms 
of social division and in/equality. Adhering to LGBT was, for these par-
ticipants, something they did when necessary; it was not a given.

�Challenging Age and Ageism

As we noted earlier, older adults’ sexuality is frequently subject to ageist 
assumptions and narratives of inevitable decline (sometimes including 
their own). Whilst this is problematic for all older adults, older LGBT 
people are rarely represented in popular culture—when they are it is 
often in terms of a sad, lonely, and isolated later life (King 2016a; Traies 
2012). Furthermore, ageism can affect how older LGBT people are 
treated by health service providers, not seen as ‘at-risk’ for some condi-
tions because of stereotypical understandings of their sexuality and age 
group (Emlet 2006; River 2011; Asencio et  al. 2009). Moreover, like 
mainstream society, LGBT communities can be ageist, especially com-
munity spaces such as social groups and commercial venues (Jones and 
Pugh 2005; Simpson 2013; Traies 2016).
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The narratives of participants in the studies we discuss here contained 
discussions of age and ageism in a variety of ways. Sometimes partici-
pants felt that their awareness of their age was only heightened in certain 
contexts. For example, Brian who was aged 54 years at the time of 
interview, talked about how he felt he was viewed by younger gay men in 
commercial pub venues: ‘I’ve noticed it in the pub, as I say younger peo-
ple, they will acknowledge you in a way, but not the way they acknowl-
edge each other’. Meanwhile, Abbey expressed how she became aware of 
her own age only when interacting with younger lesbians: ‘I think the 
only time I think about that is when we are surrounded by the younger 
lesbians’. Moreover, Ernest, who was 72 years old at the time of interview, 
directly challenged the interviewer’s attempt to categorise him as an older 
gay man. After firstly rejecting his own categorisation as gay, he went on:

Not classifying myself as gay, I don’t classify myself as old. I just don’t think 
in terms of age, although through community organisations I have become 
a lot more aware … that’s brought me more in to focus the needs of older 
people and what older people talk about, which is mainly sitting around 
chatting about the old days (laughter). It’s not really my scene but you 
know, you listen and you try and be as helpful as you can.

In some ways, Ernest’s narrative draws on an ageist discourse itself; he 
uses a stereotype about older adults reminiscing. Other participants made 
disparaging remarks about other LGBT people they felt were not ‘acting 
their age’, that is, not behaving or dressing appropriately; in short, a form 
of self-imposed ageism. Hugh, who was 54 years old when interviewed, 
stated:

You know we all do it, I’ve seen people, I went to [club] with my flatmates 
the other day and there were people in there who were dressed quite inap-
propriately for their age, they were quite possibly younger than me but 
they were dressing like teenagers!

However, other participants expressed a concern with suppositions 
made by others, particularly professionals about the intersection of their 
sexuality and age. This was particularly pertinent when discussing medical 
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professionals. Participants recounted being invisibilised as older LGB 
people because these professionals could not envisage older adults being 
anything other than heterosexual. Aside from the ageism involved here, 
the intersection of a powerful heteronormativity was also evident, as in 
the following quote from Pierre’s narrative where he was discussing a visit 
to a general practitioner when suffering from an HIV-related illness.

I was diagnosed with pneumonia and I was like, my third week and I 
needed to get more antibiotics. I didn’t have a GP so I thought this is the 
one near to me, and then he said a question: ‘Why you not married you’re 
40 years old, why you not married and what do you do? You’re a dancer, 
mmm’. He was an awful, awful man. I never saw him again.

These narratives clearly show that intersections between age, ageism, 
and sexuality are complex—participants experienced ageism from others, 
sometimes they used ageist discourses themselves and many positioned 
themselves as ‘not old’ in ways that suggested that to be old and lesbian, 
gay or bisexual was either incompatible or socially stigmatised. In all 
cases, we can see that there is not a clear-cut and uniform relationship 
between sexuality and ageing—these intersections are always situated and 
can be empowering and/or disempowering.

�Ageing Sexualities at the Intersection

One of the strengths of intersectionality and INA is its requirement to 
focus on a range of intersections, as they are manifested in a participant’s 
narrative, rather than just one or two axes of identity, such as sexuality 
and age. In this case, to focus on how sexuality and age are co-constructed 
in relation to others. This is important because ageing sexualities will be 
experienced differently depending on these other forms of social division, 
such as, but not limited to, gender, ethnicity, and social class. In this sec-
tion, we provide examples to demonstrate these complex intersectional 
aspects of identity.

Demonstrating the significant intersections of gender and class to age-
ing sexualities are the following two narratives, given by Leonard, a 
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63-year-old gay man, and Maz, a 54-year-old lesbian, which we are quot-
ing at length and simultaneously here to illustrate these contrasts. Both 
have been asked about retirement and any plans they might have:

I’m very fortunate in that I did a job that I thoroughly enjoyed doing. It 
gave me lots of opportunities, it was very well paid and it also gave me lots 
of lifelong friends and most of my friends have remained my friends. … 
Fortunately I’m, as you’ve asked me about myself, I’m quite financially 
solvent so I have opportunities to do various things or as my father rather 
succinctly put it, I can afford to do the things that I want to do but I can’t 
afford to do the things that don’t want to do anyway so that basically sums 
up, so I have quite a comfortable sort of retired life. (Leonard, gay man, 63)

I’d love to have the time to spend in the garden and get the garden, you 
know, under control and enjoy being in it. I would like to be able to travel 
because I’ve not been in a position to do that. I’ve never had any money, 
and its only since I’ve been working full-time the last few years that I’ve had 
any money at all and what I have now is, you know, sort of split … for the 
mortgage and about a third for my pension … which I didn’t have at all 
because it was with my husband and so that’s all gone, so I have nothing, 
and about a third which is … living and … a big chunk towards saving 
things and pension and trying to save some so that I’ve got something to 
live on, because otherwise I’m going to have nothing, and a big chunk goes 
towards supporting the kids. (Maz, lesbian, 54)

These narratives demonstrate that Leonard and Maz have very differ-
ent economic resources at their disposal, which can be utilised in their 
retirements, but these differences are strongly associated with their gen-
der and sexuality. Maz had previously been in a heterosexual marriage 
and came out as a lesbian later in life. Her social network was composed 
of a few lesbian friends, her children, and work colleagues. Leonard, in 
contrast, had lived most of his adult life as an openly gay man and had a 
wide network of gay male friends. Asked to classify their class positions—
Leonard opted for middle class and Maz for working class. In Maz’s case 
gender, class, and sexuality were disempowering her choices about retire-
ment, whereas Leonard’s were not. However, we should not assume that 
this gender-class-sexuality-ageing axis is the norm—in the studies we 
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discuss here, some working-class gay and bisexual men were not as eco-
nomically solvent as some of the older lesbians; yet they do have access to 
a more privileged gender identity.

As Suen (2015) has noted, ethnicity is frequently ignored in research 
on ageing sexualities whether that is because research samples are not 
ethnically diverse, or whether the issue of ethnicity is never discussed—a 
form of triple invisibility takes place leaving studies of ageing sexualities 
making universalist claims from ethnically homogenous samples. Indeed, 
it is notable that this implicit universalism was at the very centre of inter-
sectional critiques of feminism, made by Black Feminists in the late 
1980s and early 1990s (Crenshaw 1993; Hill-Collins 2000). In the 
LGBT studies we discuss, the topic of ethnicity emerged from partici-
pants’ narratives in a number of ways, but particularly in relation to eth-
nic ‘others’—those of different ethnic or religious-cultural groups and 
their perceived attitudes towards sexual minorities.

In the following quote from Sandy’s narrative, she compares her expe-
rience of a local social group for older adults with that of another person 
who attended, remarking upon this woman’s ethnicity: ‘There was some-
one else who I felt didn’t get included and that was a black woman. I 
think gay and black people often have a lot in common on that level’ 
(Sandy, lesbian, 64). In this way, Sandy was making a connection, a point 
of commonality, between her experience as a woman marginalised 
because of her sexuality to another who she felt was marginalised by her 
ethnicity. Regardless of whether the statement is ‘true’, the Black woman 
in question may or may not have felt excluded; this illustrates what Sandy 
believes are intersecting factors in ‘fitting in’ or not, in a mainstream 
older person’s group. So, whilst sexuality may be one factor, ethnicity can 
be another. What is, however, implicit here is Sandy’s unremarked upon 
‘whiteness’—and this was something that was apparent in interviews 
with other participants.

Participants frequently made distinctions between themselves (and 
their sexuality) and the local Muslim community in terms captured here 
by Ernest:

I’ve become much more aware of the influence of the Mosque and the 
Muslim community. So I think I’ve always had a bit of a feeling that the 
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Muslim community might be more homophobic than the non-Muslim 
community. So I’ve always been a bit more cautious. I have Muslim friends 
and I’ve always been surrounded where I particularly live at the moment, 
by the Muslim community. I’ve always done my best to be as friendly and 
open towards them and respect them as my fellow citizens and hope they 
would do the same for me. (Ernest, gay man, 73)

There is an aspect of Ernest’s talk that represents an implicit Orientalism 
(Said 1979) that posits an ‘us’ (gay/bisexual people) and ‘them’ (Muslims) 
as diametrically opposed, even if in this case there can be ‘respectful’ co-
existence. A problem with this, noted by others, is that such discourses 
can be utilised to portray Islam as regressive and ‘medieval’ (Mepschen 
et al. 2010).

Even when these intersections were reflected upon and viewed as more 
complex by participants, religiosity, ethnicity, and sexuality were some-
how viewed as incompatible:

I don’t think [local area] is any worse than anywhere else, but because they 
are within their own religious structure it’s not, well it’s not in Christendom, 
is the certain interpretations of religious documents is that it’s taboo and 
you don’t do it, but it’s far more in that, in the Muslim belief. Probably for 
Asian men to come out and just, I should think it’s actually very hard. 
(Leonard, gay man, 63)

Here Leonard does at least recognise that ‘Asian men’ may be gay or 
bisexual, but this is contrasted, implicitly, to a universalised Christian 
perspective where although ‘coming out’ may be difficult, it is seen as less 
difficult than in Islam. We are not trying to suggest that these partici-
pants are xenophobic, racist or Islamophobic. However, they do demon-
strate that ageing sexualities are being co-constructed in relation to 
categories of ethnicity, as well as gender and class noted earlier and that 
to ignore this—or not pay it sufficient attention—is problematic. It is 
our contention that further categories of identity, often made relevant by 
participants themselves in their narratives, cannot be ignored and doing 
so risks obscuring the complexity and multidimensionality of ageing 
sexualities.
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�Conclusion

As we have seen, ageing sexualities are subject to many assumptions and 
consequently shrouded in misunderstanding. Research from a critical 
standpoint which adopts intersectionality as an approach can help to fur-
ther our understanding and challenge the stereotypes which render older 
age sexual agency and identity invisible and taboo. Recommendations for 
psychologists whose work brings them into contact with marginalised 
groups include raising awareness of the ways that stereotyping can affect 
our behaviours, for example, through educational programmes which 
include implicit bias training. Ensuring that appropriate policies are in 
place to address the sexuality-related needs of older adults is a key recom-
mendation too. Such a policy would outline the sexual rights of older 
adults and suggest ways for practitioners to adopt them (see Barrett and 
Hinchliff 2018). It is our contention that older adults themselves should 
be central to discussions so that user-focused agendas are established.
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4
Empathy as a Way of Acknowledging 
Patients’ Personhood in Palliative Care 

Interactions

Joseph Ford

�Ageing, Dying, and Palliative Care

Ageing and dying are clearly intertwined issues, albeit ones that have not 
always been researched alongside each other (Gott and Ingleton 2011). 
There are also some key parallels and overlapping topics of debate and 
concern between these two areas. For example, Gott and Ingleton (2011) 
note that models of “successful ageing” define “‘success’ in terms of the 
ability to stave off … death,” meaning that “there is no place for older 
people who are dying except, perhaps, as cautionary tales of ‘failure.’” 
This contemporary concern mirrors the “impersonal high-technology” 
(Miller 1992, p. 227) medical environment of the period after the Second 
World War, when an inordinate emphasis was placed on curing patients 
and, conversely, little attention was paid to the palliative aspects of medi-
cine. This state of affairs is reflected in several reports released throughout 
the 1950s and 1960s (Clark 2007), three of which, in particular, inspired 
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the founder of the palliative care movement, Cicely Saunders, to start 
gathering evidence and, eventually, to open St Christopher’s (the “first 
modern hospice” (Clark 2007, p.  432)) in 1967 (Saunders 2001). As 
Clark (1999) notes (in language which echoes Gott and Ingleton (2011)), 
before the palliative care movement, there was “little attention [paid] to 
medicine’s ‘failures’, to those in their last illness whose time was short” 
(p. 227).

Just as dying patients were neglected in the post-war era, so too is there 
the possibility of older, dying patients in the modern era becoming lost 
amidst the desire to fight off ageing on the one hand and death on the 
other. As Seymour and Gott (2011) note, “One of the central problems 
in all clinical decision-making relating to end of life care is the fluctuation 
and variability not only in personal wishes and preferences, but in indi-
viduals’ abilities to express these.” Concerns along these lines have also 
been raised by palliative care researchers, who have noted that dying is a 
highly individualised process and not amenable to one-size-fits-all con-
ceptions. Stringer (2007), for example, shows death to be a “highly indi-
vidualised concept” (p. 25). Staff and patients may differ in what they 
consider to be “a good death” (Payne et al. 1996), and concerns have been 
raised about patients feeling pressured to conform to cultural expecta-
tions about what constitutes a good death (Goldsteen et al. 2006; Hart 
et al. 1998; Macnamara et al. 1994). An illustration of this can be seen in 
Goldsteen et al.’s (2006) interview study with terminal patients and their 
family members. Participants acknowledged that they were culturally 
expected to, for example, accept or communicate openly about death. 
Participants did not always fit these expectations, however, with some 
showing a lack of acceptance or an unwillingness to communicate. As 
Goldsteen et al. (2006) conclude, “what can be considered a good death 
is something that cannot be defined beforehand … and is not the same 
for everyone” (p. 384).

In theory, the palliative care movement avoids these issues, built as it is 
around a holistic approach which takes into account not only patients’ 
physical pain but their emotional and spiritual pain as well (Baines 2011; 
Saunders et al. 1995). However, there has been no prior research looking 
at how doctors actually put such principles into practice. Given the afore-
mentioned possibility that older patients’ personhood may be neglected, 
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however, it is important to get a sense of how experienced palliative care 
practitioners actually go about treating older patients as persons with 
their own thoughts, feelings, and experiences. I do so here by analysing a 
set of interactions between doctors and older patients in palliative care, 
focusing particularly on how the doctors display an empathic under-
standing of these patients’ emotions. Displaying empathy is, I show, one 
of the key ways in which palliative care doctors acknowledge older 
patients’ personhood at the end of their lives.

I start by establishing my approach to empathy, which will be not as an 
internal mental state, but as an interactional phenomenon. I then review 
some of the prior work on empathy in this interactional tradition before 
moving on to the analysis itself. This analysis is based around a series of 
extracts taken from interactions between doctors and older patients in a 
hospice. Through these extracts, I show how doctors’ displays of empathy 
ensure that the focus remains on older patients as whole persons.

�Empathy as an Interactional Phenomenon

Empathy is a notoriously difficult concept, with several articles devoted 
simply to trying to define and disentangle it from the related concept 
of “sympathy” (see Wispé 1986). In their reviews on the subject, 
Hemmerdinger et al. (2007) and Pedersen (2009) show how empirical 
research on empathy research in medicine has overwhelmingly fallen 
into one of two traditions. Medical communication researchers in the 
first tradition have used scales and questionnaires to “measure” empa-
thy, whether that is by asking patients to rate how empathic their doc-
tor was in a particular interaction (e.g. the Consultation and Relational 
Empathy (CARE) Measure (Mercer et al. 2004)), or by asking doctors 
to answer a series of questions with the aim of determining how 
empathic they are (e.g. the Jefferson Scale of Physician Empathy 
(Hojat et al. 2001)).

In the other tradition, medical communication researchers have 
observed actual doctor-patient interactions to identify and rank empathic 
moments. A major body of work has, for example, been built up around 
the concept of “empathic opportunities” (Suchman et al. 1997), which 
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are moments where patients say something which could, potentially, 
allow for an empathic response from the doctor. Researchers have 
developed scales to identify empathic opportunities, often with the aim 
of ranking the empathic quality of the doctor’s response. The Empathic 
Communication Coding System (Bylund Makoul 2002), for example, 
rates doctors’ responses on a six-point scale, ranging from zero (the physi-
cian’s denial of the empathic opportunity) through to five (the physician 
shares in the empathic opportunity, offering an experience of their own 
analogous to the patient’s).

This chapter is more closely aligned with the latter tradition than the 
former, inasmuch as it also uses actual doctor-patient interactions as data. 
However, as various critiques have pointed out (Sandvik et  al. 2002; 
Stone et  al. 2012), coding systems for empathy can be problematic 
because they are attempting to neatly encapsulate something that may be 
done in subtle ways that go beyond the boundaries of pre-established 
codes. Rather than identifying and ranking empathic moments, there-
fore, I approach empathy as something which exists within the interac-
tion between doctor and patient. My chosen method in doing so is 
conversation analysis (CA), which treats interaction as an orderly phe-
nomenon amenable to structural analysis (Sacks 1995; Psathas 1995). 
See Chap. 2, this volume, for discussion of other forms of discourse 
analysis.

�The Conversation Analytic Approach to Empathy 
and Emotion

Conversation analysts Hepburn and Potter (2007) suggest that empathy 
can be approached in two ways in interaction. The first approach, similar 
to the one outlined earlier, would involve developing a definition of 
empathy and then looking for examples of that definition in interactions. 
The second approach (the one that they, and I, adopt), meanwhile, 
involves using “interaction analysis to critically explore and perhaps 
respecify” (p. 99) notions of empathy. In other words, rather than treat-
ing empathy as an object that manifests in talk, this approach sees empa-
thy as something that is intrinsically interactional and part of talk.
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A similar approach is outlined by Silverman and Peräkylä (1990). They 
note that classic accounts of empathic communication treat it as a mental 
process that gets communicated through talk. However, as they go on to 
argue, such accounts are treating public behaviours as indicators of inac-
cessible mental processes. The approach that they advocate is thus to set 
the mental processes aside and focus instead on the “logic of public 
actions only” (p. 313). As Ruusuvuori (2005) notes, this means seeing 
empathy “as [a] sequential [process] in talk-in-interaction” consisting “of 
turns of talk rather than a sequence of experiences” (p. 206).

The approaches advocated by Hepburn and Potter (2007), Silverman 
and Peräkylä (1990), and Ruusuvuori (2005) find precedent in the so-
called discursive turn in psychology (see Edwards and Potter (1992) and 
Harré (2001)). This turn has seen classic psychological topics approached 
as part of naturally occurring discourse, rather than as mental states. It 
thus differs from traditional cognitive psychological approaches, which 
do indeed research internal mental processes, and use non-naturally 
occurring experiments to do so. It also, in its strict focus on interaction 
and how psychological concepts are employed within it, differs from 
other forms of discourse analysis (particularly critical discourse analysis) 
which link language to wider social structures or processes.

To give one example of such research, particularly relevant to this 
chapter, Edwards (1999) analyses emotion discourse, showing how emo-
tional concepts are employed in interactions between a married couple 
(Connie and Jimmy) and a marriage counsellor. He shows how Connie 
ascribes the psychological concept of “jealousy” to Jimmy as an enduring 
trait and how Jimmy resists this ascription by establishing that his “anger” 
was a circumstantial response to provocation on Connie’s part. 
Psychological concepts, rather than being approached simply as mental 
objects, are thus treated in Edwards’s (1999) analysis as performing dis-
cursive actions in interaction (see also Harré and Gillet 1994).

This is in line with other “interactionist” (Hochschild 1979, 2003) 
work on emotion, particularly by CA researchers, which has focused less 
on “individuals and their emotional messages” and more on “the ways in 
which emotional displays are put to use and treated in the process of 
interaction” (Ruusvuori 2013, pp. 332–333). This has included work on 
how emotions are displayed in relation to other speakers’ talk (Selting 
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2010; Wilkinson and Kitzinger 2006), research on how emotional dis-
plays (e.g. laughter and crying) can be used to perform delicate 
interactional tasks (Jefferson 1985), and research on how such emotional 
displays are responded to (Hepburn and Potter 2007, 2012; Moore 2009; 
Weatherall 2015; Weatherall and Stubbe 2015). (See Peräkylä and 
Sorjonen (2012) for a collection of CA work in this area.)

�Prior Conversation Analytic Research on Empathy

So far, I have established that my approach is grounded in a discursive 
understanding of empathy and emotion, which treats these classic psy-
chological topics not as internalised states but as interactional phenom-
ena. I now review some of the empirical findings that have emerged from 
prior work in this tradition. Such work can, broadly, be divided into that 
which has examined empathy in everyday interaction and that which has 
researched empathy in institutional environments (including, as is the 
case in this chapter, medical interaction).

In the everyday interaction tradition, Gail Jefferson (1988) suggests 
that speakers can respond empathically when another speaker is relating 
a troublesome experience. This might include, for example, saying “How 
awful” when the other speaker reaches a particularly strong emotional 
point in their story. John Heritage (2011) goes further by outlining a 
spectrum of responses that speakers use when responding to other speak-
ers’ troubling experiences. These range from unempathic responses like 
asking an “ancillary question” about a side issue only tentatively related 
to the experience that has been described (e.g. a listener asking about a 
speaker’s tan when the speaker has been talking about a fun holiday 
experience), through to highly empathic “response cries” whereby the 
listener simulates the response that they imagine that the speaker would 
issue in the situation that they have described (e.g. “Ohhh go: (d)”). 
Kupetz (2014), meanwhile, suggests that listeners use “response cries” 
and other such “fleeting” empathic responses in the early stages of a 
speaker’s story, before moving to more substantial empathic displays as 
the story develops. She gives a specific example of a speaker telling her 
friend about the death of her grandfather. In the early stages of this story, 
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the friend displays empathy nonverbally using facial expressions (raising 
her eyebrows and dropping the corners of her mouth). The friend’s 
empathic displays become more verbal and substantial as the story goes 
on, however, reaching a point where, after the speaker has finished, her 
friend shows her understanding by talking about the death of her own 
grandfather.

CA research on empathy in institutional interactions, meanwhile, 
has been far more extensive and diverse, covering a range of environ-
ments from psychotherapy (Muntigl and Hovarth 2014; Muntigl et al. 
2014; Voutilainen 2012; Weiste and Peräkylä 2014; Wynn and Wynn 
2006), helpline calls (Hepburn and Potter 2007; Kitzinger 2011; Moore 
2009; Pudlinski 2005), general doctor-patient interactions (Ruusuvuori 
2005, 2007), HIV/AIDS counselling (Silverman and Peräkylä 1990), 
to disaster relief (Kuroshima and Iwata 2016) and health visitor inter-
actions (Heritage and Lindström 2012). While a full overview of this 
research goes beyond the scope of this chapter, a few recurring themes 
from it are particularly relevant to the analysis later, and are thus worth 
covering.

First of all, researchers on institutional interactions have, like research-
ers on everyday interactions, attempted to delineate empathic conversa-
tional practices. One such practice is that of a professional “formulating” 
(i.e. reworking in some way) the talk of a client. Formulations are typi-
cally divided into gist and upshot formulations, with the former referring 
to one speaker summarising what another has said and the latter referring 
to drawing out the implications of what another speaker has said (Heritage 
and Watson 1979). The empathic potential of such formulations is that 
they can display an understanding of the emotional resonance of what a 
client has just said. While formulations are perhaps the most commonly 
identified way for professionals to display empathy for clients, they are by 
no means the only empathic practice found in the CA literature. 
Alternative practices include relating a similar experience (Heritage and 
Lindström 2012; Kuroshima and Iwata 2016; Ruusuvuori 2005; Wynn 
and Wynn, 2006), naming the client’s feelings (Muntigl and Hovarth 
2014; Hepburn and Potter 2007; Pudlinski 2005; Wynn and Wynn 
2006), and assessing the client’s experience (Pudlinski 2005). CA 
researchers have also focused on non-semantic ways for professionals to 
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display empathy for a client’s experiences, including embodied actions 
(such as a psychotherapist placing a hand on her client’s shoulder) (Wynn 
and Wynn 2006), intonation (Weiste and Peräkylä 2014), and response 
cries (Kitzinger 2011).

CA researchers on empathy in institutional interactions have also 
focused on how empathy interacts with the functions that these institu-
tions perform. Ruusuvuori (2005, 2007), for example, shows how doc-
tors can use empathic statements in response to a patient’s description of 
their problems to both reassure the patient and to move the interaction 
forward to the prescribing of a treatment. In telephone helplines, mean-
while, researchers have shown how call takers can avoid displaying empa-
thy in direct response to callers being upset, instead leaving their empathic 
responses to the end of the call so as not to disrupt the flow of the insti-
tutional task (Kitzinger 2011; Weatherall and Stubbe 2015).

In this section, I outline my interactional approach to empathy. This 
approach involves studying empathy not as an internalised trait or pro-
cess (as has traditionally been the case in empathy research in medicine) 
but as an interactional phenomenon. Having situated my approach 
within the “discursive turn” in psychology, I then outline some of the 
prior interactional research done on empathy, establishing a precedent 
for my analysis by showing how it has yielded valuable findings in the 
past. With all of this established, I now show how I have put this approach 
into practice in my analysis of doctors displaying empathy when interact-
ing with older patients in palliative care.

�Research Example: Ways of Doing Empathy 
with Older Patients

In the previous section, we saw multiple different definitions and concep-
tualisations of empathy. For the purposes of this analysis, empathy is 
defined as the doctor’s expressed understanding of the patient’s emotional 
experience. This definition was, in line with Hepburn and Potter’s (2007) 
suggested approach, developed in tandem with data analysis rather than 
prior to it.
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This analysis is structured around five extracts from palliative care con-
sultations.1 These extracts are all drawn from wider collections of the 
phenomena that they illustrate. There were two key criteria when select-
ing extracts for this chapter. The first was age—where possible, given the 
choice between examples, I tried to select the example featuring the older 
patient. It was also important, though, that the extracts be strong exam-
ples of the phenomena that they were selected to illustrate, and could also 
fit reasonably within the confines of this chapter (many examples would 
require extensive contextualisation). The selection process was, as such, a 
balance between these two factors.

In the first two extracts, I show how palliative care creates a space for 
patients to tell stories that, strictly speaking, go beyond the biomedical 
remit. I also demonstrate how doctors can empathise with the emotions 
touched off by such stories. The next extract, meanwhile, highlights how 
doctors can empathise with patients in the course of discussing their bio-
medical symptoms. The final two extracts then demonstrate how doctors 
can display empathy with patients’ emotions when those emotions clash 
with the care that is being offered. The focus throughout is on how doc-
tors’ empathic displays are used to show an understanding of older 
patients as persons, rather than objects to be treated. This idea is devel-
oped in detail throughout the analysis.

�Patients Telling Stories

Extract 4.1 comes from a consultation in which the (female) patient’s 
friend—labelled “Com” for “Companion”—is telling the (female) 
doctor a story about how she found the patient struggling to breathe 
(the patient herself is aged 64). This was the first occasion on which 

1 The data for this chapter are taken from 37 recordings of doctor-patient hospice consultations, 
which were collected as part of the “Video-based communication research and training in decision-
making, empathy, and pain management in supportive and palliative care” (VERDIS) Project (see 
https://tinyurl.com/ybk8t3mz). Researchers on this project obtained full consent from participants 
for the use of their recordings in research as long as the recordings were appropriately anonymised. 
With this in mind, pseudonyms are used in place of the patients’ real names in this chapter. It 
should also be noted that, while the overwhelming majority of patients in the data were indeed 
older, this was not true in every case.
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they became aware of the patient’s illness, and this led to the patient’s 
initial hospitalisation.

Extract 4.1 Oh gosh [P43/F: 9.23 – 9.53]2

1 Com: She just managed to eat a tiny little  
sandwich.=And then she

2 said she wanted to go toilet. .hhh So I says,  
‘Okay.’ I’ve

3 got a chairlift anyway.=She went toilet. (0.4)  
And she was

4 up there for some ti::me. (1.0) An::d uh::  
(0.3) I says,

5 ‘Blythe.’ (0.4) ‘Blythe.’ (0.4) ‘Blythe.’ (0.6)  
Eventually I

6 went up. (0.7) She was sitting on the  
loo.=Lea::nin’ (.)

7 over the s:ink. (0.3) And she was going blue.
8 Pat: Mm-hm.
9 Doc: Oh gosh.
10 Pat: ((Coughs))
11 Com: Y:[ou know uh: ]
12 Doc:   �[Must have been fright]ening.
13 Com: It was really scary. She couldn’t breathe.

A traditional approach to empathy might focus on what the doctor is 
“feeling” at this point in the interaction. This might involve, for example, 
giving the doctor a questionnaire after the consultation and asking what 
they were thinking about when they displayed empathy. It could also 
involve giving such a questionnaire to the patient and asking whether 
they felt empathised with at this moment. (See, again, Hemmerdinger 
et al. (2007) and Pedersen (2009) for reviews of such measures.)

By contrast, this analysis is grounded in an understanding of what role 
the doctor’s empathic turns at lines 9 and 12 actually play in the interac-
tion. In other words, why does the doctor display empathy at this stage 

2 Extracts are presented using the conventions laid out by Jefferson (2004). These conventions were 
developed specifically for the transcription of talk-in-interaction, and thus render not only what 
was said, but how it was said (intonation, breathiness, etc.), where it was said (e.g. when two speak-
ers talk in overlap), and any pauses or gaps within the talk. A glossary of the symbols used in this 
chapter can be seen in the appendix. (See, also, Hepburn and Bolden (2017) for a more detailed 
discussion.)
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and what effect does it have on the unfolding interaction? To answer this, 
we can turn to the story that the patient’s friend has been telling up to 
this point. We can see from lines 1–6 how the patient’s friend has been 
building up to the point where she discovered the patient in the bath-
room. She ultimately reaches this point at lines 6–7 where she describes 
how she found her friend “Lea::nin’ (.) over the s:ink … going blue.” This 
is clearly, then, a shocking emotional moment in the context of the story 
that she is telling. The doctor empathically recognises this emotional 
impact by both doing a response cry (“Oh gosh”) simulating the shock 
that one must feel at finding a close friend in that situation (Heritage 
2011), and in her use of the adjective “frightening” to suggest how the 
situation “Must have been.”

Aside from the doctor showing an understanding of the emotional 
impact of the events of the story itself, there is a broader point here about 
the patient’s friend telling this story to begin with. It is worth pointing 
out that, medically speaking, it is not strictly necessary for the doctor to 
hear this story. As noted above, the events within it happened at the 
beginning of the patient’s illness, leading to her initial hospitalisation. 
Any relevant medical information from the story (about the patient’s 
condition etc.) could thus be gleaned from the patient’s medical records.

The patient’s friend being given the opportunity to tell this story is 
thus, in itself, representative of the underlying philosophy of palliative 
care. In this environment, patients and their companions can tell stories 
that, within a stricter biomedical framework, would be deemed unneces-
sary. Furthermore, doctors, rather than cutting off or ignoring such “life-
world” stories (as has traditionally been seen as the case in other medical 
environments—see, for example, Mishler (1984)), engage and empathise 
with them. This gives an initial illustration, therefore, of what is meant 
about empathy being a way for doctors to acknowledge patients’ person-
hood in palliative care.

A further illustration of this point can be seen in Extract 4.2. This 
extract comes from a consultation in which the (male) patient (aged 57) 
is telling the (female) doctor about various stresses that he has been expe-
riencing as a result of his illness. One such source of stress, and the focus 
of his story, has been the various problems that he has had getting the 
necessary adjustments made to accommodate his wheelchair. As with the 
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previous case, the extract begins just as the patient is bringing his story to 
a particularly emotional point.

Extract 4.2 That’s adding quite a bit of stress, 
is it? [P02/A: 20.48 – 21.48]

1 Pat: S:o anyw↓ay (0.5) shih they’re coming back u::m  
(1.7) on

2 (the eleventh I think.= Needs) to rip all that  
down and redo it.

3 (0.3)
4 Doc: Oh de:a:r.
5 Pat: U::m (0.5) (now) Nick has taken (the) day  

off.=She’s gonna be
6 there.
7 (0.4)
8 Doc: Mm.
9 Pat: Because they’re supposed to cover the bed  

up.=Because
10 obviously the door was shut.=So I d- I didn’t  

see what was going
11 on.
12 (0.9)
13 Pat: And when Nick came home in the evening (0.8)  

u::m (0.3) I tried
14 to sweep up the bits (). shih And Nick  

come back.=
15 I did see what was on the b↑ed.
16 (0.5)
17 Pat: (There/It) was all (like) u::m metal filings all  

over the bed
18 and that.
19 (0.8)
20 Pat: So: Nick went mad about that.=NOT (.) not at me,
21 Doc: Mm.
22 Pat: You know.=(But/At-) at them.=They (uh) they  

should have done it.
23 shih
24 (1.7)
25 Pat: pt. So she’s (taken/taking) the day off to u::m  

(0.3) make sure
26 she’s there,
27 (0.7)
28 Pat: And that.
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29 (1.0)
30 Pat: To make sure it’s done properly this time.
31 (1.5)
32 Pat: [(A:nd-    )]
33 Doc: [And that’s add]ing quite a bit of: s::tre:ss is it.
34 Pat: Yea:::h.=
35 Doc: =(Yeah./Mm.)

The structure of this extract is similar to Extract 4.1. From lines 1–2, 
the patient brings his story to a dramatic peak, revealing that the workers 
are going to have to come back again in the future to “rip all that down 
and redo it.” Given that this work has been stressful for him before, the 
workers having to come back and do it again is clearly, in the context of 
his story, a highly negative development. The doctor displays understand-
ing of this negative impact on the patient with her empathic turn at line 
4: “Oh de:a:r.”

In response to this first empathic display, the patient adds further 
details to his story, noting that his wife (Nick) will have to take the day 
off work the next time the workers come because, last time, the workers 
made a mess. After the patient has added these further details, the doctor 
displays her understanding again at line 33, noting that these events have 
“[added] quite a bit of: s::tre:ss” to the patient’s situation.

As with Extract 4.1, the story that the patient is telling in this extract is 
not strictly necessary for the doctor to hear. It is not, after all, as though 
the doctor will be able to do anything to resolve or otherwise directly affect 
the situation that the patient is describing, this being a bureaucratic prob-
lem with the local authorities more than anything else. The patient’s prob-
lem is not, in other words, “doctorable” (Heritage and Robinson 2006), 
and the conversation that he is having with the doctor is much closer to a 
“natural [conversation] between friends” (Barry et al. 2001, p. 497).

It is precisely this lack of doctorability, though, that makes this extract 
another strong example of a palliative care doctor engaging with a patient 
in a way that goes beyond what would be expected or needed within a 
traditional biomedical framework. By listening to and empathising with 
the patient’s story, this doctor is, like the doctor in Extract 4.1, showing 
an appreciation of the patient as a person with his own unique experi-
ences and emotions. Towards the end of the consultation, the patient 
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does, in fact, show his appreciation at having been given the opportunity 
to tell his story, as can be seen in Extract 4.3.

Extract 4.3 Sometimes it’s nice to just chat 
[P02/A: 56.05 – 56.22]

1 Doc: And we’ll met again next wee:k [yeah.]
2 Pat:                                [Yea:]:h.  

(But) sometimes

3 it’s nice to: (0.6)(to just) chat to an individual.
4 Doc: Mm.
5 Pat: You know.

Extracts 4.1 and 4.2 have both given a sense of how palliative care doc-
tors can create the space for older patients to tell stories that are not 
strictly biomedical in nature. We have also seen how doctors can empath-
ically engage with those stories. Despite having a wider scope than tradi-
tional biomedicine, though, palliative care is still grounded in biomedical 
conditions—the patients in Extracts 4.1 and 4.2 would not be in the 
hospice in the first place, after all, if they were not seriously physically ill. 
We now see how doctors go about engaging with patients’ personhood 
while simultaneously addressing their physical conditions.

�Acknowledging the Person Behind the Symptoms

Extract 4.4 comes as the (female) doctor is asking the (male) patient 
(aged 64) about his breathing. As the extract begins, the patient is talking 
about how he monitors his oxygen levels using an oximeter and how 
these levels can drop when he is engaged in physical activity.

Extract 4.4 That’s scary, isn’t it? [P23/F: 
10.03 – 10.22]

1 Pat: It doesn’t matter what (0.4) what the oxygen’s on,
2 (0.4)
3 Doc: Yeah.=
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4 Pat: =As soon as I start to do any wa::lkin’,  
everything just

5 goes straight do:wn.=
6 Doc: =Okay.
7 Pat: (And) it goes down (.) right into (th-) .hhh hhh
8 Com: Low six[ties.]
9 Pat:        [Low- ] low s- low seventies, s:ixties,
10 Doc: Okhay.
11 (0.3)
12 Pat: I mean I’ve had it d- right down as low as fifties.
13 Doc: º Gosh.º That’s scary isn’t [it.
14 Pat:                            [And that- that’s with: .hh with
15 the oxygen as wh- well.
16 Doc: Okay.
17 (0.7)
18 Doc: ºOkay.º=
19 Pat: =But uh__
20 (1.1)
21 Doc: Okay. .hh So I’m hearing that you fee:l (0.3)  

probably a bit
22 frustrated really that the oxygen is- is the way  

that it i:s,
23 Pat: Yeah.
24 Doc: Have you- have you talked to Doctor Fairclough.=Have  

you talked to the oxygen tea:m about that.

In some senses, Extract 4.4 is similar to Extracts 4.1 and 4.2. It does, after 
all, feature the patient telling a story (between lines 1 and 12) and the 
doctor, at a particular point in that story (line 13), doing an empathic 
display (“Gosh. That’s scary isn’t it.”) that acknowledges the emotional 
impact that the events of it have had on the patient. The crucial differ-
ence lies in the motivations behind those stories. In Extracts 4.1 and 4.2, 
as suggested earlier, patients told stories for reasons that would be super-
fluous in a strictly biomedical framework—doctors did not need to hear 
them to address their conditions.

In Extract 4.4, on the other hand, it is necessary for the patient to be 
telling his story because it is through that story that the doctor will be 
able to understand her condition and offer appropriate medical help. In 
this sense, the issue of the patient’s personhood is even more relevant in 
Extract 4.4 because, as Mishler (1984) has noted, there is the possibility 
of a patient’s symptoms being “stripped” of their context, becoming mere 
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biomedical objects rather than events with potentially strong emotional 
consequences for those who are experiencing them. By showing her 
understanding of how the patient’s oxygen levels dropping would be 
“scary” for him, the doctor ensures that the focus remains on him rather 
than on his symptoms. Again, then, we can see how empathy is a way of 
acknowledging the patient’s personhood in palliative care.

However, this does not mean that the interaction then becomes about 
the patient’s emotions. Rather, as we can see in the extract, after the doc-
tor has displayed her empathic understanding of how “scary” the patient’s 
symptoms are, she goes on to ask him whether he has spoken to “Doctor 
Fairclough” and “the oxygen tea:m” at line 24. This is because the patient’s 
emotions here have a biomedical cause and are thus potentially amenable 
to biomedical remedy (rather than being psychosocial and beyond the 
realm of biomedicine, like in Extracts 4.1 and 4.2). The doctor here is 
thus acknowledging the patient’s personhood while simultaneously 
addressing his biomedical symptoms.

�Older Patients’ Emotions and the Medical Agenda

To recap, we have now analysed three extracts. In the first two of these 
extracts, doctors gave older patients the space to tell stories that were not 
strictly “necessary” from a biomedical perspective, engaging and empathis-
ing with the details of them. In Extract 4.4, meanwhile, we saw how the 
doctor could show her understanding of a patient’s personhood as he was 
describing emotionally charged physical symptoms, thus avoiding the 
“context-stripping approach” described by Mishler (1984, p. 164).

We now consider some examples where patients’ individual emotions 
are not simply acknowledged in the course of palliative care, but actively 
clash with it in some way. To see what is meant by this, consider Extract 
4.5. This extract comes from a consultation in which the (male) patient 
(aged 77) and the (female) doctor have been discussing what the patient 
would like to happen should he suddenly take a bad turn. The patient has 
said that he would like to be taken to the hospital only if there was a 
chance of returning him to his current, stable state. As the extract begins, 
the doctor is summarising her understanding of the patient’s wish.
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Extract 4.5 Not always the easiest thing to chat 
about [P38/G: 9.06 – 9.31]

1 Doc: You feel happy (.)
2 Pat: Y(h)e[s. ]
3 Doc:      [To-] to go in ((to the hospital)) if w- if  

we thou:ght it
4 would reverse things.= [If it was a rever]sible  

cause.
5 Pat:                        [Ye::s. Just- ]
6 s’long as it got me back to square one ºshorta  

thhing.º
7 Doc: Okay.=
8 Pat: =Ye[s. ]
9 Doc:    [>Okay.<=]That’s really helpful.=Thank you
10 [for   t]alking that through.
11 Pat: [Yeah.]
12 (.)
13 Doc: I know it’s not always the easiest thi:ng [to uh ]
14 Pat:                                [pt. No.]
15 [No.]
16 Doc: [to ] chat about.
17 Pat: No.
18 (0.3)
19 Doc: (Mm./No.)=
20 Pat: =But I can (1.4) all the f- when I- when it is  

ti:me .hh
21 all the family can be with me you see

When older patients enter palliative care, they are often asked to make 
difficult decisions about the future, and what they would like to happen 
as their condition continues to deteriorate. Such discussions are an 
important part of palliative care for older patients (see, e.g. Detering et al. 
(2010) on advanced care planning, and Seymour and Gott (2011) on 
end-of-life decision-making), ensuring that the care provided will, where 
possible, be in accordance with their wishes. For all their medical impor-
tance, though, there is the potential for such discussions to be difficult or 
upsetting for patients, touching as they do upon “dreaded issues” (Peräkylä 
1995) such as declining health and, ultimately, death.

In Extract 4.5, we can see how the doctor balances discussion of these 
issues with recognition of this difficulty. From lines 1–11, the discussion 
these future planning is wrapping up, with the doctor clarifying the 
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patient’s stance (lines 1 and 3–4), and thanking him for having talked it 
through with her (lines 9–10). She then, at lines 13 and 16, shows her 
understanding that these matters are not “always the easiest thi:ng” for 
patients to “chat about.” From a strict biomedical perspective, of course, 
whether a topic is “easy” to chat about or not is irrelevant. By showing her 
recognition of this difficulty at this point in the interaction, then, the 
doctor is ensuring that the patient’s personhood remains in focus, even as 
she is carrying out a medical task.

An even stronger example of this kind of balancing act can be seen in 
Extract 4.6. This extract comes from a consultation in which the (female) 
patient (aged 64) and her (male) partner have been complaining about a 
doctor at the hospital who advised her to exercise. The patient found this 
advice offensive because she took it to imply that she must be exaggerat-
ing her illness. The problem for the (female) doctor here is that this 
advice, while perhaps badly delivered by the other doctor, is at its root 
medically sound. How then can she convey advice that is valid from a 
medical perspective, but would be difficult for the patient, as a person, to 
follow? Extract 4.6 exemplifies this dilemma; it begins as the doctor is 
explaining to the patient how exercise can help her condition.

Extract 4.6 I know that’s hard [P35/F: 
15.59 – 17.05]

1 Doc: What we (0.3) do kno::w (0.4) .hh (.) i::s that
2 try::i::ng to: (0.3) h:elp you <m:a:nage> the
3 breathlessne::ss: (0.4) so that (0.6) y:ou can be  

as active >as
4 you >>ºchan.º<<=Now I know that’s ha:rd and [I 

know] you’ve got=
5 Pat:                                           [Mm-hm.]
6 Doc: =lots of other stuff going on as we:ll, .hhh (0.6) 

But
7 we do:: kno:w (.) that maintai:ning (.) a little  

bit of
8 activity:: .hh is the thing that’s going to keep you
9 living (0.3)
10 Com: Lon[ger.
11 Pat:    [Longer.
12 Doc:    [longer.]
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From lines 1–4, the doctor is explaining to the patient the importance 
of “[managing] the breathelessne::s” so that she can be “as active [as she 
can] >>°chan.°<<.” Immediately after saying this, however, the doctor at 
lines 4 and 6 acknowledges that this advice could be “ha:rd” for the 
patient to follow, given that she has “lots of other stuff going on as we:ll.” 
She then returns to delivering her advice from lines 6–9 and 12, empha-
sising that “maintai:ning (.) a little bit of activity::” will keep the patient 
“living … longer.”

The doctor in this extract has walked a delicate tightrope. On the one 
hand, she has reiterated the same advice given to the patient by the doc-
tor at the hospital—the advice that, on that previous occasion, the patient 
reported herself as having found offensive. As she has done so, however, 
she has also recognised how “ha:rd” it would be for the patient to follow 
this advice. The doctor’s empathic recognition of the patient’s person-
hood is particularly important here, therefore, because the patient has 
complained about the lack of such recognition shown by another 
doctor.

�Conclusion

In this chapter, we have seen how palliative care doctors can display 
empathy at various points in their interactions with older patients. In the 
first section of the analysis, we saw how doctors could give older patients 
the space to tell stories around their conditions that were not, strictly 
speaking, necessary to hear in a medical environment. In the second sec-
tion of the analysis, we saw how doctors could acknowledge the emo-
tional and experiential difficulties caused by older patients’ physical 
symptoms, whether that was finding it difficult to cough or finding it 
scary when their levels dropped. Finally, in the third analytic section, we 
saw how doctors could acknowledge older patients’ emotions at points 
where those emotions clashed in some way with the medical agenda, 
whether that was a difficult discussion about planning for the future or a 
piece of advice that the patient had, on a previous occasion, found 
offensive.
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Researchers have previously raised concerns about an overemphasis on 
the limited conceptions of “successful” ageing (Gott and Ingleton 2011), 
and the difficulty of taking into account older dying patients’ individual 
preferences (Seymour and Gott 2011). This echoes both historical 
research on the idea of death as a “failure” (Clark 1999) and research 
showing that the dying process is highly individualistic, with each person 
bringing their own unique standards, expectations, and experiences 
(Goldsteen et al. 2006; Hart et al. 1998; Macnamara et al. 1994; Payne 
et al. 1996; Stringer 2007).

In this chapter, I have shown how empathy is a way for doctors to 
display an appreciation of older patients’ individual qualities in end-of-
life care, be that for its own sake (as in the first section of the analysis) or 
in the course of carrying out some medical task (as in the second and 
third sections). In line with palliative care’s underlying philosophy (Baines 
2011; Saunders et al. 1995), then, empathy is a key means via which doc-
tors acknowledge older patients’ personhood, ensuring that the care pro-
vided for them in the final stages of their lives remains focused on them 
as human beings rather than their illness as a detached biomedical object.

Aside from this core finding, there are several additional implications 
of the research outlined in this chapter. The first is that it demonstrates 
the benefits that close discursive analysis can have for research in the psy-
chology of ageing. It shows, in other words, how an approach rooted in 
language and interaction can shed new light on matters that have not 
traditionally been approached in this way. While the discursive turn has 
had implications across all areas of psychology, there is much to suggest 
that it could have particular benefits for ageing research. Many issues 
around ageing are, after all, already rooted in language and communica-
tion. Although the specific focus of this chapter, therefore, has been on 
empathy and emotion, there is no reason why these other issues could 
not be equally amenable to, and could not equally benefit from, the same 
approach.

Adopting an approach rooted in actual interactions also means that 
the findings outlined in this chapter have practical implications for doc-
tors working with older patients at the end of their lives. This is particu-
larly true of the latter part of the analysis, where we saw how doctors 
could integrate empathy into clinical tasks to ensure that they took into 
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account older patients’ emotions and personhood. While we saw only 
two examples of this, there is no reason why empathy could not be inte-
grated into a range of clinical tasks. The earlier parts of the analysis, as 
well, showed how doctors could either create the space for patients to 
disclose their emotions or empathise with patients’ emotions in the course 
of dealing with other matters. Again, this is a finding with a potential 
applicability that goes far beyond the few examples of it shown here.
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�Appendix: Glossary of Transcription Symbols

:::	 Colons indicate that the immediately preceding sound was 
elongated, with more colons meaning greater elongation.

___	 Underlining indicates that the underlined sound was 
emphasised.

( )	 Brackets indicate that the hearing is tenuous or unclear.
=	 Equals sign indicates that two pieces of talk are connected.
.,	 Indicate different forms of ending intonation. A full stop 

indicates a fall and a comma indicates a partial rise.
[ ]	 Square brackets indicate overlapping talk.
(1.0)	 Numbers in brackets indicate pauses, timed to the nearest 

tenth of a second.
(.)	 Indicates a micropause, smaller than 0.2 seconds.
° °	 Degree symbols indicate that talk was noticeably quiet.
.hh hh	 Standalone h’s indicate inbreaths (preceded by full stop) or 

outbreaths (no full stop).
> <	 Inward-facing carets indicate that talk was noticeably fast.
< >	 Outward facing carets indicate that talk was noticeably slow.
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(h)	 H inside brackets within a word indicates laughter.
Hhh	 Italicised h within a word indicates breathiness.
Boldface	 Used to draw attention to analytically relevant stretches of 

talk.
↑↑	 Up and down arrows indicate sudden shifts in pitch.
.shih	 Used to denote a sniff, e.g. when the speaker is crying (see 

Hepburn and Bolden 2017).
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Stress, the Immune System, and Healthy 

Ageing

Anna C. Whittaker

�Introduction

The stress response in humans, although an adaptive mechanism initially, 
has the potential to be chronic and detrimental to the organism if too 
large and/or prolonged (Sapolsky 2007). This particularly seems to be the 
case later in the lifespan; in fact, although ageing is a physiological pro-
cess that is part of normal development (Cutler 1991a, b), some of the 
changes in older age mirror the chronic effects of psychological stress on 
several of the body’s biological systems. This chapter mainly focuses on 
the impact of stress on the immune system and the implications for 
health in older age, as stress effects on all bodily systems are beyond the 
scope of one chapter. Further, as the immune system undergoes several 
changes with ageing, this results in increased susceptibility to infectious 
diseases, all of which are also influenced by stress. The chapter begins 
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with an introduction to psychological stress and its relationship to illness 
susceptibility and a summary of the physiological responses to stress. It 
then provides an introduction to the immune system and the effects of 
ageing on it, including the impacts of ageing on stress hormones. 
Following this background, the chapter examines research evidence in 
this area, focusing on the potentially negative impacts of caregiver stress 
on immunity in ageing and the potentially positive impacts of social 
support.

�Psychological Stress

Psychological stress can be characterised in a number of ways but is usu-
ally considered as something that exceeds our coping abilities (Lazarus 
and Folkman 1984). One way of characterising psychological stress in 
order to understand its sources is to categorise it as cataclysmic events, 
stressful life events, or daily hassles. Cataclysmic events include natural 
disasters and war which can have considerable effects on health. One 
example would be the impact of being a soldier during the Vietnam War, 
which led to the development of post-traumatic stress disorder (PTSD) 
in many veterans, although not all. Those veterans who developed PTSD 
were then at increased risk of a range of non-communicable diseases over 
the next 20 years compared to those who did not respond to the stress or 
war with PTSD (Boscarino 1997). Stressful life events are occurrences 
that happen to most individuals but not necessarily regularly, and their 
impact can be months to years such as unemployment, bereavement, 
marriage/divorce/separation, and caregiving for a spouse or family mem-
ber. An example of the impact of this type of stressor is illustrated in a 
study in which individuals who had suffered more stressful life events and 
generally felt more stressed were more susceptible to developing an upper 
respiratory tract infection after exposure to a rhinovirus (such as a com-
mon cold) than those who reported fewer stressful events and lower stress 
levels (Cohen et  al. 1991). The final category of stressful daily hassles 
includes a range of generally short-lived minor inconveniences such as 
misplacing something or being late. Such hassles are common and regu-
lar but can also relate to health outcomes, particularly in the case of a 
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build-up of many hassles over a short time period. For example, 
individuals who reported higher numbers of minor daily hassles on a 
particular day showed increased symptoms of malaise and illness four 
days later (Sheffield et al. 1996). Psychological stress can also be charac-
terised as of different durations; acute stress lasts for minutes or hours 
whereas chronic stress lasts for days, weeks, months, or even years, and 
the resultant physiological impacts on health differ considerably, as is 
discussed in the next section.

�The Stress Response

The physiological response to psychological stress was characterised by 
Walter Cannon (1929) as the ‘fight or flight’ response. The main func-
tion of this response is to maintain bodily homoeostasis. Biologically, 
the key site involved in this process is the hypothalamus (Barrett 2005), 
a part of the brain that communicates by sending nerve impulses to 
other parts of the body. In this way, the hypothalamus acts within sec-
onds and via the sympathetic nervous system stimulates the medulla of 
the adrenal gland to release catecholamines (adrenalin and noradrenalin) 
which act on receptors throughout the body to result in several effects 
such as increased heart rate, blood pressure, and respiration; activation 
of smooth muscle; and increased core temperature and pain threshold 
(Charmandari et al. 2005). In addition, the hypothalamus also produces 
chemical messengers that act more slowly and in the next minutes travel 
through the hypothalamic-pituitary-adrenal (HPA) axis (Sapolsky et al. 
2000). Chemical messengers in this pathway include corticotrophin 
releasing hormone (CRH) which stimulates the anterior pituitary gland 
to release another hormone, adrenocorticotropic hormone (ACTH), 
into circulation. The target organ of ACTH is again the adrenal gland, 
but this time stimulates the cortical cells that synthesise and release spe-
cies-specific glucocorticoids (GC) into the blood. The tight control of 
these GC (mainly cortisol in humans) is sustained via negative feedback 
that controls and terminates the release of CRH (Griffin and Ojeda 
2004). Cortisol potentiates the effects of catecholamines within the 
body (Charmandari et al. 2005) as well as initially activating the immune 
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system, then later working as an anti-inflammatory agent generally sup-
pressing immune function, to prevent harmful over-activation (Munck 
et al. 1984). However, when stress is prolonged, chronic, or there are 
repeated exposures to stressful events, this puts the body out of homoeo-
stasis for too long and dysregulation of the stress response axis can occur 
resulting in detrimental effects throughout the body, for example, on the 
cardiovascular system (McEwen 1998; Phillips 2011; Sedova et al. 2004) 
and also by suppression of the immune system (Sorrells and Sapolsky 
2007). Acute stress can in fact be beneficial for the immune system, 
leading to temporary upregulation of immune cells responses, and has 
been associated in some cases with improved antibody responses to vac-
cination, for example (Edwards et al. 2006). In contrast, chronic stress, 
such as caregiving for a child with developmental delay, has been shown 
to down-regulate immunity, resulting in a decrease in the antibody 
response to vaccination, for example (Gallagher et al. 2009a).

�The Immune System

The immune system can be considered as two distinct but interconnected 
elements: the innate and the adaptive immune systems. The innate 
response is often referred to as the ‘first line of defence’ against infection 
as it comprises mechanisms that are the first to react to an infection. The 
adaptive immune system is slower to respond but has the advantages that 
it includes memory of pathogens encountered and that its response is 
specific for each pathogen, thus conferring a tailored and long lasting 
protection against further infection by the same pathogen. The innate 
immune system consists of soluble components, namely the complement 
system, which consists of a series of proteins in the blood which, when 
activated, stimulate, or complement, the work of the cellular elements. 
The cellular elements, including neutrophils which deal with rapidly 
dividing bacteria and fungi, eosinophils which respond to parasitic infec-
tions, macrophages which secrete soluble factors (such as the cytokines 
TNFα, IL-1, IL-6) to co-ordinate and amplify the immune response and 
also provide immunity against intracellular bacteria, and Natural Killer 
(NK) cells which detect and kill virally infected cells and tumour cells. 
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Adaptive immunity is provided by T and B lymphocytes, which develop 
and mature in the thymus and bone marrow respectively. T cells can be 
further classified into CD4 expressing helper cells (which in turn can be 
split into Th1 and Th2 types), CD8 expressing cytotoxic cells, and CD25 
expressing T regulatory cells, which have immune suppressive function. 
B cells, when presented with an antigen (by dendritic cells or with T cell 
help) produce antibodies to provide extended protection against infec-
tions. When a naïve T or B cell encounters a pathogen it will proliferate 
and differentiate into an effector cell or a memory cell, so that if the 
pathogen is encountered a second time a more rapid response can be 
achieved. Ageing is known to have deleterious effects upon both the 
innate and adaptive immune responses, though the latter is much better 
characterised (Phillips et al. 2007).

�Ageing and Immunity

With ageing, the innate immune response goes through some changes. 
For example, complement activation appears to be unaffected, but neu-
trophil bactericidal and phagocytic function in  vitro is dramatically 
reduced (Butcher et  al. 2001). Macrophage function is also modified, 
although the literature is rather contradictory, including reports of 
reduced capacity to engulf pathogens, release chemicals such as superox-
ides to kill pathogens, as seen in neutrophils, but enhanced secretion of 
the cytokines IL-6 and IL-8 in response to pathogens. NK cells are also 
affected by ageing; while their numbers do not change with age, their 
cytotoxic capacity is reduced (Hazeldine et al. 2012) which has also been 
shown to relate to reduced survival in people aged over 75 years (Ogata 
et al. 2001). In the adaptive immune system, the thymus gland atrophies 
and thus fewer naïve T cells are produced. As the size of the T cell pool 
is maintained at a constant level, the proportion of T cells that are mem-
ory cells increases. Consequently, as we age, we are less able to deal with 
new pathogens. In addition to changes in the ratio of naïve to memory 
T cells, there is a shift from T-helper 1 to T-helper 2 cells, and the end 
result is reduced cell-mediated, Th1-type, immunity. Finally, with age-
ing, antibody production in response to antigen declines; for example, 
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older people produce a lower antibody titre (a measure of how much 
antibody a person has produced) in response to vaccination than younger 
individuals and the antibodies produced are of lower affinity (binds less 
well to the invading antigens). This is thought to be largely the result of 
a decline in T cell help for B cells in older adults.

Another concept that frequently appears in the literature when dis-
cussing the ageing of the immune system is inflammaging (Franceschi 
et al. 2007). Inflammatory factors are damaging in excessive amounts 
and inflammaging indicates an imbalance between inflammatory fac-
tors necessary to fight the infection and anti-inflammatory components 
that act as a counter weight. It has been suggested that ageing and lon-
gevity could, therefore, potentially be dependent on this balance 
(Franceschi et  al. 2007). This would mean that immunosenescence, 
together with inflammatory markers such as different cytokines (IL-6, 
IL-8, and IL-15), could contribute to the prediction predictors of the 
longevity of organisms.

�Stress Hormones and Ageing

As outlined earlier, stress, whether physical or psychological, is broadly 
sensed by two systems within the hypothalamus, the HPA axis and the 
sympathetic-adrenal-medullary system. Stress induces the release of cat-
echolamines from the adrenal medulla and both cortisol and dehydro-
epiandrosterone (DHEA) from the adrenal cortex. Catecholamines and 
cortisol can both be immunosuppressive if chronically elevated. In con-
trast, DHEA is a precursor to sex hormones and is considered to be 
immune enhancing (Butcher et al. 2005). Due to the impact of these 
hormones on immunity, any change in their production could therefore 
have significant health implications. In humans, the production of 
DHEA and its sulphated form, DHEAS, declines with age, a process 
termed the adrenopause (Orentreich et  al. 1984). The synthesis of 
DHEA is maximal in humans at age 20–30 and declines gradually there-
after, so that by the seventh decade levels of DHEA can be as low as 10% 
of that seen in young adulthood (Orentreich et al. 1992); this adreno-
pause occurs at similar rates in both males and females. However, 
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although DHEA/S levels fall with age, the production of glucocorticoids 
such as cortisol is remarkably unaltered (Orentreich et al. 1992), result-
ing in a relative excess of cortisol over DHEA/S and an imbalance of 
immune suppression over immune enhancement. The age-related immu-
nological and endocrinological changes outlined earlier may have impli-
cations for the ability to cope (physiologically) with stress in older adults. 
It is likely that the combination of adrenopause, leading to a relative 
preponderance of cortisol, and an already reduced immune defence 
against infection through immune senescence, may leave this population 
particularly vulnerable to the negative effects of stress on immunity 
(Graham et al. 2006; Phillips et al. 2007). However, younger adults are 
also susceptible to the impact of stress on immunity. For example, vari-
ous studies have now shown reduced antibody responses to vaccination 
in those with greater self-reported stress levels (Burns et al. 2003; Phillips 
et  al. 2005). Nonetheless, when ageing is combined with stress, the 
effects on immunity are often more detrimental. For example, in one 
large study, caregivers, but only those aged over 60 years, showed lower 
levels of a particular antibody, salivary immunoglobulin A, which targets 
pathogens in biological fluids, particularly saliva at mucosal surfaces 
(Gallagher et al. 2008a).

�Caregiver Stress and Immunity in Ageing

As indicated earlier, one commonly studied model of the impact of stress 
on immunity is the role of caregiving for another person, be it a spouse 
or child with a physical or mental illness or disability. Older caregivers 
have most commonly been studied in this context, using the model of 
family dementia caregiving (Gouin et al. 2008). Caregiving is now well 
established as having a serious effect on psychological wellbeing and 
physical health among caregivers when compared to matched non-
caregiving individuals (Pinquart and Sorensen 2003). Both innate and 
adaptive immunity are affected by chronic stress experienced by older 
adults. For example, wound healing was slower in older dementia care-
givers when compared to age, sex, and income-matched controls (Kiecolt-
Glaser et  al. 1995). Further, lower production of proinflammatory 

  Stress, the Immune System, and Healthy Ageing 



114 

cytokines involved in the wound healing process such as IL-1α, IL-8 
(Glaser et al. 1999), as well as IL-1β (Kiecolt-Glaser et al. 1995) has been 
observed in caregivers compared to controls. NK cells are essential in 
targeting tumour or virally infected cells. (Esterling et al. (1994) showed 
that NK cells from caregivers respond more weakly compared to NK cells 
from controls.)

A further association with the chronic stress of caregiving was found 
for adaptive cell-mediated immunity; elevated cortisol levels as well as 
poorer proliferation to antigen and lower IL-2 production was shown in 
a caregiving group (Bauer et al. 2000). Caregiving stress in older adults 
has also been shown to be associated with the T-helper 1 to T-helper 2 
shift in the type of cytokine responses, with the difference that in older 
stressed individuals this was driven purely by an increase in IL-10 pro-
duction, with no difference in IFN-γ production by Th1 cells (Glaser 
et al. 2001). It is likely that stress-induced changes in catecholamine lev-
els (Elenkov and Chrousos 2002) during the psychological stress response 
drive this cytokine-related behaviour.

Inflammaging, as observed in older adults, might also be more severe 
among chronically stressed older adults, such as dementia caregivers. 
Indeed, when compared to non-caregiving older adults who also had 
immunosenescence, not only did older caregivers show higher levels of 
IL-6 (von Kanel et al. 2006) but its rate of increase was four times higher 
than in non-caregiving older controls, leaving them particularly vulner-
able to IL-6 related diseases such as frailty, cardiovascular diseases, osteo-
porosis, and others (Ershler and Keller 2000).

A novel approach for assessing the severity by which caregiving stress 
affects the immune system of older caregivers is that of studies of latent-
virus antibody titres. It is known, for example, that reactivation of latent 
viral infections, such as those initiated by the Herpes group (HSV-1, 
EBV, and CMV) is typical for immunosuppressed patients such as HIV 
and transplant patients (Rasmussen 1991). Interestingly, older spousal 
caregivers had higher IgG antibody titres against EBV VCA (virus capsid 
antigen) compared to the matched controls, indicating poorer control of 
the latent infection in this group (Kiecolt-Glaser et al. 1991). Together 
with the higher antibody titre to total viral antigen of HSV-1, caregivers 
also had a decreased virus-specific T cell response; another component of 
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immune system necessary for controlling the infection (Glaser and 
Kiecolt-Glaser 1997). Older caregivers have also been characterised by 
higher antibody titres against CMV when compared to the controls 
(Pariante et al. 1997). In this instance, showing higher antibody levels 
against CMV is an indicator that the virus is not under control and there-
fore indicates poorer immunity.

Vaccination responses are affected by increasing age which makes older 
adults particularly vulnerable to frequent infections such as pneumonia 
and influenza, among the top five causes of high morbidity and mortality 
in this age group (Thompson et al. 2003). It would be expected that this 
aspect of immune incompetence would be further exacerbated in older 
adults affected by the chronic stress of caregiving. This is indeed the case; 
a significantly lower percentage of older caregivers of dementia patients 
showed a four-fold increase in antibody titre in response to vaccination 
against the influenza virus, a response that is clinically considered to be 
protective against infection (Vedhara et al. 1999a). This was accompa-
nied by higher salivary cortisol concentration in the caregiver group when 
compared to the controls, pointing again to the role of HPA axis in 
immune regulation among chronically stressed individuals. Most anti-
gens, however, trigger both humoral, that is, the antibody response which 
is generated by B lymphocytes, as well as cellular responses, mainly medi-
ated by cytotoxic CD8+ T cells (Glaser et al. 2000; Kiecolt-Glaser et al. 
1996; Siergist 2008). In addition, CD4+ helper T cells are necessary as 
mediators between those two. It has been shown that both the antibody 
response to medical vaccination against the influenza virus, as well as 
IL-2 production in response to antigen stimulation, was lower in caregiv-
ers comparing to the controls (Kiecolt-Glaser et al. 1996). In the case of 
the pneumococcal pneumonia vaccine, even though caregivers managed 
to exert an adequate immune response initially, shown as a rise in IgG 
antibody titre, it declined over time more rapidly in this group than in 
the group of matched controls, likely either as a consequence of decrease 
in number of antibody-specific B cells, or their ability to produce anti-
body (Glaser et al. 2000; Vedhara et al. 1999a). However, this impact of 
caregiving stress on vaccination responses is not unique to older caregiv-
ers as was previously thought (Vedhara et al. 2002). One elegant study 
showed that if the caregiving stress is severe enough, particularly if the 
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behaviours exhibited by the care recipient are challenging, then even 
younger caregivers can display decrements in the antibody response to 
vaccination. This was shown in young parental caregivers of children with 
a learning delay such as autism, Down’s Syndrome, and other less well-
known syndromes, in comparison to parents of typically developing chil-
dren. Parental caregivers showed a reduction in the production of 
antibodies to the influenza and pneumococcal vaccinations, and this was 
particularly marked among those whose children displayed severe chal-
lenging behaviours (Gallagher et  al. 2009a, b). However, it should be 
noted that there was a trend for an effect for ageing such that the lowest 
antibody titres were among parental caregivers at the older end of the age 
group (Gallagher et al. 2009a). These studies have been followed up with 
similar case-control design studies but including both younger and older 
adults to examine the interaction between ageing and caregiving stress. 
These studies showed that for some aspects of immunity, ageing or the 
interaction between stress and ageing were not the key predictors of 
poorer immune function, but the stress itself was. In these studies care-
givers reporting higher psychological distress (depression, anxiety, and 
caregiving burden) showed the poorest neutrophil function independent 
of age (Vitlic et al. 2015), and individuals with higher levels of psycho-
logical distress generally also displayed a somewhat higher cortisol:DHEAS 
ratio within each age group (Vitlic et al. unpublished data).

�Chronic Stress and Immunity in Ageing

Given the importance of the caregiving model of stress, little attention 
has been given to other sources of stress among older adults and immu-
nity. Although one study has reported that perceived stress, measured 
using the perceived stress questionnaire (Cohen et al. 1983), was associ-
ated with a poorer antibody response to the influenza vaccine in older 
adults (Kohut et al. 2002), another small-scale study found no associa-
tion between perceived stress and antibody status following this vaccina-
tion in very old (mean age 84 years) nursing home residents (Moynihan 
et al. 2004). Very few studies have focused on stressful life events, despite 
these being a common means of assessing the impact of stress on 
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immunity in younger samples (e.g., Burns et  al. 2003; Phillips et  al. 
2005). However, a study published in 2006 examined overall stressful life 
events using a life events rating scale and showed that middle-aged and 
older adults with higher ratings of stress and disruptiveness for the stress-
ful events they had experienced in the past two years showed lower levels 
of IgA in saliva (Phillips et al. 2006b). Further, another study took advan-
tage of the UK National Health Service vaccination programme whereby 
adults aged 65+ years are invited for an annual influenza vaccination. 
Stressful life events and social support were measured using standardised 
psychometric questionnaires and antibody titres were assessed at baseline 
prior to vaccination and one month later. Although there was no overall 
effect of stress and social support, one particular stressor of import to 
older adults related to their immune responses; those who had suffered 
bereavement in the past year showed lower antibody titres to two of the 
three ‘flu vaccine components’ (Phillips et al. 2006a). The absence of an 
association between overall life events and antibody response to influenza 
vaccination in the older adults and vaccination study (Phillips et  al. 
2006a) contrasts with the results of previous research on young partici-
pants (Burns et al. 2003; Phillips et al. 2005). However, in these student 
studies, the modal number of life events experienced in the past year was 
six, with no participants reporting one or less events (Phillips et al. 2005), 
whereas in the older sample, the modal number of major life events in the 
year prior to vaccination was zero, with 31% of the sample reporting no 
events and a further 17% reporting only one. This might be due to dif-
ferences between student and older adult life event stress scales. In the 
student studies, less serious events were included in the stress scale, for 
example, getting an unjustified low mark on a test or minor financial 
problems, along with more major events, whereas the older adults’ life 
events scale tended to focus on exposure to major life events. Accordingly, 
the absence of an association between antibody response and overall life 
events in older adults may reflect the use of a scale including only serious, 
rarer life events. However, the results for bereavement would argue against 
this explanation. In addition, it is also possible that older people simply 
experience fewer general life events than younger samples. There is cer-
tainly evidence to this effect: older individuals encountered fewer major 
life events than middle-aged participants in a large cohort study in the 

  Stress, the Immune System, and Healthy Ageing 



118 

west of Scotland using the same life events measure as the Phillips et al. 
(2006a, b) study, but retrospectively over two years. Middle-aged (mean 
age 44 years) participants identified a mean of 2.0 events whereas the 
mean number of events for the older group (mean age 63 years) was 1.7 
(Carroll et al. 2005). These data also suggest that the Phillips et al. (2006a, 
b) participants were not unusual in experiencing few life events, given 
that the mean number of events reported over one year was 2.9. 
Accordingly, it may be that individual differences in general life events 
exposure are less important for immunity as people age, whereas bereave-
ment, a specific life event that older people are more likely to encounter 
than the young, assumes greater prominence.

The negative association between bereavement and antibody status fol-
lowing vaccination is in line with previous studies of bereavement and 
immune function. Bereavement has been associated with in vitro func-
tional immune measures such as decreased natural killer cell cytotoxicity 
and poorer lymphocyte proliferation to antigen (Bartrop et  al. 1977; 
Goodkin et al. 1996; Irwin et al. 1987; Kemeny et al. 1995; Schleifer 
et al. 1983; Zisook et al. 1994). In follow-up work, focussing on the two-
month period post-bereavement, it was shown that neutrophils’ killing 
ability was suppressed in bereaved older adults, an effect that was accom-
panied by the increase in cortisol:DHEAS ratio (Khanfer et al. 2011). 
However, when this study was replicated and also included younger 
adults, the impact of bereavement stress on neutrophil function was only 
evident for older caregivers (Vitlic et al. 2014). Previous work has sug-
gested that psychological morbidity may be a mediator between the 
bereavement and both immune system effects and their impact on risk of 
morbidities such as influenza and pneumonia. For example, Zisook et al. 
(1994) reported an effect on immune indices where the bereaved older 
adults were reporting more depressive symptoms Other work has indi-
cated that the influence of conjugal bereavement on mortality is modified 
by gender, existing cardiovascular disease status, and depression (Stahl 
et al. 2016).

Stress need not be only psychological stress but could also be physio-
logical stress such as physical disease or physical trauma such as a severe 
fracture or burn. Older adults who experienced the physical trauma or 
stress of hip fracture had higher cortisol:DHEA ratios than healthy 
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controls and lower neutrophil function (Butcher et al. 2005), and indi-
viduals with lower neutrophil function were more likely to succumb to 
infection post-fracture (Butcher et al. 2003). Further, older adults who 
developed depression post-hip fracture showed the highest cortisol:DHEA 
ratio and poorest neutrophil function (Duggal et  al. 2013), as well as 
worse frailty and slower physical recovery (Phillips et al. 2013).

�Social Support and Immunity in Ageing

Given the substantial impact of various types of stress on immunity in 
older adults, as outlined earlier, understanding psychological factors that 
can help to enhance or improve immunity in this group is particularly 
important. Social support, or comfort, caring, esteem, or help provided 
by other people or social groups can be a key resource that helps individu-
als cope with life. It has also been shown to have a substantial impact on 
health; for example, individuals with low numbers of supportive relation-
ships had two to three times the mortality risk compared to those with 
large social networks (Berkman and Syme 1979). Indeed, social network 
size and quality and frequency of social support have been shown to 
impact on morbidity and mortality from serious diseases in many epide-
miological studies, for example (Barger 2013; House et al. 1982; Kaplan 
et  al. 1988). Social support has also been shown to relate to immune 
function. For example, whereas students who had seroconverted (devel-
oped antibodies) after the first injection of the standard three-dose hepa-
titis B vaccination were less anxious and reported lower stress levels than 
those who had not, those who reported greater social support demon-
strated a stronger combined immune response to the booster third inocu-
lation (Glaser et al. 1992). In another study of college first-year students, 
loneliness and smaller social network size were associated with a poorer 
antibody response to the A/New Caledonian strain of the influenza vac-
cination (Pressman et al. 2005). Finally, higher social support scores, par-
ticularly higher frequency of tangible support, were related to an increased 
antibody response to the A/Panama component of the influenza vaccina-
tion, again in university students (Phillips et al. 2005).
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In a study of social support in older adults, social support was nega-
tively correlated with A/Panama influenza strain antibody status follow-
ing vaccination, a finding which contradicts the studies with students 
above that even the authors found difficult to explain (Moynihan et al. 
2004). In contrast, a larger study of older adults considered the actual 
vaccination response, that is, the change in antibody levels from pre- to 
post-vaccination (Phillips et al. 2006a). In this study, although social net-
work size and functional social support were not related to antibody 
response, married/cohabiting participants showed a better antibody 
response to the A/Panama strain at one month than those who were not 
married, particularly widowed, participants. Also, for those who were 
married or cohabiting, higher marital satisfaction was related to higher 
titres to A/Panama at one month. This is not entirely surprising given 
that poorer marital quality, in terms of adjustment and negative marital 
interactions, is associated with inferior functional immunity evidenced 
through reduced proliferation to some antigens, poorer latent virus con-
trol (Kiecolt-Glaser et al. 1987, 1997, 1988, 1993), and weaker NK cell 
cytotoxicity (Miller et al. 1999) in the general population. Further, it is 
possible that the variations between older caregivers and controls in terms 
of vaccination response (Glaser et al. 1998, 2000; Kiecolt-Glaser et al. 
1996; Vedhara et al. 1999b) may be driven, at least in part, by the effects 
of caregiving on marital quality and satisfaction, although more specific 
measurement of stressful life events and marital parameters would be nec-
essary to support this speculation. Whatever the case, these findings reso-
nate with the broad consensus that both marriage (Gordon and Rosenthal 
1995; House et al. 1988; Johnson et al. 2000; Verbrugge 1979) and mari-
tal satisfaction (Coyne and DeLongis 1986; Kiecolt-Glaser and Newton 
2001; Robles and Kiecolt-Glaser 2003) are beneficial for health. Further, 
it is possible that in an older aged population, general social support is 
less critical, whereas the specific social support resource of a happy mar-
riage becomes more important for health, including susceptibility to 
infection.

Interestingly, the studies of social support and immunity show direct 
associations rather than an effect of social support via buffering the nega-
tive impact of stress. It is possible that for psychological and other health 
outcomes, social support can buffer stress effects (Lazarus and Folkman 
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1984; Rosengren et al. 1993), whereas for immune function, social sup-
port might impact immunity independently. Certainly, social support 
has been shown to affect different types of vaccination responses to those 
impacted by stressful life events in various studies among younger adults 
(Gallagher et al. 2007, 2008b; Phillips et al. 2005).

�Conclusion

This chapter has focused on the impact of ageing on stress hormones and 
immune function as well as the effects of stress on immunity and the role 
of stress hormones. It also briefly touched on a variable that is known to 
relate to stress often, social support, and its links with immune function 
in ageing. Ageing is considered as a normal process, but in some cases the 
normal processes of ageing (adrenopause, inflammaging, immune senes-
cence) can contribute to a reduced ability to deal physiologically with 
stress in later life. However, the research has also shown that stress can 
impact on stress hormone levels and certain aspects of immunity even in 
young healthy adults; thus, chronic stress throughout the life span will 
likely further impact on health and wellbeing as these individuals age. 
Consequently, individuals with a life history of fewer severe stress expo-
sures may be at lower risk of a heightened cortisol:DHEA ratio, immune 
decrements, and greater inflammation, even in the presence of the nor-
mal hormonal and immune changes associated with ageing. These indi-
viduals are thus likely to be more resilient to stress or trauma if and when 
it does occur later in the lifespan, although longitudinal research would 
be needed to confirm this possibility.

Although avoiding stressful events themselves may not be a realistic 
undertaking for most individuals, certainly where stress levels can be 
reduced by healthy behaviours or seeking social support, these methods 
are likely to have positive psychological, immune, and thus health impact 
throughout life, not just in older age. Healthy behaviours with direct 
effects on both perceived stress levels and immune function can also be 
pursued in order to increase resilience in later life. These would include 
exercise or physical activity, adequate sleep, a balanced diet, not smoking 
or taking drugs, and moderation of alcohol intake, some of which is 
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outlined in Chapter 6, but their effects on immunity and within healthy 
ageing warrant a separate chapter each.

A certain level of stress can be beneficial for health and indeed the 
immune system. As described in this chapter, this occurs in the case of 
acute stress, where the immune system can demonstrate enhanced func-
tion in response in much the same way a vaccine challenges the immune 
system (Lewitus and Schwartz 2009). The challenge for healthy ageing is 
for the occurrence of acute stressors not to escalate to the extent where 
they lead to overload and individuals beginning to show the detrimental 
physiological effects of chronic stress.
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Healthy Lifestyles to Reduce Risk 

of Dementia

Jordan Elliott-King, Daniele Magistro, 
and Eef Hogervorst

�Introduction

Biological psychology explores the biological bases of our experience and 
behaviour (Rosenzweig et al. 1996), while cognitive psychology investi-
gates aspects of information processing. Together, both can contribute to 
our understanding of the psychology of ageing (Neisser 2014). Consistent 
growth in population ageing places importance on the biological and 
cognitive aspects of ageing, and through our understanding of these per-
spectives, it is possible to manage the risk of age-related diseases, such as 
dementia.
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Brain changes are continuous throughout the lifespan (Pascual-Leone 
and Taylor 2011). Regions of the brain characterised by plasticity, or the 
ability to adapt and change, are more vulnerable to detrimental effects of 
normal ageing. This age-related vulnerability, however, renders selected 
brain regions susceptible to additional pathological changes that are not 
a part of normal ageing. It is a common misconception that dementia is 
a normal part of ageing (e.g., Glynn et al. 2017); dementia is in fact dis-
tinguishable with separate pathology. The most common form of demen-
tia, Alzheimer’s disease (AD) is characterised by amyloid plaques and 
tangles observable in the brain at post-mortem. Lewy Body dementia is 
characterised by the presence of Lewy bodies, and vascular dementia 
presents strokes and/or white matter disease. Overlap in pathologies at 
post-mortem is frequently observed (Hogervorst et al. 2003).

Dementia inhibits participation in activities of daily life and is typified 
by organic and acquired decline in cognitive functions, most notably 
memory impairments, and at least one other cognitive function without 
disturbance in consciousness (APA 2013). Dementia is the largest predic-
tor of disability and dependence in older adults over the age of 65 (WHO 
2012; Burns and Iliffe 2009) and prevalence is estimated at 6.4% for 
adults over 65 years of age (Lobo et al. 2000), which increases to 32% for 
those aged over 85 (Hebert et  al. 2013). Currently, the only available 
medications are symptomatic drugs. However, these drugs are only effec-
tive for up to 30% of individuals and for a relatively short period of time, 
usually six months (Birks 2006; McShane et al. 2006). Targeting preven-
tion through lifestyle behaviours is thus possibly the most effective 
approach to minimise the incidence of dementia.

Changes in brain structure and functioning caused by dementia 
pathology may begin years before clinical symptoms are observed. 
Preclinical brain changes engender mild changes in cognition that do not 
disrupt everyday life initially, but progress gradually. In the case of AD, 
mild cognitive impairment (MCI) may represent this open stage (Petersen 
et al. 1999). MCI refers to a clinical condition in which objective evi-
dence of cognitive impairment in one or more cognitive domains is pres-
ent, such as a slight decrease in memory, verbal skills, or orientation, but 
without a profound negative impact on daily activity, functioning, and 
personal independence (Gauthier et al. 2006; Petersen et al. 1999). Those 
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with MCI are at higher risk of developing dementia; diligent management 
of MCI is therefore required to find strategies that produce effective pre-
vention of dementia (Apostolo et al. 2016).

Normal ageing also involves cognitive changes due to neuron loss and 
alterations in synaptic density that increase with age (Dickstein et  al. 
2007; Hof and Morrison 2004). Many cognitive functions can be affected 
in a non-uniform manner during normal ageing, including attention and 
memory (Hedden and Gabrieli 2004). Certain aspects of memory are on 
average more affected by the ageing process. Episodic and working mem-
ory, for example, have been shown to be impaired in older adults (Kaschel 
et al. 2017; Mattay et al. 2006). Delayed free episodic recall is affected by 
the ageing process, while other memory functions, such as short-term 
memory storage (span) and semantic memory, remain relatively stable 
(Ishihara et al. 2002; Grady and Craik 2000).

Furthermore, older adults demonstrate attentional difficulties with 
selective and divided attention specifically (Commodari and Guarnera 
2008). Selective attention is the ability to focus on a specific stimulus 
while inhibiting other non-salient stimuli. Everyday activities involve 
complex and multiple tasks simultaneously (Brustio et al. 2017), there-
fore selective attention, planning, execution of goal-directed behaviours, 
and judgement are important (Lezak 2004). The ability to divide atten-
tion between simultaneous tasks, which is affected by ageing, is also an 
important aspect of daily life (Shin and An 2014). Maintaining cognitive 
functioning is associated with the correct execution of daily physical tasks 
(Chodzko-Zajko et al. 2009; Tabbarah et al. 2002) and activities of daily 
living (ADL) (Candela et al. 2013).

Age-related cognitive decline does not occur equally between people 
and functions (Albert et al. 1995; Marden et al. 2017), with many older 
adults maintaining both good general and cognitive health (Kok et al. 
2017; Rowe and Kahn 1997). Hence, cognitive decline cannot only be 
attributed to age. At any stage of life, including older age, actively engag-
ing in healthy lifestyle choices can help to prevent cognitive decline, 
functional decline, extend longevity, enhance quality of life, and reduce 
risk for dementia (Forouzanfar et al. 2015). Although dementia is not a 
normal consequence of ageing, the risk factors for functional decline and 
dementia are shared. Dementia risk can be influenced by different factors 
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including psychosocial factors, such as education, mental stimulation, 
social engagement, and physical activity. Additionally, vascular risk fac-
tors, such as high blood pressure, cholesterol, diabetes, and high body 
mass index have consistently been shown to increase the risk of late-onset 
dementia (WHO 2002).

Seven modifiable lifestyle factors have been discussed in the literature 
that explain approximately a third of all dementia cases worldwide. These 
are physical inactivity, midlife hypertension, midlife obesity, diabetes, 
low education, smoking, and depression (Norton et al. 2014). This chap-
ter explores the most prominently discussed overarching lifestyle behav-
iours associated with dementia risk, which are physical activity, cognitive 
activity, and diet, as well as the feasibility of lifestyle changes in each of 
these categories and how challenges associated with ageing can present 
barriers to lifestyle change.

�Physical Activity

Epidemiological studies show a lack of physical activity as important in 
the prediction of cognitive decline (Middleton et al. 2010) and dementia 
(Hamer and Chida 2009). Higher levels of physical activity show a rela-
tive reduction of dementia risk from 20% to 50% (Chodzko-Zajko et al. 
2009; Kampert et al. 1996; Katzmarzyk et al. 2003). Different research 
methods provide varying levels of evidence. Longitudinal cohort studies, 
for instance, involve groups of people who share a defining characteristic 
taking part in assessments throughout their lives. Longitudinal cohort 
studies have shown that physical activity in individuals aged 55–65 pre-
dicts better performance on assessments of general cognition in later life 
(Almeida et al. 2006; Etgen et al. 2010). Studies have also shown better 
performance in episodic memory (Sabia et al. 2009; Stewart et al. 2003; 
Richards et al. 2003), processing speed (Chang et al. 2010; Stewart et al. 
2003), and executive control (Chang et  al. 2010; Sabia et  al. 2009). 
Meta-analyses demonstrate a reduction of 38% in cognitive decline risk 
for healthy older adults with high levels of physical activity and 35% for 
older adults with low- to moderate levels of physical activity (Sofi et al. 
2011), highlighting potential for preserving cognition through physical 
activity engagement (Prakash et al. 2015).
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Longitudinal studies have further highlighted physical activity as effec-
tive in reducing cognitive decline in older people with MCI (Lytle et al. 
2004; Scherder et al. 2005) and delaying dementia risk by three to six 
years (Abbott et al. 2004; Larson et al. 2006; Laurin et al. 2001). The 
majority of longitudinal studies with healthy older adults have found 
higher levels of physical activity to reduce risk of dementia by 30–50% 
(Barnes et al. 2007). The positive results observed may be magnified by 
participants engaging in multiple protective factors. Nonetheless, research 
so far substantiates the benefits of physical activity for cognitive health 
later in life.

Physical activity intervention studies with older adults have also found 
positive effects, including improved cognition (Angevaren et  al. 2008; 
Barnes et al. 2007; Candela et al. 2015; Weuve et al. 2004; Yaffe et al. 
2001), functional ability (Chodzko-Zajko et  al. 2009; Magistro et  al. 
2014), and mental health (Penninx et al. 2000, 2002; Taylor et al. 2004). 
Sedentary older adults who completed an aerobic exercise programme for 
at least six months showed improvements in attention, memory, execu-
tive functioning, and speed of cognitive processing (Kramer et al. 2006; 
Colcombe and Kramer 2003; Candela et  al. 2015), as well as general 
cognitive ability and speed of reasoning and memory (WHO 2002). A 
review of randomised controlled trials (RCTs) with healthy older adults 
has shown aerobic physical activity to be most beneficial for psychologi-
cal wellbeing (Netz et al. 2005), memory functioning, cognitive speed, 
and auditory and visual attention (Angevaren et al. 2008). Memory and 
attention have been most consistently shown to improve with physical 
activity engagement, specifically long-term memory (Candela et al. 2015; 
Ruscheweyh et al. 2011) and selective attention (Owsley and McGwin 
2004; Roth et al. 2003).

Numerous mechanisms have been proposed for how physical activity 
affects the brain. For older adults, physical activity has been shown to 
increase brain volume in both grey and white matter regions (Colcombe 
et  al. 2006). Increased cardiovascular fitness, which can be achieved 
through aerobic activity, can improve brain plasticity and may serve to 
reduce both biological and cognitive ageing within the brain (Colcombe 
et  al. 2004). There are further mechanisms that have been widely dis-
cussed, such as enhancement of neurotrophin levels, neurogenesis and 
vascularisation (Groot et  al. 2016), among others, that could help to 
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explain the brain’s positive response to regular participation in physical 
activity. The frequency and intensity at which the activity is performed 
can also influence the outcome. Both high- and low-frequency physical 
activity show a positive effect on cognitive function (Groot et al. 2016), 
in a dose-dependent manner (Soni et  al. 2017). Recommendations for 
physical activity derived from reviews promote moderate-intensity aero-
bic activity for older adults, muscle-strengthening activity, reducing sed-
entary behaviour, and managing risk of falls and injury (Nelson et  al. 
2007). Future research should seek to further develop our understanding 
of how the biological and cognitive aspects of physical activity can enhance 
cognitive functioning in the ageing brain and reduce dementia risk.

�Cognitive Activity

The challenge of maintaining cognitive health has led to the emergence 
of more interventions designed to improve cognition. Evidence suggests 
that specific cognitive interventions for older adults increase neural plas-
ticity (Johansson 2004; Pascual-Leone et  al. 2005). This plasticity can 
then increase an individual’s cognitive reserve (Stern 2012). Older adults 
who show high cognitive reserve, the ability to compensate and respond 
to brain degeneration and decline (Shah et al. 2017), demonstrate more 
resistance to dementia (Stern 2006, 2012) supported by a 50% reduction 
in dementia risk (Valenzuela and Sachdev 2006).

Observational studies show that high levels of cognitive activity could 
be beneficial in reducing cognitive decline and risk of dementia in older 
adults (Verghese et al. 2003). Longitudinal studies indicate that cognitive 
decline trajectories and outcomes could be mitigated by participating in 
cognitively stimulating activities (Hertzog et  al. 2008; Hughes 2010). 
Daily engagement in cognitive activities can also predict preserved cogni-
tion (Ghisletta et al. 2006; Small et al. 2012) and decrease AD incidence 
(Wilson et al. 2002). Conjointly, decreases in engagement with cognitive 
activities over time have been shown to increase risk of cognitive decline 
(Mitchell et al. 2012).

RCT studies have highlighted cognitive activity as effective (Ball et al. 
2002; Candela et al. 2015; Nouchi et al. 2012; Wolinsky et al. 2006). 
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Efficacy, however, is dependent on the task being trained. Cognitive 
training has improved targeted cognitive domains such as processing 
speed, memory, and reasoning in both healthy older adults and those 
reporting memory problems (Ball et  al. 2002; Engvig et  al. 2010; 
Mahncke et al. 2006; Nouchi et al. 2012). Several RCT studies also show 
cognitive training to be effective for memory and attention as these were 
the functions that were the focus of the training (Candela et al. 2015; 
Mozolic et al. 2011; Shah et al. 2017). Computerised cognitive training 
could also be beneficial for those with MCI or AD (Galante et al. 2007; 
Günther et al. 2003; Tárraga et al. 2006).

Usually, cognitive training, stimulation, and rehabilitative activity 
involve structured, repeated, and frequent engagement in standardised 
protocols of specific cognitive tasks, and are focused on specific cognitive 
domains. Domain-specific analyses underline the efficacy of the training 
for nonverbal memory, processing speed, working memory, and visuo-
spatial outcomes, but not so much for attention and executive functions. 
However, efficacy is varied across the different cognitive domains, often 
due to intervention design (Lampit et al. 2014).

Meta-analyses discuss the importance of the activity setting, whether 
this is individually at home or in a group training set-up (Lampit et al. 
2014). Home-based cognitive training is easier to administer, customise, 
and adapt, with potential for lower implementation cost (Kueider et al. 
2012) and in many cases could facilitate the participation of frail and 
disabled older adults. Alternatively, group-based training that includes 
supervision by a trainer requires a suitable environment for delivery and is 
less personalised. However, in a group, service providers can ensure proto-
col compliance, adherence, provision of motivational support, encourage-
ment, and social interaction. Overall, group activity could be more 
beneficial for older adults (Lampit et al. 2014; Verhaeghen et al. 1992).

�Diet and Nutrition

Dietary choices and dementia risk have been increasingly studied. 
Recommendations suggest minimising intake of saturated and trans-fats 
(Barnard et al. 2014). Although one longitudinal cohort study found no 
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association between risk of dementia and intake of total saturated fats, 
trans-fats, cholesterol, or alternative forms of fatty acids (Engelhart et al. 
2002), other findings do suggest that intake of saturated fats increases the 
risk of developing dementia (e.g., Morris and Tangney 2014; Amadieu 
et al. 2017). This suggests that lower levels of saturated fat could reduce 
the risk for dementia, but evidence remains inconclusive. The contradic-
tions highlighted here could stem from a number of different alternative 
forms of fatty acids that are suggested to protect against dementia. For 
instance, high intake of n-3 Polyunsaturated fatty acids (PUFA), may 
protect against age-related cognitive decline. A high intake of saturated 
fat and cholesterol, on the other hand, increases risk of cardiovascular 
disease, which secondarily increases dementia risk (Kalmijn et al. 1997).

In conjunction with fats, sugary foods and drinks such as sodas and 
fruit juices should be considered. Dementia researchers have used data 
from the Framingham heart study including 1484 adults aged 60 and 
over to assess longitudinally the relationship between sugar and dementia 
risk (Gordon et  al. 1977). When examining cumulative beverage con-
sumption, daily intake of artificially sweetened soft drinks was associated 
with an increased risk of dementia; however, such associations did not 
withstand after adjustment for covariates (Pase et  al. 2017). Although 
this suggests a potential increase in risk through soda consumption, fur-
ther investigation is warranted.

Evidence suggests that vegetables, legumes, fruits, and whole grains 
could incur positive health benefits including reducing dementia risk; 
recommendations have therefore advocated these foods replacing meats 
as primary staples of diet (Barnard et al. 2014). Not all vegetables, how-
ever, directly affect dementia-related mechanisms (Solfrizzi et al. 2010). 
Plant-based foods and leafy green vegetables, such as broccoli, kale, and 
spinach, as well as beans, peas, citrus fruits, cantaloupe, and melons, 
which are rich in vitamin B6, B12, and folate, are specifically noteworthy 
due to their role in the mechanisms involved in homocysteine, an amino 
acid found in the brain. Homocysteine in the brain can lead to detrimen-
tal effects if vitamin B6, B12, or folate are not available. Plasma homo-
cysteine is a strong, independent risk factor for dementia (e.g., Seshadri 
et al. 2002). RCTs have found positive effects of folate and folic acid on 
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cognition but only in people who were folate deficient (Lefevre-Arbogast 
et al. 2016; Hogervorst 2017).

Oxidative stress, an imbalance between oxidants and antioxidants in 
favour of the oxidants (Sies 1997), is another biological mechanism 
implicated in dementia risk (e.g., Bennett et al. 2009). Higher intake of 
vitamin E, an antioxidant, has been suggested to reduce oxidative stress 
and thus dementia risk (Barnard et al. 2014). Vitamin E occurs naturally 
and is found in many foods including mangoes, papaya, avocadoes, 
tomatoes, red bell peppers, spinach, nuts, seeds, and oils. However, evi-
dence for the efficacy of vitamin E in dementia risk reduction is inconsis-
tent (Crichton et al. 2013). There is sufficient evidence to indicate that 
dementia can be delayed by adequate intake of specific nutrients, but 
these could be most beneficial through whole foods rather than dietary 
supplements.

Moreover, supplements often contain iron and copper which, in excess, 
can contribute to cognitive problems (e.g., Squitti et al. 2014). Alongside 
the discussion of iron and copper is the ongoing debate regarding alu-
minium and dementia risk. Aluminium, found in pots, pans, and cook-
ing equipment, has been weakly associated with dementia risk. Evidence 
is limited, but novel measurements of aluminium from the brain tissue of 
individuals with dementia show extremely high concentrations (Mirza 
et al. 2017). The mechanisms under which this association could occur 
are yet to be explained, but does substantiate advice to avoid aluminium 
intake to reduce dementia risk, which has only tentatively been issued in 
earlier guidelines (e.g., Barnard et al. 2014).

Recent literature has shifted to analyse dietary patterns as a whole, 
rather than specific nutrients, to provide a more holistic picture of dietary 
risk (e.g., Van de Rest et al. 2015). The most widely examined dietary 
pattern is the Mediterranean diet, essential components of which include 
monounsaturated fatty acids, derived from olive oil, vegetables, legumes, 
nuts, cheese, fruits, cereals and wine (Panza et  al. 2004). Systematic 
review has associated greater adherence to the Mediterranean diet with 
slower cognitive decline and lower risk of developing AD (Lourida et al. 
2013). Components of the Mediterranean and other suggested diets, 
however, do not contain all components that are specifically related to 
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cognition. Reviews advocating the Mediterranean diet are based on 
improving overall health status or blood pressure, which elicit a second-
ary benefit to cognition rather than targeting cognition directly (Van de 
Rest et  al. 2015). However, investigating whole-diet approaches is an 
attractive strategy due to the potential for combined nutrient effects to 
yield substantial outcomes.

When considering diet and dementia risk, whether the aim is to 
increase folate, B12, and B6; decrease saturated and trans-fat; and/or 
adhere to the whole Mediterranean diet, the literature has suggested that 
dietary interventions are best placed in midlife due to their potential to 
protect against developing dementia pathology (e.g., Van de Rest et al. 
2015; Hogervorst 2017). Once people have developed MCI or dementia, 
nutritional interventions appear less successful (Hogervorst 2017).

�Feasibility of Risk Reduction

Lifestyle changes are adaptations individuals make to their daily lives in 
order to incorporate more healthy behaviours such as engaging with more 
physical activity or eating more vegetables, for example. These changes 
render minimal risk of harm (Barnard et al. 2014), and although risk and 
protective factors can vary with age, the maintenance of a healthy lifestyle 
provides the best option for preventing dementia (Peters 2009). However, 
an individual’s attitude concerning dementia risk may affect motivation 
to change health behaviours and lifestyle (Kim et al. 2014). Numerous 
barriers that can inhibit individuals from following lifestyle recommen-
dations have been highlighted throughout the literature.

In a review, Kelly et  al. (2016) established six themes that encom-
passed factors influencing uptake and maintenance of health behaviours. 
These were health and quality of life; sociocultural factors; the physical 
environment; access to facilities and resources, psychological factors, 
such as self-efficacy and motivation; and evidence relating to health 
inequalities. These overarching themes consist of specific barriers that can 
inhibit individuals from achieving a healthy lifestyle. For instance, a lack 
of time (this could be due to family, household, or occupational respon-
sibilities); access to transport, facilities, or resources; financial costs; 
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entrenched attitudes and behaviours; restrictions that stem from the 
physical environment, being of a low socio-economic status, and a lack 
of knowledge about health are among the most commonly cited (Kelly 
et al. 2016). Additionally, specific demographic factors, such as age and 
family history, were shown throughout a multi-ethnic cohort to signifi-
cantly determine an individual’s willingness to engage with risk reduc-
tion (Seifan et  al. 2017). Chapter 7 in this volume gives further 
background on factors that may prevent or facilitate the effectiveness of 
lifestyle behaviour change interventions.

Barriers that have been cited in the physical activity literature specifi-
cally include overall health, specific symptoms related to depression and 
pain, the general environment, neighbourhood crime rate, a lack of 
advice from physicians, knowledge, childhood experiences with physical 
activity, and marital hardships (Schutzer and Graves 2004; Schoeny et al. 
2017). Similarly, specific barriers for diet and nutrition have also been 
discussed: time was cited as a key barrier to healthy eating, alongside 
concern about cost of more nutritious choices (Eikenberry and Smith 
2004). Barriers could also be strengthened by strong intrinsic Western 
sociocultural values, norms, and traditions that could substantially 
impede on the feasibility of making lifestyle alterations (Knight et  al. 
2016).

Theories have sought to support initiation and maintenance of positive 
lifestyle behaviours as we age. Most recently, the upward spiral theory of 
lifestyle changes proposes that positive affect can facilitate long-term 
adherence to positive health behaviours through processes known as the 
inner and outer loop (Van Cappellen et al. 2018). The inner loop sup-
poses that positive affect experienced when engaging with health behav-
iours increases the salience of the unconscious incentive to repeat that 
behaviour. The outer loop then further works to build up a suite of inter-
nal resources which amplify the positive affect experienced during posi-
tive health behaviours and therefore strengthen unconscious motives. 
Theories such as this aid explanation of positive affect experienced during 
positive health behaviours that encourage longer-term maintenance of 
healthy lifestyle behaviours. For this theory to take effect, health behav-
iours need to be engaged with in the first instance. Reasons that individu-
als might engage with lifestyle changes include being aware of the benefits 
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of healthy ageing, a focus on the enjoyment, social and family support, 
clear messages, and integration of behaviours into pre-existing lifestyles 
(Kelly et al. 2016; Eikenberry and Smith 2004). See also Chap. 7 in this 
volume for discussion of other behaviour change theories.

Health education has been identified as an integral part of engagement 
with reducing risk for dementia. Teaching the benefits of healthy lifestyle 
behaviours has been shown to improve health and discourage behaviours 
that lead to poor health (Lafortune et al. 2017), as well as increase will-
ingness to engage with lifestyle changes (Seifan et al. 2017). Review by 
Lafortune and colleagues revealed that tailoring physical activity inter-
ventions to include education has been found to incur substantial bene-
fits to intervention success. A multimodal intervention, for instance, was 
shown to influence decisions to start and maintain physical activity, but 
was less effective than supervised exercise sessions. Furthermore, inter-
ventions that include support, self-monitoring, rewards, personal goal 
setting, and/or provision of information about local opportunities are 
more likely to be successful at instigating lifestyle change. The review 
discussed the use of printed advice as beneficial for dietary interventions 
(Lafortune et  al. 2017). Moreover, supplementing interventions with 
between-session phone calls may be an effective way to strengthen inter-
vention effects (Schoeny et  al. 2017) and should therefore be applied 
where possible.

Throughout the literature, facilitating this reduction in dementia risk 
has often been discussed in parallel to visiting a healthcare professional 
(e.g., Seifan et al. 2017). Both men and women rated healthcare profes-
sionals as the most important source of support in changing lifestyle 
behaviours (Mosca et al. 1998), despite other sources of support being 
available. Healthcare professionals are suitably positioned to communi-
cate lifestyle advice and act as a catalyst for health behaviour change. 
Although evidence regarding health behaviour change resulting from 
healthcare professional advice remains inconclusive (Eden et al. 2002), 
several studies have highlighted some success. For instance, Kreuter et al. 
(2000) found that individuals who received advice to quit smoking, eat 
less fat, or engage with more physical activity prior to receiving interven-
tion materials on the same topic were far more likely to perceive the 
materials as pertinent to their health, remember the materials, and share 
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them with others. Following this, they were also more likely to report 
making changes or trying to make changes to health behaviours.

Although risk factors for dementia are often termed modifiable, this is 
not always the case. The feasibility of lifestyle changes varies from one 
circumstance to the next. Therefore, careful consideration alongside an 
understanding of the barriers and facilitators to lifestyle change that 
might apply is required to ensure the intervention is well targeted and 
therefore has a greater chance of improving health and subsequently 
decreasing risk for dementia. Healthcare professionals can often play a 
role in providing advice and support to overcome barriers and are posi-
tioned to instigate lifestyle change for a number of individuals.

�Conclusions

It is possible to reduce the risk of developing dementia through modifi-
able lifestyle factors. Factors discussed focused on physical activity, cogni-
tive training, and diet. All factors showed benefits for healthy older adults 
and those with MCI, suggesting the potential for lifestyle factors to be 
beneficial in risk reduction regardless of current cognitive status.

Research has consistently demonstrated the importance of physical 
activity in dementia risk reduction, as well as overall improving health. 
With studies showing physical activity to reduce risk of dementia and 
resulting increases in brain volumes may incur additional health benefits 
of maintaining physical activity into old age (Tan et al. 2016). Among 
other factors, physical activity has been shown to positively influence 
quality of life, psychological wellbeing, and physical health, but, most 
crucially, it incurs benefits to overall cognition, as well as specific func-
tions, such as attention, memory, executive functioning, speed of cogni-
tive processing, and speed of reasoning and memory. Evidence so far thus 
substantiates the claim that physical activity is a powerful tool in prevent-
ing dementia, and that increases in physical activity should be sought 
throughout the lifespan. Most importantly, the majority of studies have 
shown that physical activity can improve cognition and independence in 
people with dementia, whereas for nutrition and cognitive training this is 
much less clear.
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Growth of the global computerised brain health software market 
(Fernandez 2010) in recent years has highlighted the increase in the pop-
ularity of cognitive training. Although cognitive training research is still 
developing, evidence for increased neuroplasticity (Johansson 2004) 
resulting in potential increases in cognitive reserve (Stern 2012) suggests 
potential for cognitive training to play important role in dementia risk 
reduction (e.g., Verghese et al. 2003). Specific cognitive domains targeted 
by training have been shown to yield specific improvements, such as in 
nonverbal memory, processing speed, working memory, and visuospatial 
outcomes (Lampit et al. 2014). The literature has further suggested that 
cognitive training could be more suitably administered in a group, and 
practically challenging aspects, such as finding appropriate environments, 
time, and resources, could incur numerous benefits far beyond individual 
home-based training.

Lastly, the diet and nutrition literature has indicated that interventions 
would be most effectively positioned in midlife (e.g., Van de Rest et al. 
2015). Saturated and trans-fats have been shown to have negative effects 
on cognition and intake and therefore should be minimised to reduce risk 
of developing dementia, although evidence regarding omega-3 is incon-
clusive. Vegetables, legumes, fruits, and whole grains have been found to 
benefit cognition and are suggested as an alternative to red meats as much 
as possible. A particular focus on consumption of plant-based foods that 
are high in B vitamins and folate was underlined due to the biological role 
these vitamins play in metabolising the neurotoxic homocysteine, but 
also by having direct protective effects on the brain and reducing risk of 
dementia. Studies examining the role of vitamin E, C, and A as antioxi-
dants present inconsistent results. When consumed, however, for maxi-
mum benefit, whole foods should be sought rather than supplements, as 
the latter have often been shown to be ineffective. Discussions of whole 
dietary changes, rather than focus on individual nutrients, have increas-
ingly been advocated throughout the literature due to the potential to 
combine effects of nutrients and yield more substantive outcomes. 
Positive indications stemming from the success of the Mediterranean diet 
have been highlighted thus far but further RCTs are required to establish 
whether cultural factors are influencing dietary benefits or if the diet 
alone is of significant benefit enough to warrant use as an intervention.
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Considering the difficulties of implementing lifestyle changes is para-
mount to intervention success. Therefore, lifestyle and behaviour changes 
cannot be implemented without consideration for the feasibility of the 
changes, the barriers that could inhibit change, and the facilitators and 
motivators that could increase the likelihood of taking up and maintain-
ing healthy lifestyle changes. The most consistent barriers emphasised for 
all lifestyle changes were health, time, costs, and environment. The most 
integral factor to help facilitate healthy lifestyle changes was education, 
with further intervention benefits shown with a focus on enjoyment and 
social support included in the intervention.

Implications for practice are substantial. The role of healthcare profes-
sionals in instigating lifestyle changes should be harnessed with direct 
advice pertaining to increases in physical activity and nutritional advice, 
particularly advocating increases in B vitamins, folate, and minimising 
saturated and trans-fat, throughout the lifespan. If interventions are 
adapted to aim to initiate and sustain healthy lifestyle choices, the risk of 
developing dementia can be drastically reduced and further health bene-
fits could follow.
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7
Frailty and Resilience: Are They 
Necessarily Mutually Exclusive?

Carol Holland, Ian Garner, and Holly Gwyther

�Introduction

This chapter first considers the common clinical definitions and associ-
ated epidemiology of frailty. The crucial issue of frailty as potentially pre-
ventable or reversible is then discussed, using qualitative evidence to 
understand the perceptions of those involved with frailty, including frail 
and robust older people, formal and informal carers, healthcare practitio-
ners, and policymakers. The chapter then introduces the concepts of 
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health behaviour change and the role of health psychology theory in the 
design of interventions for frailty. Examples of both quantitative and qualita-
tive research, along with their synthesis, are used to illustrate how health 
psychology may use multiple methods to provide recommendations for 
what works for whom and in what circumstances. The variation in outcomes 
for people diagnosed with physical frailty is then considered in terms of 
examining the role of psychological frailty and the common co-existence of 
frailty with depression and with cognitive impairment. Returning to qualita-
tive evidence, we then reconsider the concept of frailty as the opposite of 
resilience, for example, by asking how some older people maintain resilience 
and well-being in the face of significant physical impairment and if it is pos-
sible to not only intervene with frailty itself but also to support resilience.

�Background: What Is Frailty?

Frailty is a recognised syndrome characterised as a state of increased vul-
nerability to adverse health outcomes when exposed to a stressor, for 
example, a new chronic disease diagnosis, an acute infection, or a fall 
(Clegg et al. 2013) or other types of trauma. For instance, health status is 
an important predictor for mortality following a significant bereavement 
(Bowling 2009). Frailty is a dynamic process as opposed to a binary diag-
nosis of frail or not frail, describing a transition from robustness through 
a pre-frail condition (which is often not identified) to a frail condition 
(Lang et  al. 2009). As a person becomes frail, physiological reserves 
reduce and individuals become less active or able to cope both with basic 
independence activities of daily living and also any acute illnesses or 
physiological stressors. For example, if a frail older person catches influ-
enza, they are much more likely to die from that illness than a person of 
the same age who is not frail. Therefore, frailty is conceptualised as an 
absence of resilience, and the two are often seen as residing at either end 
of a state of the balance that is health, with Morley (2013) defining frailty 
as an imbalance between stressors and resilience reserves.

Clinical definitions of frailty are still debated, but the two most widely 
accepted and cited approaches are: a physical phenotype, based largely on 
muscle weakness and loss of muscle mass (sarcopenia) (Fried et al. 2001; 
Fried et al. 2004), and an approach that focuses on the impact of an accu-
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mulation of deficits with a fuller profile of contributors to frailty but still 
including the physical weakness of the phenotype (Rockwood and 
Mitnitski 2007, 2011). These approaches, the frailty phenotype and the 
frailty profile respectively, have largely been validated in terms of how 
well they predict the adverse outcomes of death, institution admittance, 
and hospitalisation, leading to a conceptualisation of frailty progression 
as a “one way street” and as a marker for the proximity of the end of life. 
This medicalised approach does not take into account the contribution of 
a person’s environment, personality, or social situation in their ability to 
be resilient. As this field has developed, some researchers have widened 
the concept of frailty to include psychological components such as cogni-
tive function and mental health, or social factors such as lack of social 
contact or support, and perceived well-being, recognising that it is not a 
purely biological syndrome (e.g., Rodríguez-Mañas et al. 2013). Research 
has specifically highlighted the roles of psychological and social variables 
in frailty development (Levers et al. 2006; Kele, 2012; Young et al. 2016), 
with the focus on physical and cognitive factors in frailty assessment pos-
sibly because they are tangible, can be objectively identified, and are 
potentially treatable through medical means (Lally and Crome 2007).

Clinical Definitions and Diagnosis  In detail, Fried’s phenotype 
approach conceptualises frailty as a biological syndrome resulting from 
deficits in five physiological domains: global weakness (assessed by mea-
sures such as grip strength or time to raise oneself from a seated position), 
overall slowness (e.g., gait speed), exhaustion (self-reported), low physical 
activity (self-reported), and unintentional weight loss. Having two of 
these symptoms indicates a pre-frail or at-risk status and three or more of 
these symptoms indicate a frail state. Alternatively, a frailty profile, or 
index, (Rockwood and Mitnitski 2007) is a continuous, as opposed to a 
categorical, variable which is constructed by calculating the proportion of 
a set of health deficits and diagnoses manifest in the individual. Deficits 
are selected to be associated with increasing age but not age saturated—
for example, a diagnosis of type 2 diabetes would be appropriate but 
normal age-related vision changes such as presbyopia would not. 
Importantly, this model incorporates issues such as polypharmacy, cogni-
tive impairments, and geriatric syndromes (e.g., falls, delirium, and uri-
nary incontinence) in addition to physical weakness and impairments. 
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Estimates of frailty prevalence in older adults (over 65 years) vary from 
4% to 17%, with the prevalence of pre-frailty ranging from 19% to 59% 
(Collard et al. 2012). These two main approaches identify an overlapping 
population at high risk of poor prognosis in terms of outcomes such as 
hospital admissions, admission to nursing homes, and death. Frailty is 
also associated with high demand for formal and informal healthcare ser-
vices (Young 2003), social and community services, and other resources 
(Auyeung et al. 2011; Fried et al. 2001; Rockwood et al. 2006). Finally, 
it is also associated with reduced quality of life (Holland et al. 2015) and 
depression, as detailed later in this chapter.

�Frailty Is Malleable

However, frailty is dynamic and a process, rather than a fixed diagnosis. 
Increasingly, research suggests that it is a malleable and manageable con-
dition, and that it may be possible to prevent, halt, or even reverse its 
progress and to manage or prevent its adverse consequences (Cameron 
et al. 2013; Ferrucci et al. 2004; Gill et al. 2002; Ng et al. 2015; Theou 
et  al. 2011). Consequently, many interventions have been trialled. 
Physical exercise, nutrition interventions, combined exercise and nutri-
tion, and geriatric evaluation and management strategies (GEM) which 
include personalised care pathways and multidisciplinary teams have all 
been shown to have some impact on measures of frailty (for a review, see 
Apostolo et al. 2017). Of these, muscle strengthening exercise, particu-
larly resistance training, has been found to be beneficial in terms of pre-
venting and treating frailty and improving functional performance 
(Cadore et  al. 2014; Chan et  al. 2012; Ng et  al. 2015). A Cochrane 
review that specifically examined progressive resistance training found 
reliable effects (Lui and Latham 2009). In a significant longitudinal study 
on physically active lifestyle with five years follow-up, Peterson et  al. 
(2009) evaluated the influence of different types and degrees of physically 
active lifestyles on the development/worsening of frailty, distinguishing 
between an active lifestyle, actual purposeful exercise involvement (e.g., 
taking part in exercise classes), and a sedentary lifestyle. For those who 
were not frail at the beginning of the study, people in both active lifestyle 
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and exercise groups were less likely to become frail at the later time points, 
but amongst those who were already frail, only the purposeful exercise 
prevented worsening of frailty.

In contrast, changes to diet or supplementation alone have not been 
shown to be as successful in preventing or reversing frailty without an 
associated exercise component. A review by Zuliani et  al. (2015) con-
cluded that exercise (they indicated aerobic exercise as well as resistance 
training) in combination with an adequate protein and energy intake was 
needed to prevent and manage sarcopenia. The review by Apostolo et al. 
(2017) also concluded that nutritional supplementation as an interven-
tion for frailty was only reliable when it was in combination with exercise 
but also where there was a nutritional deficiency in the first place, notably 
with vitamin D supplementation.

In a survey of frailty interventions and projects registered in the 
European Innovation Partnership on Active and Healthy Ageing (EIP-
AHA) repository of Good Practices, Gwyther et al. (2017) found that the 
majority of projects focus on pre-frail or robust older people in terms of 
prevention. This may suggest a possible understanding of a critical clini-
cal window in which to have an impact (Topinková 2008) but also sug-
gests that many clinicians and researchers may not feel that intervention 
in significantly frail people is worthwhile. However, our recent review of 
interventions (Apostolo et  al. 2017) did not find any sense of limit 
beyond which intervention was not effective. For example, one study 
(Cadore et al. 2014) found a significant impact of an exercise programme 
on components of frailty such as walking speed and grip strength for frail 
older people living in long-term care with an average age of 92 years.

�A Role for Health Psychology in Improving 
Acceptability and Effectiveness of Frailty 
Intervention

An issue identified in the searches for the systematic review (Apostolo 
et al. 2017) was that very large numbers of interventions were found in 
the search which were interventions for frail older people but were not 
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interventions for frailty (i.e., measures of frailty were not part of any 
assessed outcomes). A reason for this, and for the preponderance of inter-
ventions at earlier stages found in reviews and surveys (Gwyther et  al. 
2017), may be that frailty screening or intervention may not be seen as 
beneficial, as economically viable, or even acceptable to older adults, to 
their caregivers, to health and social care staff, or even to health policy-
makers. This may stem from a lack of belief in their effectiveness, or 
necessity, or from perceived barriers to involvement on the part of older 
people and their carers. It may also stem from barriers to time investment 
or funding the initiatives on the part of health and social care practitio-
ners and policy makers. Older adults are more likely to refuse healthcare 
services than younger adults (Littlechild and Glasby 2000), and research 
has indicated a commonly found list of barriers to participation in healthy 
lifestyle activities or interventions, often related to cost, accessibility, and 
transport difficulties for older adults (Holland et al. 2008; Waller et al. 
2012), but also to a reluctance to seek help even where it is acknowledged 
it is required, related to fear of stereotyping or loss of perceived indepen-
dence (Shaw et al. 2016a).

Health psychology contributions to evaluations of the effectiveness of 
screening and interventions in other health areas have indicated issues that 
can have an impact on the success of the interventions, shifting the focus 
of the evaluation not just to measured outcomes but also to the imple-
mentation of the interventions (e.g., Oakley et al. 2006; Craig et al. 2008). 
These issues include belief in the efficacy of the intervention (UK CRC 
2003) and expectations about its implementation, structure, or deliver-
ability, and the self-efficacy of the professional or patient. For example, 
Bleijenberg et  al. (2013) explored the expectations and experiences of 
practice nurses and general practitioners (GPs) in providing proactive care 
for frail older patients. Some of the practice nurses in this study initially 
reported a reduction in work satisfaction with a new care programme 
because it made them feel “insecure” while barriers were perceived as being 
a lack of time and financial compensation for the GPs. In another study, 
nurses initially suggested a barrier was lack of time but then clarified by 
suggesting a lack of confidence in their ability or mindset to provide the 
psychological support their patients and their relatives needed: “Once in a 
while it is lack of time. Though I think it sounds a bit crude, too, to say 
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that we haven’t got time, but sometimes it is […] no, not time: we are not 
geared to talk to them in that way” (Lindhardt et al. 2008, p. 674).

These issues can all have an impact on the way in which the healthcare 
practitioner may deliver the screening or intervention (fidelity to proto-
col) and the adherence and compliance of the patient or participant to 
the intervention (Holland et al. 2013; Shaw et al. 2016b).

�Research Example 1: Qualitative Studies of Beliefs 
and Experiences

For these reasons, a series of studies that formed part of the FOCUS 
project, funded by the EU commission,1 set out to understand approaches 
to and beliefs around frailty screening and interventions amongst all 
stakeholders, ranging across frail and healthy older adults, formal and 
informal carers, healthcare practitioners and high-level healthcare policy-
makers. The aim was to clarify the issues faced by professionals seeking to 
implement frailty interventions or by older adults seeking to reduce or 
prevent frailty. This was in order that the feasibility and effectiveness of 
interventions and prevention could be improved, viewed positively, and 
healthy ageing supported. Increasingly within the broader study of age-
ing, significant challenges are being addressed by multidisciplinary teams. 
In this group of multiple method studies, health psychologists and psy-
chology of ageing experts, medical practitioners, and nursing practitio-
ners/researchers worked together to ensure all perspectives were included 
and to provide the best environment for impact across the fields. Three of 
the FOCUS studies are considered here:

	(1)	 a meta-synthesis of qualitative studies on stakeholders’ views and 
experiences of care and interventions addressing frailty and pre-frailty 

1 Acknowledgments: Holly Gwyther is supported by the FOCUS project: Frailty Management 
Optimisation through EIP-AHA Commitments and Utilisation of Stakeholders Input (FOCUS), 
funded by the EU (Grant number 664367 FOCUS) (http://focus-aha.eu/en/home). The authors 
are grateful to the full FOCUS team for their part in the cited publications that form some of the 
background to this chapter. Ian Garner is supported by a 50th Anniversary PhD studentship jointly 
funded by Aston University and the ExtraCare Charitable Trust.
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(where stakeholders were frail and healthy older adults, formal and 
informal carers, and healthcare practitioners) (D’Avanzo et al. 2017);

	(2)	 an inductive thematic analysis conducted on the focus group and 
individual interviews in three EU countries (Italy, Poland, UK) with 
five groups of stakeholders—frail and non-frail older adults, family 
caregivers, and health and social care professionals (Shaw et al. 2017); 
and

	(3)	 an inductive thematic analysis conducted on semi-structured inter-
views with senior healthcare policy makers based in six European 
Countries (Belgium, Luxembourg, Italy, Spain, Poland, UK) 
(Gwyther et al. 2018).

These three studies each aimed to achieve learning that could feed into 
the optimisation of frailty prevention and treatment by understanding 
stakeholders’ experiences, beliefs, and attitudes. This qualitative approach 
is an important one in combination with the quantitative methods 
employed to determine the actual effectiveness of interventions (see 
Apostolo et al. 2017 and Zuliani et al. 2015 and examples in Chap. 6). It 
adds to such information by exploring the reasons behind intervention 
effectiveness that are to do with stakeholders’ personal experiences, per-
ceptions, understandings, and responses or intentions, rather than their 
underlying biological, cognitive, or social healthcare processes. This 
approach is more person-centred, giving participants an opportunity to 
explain their responses to their own health changes and their own under-
standings of what health and frailty mean from their own personal, cul-
tural, and social perspectives.

The meta-synthesis of 28 qualitative studies identified four themes 
within the stakeholders’ experiences: Uncertainty about malleability of 
frailty; Strategies to prevent or to respond to frailty; The capacity to care and 
family-centred service provision; and Power and choice (D’Avanzo et  al. 
2017). The first theme, uncertainty about the malleability of frailty, was 
clear across the range of stakeholders. For example, although most health-
care practitioners recognised that frailty can be prevented and treated, 
they expressed uncertainty about the optimal timing of interventions or 
who is most likely to benefit. Notably, some of this uncertainty stemmed 
from a belief that after a certain point, frailty was no longer malleable: 
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“We’re always dealing with the consequences, by the time we get to it, it 
is too late” (physiotherapist; Roland et al. 2011, p. 11).

Healthy older adults themselves thought of frailty as both inevitable 
and at least partially a consequence of long-term lifestyle, the effects of 
which, they felt, may not be possible to undo; “Frailty is not something 
that you can prevent, you cannot do anything, it just happens when you 
get older” (frail respondent; Puts, Shekary et al. 2009, p. 264). Frailer 
older adults and their carers were also dubious about the benefits of inter-
ventions: “They can’t take my fear of falling away” (frail older adult; Faes 
et al. 2010, p. 839); “She is already 80 years old. With all her medical 
problems, such a programme would be useless” (caregiver; Faes et  al. 
2010, p. 839).

These findings were mirrored in the second study of this series, the 
focus group study on stakeholders’ experiences of frailty and the mean-
ings of frailty to individuals (Shaw et al. 2017). Doubt about the malle-
ability of frailty was again clear in the discussions with several of the 
stakeholder groups, with one healthcare practitioner even commenting 
that the belief that nothing can be done is an important component of 
the frailty itself: “Frailty starts when a person thinks that nobody can help 
her” (Healthcare practitioner, Shaw et al. 2017, p. 19).

Others suggested that intervention was still worthwhile even if frailty 
itself could not be reversed: “I don’t think you can prevent it but you can 
aid them to be the best they can be” (Social care practitioner, Shaw et al. 
2017, p. 21). This lack of acceptance of the malleability of frailty was less 
common amongst the smaller group of participants in the policymakers 
study (Gwyther et al. 2018). Nevertheless the policymakers were aware 
that there was still a significant knowledge gap amongst healthcare prac-
titioners in particular, with a concern raised that although geriatricians 
were aware of the issue, many other professionals who come into contact 
with frail older people every day were still unaware that frailty can be 
treatable:

most of the professionals who work with adults and older people will be 
coming across frailty every day. They might not recognise what they can do 
about it but I think that they’re aware of it as a challenge. I don’t think 
they’re fully aware of what the possibilities are. (Policy maker, Gwyther 
et al. 2018, p. 3)
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This was seen as a significant challenge for them as people who are in 
charge of addressing frailty management: “Currently, the awareness 
around frailty is poor, then whatever we talk about afterwards is not going 
to happen, until we address this primary deficiency.” (Gwyther et  al. 
2018)

However, even amongst this group of very well-informed participants, 
there was still some suggestion of uncertainty around the treatability of 
frailty, this time, from just one of the healthcare policymakers, with their 
willingness for screening for frailty being based on being able to work out 
who not to treat: “So it is good to know which patients they are so we do 
not undertake unnecessary medical interventions” (Gwyther et al. 2018, 
p. 7).

�The Role of Health Psychology Theory

Putting this issue into the language of health psychology theory, address-
ing “outcome expectancies”, or beliefs in the benefits of intervention and 
in the potential to actually have an impact on levels of frailty, is clearly a 
priority for interventions and for healthy lifestyle behaviour change. 
Another important component of positive health behaviour is one’s belief 
in one’s own capacity (or the capacity of one’s organisation) to perform 
the required behaviours, that is, self-efficacy. Examples would be the 
belief in one’s ability to do the prescribed exercise or make the dietary 
changes on the part of the older adults, or to provide appropriate support 
on the part of the health or social care practitioners.

Thus, it was clearly identified that a first task, as an important compo-
nent of any frailty intervention, is to address belief in the possibility that 
frailty can be modified amongst both older adults and intervention pro-
viders. Using health psychology theory enables understanding and devel-
opment of interventions that include such components. For example, a 
Theory of Planned Behaviour (TPB) approach (e.g., Ajzen 1991) would 
suggest that addressing attitudes towards the behaviour, that is, addressing 
the beliefs that a health behaviour will lead to certain outcomes, is one 
important way to have an impact on the intention to engage in a healthy 
behaviour. In our example of frailty, this would be addressing beliefs that 
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a course of action could improve one’s frailty. The TPB would also sug-
gest that subjective norms, our motivation to comply with the views of 
others (e.g., one’s GP, family, peers), would also have an impact and could 
be addressed. Perceived behavioural control is the final component in the 
TPB, which refers to one’s belief or confidence in being able to perform 
the behaviour. This is related to self-efficacy but also to one’s own per-
ceived barriers. Together, the three components have an impact on inten-
tion to perform the health-related behaviour, for example, to do prescribed 
exercises.

Another useful model is the Health Action Process Approach (HAPA – 
Schwarzer 2008). As illustrated in Fig. 7.1, this includes expectancies of 
outcomes contingent on the health behaviour (e.g., beliefs in the 
effectiveness of an intervention for frailty), as well as self-efficacy, but also 
recognises that health behaviour and the development and maintenance of 
new habits and behaviours involve more than just the intention-behaviour 

Fig. 7.1  The health action process approach (Schwarzer 2008)
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link as suggested by the TPB. This model includes both the motivation for 
the behaviour and a volitional phase that includes maintenance self-effi-
cacy, recovery self-efficacy, action planning, and coping planning. Action 
planning involves planning how, where, and when the behaviour will hap-
pen and is involved in the initiation of the behaviour, but coping planning 
is involved in both the initiation and the maintenance, based on the 
assumption that barriers will need to be overcome and coping with set-
backs or reversions to previous behaviour is important. Likewise, mainte-
nance self-efficacy refers to one’s belief in one’s own ability to perform the 
behaviour in an ongoing way, whereas recovery self-efficacy is belief in 
one’s own ability to overcome setbacks or lapses.

Re-conceptualising frailty interventions as “behaviour change” as 
opposed to treatments in which the patient is a passive recipient of a pre-
scription or procedure is an important role for the health psychologists 
involved in such programmes and perhaps requires a shift in mindset for 
medical practitioners used to referring patients for treatments or to writ-
ing prescriptions. Health psychologists are psychology specialists in the 
understanding of health behaviour and of enabling health behaviour 
change, with expertise in determining the sources of health behaviour 
issues such as lack of involvement in interventions or adherence to pro-
grammes or treatments. Specifically, they use theory-based strategies 
developed from research evidence and combine that with service provider 
and user perspectives to design behaviour change interventions appropri-
ate to the user group, the target behaviour, and the healthcare or com-
munity environment, often working alongside medical practitioners. In 
this way, the behaviour required to make the most of the “prescription” 
from a medical practitioner or suggested by research evidence becomes 
more likely to improve health outcomes and have the effect the underly-
ing basic science suggests it should have.

�Research Example 2: Realist Methodology 
and the Context of Interventions

In combination with such background in health psychology, the out-
comes of the array of studies from the FOCUS project were synthesised 

  C. Holland et al.



169

into a Realist Review. This type of review is aimed specifically at deter-
mining what works for whom and in what circumstances (Pawson et al. 
2005). The aim was to produce evidence-based recommendations for 
intervention structures that would contribute to eventual international 
guidelines on frailty intervention (Gwyther et al. 2018; Marcucci et al. 
submitted). A realist process enables us to begin to understand the condi-
tions or circumstances (the context, C) in which an intervention may 
work (or not work)—what are the conditions that may trigger the mech-
anism (M), or the process of how an intervention works, and leads to 
specified outcomes (O). Our study used the reviews of the literature on 
frailty from the FOCUS project to construct Context-Mechanism-
Outcome (CMO) configurations. These theories were then tested out 
with our real-world data. Evidence from both the qualitative and quanti-
tative components was used to support or refute CMOs in order to 
produce recommendations for frailty interventions. An example of a 
CMO theory is provided in Fig. 7.2.

This realist process concluded that initial frailty levels, presence or 
absence of specific deficits, and full person, organisational, and policy 
contexts should be taken into account in intervention design. Importantly, 
it was clear that strategies to enhance the social and psychological aspects 
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(Pre-frail or frail)

Enjoyment
Multi-component 

intervention

Reduction in
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adverse outcomes 

Group
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Context Mechanism Outcome

Fig. 7.2  Example of a Context-Mechanism-Outcome theory based on evidence 
from Gwyther et al. (2018)
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of interventions and overcome environmental barriers should be included 
even in physically focused interventions, in order to improve adherence 
and intervention success. That is, it was clear in this work that strategies 
to improve an individual’s social, environmental, and personal psycho-
logical resilience are just as important as the underlying science of the 
intervention strategy.

�Resilience

The concept of resilience in the context of frailty is often described simply 
in physiological terms. Physiological resilience refers to the loss of reserve 
and the ability of our bodily systems to repair themselves, to respond to 
trauma and infection, and to maintain homoeostasis in bodily systems. 
Some authors (Varadhan et al. 2008) have suggested that this reduced 
capacity to maintain homoeostasis and the consequent increased vulner-
ability to internal and external stressors is due to the critical accumula-
tion of deregulation in important signalling pathways, and others have 
suggested a reduced capacity to compensate for age-related cumulative 
damage at molecular and cellular levels (Clegg et al. 2013). However, as 
we have seen in the chapter on Stress and Immunity in Ageing in this 
volume (Chap. 5), there is an important interaction between the physi-
ological, the psychological, and the environmental in the regulation of 
these systems. Examples from the FOCUS qualitative work illustrate this 
issue. For example, in the meta-synthesis (D’Avanzo et al. 2017) and in 
other sources (Ebrahimi et al. 2012; Ekwall et al. 2012), a clear sense of 
the possibilities of “health despite frailty” emerge. Two contrasting quota-
tions, both from older women who would have been assessed as physi-
cally frail by a medical practitioner illustrate this issue:

There is nothing really wrong with my health, but then I get all these ail-
ments. I have fallen five times and broken my arms and my leg and got a 
hip replacement and broken pelvis and all my ribs, I’ve broken everything, 
in fact. So that’s how I am, my bones are a chaos, but I have no health 
problems just now. (Ekwall et al. 2012, p. 15)
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I had a fall and broke my arm, and that seemed to upset the whole system. 
The pain from the arm wasn’t too bad, but it seemed to upset me. … 
Things just seem different now. (Nicholson et al. 2013, p. 1429)

While the first example illustrates resilience despite obvious physical 
frailty, the second suggests that some frail older adults are in a precarious 
state of depleted resilience in which the next stressor, even if it is not a 
particularly serious one, may “tip them over the edge” (Roland et  al. 
2011, pp.  10–11). The question of what makes for this psychological 
resilience, and what are its implications for quality of life components, 
for example, sense of control, autonomy, self-realisation, and pleasure 
(Hyde et al. 2003), is an important one for us as psychologists, leading us 
to the concept of psychological frailty. Two components of psychological 
frailty that have been considered in the literature are cognitive frailty and 
mood and motivational frailty.

Cognitive Frailty  The definition of cognitive frailty is very similar to 
that for Mild Cognitive Impairment (MCI) but in the context of physical 
frailty. That is, there are clear cognitive deficits that are at the level where 
a person may compensate quite well in everyday life, leading to little 
obvious impairment in activities of daily living (Kelaiditi et  al. 2013). 
Using this commonly accepted definition, there should be no clear signs 
of organic damage (although there may be underlying undetected issues) 
and no dementia, with little cognitive reserve, such that a stressor such as 
an acute illness may result in confusional states. Cognitive frailty is pres-
ent in 22–45% of the people with physical frailty, with Boyle, Buchman, 
Wilson, Leurgans, and Bennett (2010) demonstrating, in a longitudinal 
study, that physical frailty increases the risk of cognitive frailty over time. 
The direction of this relationship is suggestive of a common physical 
cause. While there is plentiful evidence of the relationship between differ-
ent chronic illnesses and cognitive change in older age (e.g., cardiovascu-
lar disease, diabetes, chronic obstructive pulmonary disorders, for a 
review see Holland and Rabbitt 1991), a direct relationship between the 
common physical manifestations of frailty such as sarcopenia (muscle 
wastage) and cognitive symptoms is not well evidenced.
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Mood and Motivational Frailty  Mood and motivational frailty, (feel-
ings of inability to cope or compensate for difficulties, low energy and 
motivation, e.g., for social, physical or self-care activities) is closely related 
to depression, which is common in frailty. The prevalence of significant 
depression is higher in a population of frail older adults than in the gen-
eral age-matched population with an estimate of 4–16% of frail older 
adults aged 60 being depressed compared with 1–5% in the general older 
population (Collard et al. 2014). Prevalence for frail people aged over 75 
is even higher, at 35% (Jürschik et  al. 2012), although studies show 
higher percentages when simple co-morbidity is examined—46–57% 
(Collard et al. 2014). Collard et al. also demonstrated that the prevalence 
of frailty was three times higher in depressed than in non-depressed indi-
viduals after controlling for baseline characteristics such as age and sex. 
The risk of frailty increases longitudinally if depression is present (Chang 
et al. 2010), and the risk of depression is increased longitudinally in those 
who are physically frail or pre-frail at baseline (Feng et  al. 2014) with 
Mezuk et al. (2012) suggesting a bi-directional relationship. Collard et al. 
(2014) carefully separated out some of the overlapping symptoms of 
depression and physical frailty (e.g., feelings of exhaustion and low activ-
ity) and still found a significant association between the two issues. They 
suggested that for some frail older adults, the confluence of depression and 
physical frailty may not be distinct syndromes but may indeed be a single 
construct, underlining the proposal that measures of frailty severity do 
need to include depression severity. This was illustrated by Brown et al. 
(2014), who demonstrated that the severity of individual frailty criteria 
such as slowing of gait speed, reduction in muscle strength, or self-reported 
exhaustion was worse in a depressed as opposed to a non-depressed frail 
group. This severity impact also increased the impact of frailty on out-
comes such as mortality. Importantly, in a review of this relationship 
between frailty and depression, Buigues et al. (2015) cited replicated evi-
dence that the increased prevalence of depressive symptoms in the context 
of frailty is maintained after adjusting for sociodemographic factors, co-
morbidities, and functional disabilities. Thus it seems that the common 
co-existence of depression and frailty is not simply related to potentially 
co-existing factors that may be assumed to reduce reserve and resilience 
and therefore add to the likelihood of depression in the context of frailty.
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Other authors have suggested that psychological frailty, particularly 
factors leading to depression, may be associated with the loss of agency 
and self-efficacy that may come with physical and functional impair-
ments and loss of ability to maintain independently one’s own normal 
activities. This is suggestive of possible mechanisms: those who become 
frail may be doing so because depression is causing them to withdraw 
from daily activities or have a poor nutritional intake and vice versa—
those who are frail may also have difficulty engaging in physical or social 
activities increasing the risk of depression. Likewise anxiety may result 
from increasing functional limitations, but persistent anxiety and stress 
are also risk factors for accumulation of further co-morbidities (see also 
Chap. 5).

However, mood and motivational frailty is described as feelings of 
anxiety and inability to cope with problems in addition to depression, 
experienced in parallel with physical frailty symptoms (Fitten 2015), a 
description that again highlights the concept of an accumulation of defi-
cits that may overwhelm one’s own personal resources and ability to 
cope—that is, psychological resilience.

�Psychological Resilience

Historically, research into adversity has focused on illness and psychopa-
thology despite philosophical and psychological recognition of the human 
capacity for growth as a result of suffering (Calhoun and Tedeschi 2006). 
It is only recently in Western society that adversity has been examined 
from a positive psychological perspective, focusing on the human capac-
ity to achieve optimal levels of health and well-being (Joseph and Linley 
2005; Yu et al. 2014). It is from this paradigm shift towards a positive 
psychological standpoint that the development of growth from adversity 
and subsequent resilience has emerged (Joseph and Linley 2005). 
According to Joseph and Linley (2006), resilience is primarily recognisa-
ble through three components: (1) an enhancement in positive relation-
ships with family and friends, as well as increased levels of compassion 
and empathy towards others; (2) increased levels of internal strength and 
wisdom, with a recognition of limitations and vulnerabilities; and (3) a 
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greater appreciation for everyday life. Furthermore, upon self-reflection, 
the adversity is viewed as a valuable learning experience, with these 
authors proposing that resilience is a response to adversity. The adversity 
can vary from severe events such as cancer, bereavement, disability, and so 
on to lesser problems such as minor injuries or physical and cognitive 
decline and chronic illness (MacLeod et al. 2016). However, the process 
of overcoming adversity and developing resilience is neither linear nor 
definitive (Linley and Joseph 2005), and merely experiencing the adver-
sity is not sufficient to trigger a response. The individual must perceive 
the adversity as an obstacle to overcome (Valdez and Lilly 2014). 
Furthermore, there is no guarantee the response provided to the adversity 
will be a positive resilience-promoting action. For example, focusing on 
negative intrinsic perceptions of life threat, uncontrollability, and help-
lessness is likely to result in maladaptive coping responses that not only 
inhibit the development of resilience but promote negative psychological 
adjustment and psychopathological development (Joseph and Linley 
2005). However, if responses such as positive reinterpretation, adaptive 
coping, and effortful rumination are implemented, the adversity is likely 
to be overcome, resulting in resilience developing (Valdez and Lilly 2014). 
Therefore, by promoting factors associated with positive adaptive coping 
and minimising risk and impact of adversity, the capacity and self-belief 
to overcome adversity in individuals is greater and therefore increases the 
likelihood of developing resilience against stressors (Greenberg 2006). 
Indeed, such principles have been utilised and implemented in child and 
adolescent resilience-building interventions to promote psychological 
well-being such as the Promoting Alternative Thinking Strategies 
(PATHS) curriculum (Greenberg 2006). Whilst improving resilience in 
older adults remains theoretical (MacLeod et al. 2016), the emergence of 
effective resilience-building interventions confirms that resilience can be 
promoted.

As seen above, a prevalent conception is that resilience and frailty are 
polar opposites on the same dimension, that is, to be resilient is to not be 
frail, one cannot be resilient and frail simultaneously. However, as we 
have seen in our qualitative data, this is not only possible but common. 
Kuh (2007) defined resilience as “the capacity for adaptation in the face 
of ever-changing environmental challenges” (p. 719) and separated out 
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the concepts of social and psychological resilience from that of biological 
or physiological resilience. This concept is useful in explaining the differ-
ences between the two frail older women illustrated above (Ekwall et al. 
2012; Nicholson et al. 2013). To conclude that resilience is the absence 
of frailty overlooks the key attribute of resilience which is to regain lost 
mental well-being and physical function and not just maintain current 
capabilities (Herrman et al. 2011). Therefore, in the context of frailty, it 
is more accurate to define resilience as the presence of healthy and adap-
tive behaviour, rather than as the absence of illness, which may act as 
protective factors against further frailty development or against negative 
outcomes of frailty such as depression and poor quality of life.

Thus, a useful way to define resilience would be as the ability to cope 
and adapt despite the presence of frailty (Ebrahimi et al. 2012). Resilience 
despite frailty is a recently developed notion. Research examining this 
link is predominantly theoretical (Luthar and Cicchetti 2007). For exam-
ple, research has indicated that resilience is a key aspect of helping older 
adults adjust to hardships and that it can be promoted by maintaining 
strong social ties and good mental and physical health (Wells 2012). 
Despite this, the application of theory in practice is scarce (Luthar and 
Cicchetti 2007; MacLeod et  al. 2016), which means that evidence on 
interventions to promote resilience as opposed to reduce or prevent frailty 
is very limited. Furthermore, the long-term benefits of maintaining high 
resilience in relation to frailty are yet to be fully researched. For example, 
does high resilience reduce or prevent further frailty? Are prognostic out-
comes of frailty improved if resilience is high? And can resilience be 
promoted in older adults who are already frail despite consistent conclu-
sions in research highlighting the importance of early intervention?

�Research Focus 3: Strategies to Prevent or Respond 
to Frailty

In our meta-synthesis on stakeholders’ views and experiences (D’Avanzo 
et al. 2017), a second theme identified was people’s strategies to prevent 
or respond to frailty. Adaptive coping was very apparent, with people 
describing their natural Selective Optimisation and Compensation 
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(SOC) strategies (Baltes 1997). Baltes and Baltes (1990) used the con-
cept of resilience to suggest a definition of “successful” ageing which 
consisted of a positive balance between gains and losses such that they 
not only coped with declines, for example, using compensatory strate-
gies and selective optimisation, but that they also continued to develop 
themselves in different ways.

The response to losses, deficits, or functional impairment, rather than 
the loss itself, is indicated as what makes the difference between people 
who manage to maintain well-being and those who struggle. Baltes 
(1997) suggested “loss based selection” as a way to explain how individu-
als maximise their potential gains and minimise potential losses by adap-
tive selection of goals and optimisation of their route towards these 
selected goals. It was apparent in our qualitative data that this involved a 
degree of acceptance—people were selecting what they judged to be 
changeable and unchangeable and focusing on what they could control 
and also on their goals. For one woman with visual and mobility impair-
ments cited by Hjaltadottir and Gustafsdottir (2007), goals clearly 
included maintenance of lifelong personal development, in the context of 
acceptance of limitations: “If you learn to accept things as they are, use 
the time that otherwise would be empty and listen to tapes, then you can 
go on learning until you die” (p. 52).

There were examples of personal strategies to “keep frailty at a dis-
tance” (Horder et al. 2013) but also examples of how the frail older per-
son maintained personal control and self-efficacy in the context of having 
to accept help from formal and informal care providers, such as for one 
man who could no longer tend his own garden:

Well, that’s difficult for me (working in the garden) so I’m now training a 
whole lot of junior gardeners. You’ll be surprised, I’m training Jackie and 
anybody that comes now who’s not a gardener; I’m training a whole new 
generation, because you see I have to remember every day. (Nicholson et al. 
2013, p. 1177)

To many older adults, keeping frailty at a distance involved keeping a 
harmony or balance in everyday life, with keeping a routine and keeping 
social connections seen as important components of resilience, as this 
woman illustrates in her appreciation of her ability to be connected:
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It’s a matter of luck that I can still do so much, that my mind is still clear, 
that I can say something, that I can talk to them (caregivers). … I can chat 
with my children about the weather, about what’s going on in the world. 
… I can take part in things, to a certain extent! (Claassens et  al. 2014, 
p. 165)

These examples underline the concepts of SOC, but also of resilience 
that includes acceptance as well as maintenance of control. Other exam-
ples show clear strategic planning both to compensate and to reduce fur-
ther stressors, such as by sticking to routines and habits and to use 
whatever resources are available to maintain well-being. As De Alfieri and 
Borgogni (2010) commented, “resilience can be described by viewing 
constant competence under stress, recovery from a dramatic event, favor-
able outcomes regardless of high risk status, and ability to build and 
increase the capacity for learning and adaptation” (p. 602). Crucial to 
this discussion is the issue of whether resilience is a stable personality trait 
or whether it is adaptable, learnt, context dependent, and/or modifiable. 
Our evidence suggests that coping strategies are an important compo-
nent of resilience and that finding ways to maintain autonomy may be a 
potential mechanism for improving the outcomes of frailty. White et al. 
(2010) reported that depression, satisfaction with life, and functional 
independence were correlated with resilience, while other writers have 
described resilience as consisting of internal personal assets and external 
or social assets (e.g., Staudinger et al. 1993), leading to the suggestion of 
various avenues to use to examine just how much resilience can be sup-
ported or developed. Importantly, to enable this, we need good measures 
of resilience, with significant progress made in developing measures spe-
cifically for use with older populations (e.g., van Abbema et al. 2015).

�Conclusion

The concepts of resilience and frailty cannot be seen as entirely opposite 
ends of a state of balance, or health, given clear evidence of resilience 
despite frailty. The construct of resilience seems to consist of both inter-
nal and external assets, leading us to link it to the recommendations from 
the realist synthesis of outcomes of the FOCUS studies. There we found 
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indications that social, psychological, environmental, and organisational 
support is necessary for the success of interventions for frailty. The neces-
sity of including theory-based intervention design concepts, such as 
addressing maintenance, self-efficacy, coping, or outcome expectancies 
can also be seen as supporting and developing resilience. In conclusion, 
interventions that address resilience as well as directly aim to address 
physiological and/or cognitive frailty are likely to have more success.
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Co-creating Home and Community: 

Building Partnerships to Support Older 
Adults to Age-Well-in-Place

Judith Sixsmith, Mei Lan Fang, and Sarah Canham

�Introduction

The provision of home and community supports can enable people to suc-
cessfully age-in-place by supporting physical and mental health, social partici-
pation and independence, autonomy, and choice. One challenge to achieving 
positive ageing in place concerns the integration of place-based supports in 
the home and community environment as older adults transition into new 
homes. Sustainable solutions within a strong theoretical basis are needed; and 
in this case example, ageing in place and community psychology principles 
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and values guide the implementation of this project with the full involvement 
of local communities, service organisations, and older adults themselves. 
Here, the diversity of older adults, their needs, wishes, and the ways in which 
they construct meaning in places are prioritised. Since partnership building is 
an important component of this process, we demonstrate in this chapter how 
shared interests and common goals of multiple stakeholder groups were 
enabled which built solidarity between partners as well as generated synergis-
tic outcomes.

This chapter details the intricacies of developing partnerships with 
low-income older adults, local service providers (including property 
developers and property managers), and a housing society in the context 
of a Canadian housing redevelopment for older adults. We describe the 
partnership-building process which progressed through a series of steer-
ing committee meetings, interviews, photo-tours, deliberative dialogue 
workshops, community mapping workshops, a community ‘walk along’ 
session, and a feedback forum. The overarching aims of the research were 
to: (1) understand the challenges and opportunities experienced by older 
adults, service providers, and housing providers during the redevelop-
ment; (2) identify how service providers and housing providers could 
best deliver age-friendly services and resources; and (3) determine actions 
that could be made to meet the needs of service providers and housing 
providers in order to help them better serve older adults. The research was 
conducted with the goal of co-creating equitable, meaningful housing 
solutions with older adults transitioning into affordable housing.

�Ageing, Place, and Transitions

Past research has indicated the importance of place for older adults, par-
ticularly the home and community environment. Several studies have 
described how various aspects of wellbeing, including individual subjec-
tive experiences of wellbeing, social or relational and community wellbe-
ing are influenced by the connection between people and the places 
which make up the matrix of their lives (Devine-Wright and Lyons 1997; 
Dixon and Durrheim 2000; Proshansky et al. 1983; Relph 1976; Sixsmith 
1986; Tuan 1977; Twigger-Ross and Uzzell 1996). This early body of 
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work has highlighted the complexity of the person-place relationship and 
paved the way for research on two mutually constituted theoretical 
understandings of older adults in place: ageing in place and sense of place.

The notion of ageing in place, a strong driver for articulating housing 
policy for older adults, is built on the knowledge that older adults would 
prefer to live in their own homes in communities of familiarity and is 
underpinned by the assumption that ageing in place is a positive experi-
ence. However, while ageing in place can operate as a positive force in the 
lives of some older adults, for others it can be inappropriate (Sixsmith and 
Sixsmith 2008). This may be especially so for older adults whose homes 
are difficult or expensive to upkeep and need modifications as their func-
tional abilities decline (Hwang et al. 2011). Ageing in place is also difficult 
to sustain when the local community no longer serves the psychosocial, 
environmental, or service needs and desires of older adults (Woolrych and 
Sixsmith 2018). For example, gentrification and urban renewal efforts can 
create situations whereby older adults are priced out of their communities, 
along with local health and social care services as popular of out-of-town 
corporations replace local shops. In such cases, contemporary urban cities 
can be viewed as ‘unfriendly’ or even ‘hostile’ to older adults, acting as a 
barrier to accessing social, economic, and civic opportunities (Scharf et al. 
2005). Such unfriendliness can discourage active ageing, putting older 
adults at risk of isolation and loneliness (Buffel and Phillipson 2012). In 
response to this, the ‘age-friendly cities’ and subsequent ‘age-friendly com-
munities’ agendas have developed to encourage active ageing (Davies and 
Kelly 2014). The age-friendly cities agenda has called for inclusive design 
enabling people of all ages to participate in communities and cities which 
thoughtfully cater to their needs. This involves enabling connections to 
people who are important to them, keeping as active and healthy as pos-
sible, and enjoying positive wellbeing even into very old ages. In this 
respect, the World Health Organisation (WHO 2007) age-friendly guide 
presents a framework of eight domains of age-friendliness: the built envi-
ronment, transport, housing, social participation, respect and social inclu-
sion, civic participation and employment, communication, and 
community support and health services. In working towards age-friendly 
environments, best practice guidelines have been developed to support a 
range of age-friendly features including walkability, housing conditions, 
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and the design of inclusive outdoor spaces (Housing our Ageing 
Population: Plan for Implementation- HAPPI2 2012; Inclusive Design 
For Getting Outdoors-IDGO 2012). Through such design, it may be pos-
sible, as Golant (2015) has suggested, to strive for ‘ageing in the right 
place’. This emphasises the fit between people and place, recognising that, 
as Oswald and Wahl (2003) argue, the accumulated experiences of home 
and community are particularly important as a person ages.

Nevertheless, simply changing the physical fabric of homes and com-
munities is not sufficient to create age-inclusive environments, especially 
when places hold strong social, psychological, and emotional meanings 
and bonds for people (Manzo and Perkins 2006). Memories, social expe-
riences, learnt routines, and habits all contribute to the ways persons 
relate to their local community and develop a sense of place belonging. A 
strong sense of place results from having access to supports for active 
participation and opportunities to build and sustain social networks and 
assume meaningful roles in the community (Seamon 2014). In contrast, 
a feeling of displacement or ‘placelessness’ (Relph 1976) is associated 
with alienation, isolation, and loneliness, often resulting in adverse health 
and wellbeing outcomes, particularly amongst vulnerable older adults 
(Lewicka 2013). This suggests that the creation of age-friendly urban 
environments that support sense of place is integral to successful ageing, 
ensuring that older adults can continue to make a positive contribution 
in old age, delaying the need for institutional care and reducing health 
and social care cost.

In attempting to prevent the problems associated with dislocation of 
place in later life (Sixsmith et al. 2018), it is advisable for those concerned 
with the social participation, health, and wellbeing of older adults to 
work in partnership with older adults so that their experiences of living 
in place and past relocations are taken into account. Partnering with 
older adults can help planners, architects, and other involved profession-
als to build places and communities that are inclusive, age-friendly, and 
supportive of health and wellbeing (Sixsmith et al. 2017). Working with 
older adults in collaborative partnership is more intensive than simply 
collecting data from older adults to inform decisions. Instead, working in 
partnership places older adults in decision-making roles and enables their 
voices to be heard. However, involvement can happen in very many 
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different ways, following different principles, processes, and practices. In 
one recent example described later in this chapter, partnership working 
with older adults occurred during the redevelopment of a housing project 
for older, low-income adults, which occurred in parallel to a research 
project. A community psychology basis guided the research principles, 
processes, and practices so that issues of social justice and equity were 
forefronted. Thus, the research prioritised a social justice agenda, chal-
lenging status quo notions of how age-friendly places are constructed and 
emphasising the need to make a positive difference to the lives of more 
marginalised, low-income older adults. Below we discuss the key princi-
ples of community psychology, actualised in Community-Based 
Participatory approach, that guided this work and trace how they played 
a key part in shaping the research, the partnership process, and develop-
ment practices through a case study of low-income older adults caught in 
a forced relocation situation.

�The Approach: Community Psychology 
and Community-Based Participatory Research

The project’s Community-Based Participatory Research (CBPR) 
approach, described more fully by Fang et al., was underpinned by the 
principles, assumptions, and values of community psychology. 
Community psychology offered an appropriate framing for this work 
since the issue of housing for older adults inherently involves (1) a ground-
ing in community and because the work would contribute to the (2) pro-
duction of social and individual change, (3) requiring the inclusion of the 
voice of low-income older people who are often marginalised within social 
systems. Community psychology can be understood as founded on a 
series of key interlinked principles (see Campbell and Murray 2004; 
Kagan et al. 2011): social justice, equity, conscientiousization, participa-
tion and collaboration, attention to power dynamics, and a plurality of 
thought and action based on viewing social (or wicked, see Peters 2017) 
problems as holistic, complex, and almost intractable problems, needing 
cross-disciplinary intersectoral (i.e., transdisciplinary, Boger et  al. 2017; 
Grigorovic et al. 2018) reasoning and solutions. This positions community  

  Co-creating Home and Community: Building Partnerships… 



194

psychology and CBPR in similar intellectual spaces, whereby Participatory 
Action Research (PAR), as Fals Borda (1991, 2008) points out, is con-
cerned with co-producing social, cultural, and political change, and 
rejecting the normative objective research stance for an understanding of 
social phenomena which is driven by historical learning, current context, 
and a concern for social justice. It is this politicisation of research which 
separates community psychology, linked with CBPR, from more estab-
lished routes to ‘doing’ psychology in ways which are explicitly more 
activist in nature. Here, the raising of consciousness of marginalised peo-
ple, as well as those in positions of power, produced through the research 
process itself is important. Raising conscious understanding of the power 
structures which hold people in positions of disadvantage enables the con-
frontation of, often hidden, inequalities and can result in a legacy of social 
change not just targeted on current social issues but feeding forward to 
further instances where the status quo and new orders of oppression can 
be challenged. These issues of social justice, diversity and equity, conscien-
tiousization (Freire 1968), challenging current social orders in order to 
produce social change and a legacy for social change are explored in the 
following case study.

�The Research Context

The City of Richmond, in British Columbia, Canada is faced with the 
problem of high housing costs that older, low-income adults struggle to 
afford. In 2005, members of a housing society, whose primary mandate 
is the provision of low-cost housing for older adults, raised concerns 
about the age and quality of one of their housing blocks, a five-acre site 
built in the 1960s, which consisted of 122 units (24 wooden construc-
tion cottages and 98 bachelor suites in a community of 3-story apartment 
buildings). These units were rented to low-income older adults (aged 60+ 
years) for independent living at approximately CAN $350 per month. 
Over time, the safety and liveability in these units became a concern, 
owing to progressive deterioration of the structures. Indeed, one tenant 
sustained serious injuries after having fallen through rotten flooring.

  J. Sixsmith et al.



195

By 2010, the housing society partnered with the municipal govern-
ment to sell two-thirds of their land to a property developer, generating 
enough capital to redevelop the land on which the low-rises were located. 
Though tenants of these units were given priority to relocate into the 
redeveloped housing, they were forced into this situation, many not 
wanting to move, and they were required to secure their own alternative 
housing during the rebuild. To alleviate hardship, the housing society 
helped tenants find new housing, subsidised rents during the construc-
tion period, and provided moving support into the new build. Forty of 
the 152 tenants from the low-rises relocated into the new build. The new 
build, designed to support tenants’ wellbeing and social connectedness, is 
made up of two 16-story concrete structure towers, totalling 296 one-
bedroom units, inclusive of two units designated for two full-time, live-
in, multilingual caretakers. Tenants moved into the first tower in March 
2015 and the second tower in August 2015.

To ensure that the redevelopment and rehousing of older adults from 
the low-rises into the new build was completed sensitively and with a 
remit to involve the voices of older adults, a team of university researchers 
were invited by the city to be community partners. This partnership was 
created to: (1) capture sense of place as experienced by the tenants; (2) 
understand the lived experiences of older adults to inform the provision 
and programming of effective formal and informal supports within the 
development; and (3) develop practical guidelines and recommendations 
for supporting the place-based needs of older adults. This presented an 
opportunity to use a CBPR approach to document the nuanced mean-
ings of place, identity, and attachment to and detachment from place 
from the perspective of a sample of low-income, older adults. Moreover, 
the research sought to (1) highlight issues of diversity and (in)equity con-
cerning the identity and lives of low-income older adults, (2) identify and 
challenge power relations in the partnership and development process, 
and (3) challenge existing visions of low-income housing development, 
certainly concerning how decisions are made and who inputs to those 
decisions.

Consequently, low-income older adults were positioned as partners in 
the redevelopment partnership group to enable their concerns about sen-
sitivity to income disadvantage, cultural understandings of their everyday 
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life, support for relocation, and fairness in redistribution of housing to be 
heard. These issues were extremely important as the older relocated popu-
lation and hence research participants were a diverse sample of younger 
and older old adults, 70% Chinese and 30% European, and varied across 
gender and household composition (with some living alone, others with 
spouses, and some in larger family groups). The research spanned a three-
year period and brought together academics, older adults, city govern-
ment personnel, property developers, property managers, service 
providers, and staff from community organisations. The ways in which a 
community psychology and CBPR worked to challenge the status quo 
and to raise consciousness of equity and diversity issues in the relocation 
process, as well as move towards positive social change, are analysed in a 
case study of forced relocation.

�A Case Study of Forced Relocation

The initial problem for researchers involved the creation of space for 
those who have less societal power to voice their concerns, prioritise 
important issues, and influence a project which affects them. This meant 
that researchers worked with tenants pre-move (but post knowledge of 
relocation) to build trust and ensure they understood their potential role 
in the production of new housing and had the knowledge and tools to 
communicate effectively with property developers, property managers, 
service providers, and other professional stakeholders. There were also 
huge efforts to manage conflict and to enlighten professionals about the 
value of older people’s involvement. Thus, the team strove to develop an 
open attitude to the research and to the development both in terms of the 
style and focus of meetings and by highlighting issues of equity, power, 
and oppression through the use of participatory methods.

From the outset of the research, a steering committee partnership was 
created, involving a diverse group of stakeholders who had a vested inter-
est in the wellbeing of tenants and the redevelopment process. 
Representation from community-based older adults on the steering com-
mittee provided the opportunity for their voices to be integrally involved 
in the project. In addition, community-based research events were hosted, 
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reaching out to the wide range of older tenants of the low-rise apartments 
and the new build. The events were specifically designed to inform resi-
dents about their situation, to gain their perspectives, worries, and dis-
quiet with the relocation processes and to help them explore what they 
wanted to achieve through the forced relocation process. In terms of 
community psychology, the researchers positioned themselves as facilita-
tors of voice, while simultaneously raising awareness of the potential for 
tenant power to positively impact the new build in ways which could 
promote the development of age-friendly living spaces.

During this initial period, information (i.e., lay summaries) about the 
research was made available in multiple formats (hard copy and emails) 
and languages (English and Chinese) so tenants could begin to under-
stand and participate in the research processes. As tenant engagement 
progressed and more formal points in the research project were reached, 
data were collected from tenants through a range of participatory meth-
ods designed to enable them to articulate their experiences of transition-
ing from the low-rises to the new build. The research involved the use of 
in-depth interviews (Legard et al. 2003), photovoice (Wang and Burris 
1997) which transformed into a ‘photo-tour’, community mapping 
workshops (Fang et al. 2016), a community walk along (Fang et al. 2016) 
and feedback forums (Fang et al. 2017b). In addition, a series of four 
deliberative dialogue workshops (Canham et  al. 2017; Sixsmith et  al. 
2017) were conducted with community stakeholders, each building on 
the interview and photo-tour findings and specifically organised to 
ensure stakeholder buy-in to the community mapping workshops and 
the walk along. This constituted an important staged approach (Fang & 
Place-making with Seniors SFU Research Team 2017) to the research 
which actualised a plurality of ways of expressing voice and faced all 
stakeholders with negotiating a network of power relations such that the 
new build could better fit not just older people’s needs, but improve 
their health, wellbeing and quality of life.

With multilingual researchers who could converse in English, 
Mandarin, and Cantonese, older English-speaking and Chinese adults 
were able to share their stories about their lives, their histories, and the 
requirements of spaces and services to facilitate age-friendly living accom-
modation. The ways in which tenant participants and steering group 
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partners were engaged in the research is detailed in Table 8.1, along with 
trajectory of data collection pre- and post-relocation. The role of com-
munity psychology in shaping the partnership and the information gar-
nered to support the new build development are subject to the analysis in 
Table 8.1.

Steering Committee Meetings (Pre- and Post-relocation)  Steering com-
mittee meetings were held bimonthly prior to the relocation into the new 
build, though less frequently post-relocation. Two representatives from 
the housing society, who were themselves older adults and whose families 
lived in the old apartments (and subsequently the new build), served as 
tenant representatives on the committee alongside city personnel and 
planners, property developers, property managers, services providers, and 
researchers. The researchers organised and chaired these meetings, pro-
vided status updates on the progress of the research, and presented key 
issues arising from the data collected and engagement with the broad 
tenant community. By positioning researchers to lead the meetings, 
meetings were discussion-based rather than simply process and progress 
oriented. This meant that wider issues such as understanding the hetero-
geneity of the tenant population and the historical (including personal 
histories of relocation) and social context of the community were high-
lighted thus providing important context for decision making. This pro-

Table 8.1  CBPR data collection methods used in the research

Method Pre-relocation Post-relocation Participants

In-depth interviews 25 – Tenants
Photo-tours 16 – Tenants
Deliberative 

dialogue sessions
 N = 4: 24 

people in each 
session

– Professional 
stakeholders

Feedback forums – N = 2: 45–50 
people in each 
forum

Tenants

Community 
mapping 
workshops

– N = 4: 30–35 
people in each 
workshop

Tenants and 
professional 
stakeholders

Community walk 
along

– N = 1: 25–30 
people

Tenants and 
professional 
stakeholders
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duced a discursive space which co-produced knowledge across researchers, 
older people, and the involved professionals, whilst raising awareness of 
the wider issues of social inclusion faced by tenants.

Despite excitement about the project amongst committee members, 
the initial meetings were fraught with relationship challenges (Fang & 
Place-making with Seniors SFU Research Team 2017). For example, 
some committee members used discriminatory language when talking 
about culturally diverse groups, particularly persons of Chinese heritage. 
In one instance, it was suggested that certain cultural groups were wealthy 
and have displaced white Canadians from their communities. These sen-
timents created tension with the researchers and those committee mem-
bers deriving from various ethnic backgrounds. To manage this situation, 
the research team devised a strategy of acknowledging racist comments 
but repositioning them within discourse of socially acceptability while 
redirecting discussions around how to achieve shared goals. This tactic 
proved successful as problematic language reduced as the research 
progressed.

Intergenerational challenges were also encountered as some of the 
researchers and other committee members were young professionals, 
while the tenant representatives were older. These age and generational 
differences were expressed in differential understandings of political cor-
rectness (e.g., correct terms for identifying ethno-cultural groups) and 
appropriate behaviours and mannerisms (e.g., ways in which partners 
spoke and interacted with one another in situations where there are dis-
agreements) during committee meetings. By identifying and discussing 
such instances, committee members gradually began to share a common 
framework of communication and respect. This produced a more com-
fortable space in which the older tenant representatives felt able to con-
tribute effectively to meetings. It was clear that their initial scepticism 
transformed into respectful requests for information and a sense of joint 
ownership. Ultimately, the ‘them vs. us’ attitude became diluted. This is 
an important consideration for community psychological work, that is, 
to actively identify and strategize to resolve power imbalances which are 
codified in language and reintroduce mutually beneficial communication 
styles.
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Another challenge revolved around perceptions of the research goals 
and the researchers’ roles (Fang & Place-making with Seniors SFU 
Research Team 2017). In terms of community psychology, it is important 
to ensure that the expectations of all stakeholders are raised and jointly 
constituted; without that, the chances of unmet expectations can derail 
chances of achieving positive research outcomes and social change. As the 
research progressed, it was evident that the tenant representatives devel-
oped an unanticipated expectation that the research team would secure 
and deliver services and programmes in the new build. This conflicted 
with the research team’s expectation that their key role was to enable ten-
ant voice in the process through collecting and reporting on information 
that could inform service delivery. Again, a direct approach was taken to 
resolve this situation by discussing different stakeholder roles, clarifying 
the roles and responsibilities of the researchers during committee meet-
ings. Once the conflicting opinions were detected, they were immedi-
ately and directly addressed in an open discussion, enabling all parties to 
voice their opinions. This method of partnership working resulted in an 
improved understanding of each partner’s role and of the partnership 
itself. Here, the notion of plurality of views was adopted within the com-
mittee and the equal rights of all to challenge those views were 
promoted.

Difficulties were also experienced when co-creating the research proj-
ect with the property developers (Fang & Place-making with Seniors 
SFU Research Team 2017). The disciplinary background and focus of the 
property developer prioritised the environment in its built form, which, 
at times, conflicted with the research agenda to focus on understanding 
and creating supportive community and social environments for older 
adults (Fang et al. 2018b). The property developers prioritised making 
money and creating inexpensive housing units because, for them, the 
build was about creating cheap, affordable housing. The researchers and 
older tenant representatives challenged the developers’ focus on cutting 
costs. Despite attempting to resolve this issue through individual discus-
sions (between the city and property developers) and in committee 
meetings (between researchers, the city and property developers), the 
bottom line revolved around cost cutting. Consequently, post-relocation, 
tenants complained about the cheap appliances and light bulbs in their 
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units which constantly needed replacing. Replacing light bulbs consti-
tuted a danger to tenants who needed to climb steps or stand on a chair 
to replace them. The property developers failed to grasp that the develop-
ment of buildings and home environments for older adults requires 
thoughtful consideration of health and safety issues.

Partnership difficulties between the property managers and the tenant 
representatives also emerged (Fang & Place-making with Seniors SFU 
Research Team 2017). The primary goal of the property managers was to 
successfully occupy the new apartments with tenants who met eligibility 
criteria: aged 60+ years and low income (i.e., less than CAN $38,000 a 
year and CAN $250,000 in assets) (Fang et al. 2018b). Having limited 
experience of working with culturally diverse, low-income older adults 
on a day-to day-basis, the engagement approach of the property manag-
ers often lacked sensitivity to tenant age, ethnicity, and socioeconomic 
status. For example, during a public forum event, convened as a question 
and answer session for the tenants, property managers were dismissive of 
questions, shouted down the tenant’s comments, and made little effort to 
understand the concerns of tenants with limited English language skill 
(Fang et al. 2017a). To address this challenge, the researchers raised sen-
sitivity awareness issues in committee meetings in an open and respectful 
manner. Alongside this, findings from the research were presented in 
meetings. Interestingly, stories of relocation were very powerful in chal-
lenging dismissive attitudes or limited knowledge and enabled the older 
tenant representatives to challenge such attitudes themselves in ways 
which drew on the findings themselves. This produced an atmosphere of 
learning and discussion rather than outright conflict.

In spite of these partnership challenges, being part of a transdisci-
plinary and cross-sectoral partnership (Boger et al. 2017) offered partners 
a number of opportunities. The older tenant representatives who occu-
pied senior, leadership roles reaped the social benefit of improving hous-
ing conditions for tenants. For the housing provider, the partnership 
resulted in a unique and rewarding opportunity to learn from the research 
findings about how older adults create a sense of place and achieve a good 
quality of life in affordable housing units. For the property developers, 
the partnership offered opportunities to inform how the new build would 
be received by tenants and how they would use the shared amenity spaces. 
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Findings from the research enabled a better understanding of how the 
structural elements in the new build would be used to facilitate social 
participation amongst tenants. Finally, the property managers gained 
important skills and knowledge to overcome communication difficulties 
and build stronger relationships with tenants. By the conclusion of the 
research, city personnel, the housing provider, property developers, and 
property managers all expressed appreciation for the perspectives of the 
tenant representatives and the research findings, which have reportedly 
helped co-create meaningful housing solutions for older adults who are 
transitioning into affordable housing.

�Building Partnerships Through Participatory 
Methods: Equity, Power, and Oppression

The committee was not the only vehicle through which the community 
psychology and CBPR approach integrally impacted the development 
project. The design and use of a range of participatory methods also con-
tributed strongly to this by feeding into the shared visioning process and 
enabling shared aims and co-created solutions to emerge. These were: 
in-depth interviews, photo-tours, deliberative dialogues, community 
mapping workshops, a community walk along, and feedback forums. 
The role of community psychology in supporting the development of 
strong partnership working is described below.

In-depth Interviews Input to Partnership Working (Pre-relocation)  Prior 
to moving into the two new builds, most tenants were eager to talk about 
their situation because of the stressful nature of the upcoming relocation 
(Fang et al. 2015). Work with the senior’s centre (local to tenants) and 
talking informally with a range of tenants about the research, its purpose, 
and transformative potential gave rise to the initial interview schedules 
and supported an open recruitment strategy. Researchers emphasised the 
notion of research for future benefit, concern for tenants’ situation and 
‘enabling voice’. The semi-structured, in-depth interviews promoted dis-
cussions of participants’ housing situation as well as their social positions,  
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identities, and previous transitioning experiences (e.g., from China to 
Canada) (Fang et al. 2018a). This allowed for a more holistic understand-
ing of participants’ relocation experiences, including how they felt within 
a bureaucratic system which imposed change and how they sought to 
make sense of and challenge this. Finally, interviews exposed the service 
and amenity landscape required to support them now and in the future. 
Interview data were thematically analysed by the research team and pre-
sented to the steering committee, ensuring that tenant voices were ever-
present during decision-making sessions. Interview findings were critical 
to partnership building as these data reminded all committee members to 
remain focused on the tenants (Fang et  al. 2015). For example, when 
aesthetic considerations dominated discussion of the shared amenity 
space in the new build, tenant requirements for social connectedness 
were introduced, led by the older representatives, and discussions ensued 
about how space could be organised to reflect this. Aesthetic notions were 
then recast into designing the space to encourage social connectedness. 
More importantly, research findings informed the development of a ten-
ant social committee that organises social activities in the new build. In 
this way, the research supported current tenants to forward think in terms 
of a legacy for future social change.

While interviews were an effective data collection tool for some older 
participants who were reflective and articulate about their lives, other less 
verbal older participants were enabled to share their experiences of place 
and relocation through visual means. This ensured a more inclusive voice 
to be heard by professional stakeholders.

Photo-Tour, Partnership Building, and the Inclusion of Older Adults 
(Pre-relocation)  Capturing visual images of home and community 
enabled older tenants to transmit meanings through their own data cap-
ture (Pink 2013; Mountian et al. 2011). Photovoice is a visual method 
(Wang and Burris 1997) used to explore personal experiences of a phe-
nomenon while handing the power of voice to participants themselves. 
Photovoice is usually undertaken by individuals who independently 
take photographs of situations, people, and places that are meaningful 
and then select photographs to discuss during an interview. However, 
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several older participants felt uncertain of their ability to collect these 
data, never having undertaken such a task before. To accommodate 
these concerns, on discussion with senior centre tenants and researchers, 
the photovoice technique was amended into a ‘photo-tour’ whereby the 
tenant participants led the researchers around their community, select-
ing photograph locations while simultaneously narrating why specific 
places held meaning to them. The researchers audio-recorded these nar-
rations in situ and later transcribed these verbatim. The photo-tours not 
only provided participants with a creative activity but also helped gener-
ate important topics of conversation. Participants produced data on 
their own terms and explained their choices ‘in the moment’, thus not 
requiring a later act of memorisation when revisiting the photos to 
describe them to the researcher. This flexibility of method, driven by 
participant need, highlights the possibility of a community and partici-
patory approach to think differently about the construction, quality, 
and value of data, rather than following a preset methodological recipe. 
For the tenants, photo-tours provided a way to visually portray experi-
ences and discuss personal knowledge about issues that did not emerge 
in interviews. For example, the importance of pets as family members 
(see Fig. 8.1) and the ability to play or listen to music (see Fig. 8.2) as 
ways of maintaining wellbeing and community connection were clearly 
articulated during photo-tours. The visibility and immediacy of the 

Fig. 8.1  The importance of pets for wellbeing and community connection
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photographs occupied a really interesting space in committee meetings 
and decision-making. On seeing and hearing about the importance of 
pets, especially for people without family, and the necessity for local 
social connectedness for those with mobility problems, the design pro-
fessionals re-thought space use and building mangers changed the new 
build rules regarding pets. Here, the reality of lives constrained by lack 
of finances and social engagements were brought into focus and trans-
formed into notions of liveability in the city. As such, notions of the 
right to a good life for all began to infiltrate collective thinking.

Data co-creation through the photo-tours involved a rich personal ana-
lytical process which transformed into the development of a social analyti-
cal framework. An unexpected benefit of this technique was the extent to 
which the storied use of photographs encouraged participants to identify 
new issues to discuss and foreground aspects of their lives they were proud 
of, further generating an awareness of their personal agency. However, the 
difficulties of using this method were also evident as some participants 
were uncomfortable, anxious, or inhibited in taking photographs.

Fig. 8.2  The importance of music for wellbeing and community connection
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Deliberative Dialogue as an Inclusive Partnership-Building Mechanism 
(Pre-relocation)  Deliberative dialogue is a method for generating 
thoughtful discussion, providing an opportunity for concurrently gener-
ating and analysing data, engaging participants and synthesising evidence 
with the end goal of establishing a set of actionable items (Plamondon 
et al. 2015). As such, the notion of co-producing social change is directly 
built into the methods and this differs from other public discourse tech-
niques such as debating, negotiating, ideas mapping, and generating con-
sensus (Kingston 2005; Battersby et  al. 2017). Deliberative dialogue 
sessions were designed and organised to create a collective platform for 
property managers, property developers, local service providers, and rep-
resentatives from the municipal government to share diverse perspectives 
and develop potential solutions for creating socially engaging spaces in 
the new build (see Canham et al. 2017). The dialogue sessions were criti-
cal to bringing together professionals who had not previously worked 
together. The initial aim of the sessions was to develop a shared under-
standing of the problem area, taking into account different perspectives, 
reflective of an appreciative inquiry approach (Cooperrider and Whitney 
2001). This approach began by exposing and valuing other dialogue par-
ticipants’ expertise and integrating findings from the interviews and 
photo-tours. Workshop participants then began working towards poten-
tial workable solutions. With its focus on change, appreciative inquiry fit 
well as a deliberative dialogue mechanism as participants proposed ways 
in which physical, health, leisure, and housing environments can better 
support tenants in the new build. Deliberative dialogue sessions were 
transcribed for analysis by the research team.

The focus on exposing and valuing expertise meant that the delibera-
tive dialogue workshops helped to cement partnership relationships as 
people came to understand gaps in their own knowledge that other pro-
fessionals could inform. However, difficulties were experienced in sup-
porting professionals (who were secure in their own expertise) to transcend 
the boundaries of their various knowledge bases, especially when taken-
for-granted knowledge was cast into doubt or one’s own expertise was 
perceived to be of lesser value. For example, some participants were per-
ceived as more knowledgeable or powerful than others, which meant that 
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some participants deferred to others, a problem identified by Anyan 
(2013). With researchers’ careful facilitation, active listening, reiteration 
of the expertise participants held, and reinforcement that all perspectives 
were equally valued, more trusting and open attitudes developed although 
it was observed that, in times of disagreement, dominant voices were 
more listened to, suggesting existing hierarchies and power relations had 
not been dissolved, rather they had merely been backgrounded.

In terms of producing social change, the dialogues generated possible 
directions for effective use of shared community spaces in the new build. 
However, specific actionable solutions were not forthcoming (Canham 
et al. 2017), perhaps because of the intransigent hierarchies and lack of 
tenant’s voices in the workshops (an intentional decision to equally value 
diverse professional voices). For instance, a central challenge identified by 
workshop participants was the lack of financial resources to implement 
and sustain on-site services and supports. Though solutions were offered 
(e.g., developing a voluntary tenants’ board and fundraising to hire a 
programme coordinator), no workshop participants made a commitment 
to solve this challenge. Instead, the onus was placed on the researchers to 
take action, which was neither feasible nor appropriate. What would have 
enhanced this deliberative dialogue method is the addition of an ‘account-
ability’ feature by which service professionals ‘pledge’ to carry out an 
action at the end of the workshop (McCoy and Scully 2002).

Community Mapping (Post-relocation)  Participatory mapping is a 
map-making process that aims to create a visible display of people, places, 
and experiences (Corbett 2009). This collaborative approach is action 
oriented and is used to ‘enable local people to share, enhance and analyse 
their knowledge of life and conditions to plan and act’ (Chambers 1994, 
p. 953). Participatory mapping can be used to generate understandings 
that people construct concerning the resources, services, feelings, and 
experiences of their local community (Fang et al. 2016). One distinctive 
aspect of community mapping is that it begins with, prioritises, and val-
ues local knowledge, disrupting hierarchical power relations between par-
ticipants and researchers to attempt to equalise the knowledge space 
between them (see Wood 2010; Anyan 2013).
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Four community mapping workshops were organised as part of the 
current research (see Fang et  al. 2016), creating both a physical and 
knowledge space where the older tenant participants could interact with 
professional stakeholder participants (e.g., service providers) and expose 
meaningful places in the community. At each workshop, four tables were 
set up, each presenting the same aerial map of the new build and 
surrounding area (see Fig. 8.3). During the workshops, participants iden-
tified locally available places and services, as well as gaps in resources. To 
support construction of meaning around the map, pens, post-it notes, 
and flip charts were made available and discussions were digitally recorded 
and later transcribed. Refreshments were available throughout the 
workshop.

Differences in participant’s perspectives and knowledge meant that 
communal understandings were difficult to achieve and that the maps 
created were neither neutral nor unproblematic, as they failed to connect 

Fig. 8.3  The community mapping workshop set-up
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with frameworks of participant’s social positionality and emphasised par-
tiality of knowledge. This meant that participants (usually professional 
stakeholders) with enhanced local knowledge tended to dominate the 
sessions. Nonetheless, nuanced understandings of how community spaces 
work to produce age-friendly communities did emerge. Faced with a new 
activity that neither tenants nor professional stakeholders had experi-
enced before, mapping partially served as a levelling tool. Here, strong 
facilitation by the researchers was required to ensure consistency in map-
making and positioned them as more dominant voices within the map-
making process than was desired. Encouraging workshop participants to 
walk around the map was an effective way of rebalancing the emerging 
hierarchical social positions (a silent tenant in one group could speak 
effectively in another group under different social dynamics).

Further challenges in the mapping process, which prevented tenant 
participants from fully contributing to the map-making exercise, were 
identified. Some tenants felt: they could learn nothing new about their 
community (‘We’ve lived here for more than 20 years, we know every-
thing that is around here’), that their contributions would not be taken 
seriously or translated into positive change (‘I think that no matter what 
we say, the map will stay the same’), or that their advanced age made their 
contribution unimportant, given they only have a few years left to live. In 
addition, many Chinese tenants struggled with translations (translators 
were present) from English during the rapid talk taking place and noisy 
venue. The noise was particularly problematic for participants with hear-
ing deficits, effectively silencing them; an issue for consideration in future 
workshops.

Following all four mapping workshops, participants were invited to 
complete a postcard where they wrote down one action they could com-
mit to that would improve the ability of tenants to age in place. The aim 
here was to focus attention on producing action rather than ideas. Some 
service provider participants felt pressured in their daily work to take 
action and suggested that the onus should be on tenants to seek out and 
ask for services. Tenant participants often failed to understand the pur-
pose of the postcards. However, some tenants did make commitments, 
including commitments to talk to and check on their neighbours more, 
thereby facilitating social bonds in the new builds.
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The Community ‘Walk Along’ (Post-relocation)  As part of the first 
workshop (Fang et al. 2016), participants were invited to take part in a 
‘walk along’ though only one group did so. Walk alongs have been 
described as an ethnographic research tool (Kusenbach 2003) designed to 
generate information through participant’s interaction with the environ-
ment and are effective in positioning participants as walk leaders 
(Carpiano 2009; Garcia et al. 2012). This was an effective partnership-
building exercise, placing tenants as experts on their community and 
generating opportunities for companiable (yet revealing) conversations to 
be had and friendships to emerge (Fang et al. 2018a).

In the current research, the group walk along was used to identify 
meaningful places, barriers, and facilitators to ageing-in-place (Fang 
et al. 2016). The walk along process, while difficult (splinter groups 
formed, noise prevented accurate recordings), generated new ideas to 
enhance the lives of tenants, particularly as participants were faced 
with navigating the difficult and deficient landscape in the surround-
ing community. Critically, these navigation challenges were witnessed 
first-hand by professional stakeholder participants who subsequently 
sought to design solutions to them. For example, on observing diffi-
culties in crossing a major road to reach local shops from the new 
build, the city installed a new traffic control system that allows ten-
ants more time and dedicated space to safely cross the street and 
directly access the shopping mall, thereby enhancing their social par-
ticipation (Fig. 8.4).

Group walk along challenges were evident: disagreements about which 
route to take, accommodating less mobile participants, and ensuring the 
safety of splinter groups. Researchers acted to balance the need for direc-
tion, maintaining safety and comfort while giving participants full con-
trol. As the routes were emergent rather than pre-determined, such issues 
need to be navigated in situ. Despite best efforts, the data gained were 
tempered by researcher control and participant (dis)comfort. Scouting 
out the community prior to the walk along would have been useful in 
ensuring adequate resting places were available and safety (especially 
when crossing roads) was prioritised.
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Feedback Forums and Tenants’ Inclusion in the Research (Post-
relocation)  To determine what tenants thought about living in the new 
build, the participatory research process, and their inclusion in this pro-
cess, two feedback forums were held in the new build’s amenity space. 
Prior to these events, a sustainability and implementation plan produced 
by the research team (Fang et al. 2017) was emailed to tenants along with 
a summary of findings and implementation solutions based on the 
research (Fang et  al. 2015). In addition, promotional materials were 
designed in English and Chinese languages and distributed throughout 
the new build. In a poignant example of the need to partner with those 
whose lives you are aiming to influence, these promotional materials had 
included what the researchers thought was the simplified Chinese charac-
ter for ‘Towers’ that was read by the Chinese tenants as ‘Urns’. Upset at 
the implication that they were living in an urn, tenants contacted the 
housing society whose director organised with the researchers to amend 
the promotional materials.

Fig. 8.4  The community walk along the main road
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During the feedback forums, tenants were provided with refreshments 
and information about the research findings (both verbally and via 
printed appropriate language lay summaries). The forums, open to all 
tenants in the new build, were organised around two discussion tables, 
one for Mandarin/Cantonese speakers and the other for English speakers. 
At each table, the discussions began with the very general question: ‘How 
do you feel about the new build?’ Discussions, guided by tenants, lasted 
60–90 minutes, were recorded and transcribed.

The forums served several purposes: property managers were keen for 
the events to occur so tenants would view them as caring landlords, 
researchers used them to collect data, and tenants gained information 
and a chance to socialise with others in the new build. In terms of the 
community psychology approach adopted, the feedback forums worked 
well to finalise the partnership with a strong focus on what had been 
achieved and from all participant contributions. Researchers simply leav-
ing the field once data were collected were never part of the research plan, 
and the ethos of partnership was carried through to the end.

�Concluding Remarks

Developing a safe, secure, and socially engaging living environment for 
older adults to age in the right place (Golant 2015) requires careful con-
sideration of how individuals make meaning, identify, connect, and 
interact with the physical environment (Fang et al. 2018a). The project 
began with a conviction that older tenant and other stakeholder voices 
need to be equally heard and that this should lead to the co-creation of 
a shared vision, aim, and action plan, and co-production of workable 
solutions which strive to produce positive social change. In this case, 
social change focused on a new age-friendly apartment building in a 
well-serviced community, accessible and enjoyable for low-income older 
adults. As such, it was important to acknowledge and understand the 
lives of older people and firmly establish their inclusion in the project at 
the outset, as well as during planning and development phases (Woolrych 
and Sixsmith 2013).
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This proved to be a challenge as the professional stakeholders involved 
often lacked an understanding of the needs of older people and were 
more concerned about the physical aspects of the building and the costs 
(Fang et al. 2018b). Nevertheless, a collaborative, team-working com-
munity psychology approach was constructed which helped to raised 
awareness of social cultural and political key issues, indeed to focus on 
conscientiousization beyond costs and physical environment such as age-
ing in a well-resourced community, equity in terms of living a good life, 
and designing for cultural and ethnic diversity. Construction of this 
approach was not pre-determined at the project’s outset; rather the prin-
ciples and values of community psychology were set at outset and trans-
muted into project actions as the project moved forward. Here, the 
researchers needed to be extremely flexible, to identify problems early 
before they became entrenched, and to work solutions together with all 
stakeholders while privileging the voice of the older tenants. Perhaps as 
important was the emphasis on (1) working together across disciplinary, 
expertise, and sectoral boundaries (rather than just talking about issues); 
(2) moving together through each other’s space (as in the mapping work-
shops and walk alongs); (3) focusing specifically on learning to listen to 
each other and value expertise (via interview and photo data and delibera-
tive dialogues); and (4) adopting a just solution and action-oriented per-
spective (in mapping workshops and deliberative dialogues).

This collaborative way of working applied a community ethos to the 
partnership committee as well as the multiple participatory research 
methods which provided older adults, community partners, and local 
professional stakeholders with various opportunities to contribute to 
decision-making and enabled the articulation of multiple viewpoints 
throughout the redevelopment process. This happened, simultaneously, 
as researchers relayed research findings from tenants to the steering com-
mittee, as well as through direct discussions between tenants and profes-
sional stakeholders.

Despite best efforts, aspects of the approach were difficult to negotiate 
and while successes were achieved, several tensions of working across 
stakeholder voices and co-producing viable solutions were encountered. 
These pointed to the need to (1) pay attention to the complex social rela-
tionships which bind people in partnerships, (2) use multiple methods to 
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capture as holistic a picture of complex community phenomenon as pos-
sible, and (3) the integral involvement of older adults in the decision-
making and knowledge generation process. Working in community 
psychological ways does not constitute a one-way battle to reveal and 
instantiate the voice of marginalised people such as low-income older 
adults but depends on mediation, negotiation, and a will to jointly co-
create socially just solutions to wicked problems.

Earlier research has suggested that participatory working and tech-
niques such as community mapping are useful tools to encourage col-
laboration as well as dialogue and relationship building among research 
participants (Amsden and VanWynsberghe 2005). In the current case, 
this was extremely important given that the requirement to move home 
was forced upon older tenants with little personal and financial resources. 
Compounding such difficulties, cultural, ethnic, historical, and language 
problems pervaded the research and development space. In these circum-
stances, involving older adults requires careful preparation. Such prepara-
tion involves:

•	 understanding by researchers and other professional partners of the 
valuable experiential expertise that older adults bring to research;

•	 mediation and negotiation during steering committee meetings and 
research events to avoid confrontational situations and develop an 
ethos of shared aims, respect, trust, and openness;

•	 adopting a cultural and ethnic lens;
•	 accommodation of research participants’ sensory and mobility 

limitations;
•	 attention to social aspects of research events and partnership processes; 

and
•	 planning for different forms of data collection to gather a diverse set of 

views.

One of the key messages deriving from this project relates to the 
requirement of researchers to negotiate power plays and power differen-
tials which emerged at different points in the process. Identifying and 
discussing such dynamics as they occurred was an important step in the 
co-creation and co-production process. The research also highlighted the 
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need to adapt methods to fit the requirements not just of the research 
questions but also of the research participants and the dynamics of the 
partnership concerned (Fang & Place-making with Seniors SFU Research 
Team 2017). Finally, if such projects are to deliver equitable solutions 
and produce positive social change, then there needs to be a focus on 
developing and implementing solutions with an explicit action-oriented 
and social justice stance (Woolrych 2017).

This chapter has detailed the nuances of involving older Chinese and 
English-speaking tenants in partnership working during a research process 
based in the principles and values of community psychology. The research 
confirms that while partnering with older adults can be complicated, it is 
necessary. By striving to do the best possible research, within a constrained 
relational landscape, some good, if not perfect, solutions can be produced. 
The older tenants in this project ended up with a viable solution to living 
well in their city, one in which home, apartment block, and community 
were equally considered alongside a series of competing stakeholder per-
spectives. The lessons learnt were considerable: older adults learnt much 
about the research and the development process, professional stakeholders 
learnt much about the value of including older people in the project, the 
researchers learnt much about doing research in difficult relational con-
texts, but that it is only by working together with older adults can we best 
understand how to support them in living independently and ageing well 
in the right place to sustain their health, wellbeing, and quality of life.
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9
Community Connections 

and Independence in Later Life

Charles Musselwhite

�Introduction

Traditionally transport for older people has been considered an abstract 
concept that has not fully taken into account the social context. Clearly, 
issues of ageing, mobility, and transport and the relationships between 
these are important. Yet the traditional decontextualised approach to 
transport policy and practice has had less than ideal consequences for 
society in general, and older people in particular. As a result, the system 
has been dominated by private motor vehicles at the expense of the envi-
ronment and personal health and safety, creating a society dependent on 
oil; a society with severed residential areas with associated eradication of 
local services, shops, and provision; and an unhealthy acceptance of 
injury, illness, and death. Ignoring the social element of transport has 
reduced the concept of travel and transport to a mere mechanism of  
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getting to a destination as quickly and efficiently as possible for the major-
ity, at the exclusion of localness and the positive utility of the journey itself.

The growing disciplines of traffic and transport psychology, the mobil-
ities movement in sociology, and the cultural spaces and mobility move-
ment in human geography emphasise the importance of placing people 
at the centre of investigating and understanding transport and mobility. 
Such disciplines stress the importance of examining how individuals 
shape and are shaped by transport and how they embody and experience 
transport in relation to culture. There is a growing acknowledgement of 
such approaches in policy and practice, along with a change in focus from 
delivering efficient, speedy, and safe mobility to one about facilitating 
movement of differing speeds, encompassing motivations and balancing 
needs of movement with those impacted upon by this movement. This 
change has been brought about in some respects by changes in cultural 
and political philosophy and ideology. State focus is on encouraging indi-
viduals to change their own behaviour, as well as a focus on behavioural 
change and nudging (see Avineri and Goodwin 2010, for a review) rather 
than enforcing or regulating change.

Hence, a shift towards understanding that the social elements inter-
twined with transport use is vital for a true realisation of transport stud-
ies. Haglund and Aberg (2000) argue that traffic and transport should be 
viewed as a social situation where drivers interact and influence each 
other. O’Connell (2002) notes that transport studies “must not be based 
on an erroneous model of humans as abstract rational actors, isolated 
from their social context and operating on purely ‘objective’ criteria” 
(p. 201). Thus this chapter introduces ecological framework models cou-
pled with critical gerontological theory to explain older people’s mobility 
and uses the model to explain how to improve mobility for older people 
for those who have given up driving.

�Models to Explain Links Between Social 
Environments and Transport and Mobility

Ecological models are increasingly being used to explain the interactional 
relationship between the social and physical context and an individual’s 
behaviour. Examples of ecological models used in terms of ageing and the 
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transport and mobility context include Webber et  al.’s (2010) conical 
model of mobility and Bronfenbrenner’s ecological systems model 
(Brofenbrenner 1979, 1989, 2005) which have been applied to transport 
(Musselwhite et  al. 2014; Musselwhite 2016; Ormerod et  al. 2015). 
Webber’s model is based on different layers of environment from home to 
the world and view mobility through five determinants (cognitive, psy-
chosocial, physical, environmental, and financial), with gender, culture, 
and biography (personal life history) viewed as cross-cutting influences. 
Webber et al. (2010) view mobility as the ability to move oneself (e.g., by 
walking, by using assistive devices, or by using transportation) within 
community environments from home, to neighbourhood, and regions 
beyond. Each of the five determinants interacts and varies from day to 
day within individuals and between individuals.

Originally, Bronfenbrenner’s model was applied to child development, 
explicitly addressing children’s play and the wider environment (Holt 
et al. 2008) and work-life balance in families (Kulik and Rayyan 2006). 
It has more recently been used in environmental gerontology to address 
rural ageing (Keating and Phillips 2008) and risk taking and transport 
(Musselwhite et al. 2014) as well as older people’s mobility (Musselwhite 
2016; Ormerod et  al. 2015). Bronfenbrenner’s ecological model (see 
Fig. 9.1) proposes five layers: the microsystem, the mesosystem, the exo-
system, the macrosystem, and the chronosystem that circle concentrically 
around the individual. The microsystem is the layer closest to the individ-
ual, consisting of an environment with which the individual immediately 
interacts, for example the social environment of immediate family and 
peers and physical and natural environments including house, buildings, 
roads, and greenery in the immediate neighbourhood. It includes both 
the actual objective elements found in the environment but also, cru-
cially, the subjective experience of interacting with these elements, for 
example elements that make the house a home (Keating and Phillips 
2008; Lawton 1999; Peace et al. 2006). The mesosystem layer provides the 
connection between the different structures of the microsystem, for 
example how the social and built environment interact and interlink 
(e.g., Berk 2000). The exosystem layer encompasses the wider social sys-
tem within which the individual does not function directly but impacts 
through the mesosystem and microsystem. This level includes people’s 
connections to significant others including wider networks of family 
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members, friends, and neighbours who can be a source of social capital 
that helps people interact with and navigate their surroundings (Keating 
and Phillips 2008; Peace et al. 2006). This also includes elements such as 
the policy environment and laws, programmes, and regulations (Lawton 
1999). The outermost layer, the macrosystem, comprises societal elements 
such as culture, values, customs, and laws (Berk 2000). In addition to 
these four layers, a chronosystem adds a dimension of time, for example, 
the physiological changes that occur with ageing.

Fig. 9.1  Domains of an age-friendly transport system (after Musselwhite 2016)
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To this perspective can be added a layer of critical thinking which 
emphasises the importance of the model being bi-dimensional, meaning 
the individual is not simply a victim of the environment but one who acts 
on the world. The resulting critical ecological model has been linked previ-
ously with critical gerontology in examining rural behaviour for older 
people (Keating and Phillips 2008) and transport and mobility of older 
people (Ormerod et al. 2015). The critical approach to gerontology stems 
from concerns with inequalities in power within society which marginalise 
older people (Phillipson and Walker 1986). More recently this concern has 
been applied to a spatial approach and environment context, examining 
the relationship between the imposed accepted wisdoms of disengagement 
with the environment in later life and the agency, adaptation, and recon-
structive abilities of older people to shape their environment (Phillipson 
et al. 2000; Peace et al. 2006). As noted in Ormerod et al. (2015), spaces, 
places, and the links between them can exclude older people through the 
over-reliance on, for example, private mobility, the preserve of the young 
and fit, at the expense of public, community, or even active forms of mobil-
ity (Keating and Phillips 2008). At the same time, a critical ecological 
perspective notes that there is a multitude of experiences of ageing which 
differ in different contexts and different places and space (Ormerod et al. 
2015) and that any findings must do justice to this diversity.

�The “Hypermobile World”

Transport is more important to older people than ever before. In most 
wealthy and many low- and middle-income countries, high levels of 
mobility are traversed in order to stay connected to communities, friends, 
and family and to access shops and services. The car has been central to 
this hyper-connectivity, affording more choice over the location of work 
and home. Society has become so organised around the car, that those 
without a vehicle can become socially excluded. Such institutional car-
ism occurs without acknowledging the wider negative consequences of 
priority planning around the car, excluding non-car users, pollution, sev-
erance of communities and accidents, and associated casualties.
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Not surprisingly in many Western cultures the growth of car use 
has been across the life course and there has been a huge increase in 
the number of older drivers on the road. At the same time walking, 
cycling, and non-urban bus use have been in decline across all ages. 
This has significant consequences for older people when they have to 
give up driving and use other modes of transport, which they may not 
have used for many years. The decline in use of such services, espe-
cially bus services, means they may be infrequent in nature and hence 
difficult to use.

Being mobile in later life is linked to quality of life (Schlag et  al. 
1996). Giving up driving, in particular, is linked to a decrease in wellbe-
ing and an increase in mental and physical health problems. This is due 
to both a reduction in ability to get out and about but also related to 
psychological issues associated with freedom, status, norms, and inde-
pendence (Edwards et al. 2009; Fonda et al. 2001; Ling and Mannion 
1995; Marottoli et al. 1997, 2000; Mezuk and Rebok 2008; Musselwhite 
and Haddad 2010; Musselwhite and Shergold 2013; Peel et al. 2002; 
Ragland et al. 2005; Windsor et al. 2007; Ziegler and Schwannen 2011). 
Older men find it more difficult to give up driving and are more likely 
to have to be told to give up driving (Musselwhite and Shergold 2013). 
This appears to be due to two reasons: (1) males have a greater more 
emotional bond with their vehicles than females, it is often linked more 
closely to self-identity and self-image, relating to sense of purpose, 
youthfulness, and pride (Musselwhite and Shergold 2013), and (2) 
females spend more time planning to give up driving than men, includ-
ing time getting used to other forms of transport (Musselwhite and 
Shergold 2013).

It is vital to create a transport system for older people, so they do not 
have to suffer health and wellbeing issues when they give up driving. 
Musselwhite (2016) proposed an age-friendly transport system built 
around Bronfenbrenner’s ecological model of human behaviour, starting 
with the person at the centre and working out to laws, policy, and plans 
at the outside, with neighbourhood and public and community transport 
provision in between (Fig. 9.1). The main points of this model are elabo-
rated later in relation to psychology.
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Point 1: Transport System That Is Planned Around the Needs, Desires, 
and Motivations of Older People’s Mobility
Musselwhite and Haddad (2010) propose a model of needs and motiva-
tions for travel in later life around three main levels of need (Fig. 9.2). 
The levels are hierarchical based on how aware participants are of the 
need. Musselwhite and Haddad (2010) used reconvened focus groups 
and interviews with the same older participants to develop this model. 
The needs mentioned first, at the base of the table, are the practical or 
utilitarian needs—the need to get from A to B as quickly, reliably, safely, 
and cheaply as possible. The next level is the psychosocial needs, related 
to how travel fulfils a need for independence, control, and the need to be 
seen as normal in society and how this relates to roles, identity, self-
esteem, and impression management. The top level of need, articulated 
much later on by participants in the research, was the need to travel for 
its own sake, to get out and about, to people watch, to see nature, to test 
their own ability. This top level was termed as aesthetic needs. Travel or 
mobility in later life is important at all three levels, yet they have differing 
ways of being presented socially. It is very common for older people, 
practitioners, and policymakers to talk about the need for travel at the 

Literal Potential Virtual Imaginative

Actually 
moving 
through space

e.g. Swap car 
for public 
transport or 
bike

Not moving –
but have the 
means to do 
so if I wish

e.g. Keeping 
car in 
driveway

Not moving 
but doing the 
things via 
technology or 
Internet

e.g. Internet 
shopping; 
window on 
the world; 
skype; online 
coffee shops; 
virtual reality

Not moving –
but (1) watching 
others move or 
scenes change; 
(2) reminiscing 
about literal 
mobility

e.g. View from 
window; 
photos; pictures

Fig. 9.2  Hierarchy of travel needs in later life (after Musselwhite and Haddad 
2010)
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utilitarian level and less common for them to discuss the social or affec-
tive needs. Even less common is the discussion of travel for its own sake 
or for “luxury” or “discretionary” purposes; the aesthetic needs. Hence, 
transport provision in later life is usually centred on practical or utilitar-
ian support while forgetting other important levels of need. So older 
people with mobility difficulties who may have given up driving can 
actually get their utilitarian needs satisfied somewhat (though this can 
still be difficult) by, say, community transport, but their social, affective, 
and aesthetic needs are not met. In our hypermobile world, driving a car 
readily fulfils all three level of needs.

Psychosocial needs for driving have been highlighted in previous 
research. Mollenkopf et al. (2011) identified seven needs that older par-
ticipants stated were important for them and had remained important for 
ten years. These were out-of-home mobility as a basic emotional experi-
ence; physical movement as a basic human need; mobility as movement 
and participation in the natural environment; mobility as a social need; 
mobility as an expression of personal autonomy and freedom; mobility as 
a source of stimulation and diversion; and finally the ability to move 
about as a reflective expression of the person’s remaining life force. This 
psychosocial element is especially absent if driving is stopped. As 
Musselwhite and Haddad (2010) and Zeigler and Schwannen (2012) 
note those who stopped driving felt a particular loss of independence, 
especially in very car-dependent areas and for those who had been fre-
quent drivers throughout their life (Adler and Rottunda 2006; Davey 
2007; Siren and Hakamies-Blomqvist 2009).

Parkhurst et al. (2014) found that older people’s mobility may involve 
other forms than simply physical or literal and proposed a model that 
involves virtual, potential, and imaginary mobility as well (see Fig. 9.3). 
Virtual mobility refers to the use of computing and information technol-
ogy to satisfy mobility needs, for example keeping in touch with family 
and friends via telephone or Skype, ordering and having shopping deliv-
ered online, and the advent of telehealth. Potential mobility, first coined 
by David Metz (2000), is the perceived ability to be able to go anywhere, 
when and how often an individual wants (Metz 2000). Musselwhite and 
Haddad (2010) note how the car fulfils the potential for travel perfectly, 
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highlighting examples of older people unwilling to give up the car even 
when they barely use it, just in case they may need it for various trips. 
Shergold et  al. (2012) term this potential as motility and include the 
perceived ability to use different modes, for example knowing and under-
standing the norms of a bus adds to the ability to use it, not just having 
a bus service outside. Imaginary mobility encompasses two strands: first 
how literal travel is replaced by construction of travel and mobility in the 
mind, communicated through storytelling or art, maybe based on previ-
ous experiences. Second, imaginary mobility might refer simply to 
observing movement from a still place, such as looking out of the win-
dow (see also Musselwhite 2014) or watching television.

PRIMARY MOBILITY NEEDS
Practical/utilitarian Needs 

e.g. Getting from A to B, safely, reliably, with minimum physical effort

SECONDARY MOBILITY NEEDS
Psychosocial Needs 

e.g. Linked to norms, status, roles, independence, potential for travel

TERTIARY MOBILITY NEEDS
Aesthetic Needs 

e.g. Being mobile to see blue/green landscapes, for pleasure and 
relaxation (mixed) and to get out and about. 

Fig. 9.3  A continuum of modes for connectivity (after Parkhurst et al. 2014)
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Ziegler and Schwanen (2011) provide a similar taxonomy in their study 
of older people in County Durham. They proposed imaginary and elec-
tronic mobility as being important in later life which equate similarly to 
the virtual and imaginative mobility proposed by Parkhurst et al. (2014). 
Mobility practices equate with literal mobility showing the importance of 
literal and temporal practices to maintain daily life. Mobility of the self is 
the need, motivation, or disposition to connect with the world and is 
similar to potential for travel but is linked more towards a will to remain 
connected socially than to a specific form of transport. Table 9.1 maps 
Ziegler and Schwanen’s (2011) elements of mobility with Musselwhite 
and Haddad’s (2010) and Parkhurst et al.’s (2014) dimensions. Mobility 
practices are clearly related to practical and utilitarian needs in Musselwhite 
and Haddad’s (2010) model and in turn this equates with literal mobility 
in Parkhurst et al. (2014) model. The need to connect to the outside world 
maps well with Parkhurst et al.’s (2014) potential for mobility and is part 

Table 9.1  Types of mobility in later life comparing three typologies

Type of mobility

Ziegler and 
Schwanen 
(2011) 
dimension

Musselwhite 
and Haddad 
(2010)

Parkhurst 
et al. (2014)

Physical movement Mobility 
practices

Practical and 
utilitarian 
needs

Literal 
mobility

The need to connect to the 
outside world

Mobility of the 
self

Psychosocial 
and affective 
needs

Potential 
mobility

Attitudes towards mobility 
practices

Attitudes 
towards 
mobility 
practices

Psychosocial 
and affective 
needs

All levels of 
mobility

Memory and imagination 
that recollect or construct 
events

Imaginary 
mobility

Aesthetic needs Imaginative 
mobility

Using electronic 
communication, such as the 
Internet, to substitute for 
mobility

Electronic 
mobility

All levels of 
need

Virtual 
mobility
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of Musselwhite and Haddad’s (2010) psychosocial needs. Attitudes 
towards mobility practices relate to Musselwhite and Haddad’s (2010) 
psychosocial needs but are not clearly related to any one individual level 
of Parkhurst et  al. (2014) model. Here there is the idea that attitudes 
underpin all four levels of Parkhurst et al. (2014) model. Mollenkopf et al. 
(2011) and Siren et al. (2015) both place special emphasis on the affective 
and attitudinal nature of mobility, suggesting this level underpins all other 
levels of mobility and as such are not necessarily separate as noted by 
Zieglar and Schwanen (2011) and Musselwhite and Haddad (2010). The 
memory and imagination element of mobility clearly maps to aesthetic 
needs in Musselwhite and Haddad (2010) and imaginative mobility in 
Parkhurst et al. (2014) models. Finally, the substitution of mobility using 
electronic means, such as the Internet and other forms of technology 
reducing the need to be literally mobile, maps well to virtual mobility as 
noted by Parkhurst et al. (2014). Musselwhite (2018b) has placed virtual 
mobility among all the categories in Musselwhite and Haddad (2010) 
model rather than it being something separate. For example, virtual 
mobility can replace literal mobility to the shops with e-shopping and 
home deliveries, it can help psychosocial needs through social media, and 
it can meet aesthetic needs through webcams and virtual reality (see 
Musselwhite 2018a for more discussion).

Point 2: That There Are Legible and Attractive Local Neighbourhoods 
for Walking (and Cycling) in Later Life
Physical activity is important for health and wellbeing in later life. One 
of the most important ways to encourage staying active in later life is to 
build it into everyday life. Walking and cycling (“active travel”) as part of 
daily routines can promote moderate physical activity, improving overall 
health and wellbeing (Saelens et al. 2003). Yet walking and cycling across 
the life course is in decline in most wealthy countries and indeed many 
low-to-middle income countries. In addition to motor vehicles being 
more accessible and automobile-friendly policies and practices pro-
moted, there are many microsystem and mesosystem barriers to walking 
and cycling, especially in terms of infrastructure. Matching the infra-
structure to the needs of older people is often viewed from the perspec-
tive of person-activity-environment fit (Lawton and Nahemow 1973). 
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The changing physiology of the older person means affordances of infra-
structure have to change to enable older people to get out and about. 
Developing such infrastructure is based on polices, practice and cultural 
norms, and expectations and the exosystem has to be understood when 
making changes that might encourage older people to walk and cycle 
more.

�Physical Barriers to Walking and Cycling

Different interactions between physical environmental factors are 
described well in Alfonzo’s Hierarchy of Walking Needs (2005). Alfonzo 
(2005) describes four levels of need: (1) accessibility (e.g., direct access 
to local shops and services); (2) safety from crime (e.g., surveillance, 
hidden spaces); (3) comfort (e.g., smooth pedestrian surfaces, segrega-
tion of walking from traffic, amount of benches); and (4) pleasurability 
(e.g., vegetation, beauty, historic elements). The most important needs 
have to be satisfied before higher needs so accessibility must be satisfied 
before safety from crime, comfort, and pleasurability. Each of these can 
be examined in relation to research on barriers to older people’s 
walking.

A high prevalence and diversity of shops, both grocery and non-
grocery, are important determinants as to whether older people walk or 
not (Cerin et al. 2013). Having services, especially hospital and doctor 
surgeries, within walking distance from home has been linked to walk-
ing among older people (Strath et al. 2012). Recreational accessibility 
has also been linked to greater walking among older people, including 
access to places of religious activity (Cerin et al. 2013), parks, and open 
spaces (Hanibuchi et al. 2011). A good measure of accessibility is walk-
ability. Walkability is a composite environmental measure combining 
measures such as residential density, land-use mix, and street connectiv-
ity (Frank et al. 2010). Residential density is the number of people liv-
ing in a given area. Land-use mix is the amount of different types of 
building in an area, for example, residential, commercial, services, 
offices, and industry. Street connectivity is how well the street is con-
nected to allow direct walking to occur. There is much research that 
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shows high walkability scores, that is, areas with high residential den-
sity, high land-use mix and high levels of connectivity, correlate with 
high levels of older adults walking (e.g., Nathan et al. 2014; Van Holle 
et al. 2014).

Crime and more importantly fear of crime reduces walking and associ-
ated physical and social activity. Fear of crime is prompted by a number 
of neighbourhood disorders in the areas including litter, dog mess, and 
graffiti (Burholt et al. 2016). The lack of defensible space (the ability for 
people to be key agents in their own security of their neighbourhood; 
Newman 1972), with low levels of visibility from neighbouring windows 
and too many spaces to hide, can also heighten fear of crime and reduce 
walking in a neighbourhood (see Cozens et  al. 2004). In addition, a 
Dutch study found fewer older people walking on streets that have “blind 
walls” with no windows, doors, or openings (Borst et al. 2009).

Poorly maintained pavements that become uneven hamper walking 
(Newton and Ormerod 2007). Poor weather can also be detrimental to 
walking for older people. Poor surfaces, caused by fallen leaves, rain, ice, 
or snow, for example, especially if not cleared, are particularly hazardous 
(Wennberg 2009). There must be good provision of seating and public 
conveniences (Musselwhite 2014). Perceiving benches would be present 
in the public realm is correlated with higher walking, especially among 
the older participants aged over 75 (Barnett et al. 2016; Cerin et al. 2014) 
and a lack of benches is a significant barrier to walking (Stahl et al. 2008). 
Poor crossing facilities are also a crucial factor reducing older people’s 
ability to get out and about, resulting in people making large detours to 
avoid dangerous crossing of roads or being deterred from using the area 
altogether (Lord et al. 2010; Zijlstra et al. 2007). Not having long enough 
time to complete a crossing is a major issue for older people. In many 
countries formalised crossing facilities are timed to allow people to cross 
the road at around 1.22 m/second before turning the priority back to 
motor traffic. Musselwhite (2015), using three case study areas in the 
UK, found 88% of people aged over 65 did not walk at this speed. This 
increased to 94% of older females over the age of 65. Previous research 
has found similar results, suggesting older people’s average speeds are 
between 0.7 and 0.9 metres per second (e.g., Asher et al. 2012; Newton 
and Ormerod 2007). Poor lighting not only increases safety fears among 
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older people but also reduces ability to see where people are walking and 
is a significant barrier to walking among older people who can have 
increased difficulties with luminance (Shumway-Cook et al. 2003). High 
levels of noise from passing traffic or other pedestrians can also be a bar-
rier (Balfour and Kaplan 2002; Burholt et al. 2016). Poor air quality and 
pollution is also a barrier for older people getting out and about. Smog 
for example is an issue in many developing countries, but general air 
quality can be poor in cities across the world (Deguen and Zmirou-
Navier 2010). Finally, natural climate can be a barrier. Very high or very 
cold temperatures and extreme weather including ice or snow, especially 
if not cleared from pavements or sidewalks, are barriers for older people 
walking (Burholt et al. 2016; Williams et al. 2012).

There is less research about the relationship between a lack of pleasur-
able elements of the environment and a lack of walking among older 
people. There is much written about the preference of older people for 
spaces with vegetation and parks (Sugiyama and Ward-Thompson 2008) 
and neighbourhoods with well-maintained gardens and homes, free from 
litter and graffiti (Burholt et al. 2016).

Research on shared space, where traditional markers demarcating bar-
riers between vehicles and pedestrians are not present, for example a street 
having no or a reduced kerb, has suggested that older people tend to stay 
within the location that used to be the old pavement and do not use the 
carriageway to walk in when shared space is found (Hammond and 
Musselwhite 2013; Melia and Moody 2013; Musselwhite 2015). People 
who do use the carriageway to walk in shared space areas are largely young 
and almost exclusively male (Kaparias et al. 2010; Moody 2011), suggest-
ing the benefits of shared space may be more apparent to certain groups 
of pedestrians (Melia and Moody 2013). On the whole, older people do 
not have additional issues using shared space than any other age group 
did (Hammond and Musselwhite 2013). But, spaces that are too open 
and wide can also be viewed negatively, even if they are totally pedestri-
anised, leading to difficulty in finding orientation for those with cogni-
tive impairments or visual difficulties or by creating a lack of space for 
refuge or sitting (Atkin 2010).

There is much less written about cycling in later life than there is to do 
with walking. Barriers to cycling inhabit three main areas: personal, envi-
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ronmental, and psychological. In terms of personal barriers, older people 
often feel they do not possess enough strength or fitness to cycle. This can 
be compounded by poor infrastructure, for example, Jones et al. (2016) 
suggest that streets that make cyclists dismount and remount are espe-
cially difficult for older people who may perceive they have lost strength 
and fitness. Poor environments for cycling, similar to poorly designed or 
maintained pavements for pedestrians, can also be a barrier. Issues of 
sharing space with vehicles and with other cyclists as well as walkers can 
also be a barrier, as can ambiguity of space (Jones et al. 2016). Psychological 
barriers, including perceived norms, impact on propensity to cycle in 
later life.

�Psychological Barriers to Walking and Cycling: Norms 
and Culture

With a few exceptions, for example the Netherlands, it has become cultur-
ally unusual to walk and cycle in many Western countries, especially every-
day or utilitarian walking and cycling. Walking and cycling is often seen as 
a leisure pursuit, to do in terms of a discretionary activity (Musselwhite 
2017). Fewer journeys are made on foot or by bicycle to the shops, to 
access services, to visit post offices, hospitals, doctors, and similar. People 
are more likely to walk or cycle if they believe other people like themselves 
do that activity. In many countries, the stereotype of an older person is not 
one who does much cycling. In terms of walking, recreational walking is 
viewed as highly desirable and likely among older people, but walking for 
a purpose, to go shopping, to go to the doctors, and so on, is viewed as 
unusual among that age group. Having a dog that needs walking is highly 
correlated with walking for older people, giving people a sense of legiti-
macy to walk to the park (Musselwhite 2017). Older people are more 
likely to walk if they get social support from friends or family (Booth et al. 
1997; Booth et al. 2000; Giles-Corti and Donavan 2002). The difference 
in cultures and cycling rates among older people are also based on cultural 
norms; how normal is it to see older people on bicycles, for example differs 
between Denmark, where it is normal and expected, and the UK, where it 
is an exception (Pucher and Beuler 2008, 2012).

  Community Connections and Independence in Later Life 



236

Design of public spaces can exclude groups of people. Older people 
can feel particularly unable to use public space that lack benches and 
public conveniences. They also do not always wish to share space that is 
loud and noisy or inhabited by lot of people, especially younger people 
who they may feel threatened by. Sometimes, this exclusion occurs sim-
ply as the designer has not thought about older people’s needs and issues. 
In such cases there is a need to involve older people in the design of the 
public realm. On other occasions, the exclusion is deliberate; increasing 
privatisation of space can design elements of the public realm to create 
more commercial interactions, and commercial interests of the land-
owner and tenants are placed above those of the individual. An acute 
example is found in many Western cities or towns where deliberate lack 
of places to sit or lack of public conveniences in the public realm force 
people into cafes or coffee shops, forcing people into commercial transac-
tions just in order to sit down or use the toilet. Ageist stereotypes may 
also work to keep older people out of certain public realm spaces that the 
landowner wants to keep looking young, vibrant, and fresh. Across many 
Western and developing cities, redevelopment and redesign of city cen-
tres, for example, are often geared around economic growth with the 
stereotypical view of a vibrant young wealthy workforce. Hence, homes 
and commercial space are at best developed for a mythical average per-
son, a hypermobile worker with no dependents and at worst developed 
for the younger affluent worker, excluding the older person from living in 
that space.

�Towards Convivial Spaces for Walking and Cycling 
in Later Life

Building on the work by Alves et  al. (2008), Sugiyama and Ward-
Thompson (2007, 2008), and Musselwhite (2014, 2016, 2018a) and 
adopting the principles of good design, it is possible to design streets 
around recognised objectives of urban design as set out by Centre for 
Architecture and the Built Environment (CABE 2011) (see Table 9.2). 
Space needs to be safe and accessible, so people feel safe to use it while 
interacting with other people and with vehicles; legible, so people feel 
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that they can legitimately use them. They should be distinctive and aes-
thetically pleasing, so that there is some desire to want to use them.

Point 3: That There Is Accessible and Attractive Public and Community 
Transport to Connect Neighbourhoods and Communities
Public buses play an important part in connectivity for older people, 
especially those who have given up driving. Bus use is especially high 

Table 9.2  Designing streets for older people based on CABE (2011) principles 
(Musselwhite 2014, 2016, 2018a)

(1) Safe and accessible 
space—feel you are 
safe there

Ease of 
movement

Movement should be enhanced for all 
users, along with permission to stop 
and dwell through benches and 
places to lean and creating focal 
points to commune at including 
fountains, works of art, sculptures, 
memorials or trees, gardens, and 
other greenery

Sharing space—feel you 
have room to move, 
space to dwell for safe 
interactions with 
other users

(2) Legible place 
Psychological 
attachment and 
legitimacy—feel you 
should be there

Legibility Area should be designed in a way that 
is easy to understand and interpret, 
not just with signage but with other 
visual and tactile cues as well to help 
determine legitimacy in activity and 
determine use

Adaptability The place should be built to adapt to 
changes in the needs of users, policy, 
and legislation over time

Diversity 
and choice

Allowing area to be used by a large 
variety of individuals and uses, with 
minimum exclusion

(3) Distinctive and 
aesthetically 
pleasing—somewhere 
you want to go and 
spend time—feel you 
want to be there

Character Streets should have character and 
reflect local identify, history, and 
culture. Utilising local art and 
architecture can help enhance 
distinct and unique character and 
identity

Continuity 
and 
enclosure

Where public and private spaces are 
easily distinguished

Quality 
public 
realm

Good quality materials easily 
maintained and replaced
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among older people where there is concessionary or free fares, as in the 
UK. Not only does the bus keep people connected, bus use is also corre-
lated with health and wellbeing, being a protective factor in obesity for 
older people (Webb et al. 2011). A report from Greener Journeys (2014) 
suggested that every £1 spent on subsidising travel for older people, 
returned about £2.87 to the economy in terms of increased access to 
shops, services, activities, and enabling support for others.

�Barriers to Using the Bus

There are still many barriers to using a bus, even if it is free, that prevent 
or make it difficult for older people to use it. Gilhooly et al. (2002) found 
that the highest barrier to public transport use amongst older people was 
personal security in the evening and at night (79.8% of people over 70s 
agreed), followed by transport running late and having to wait (see 
Table 9.3). A report using accompanied journeys in London highlighted 
similar problems for older people including crowds at the bus stop or on 
the bus, prams taking up the seats or area at the front of the bus, steps up 
to the bus being too high (or driver stopping too far from the kerb), and 
fear of falling over when the bus moves off (TfL 2009). Broome et al. 
(2010) in an Australian study found that for older people, driver friendli-

Table 9.3  Ten most frequent barriers for respondents aged over 70 years, with 
the proportion of that age group who reported each as a “problem”

Problems % aged over 70 agreeing

Personal security on the bus in evening and night 79.8%
Public transport running late 68.3%
Having to wait 68%
Carrying heavy loads 66.3%
Potential cancellations 66%
Other passengers behaviour 63.5%
Lack of cleanliness 53.8%
Being out in bad weather 53.8%
Having to change transport 53.3%
Can’t travel where I want to 50%
Can’t travel when I want to 48.1%

After Gilhooly et al. (2002)
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ness, ease of entry/exit, and information usability were prioritised barriers 
and facilitators for older people. Age UK London (2011) quantified this 
by surveying bus driving behaviour in 550 journeys in inner London and 
541 journeys in outer London. In 42% of cases, passengers were not 
given enough time to sit down before the bus was driven away from the 
stop. In 25% of the cases the bus did not pull up tight to the kerb at the 
bus stop.

�Public Transport Norms

One of the major barriers associated with using public transport, such as 
buses, is the anxiety over the norms of use. It may be, for example, that 
the user has not used a bus in years. Formal information provision on 
buses has improved immensely over the past few years, more information 
than ever before is presented on timetables including real-time and en-
route bus stop information. However, older people are anxious about the 
norms, for example, the normal departure time (is it sooner than is adver-
tised), what times of day are less busy, is there seat availability, are buses 
accessible, how much can be carried?

One element that stands out frequently is staff attitudes, for example, 
the bus driver can make or break an older person’s journey. A sympathetic 
driver attuned to older people’s needs, who waits for the passenger to sit 
down before driving off is invaluable. So too is a “cheery” driver who 
passes the time of day with the older person. Many bus companies have 
begun to train bus drivers to be sympathetic to the needs of older people 
in this respect. Older people also want a driver to be friendly, knowledge-
able, and helpful to provide information if needed and to be chatty; older 
people like to get to know drivers they see regularly. It is similar on trains 
where station and train staff attitude is crucial to successful journeys and 
the support needs to include practical help with luggage, direction, and 
train times but also extend to staff having a positive attitude to perform-
ing such duties.
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�Improving Bus Services

Broome et al. (2013) researched how to improve services and overcome 
barriers for older people using buses in Queensland, Australia, using 
Brisbane as a control. Seven priorities were implemented, which resulted 
in increased satisfaction and maintained use among older people:

	1.	 Accessibility, for example, low-floor buses to make boarding and 
alighting easier;

	2.	 Age-friendly training for bus drivers (see also Broome 2010);
	3.	 Frequent buses and a call for evening and weekend services, in 

particular;
	4.	 Bus stops close to homes and destinations. Broome et al. (2013) sug-

gest a system should aim to stop within 200 m of residences and des-
tinations. Bus stops need to be of good quality too; they should 
provide shelter and aid boarding and alighting;

	5.	 Accessible pedestrian infrastructure is important; footpaths and pedes-
trian crossing are part of the journey too;

	6.	 Providing training and information for older people about how to use 
buses. To help older people use public transport and get used to the 
norms, travel training or buddying are sometimes provided. Reflective 
group work would be beneficial where older people discuss giving up 
driving perhaps alongside others who have recently given up driving. 
The group could provide both emotional and practical support. 
Practical support could include the ability to share lifts in taxis and 
travel together on buses and to get together for discretionary travel for 
days out as a group (Musselwhite 2010). Membership could be con-
tinuous rather than a programme or cycle of support as is found in an 
Australian support group (see Liddle et al. 2004, 2006, 2008). Travel 
buddying could accompany such a group where people new to a mode 
of transport are accompanied by an expert user. This can be popular 
for some and again can help overcome the anxiety of travelling alone 
and gain valuable understanding of the social norms;

	7.	 Bus systems need to provide access to destinations of interest to older 
people themselves, and Broome et al. (2013) propose that older peo-
ple should be more involved in design of routes.
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�Community Transport

As an alternative to conventional public bus services, there can be provi-
sion of specialist transport services, often operating door to door for peo-
ple who cannot access public or private transport, known as specialist 
transport service or community transport or transit. Such services often 
run on demand and not usually to a scheduled timetable and are usually 
run by a third sector or charitable organisation. Such services can provide 
a lifeline for older people who would otherwise not be able to get out and 
about. They keep older people connected to services, shops, groups, and 
clubs and offer an opportunity to socialise with other passengers (ECT 
(Ealing Community Transport) 2016). There are direct improvements on 
people’s health through affording greater access to General Practitioner 
(GP) and hospital services and fewer missed appointments, improved 
diagnosis, and therefore lower healthcare costs (ECT 2016). It can also 
mean people are discharged earlier as they have access between hospital 
appointments and home (ECT Charity 2016). Importantly, drivers can 
act as informal carers and can help identify early warning signs of illness 
or of loneliness and isolation, as well as offering social support to the pas-
sengers (ECT Charity 2016).

There are some barriers to community transport use (Musselwhite 
2018c). Services are very dependent on third sector and charity provision 
and as such provision can be somewhat fragmented across the country. 
Often the service can be based around a few key individuals, or in some 
cases a sole individual, running the service, often on very little money or 
in some cases as volunteers, and if they leave or the funding stop, the 
service may cease. The service is often provided around the demands of a 
number of passengers and, as such, cannot compete with the on-demand 
system of a private car or taxi. Since money is often an issue, the type of 
transport can often be old and of poor quality. People who may well ben-
efit from such a service can sometimes feel the service is not for people 
like them; there is sometimes the perception that it is for people with 
disabilities rather than for everyone with accessibility issues. Frequently, 
there is a lack of information and as a result much misunderstanding of 
the service (Parkhurst et al. 2014; Ward et al. 2013). Journeys typically 
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are based around providing transport to shops, services, and doctors and 
hospitals, but there needs to be more “discretionary” journeys provided 
to places of leisure and fun (Musselwhite 2017).

Point 4: That There Are Safe, Supportive, and Inclusive Age-Friendly 
Transport Strategy, Policy, and Plans
Transport policy across many countries is driven by economic interests. 
As a result, they often centre on commuting and travel for work, which 
results in transport policy centred on inter- and intra-urban, 9–5 mobil-
ity. Older people are less likely to fit this pattern of work and hence can 
be negatively impacted by such policy. Policy very rarely includes details 
on individual differences, such as age. Despite this there is much research 
to say that mobility and transport use can change and alter dramatically 
at key transition points (Avineri and Goodwin 2010), including those 
more likely to be faced in later life, such as retirement from full-time 
employment and the onset of acute or chronic conditions. To make 
transport policy more relevant to older people, it needs to include a life-
course perspective.

Transport policy has a chance to help make mobility easier for older 
people. In the UK, concessionary or free bus travel does this. Integrated 
transport policy has been another attempt to improve door-to-door 
accessibility using public transport, reducing issues of interchange, bring-
ing together distance, timetables, ticketing, information, and service 
design between modes (see Table 9.4).

�Conclusion

This four-point plan can aid older people’s mobility beyond the car. It 
shows clearly different barriers and enablers to mobility for older people 
focusing between macro and microscopic layers and showing different 
actors’ and agents’ roles in making this happen. At the individual level, 
there is a need to address needs and motivations for mobility, examining 
the importance of practical and also the affective elements of mobility. As 
people age, they spend more time in their local neighbourhood and hence 
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this can be a major barrier or enabler to being able to leave home. Almost 
all journeys begin and end in the neighbourhood and without a vehicle, 
so it is vital to get this right. Movement to further away places connecting 
the immediate neighbourhood to other communities needs to be age 

Table 9.4  Integrated transport and examples

Type of 
integration Description Example

Locational 
integration

Being able to easily 
change between 
transport modes (using 
Interchanges)—this is 
about services 
connecting in space

Over the last 20 years, the railways 
have developed “Parkway” stations, 
for example, Luton Parkway, Bristol 
Parkway, Southampton Airport 
Parkway, and East Midlands 
Parkway. A number of these also 
double as bus/coach/air and rail 
interchanges as well

Timetabling 
integration

Services at an 
interchange connect in 
time

In San Francisco’s Bay Area, the Bay 
Area Rapid Transit (BART) Metro 
links into local bus services at 
suburban interchange stations. 
Buses are scheduled to depart five 
minutes after the BART train 
arrives. However, a key aspect here 
is that both BART and the buses are 
state owned and timetable 
integration is a result of a policy 
decision

Ticketing 
integration

Not needing to purchase 
a new ticket for each 
leg of a journey

Integrated ticketing already occurs in 
some large cities, for example, 
London Oyster Card and Plus Bus

Information 
integration

Not needing to enquire 
at different places for 
each stage of a 
trip—or that different 
independent sources 
are easily connected

Main line rail stations are beginning 
to provide poster displays of bus 
services from the station, the 
location of bus stops, and a street 
map of the area within about a 
five-minute walk. Real-time 
transport information is starting to 
be provided

Service 
design 
integration

That the legal, 
administrative, and 
governance structures 
permit/encouraging 
integration

This can easily happen when 
responsibility and planning for 
transport are devolved to local 
areas, for example, Transport for 
London

After Potter (2010)
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friendly. Supporting public and community transport must provide this 
role beyond the car. The neo-liberal approach of leaving transport provi-
sion to the market can lead to fragmented services, where provision is 
placed mainly around the need to work and to grow the economy. Hence 
there is a dominance of provision for private mobility, especially for cars 
and goods, leaving those on the margins of the mainstream, for example, 
older people, at risk of exclusion and isolation. Therefore, all these levels 
need top-down support from policy to help integrate the different actors 
and agents involved from the different transport providers and smooth 
over any social exclusion occurring for older people as a result of dis-
jointed transport provision.

Traditionally, research has focused on practical barriers to mobility in 
later life. This centres on the environment-competence mismatch, where 
improvements in the infrastructure environment will reduce deficit and 
improve mobility for older people. Many of the barriers to mobility in 
older age are psychological in nature. Mobility is related more than sim-
ply to practical issues and outcomes and involves an affective, emotive, 
and psychosocial component. Mobility helps foster a sense of indepen-
dence and normality involving a form of impression management and is 
related to self-identity and self-esteem. Since mobility sits within wider 
social contexts, social norms play an important role in defining accessibil-
ity to transport in later life. It has become so normal to use the car in 
many Western cultures that using other modes of transport are seen as 
unusual. Having to give up driving means older people have to engage 
with these alternative forms of transport, marking them as different or 
unusual; a barrier to integrating such practices into daily routines. It is 
sadly more unusual to be seen to walk or cycle than ever before in many 
Western countries and even more so if you are an older person. The norms 
of using a bus are often not known amongst a cohort who have spent 
most of their adult life driving, meaning using buses for the first time can 
be challenging. Planning for mobility for older people post-driving needs 
to take into account these psychological issues. To fully embrace trans-
port in its social context, a change of research question and focus is 
required. It also requires a change in attitude from policymakers and 
practitioners to embrace such change. It may require practitioners and 
politicians to be more involved in the research process and to actively 
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engage in the research findings in order to generate recommendations 
that will have an impact. In order to understand transport from the 
human perspective and answer the transport issues of the day, there is a 
need for a more human-centred approach to transport studies.
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10
Resisting Negative Social 

Representations of Ageing

Katie Wright-Bevans and Michael Murray

Psychological research on ageing has often been concerned with the inter-
nal psychic processes involved in growing older and the individual char-
acteristics of older people with less consideration given to their location 
with the broader social world. This chapter deliberately adopts a societal 
psychological perspective locating older people in a social, symbolic, and 
material world that frequently negatively stereotypes old age. However, 
within such a world it is possible to develop a range of strategies of resis-
tance to such negative stereotyping. Two overlapping theories guide our 
exploration of these processes: social representation and narrative theory, 
both theories of meaning-making which interconnect (Murray 2002). 
Social representation and narrative theory provide a way to combat the 
individualism of much psychological theory, research, and practice. They 
do so by providing a way to understand the conflicting meanings of age-
ing, how certain definitions of ageing come to dominate, the conse-
quences of those meanings for older people, and, finally, how older people 
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and others can resist negative stereotypes of ageing. This chapter discusses 
how both theories contribute to an understanding of ageing with refer-
ence particularly in the latter half to several research examples.

In western culture, ageing is often associated with decline and disen-
gagement (Calasanti 2008). However, social, medical, and technological 
advances have necessitated a redefining of what it means to age as the 
nature of later life changes. Traditional psychological research has been 
concerned with the identification of various deficits in functioning 
among older people. The reductionist orientation of this approach carries 
with it an implicit blaming of those older people who cannot meet the 
criteria for successful ageing (McCann et  al. 2008). Conversely, social 
representation theory locates older people within a symbolic web of con-
flicting social meanings that provide opportunities for resistance. Social 
representations act as a social code, communicating norms, assumptions, 
and values about ageing. In this chapter, we examine ageing not as an 
individual experience, separate from culture and context, nor as a societal 
discourse evading agency and resistance but instead as social and cultural 
phenomena, embedded with common-sense ideas, which are often rooted 
in fears, myths, and stereotypes. This common sense is evident in how 
people age, talk about ageing, and interact with older people. Meanings 
of ageing are context-specific and evident in practice, culture, and lan-
guage as well as being shaped or resisted by these communicative acts.

We explore the role of power and powerful social agents (e.g., health 
professionals) in legitimising and perpetuating hegemonic (i.e., politi-
cally powerful) social representations of ageing as well as the capacity of 
individuals and groups for empowerment, resistance, and positive social 
change. In the latter section of this chapter, we draw on a range of research 
examples to illustrate different strategies by which individuals, groups, 
and communities can challenge dominant negative narratives and social 
representations of ageing.

�Social Representation Theory and Ageing

Social representations shape and define what it means to age and age suc-
cessfully. They are a communicative tool, which aim to make familiar the 
unfamiliar (Moscovici 1988); they are localised systems of meaning 
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(Jovchelovitch 2007). Moscovici (1976: xiii) defined a social representa-
tion as:

a system of values, ideas and practices with a twofold function: first, to 
establish an order which will enable individuals to orientate themselves in 
their material and social world and to master it; secondly to enable com-
munication to take place among the members of a community by provid-
ing them with a code for social exchange and a code for naming and 
classifying unambiguously the various aspects of their world and their indi-
vidual and group history.

In our everyday social interaction, we are involved in the creation, 
maintenance, and resistance to these social representations.

As a theory of social knowledge and social change, the theory of social 
representations is able to account for the interplay between social knowl-
edge and social identities (Howarth et  al. 2013) and embodiment 
(O’Connor 2006) and participation (Howarth et  al. 2014). Several 
researchers have studied social representations of health, illness, and age-
ing. Herzlich’s (1974) influential work on social representations of health 
and illness demonstrated how French people defined health in a holistic 
way, as engagement in society and defined illness as exclusion and non-
participation. Research on older adults’ social representations of health 
and illness (Murray et al. 2003) and of ageing (Moreno et al. 2016) has 
demonstrated the context-specific nature of these meanings and their 
importance in shaping the ageing experience. The theory of social repre-
sentations bridges the gap between medical sociology, social gerontology, 
and mainstream approaches to the psychology of ageing by offering a 
social psychology of ageing in which the individual is social and the social 
is individual.

Crucially, the theory of social representations recognises that knowl-
edge is neither apolitical nor value-free. This characteristic of the theory 
enables a full account of the role of power in social knowledge, including 
the roles of the powerful and the powerless. It is the malleable nature of a 
social representation, which most prominently distinguishes it from the 
notion of a discourse (Howarth 2006). Discourses similarly recognise the 
social and political, but whereas discourses of ageing might be described 
as widespread ideas that bear down on and shape the lives of older people, 
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social representations are subject to ongoing negotiation and resistance 
through representation. This sensitivity to the negotiated nature of mean-
ing lends to the theory’s critical capacity, raising questions of authority, 
voice, and legitimacy in meaning-making.

�Dominant Social Representations of Ageing

Throughout the western world, the dominant social representation of 
later life is negative. Ageing is represented as a time of dependency, social 
isolation, and fragility. These negative meanings have maintained cur-
rency over time, across generations and remain stable in current common-
sense understandings, despite a diversification of experiences of ageing in 
the twenty-first century. The widespread nature of these negative social 
representations of ageing has meant, for some older people, a reluctance 
to identify as an older person (Quéniart and Charpentier 2012), a resis-
tance to being labelled ‘old’.

�How Meanings Come to Dominate

There is rarely ever only one set of meanings, of social representations, 
regarding a particular phenomenon. Multiple systems of knowledge cir-
culate and compete, often in tension. The degree of power held by the 
various social agents involved helps to determine which social represen-
tations become reified, hegemonic, and concrete and which are sidelined 
or suppressed. In diverse and contemporary societies, different groups 
hold different and competing ideas, norms, and values and these differ-
ent social representations can and do come into conflict. Within empiri-
cal research much attention has turned to lay knowledge and 
sense-making, particularly with respect to health (Flick et  al. 2003), 
sometimes in order to contrast such lay meaning-making with the 
knowledge of health professionals (Morant 2006). However, it is equally 
important to examine meanings of ageing, health, and related concepts 
among the most powerful. These social representations may be granted 
greater legitimacy and therefore have greater consequences for older 
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people. The seeming legitimacy of professional and scientific knowledge 
has warranted its evasion from empirical scrutiny. The idea that scien-
tific and professional knowledge entail social constructions is not a new 
one (see Kuhn 1970). However, within mainstream psychology and the 
psychology of ageing more specifically, where interests often lie with the 
individual experience, less research has critically examined the role of 
powerful others, their social representations, and the impact of these.

As all knowledge is political (Elcheroth et al. 2011), social representa-
tions are political. Their construction and circulation display the power 
of the social agents that use them. Those groups with greater, more wide-
spread, and more powerful outlets for their voice give greater exposure 
(and therefore credibility) to their social representations. In the same 
vein, those with less voice, with fewer opportunities and avenues to be 
heard, are frequently misunderstood and their experiences, values, and 
identities become ‘othered’ (Joffe 1999). In contexts where there is an 
absence of images of ageing (Twigg 2004), this does not leave a void for 
positive images to fill but instead an absence of images contributes to 
dominant social representations of ageing as passive, as ‘other’, and 
unwanted in relation to youth as active and desirable. The question of 
how particular meanings come to dominate is important both in under-
standing ageing and in identifying ways to facilitate environments in 
which people can age well. Although social representations are malleable, 
they do remain relatively stable and must do so in order to carry out their 
communicative function. These more stable dominant negative social 
representations are problematic for groups of older people with little 
instrumental or symbolic power. Where groups are powerless, they often 
cannot identify means of resisting dominant negative images of ageing.

Social representations that circulate among those with more power, 
whether they be professionals, policymakers, or popular figures, are not 
only more stable but also become more easily legitimised and likely to 
pass as fact. Power, whether instrumental or symbolic, often leads to the 
reification and legitimisation of a particular system of social representa-
tions. Powerful social agents such as governments, professionals, experts, 
and the mass media monopolise what it means to age and to age well. 
Dominant negative meanings of ageing are not benign or free from 
consequence. Instead, such knowledge can function to legitimise and 
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normalise negative or harmful practices, cultures of exclusion, and the 
unequal distribution of resources. Negative dominant social representa-
tions through their circulation become both the cause and consequence 
of negative attitudes and behaviours towards ageing and older people. 
Such causes and consequences are evidenced by the social exclusion of 
older people from particular places and spaces, the invisibility of older 
people’s social, cultural, and economic contribution and citizenship, and 
also malpractice in care homes. These are all examples of how negative 
social representations of ageing, perpetuated by the powerful, affect the 
powerless. These dominant meanings act upon and shape what it means 
to age. They have tangible consequences for older people. An example to 
illustrate this is in town and city planning, where older people do not 
have a voice, are invisible or unheard and resources are limited, facilities 
to enhance their quality of life, access to places and spaces and cultural 
engagement are overlooked, misunderstood, or ignored (Buffel et  al. 
2012). As a result, community spaces, seating, or pathways are often 
inadequate or inaccessible to many older people. Unfortunately, such 
actions only serve to perpetuate further those social representations of 
ageing as dependent and vulnerable.

�The Role of Science and Scientific Thinking

Common-sense meaning-making is not confined to lay and professional 
knowledge but is also evident in scientific thinking (Moscovici and 
Markova 1998). Flick (1998) stated that when a new phenomenon is the 
result of a scientific process (rather than a process in a lay community), a 
different and more concrete level of objectification is observed. The 
objectification of images of ageing as a period of decline is therefore sup-
ported and cemented by an increase in scientific discussion around age-
ing and cognitive decline. Increased research and scientific discussion 
(fuelled by attention from the mass media) around cognitive decline 
(e.g., risk factors associated with dementia) fuel a social representation of 
ageing as a period of decline. Such medical knowledge, debate, and scien-
tific thinking inevitably contribute to common-sense images of ageing. 
Language used by those in positions of power, with regard to ageing is 
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not the only contributor to dominant social representations. Social rep-
resentations not only constitute ideas and values expressed through lan-
guage but also are evident in action. The practices of experts and 
professionals feed and shape common-sense understandings around the 
needs of older people. Harmful or exclusionary practices therefore feed 
and shape social representations of older people as invisible, passive, or 
dependent. Research has examined systems of values, ideas, and practices 
among health professionals (Flick et al. 2003) and social care profession-
als (Renedo and Jovchelovitch 2007) and demonstrated how professional 
talk and practice both contribute to the social representations of the pop-
ulations they work with. Flick et al. (2003) conducted interviews with 
nurses and general practitioners in which the interview focused on elicit-
ing examples of practice from the participants. Renedo and Jovchelovitch 
(2007) found that social representations held by front-line workers con-
flicted with those held by rear-line workers in greater positions of power. 
Systems of practice and ways of acting may eventually become cultural 
and social norms within given professions. This normalisation, combined 
with the status of those involved in such practices, ensures that negative 
practices are often difficult to combat or resist.

�The Role of Institutions

Over time dominant social representations come to show themselves in 
the very fabric of institutions; they become formalised and act as social 
facts woven into social institutions, their architecture, geography, cul-
tures, and policy. Social representations come to dictate who can and 
cannot occupy certain places and spaces, how people should and should 
not behave, and what people can and cannot say. For many social spaces, 
social representations contribute to an understanding of whether or not 
older people should or should not be there. Retirement villages and vari-
ous residential settings may appeal to some older people as more inclu-
sive spaces in which old age is not othered (see also Chap. 8, this volume). 
This segregation of older people has been argued as problematic. 
Hagestad and Uhlenberg (2005) suggested that age-segregated institu-
tions (e.g., schools, colleges, care homes, and retirement villages) are the 
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root of ageism. These segregated community spaces imply vulnerability 
of both old and young and act to segregate older people from their wider 
communities. It is important to examine such structures and the norms 
that they shape, as well as to examine the lived experiences of the indi-
viduals who reside in them.

Other less tangible institutions play an equally significant role in circu-
lating dominant representations of ageing. The media and popular cul-
ture offer a powerful outlet for stereotypical images of ageing. The 
dominant social representation of old age as passive and as invisible is 
fuelled by mainstream media, film, and television that have historically 
heralded youth as normal and aged as ‘other’. Mass media are able to 
utilise objectification, a powerful means through which social representa-
tions come into circulation. This is the process by which images or sym-
bols are used to make an abstract idea more concrete. This might involve 
pictures of complex ideas being personified or anthropomorphised as in 
the example of ‘Dolly’, the first sheep to be successfully cloned, a personi-
fication of a complex unfamiliar process (Bauer and Gaskell 1999). Many 
complex or unfamiliar and new phenomena are first objectified by the 
media (Flick 1998; Hoijer 2011), resulting in societal images and stereo-
types which demonise marginalised or poorly represented groups. 
Objectification is a process that simplifies and reduces complexities and 
diverse ideas such as what it means to be aged to simpler images such as 
that of a fragile older woman in a care home bed. When persistent and 
widespread, these images can come to dominate what we understand old 
age to be.

�Old as Other

The objectification of old age through images that highlight crude dis-
tinctions from youth or extreme case examples fuel notions of old as 
‘other’. Othering, a process linked to identity and said to serve a protec-
tive function, draws on fears and the thema (i.e., binary) of ‘them’ and 
‘us’ (Smith et al. 2015). This us/them distinction fuels and fosters preju-
dice. It highlights and emphasises differences and plays on vulnerabilities 
and deep-rooted fears. Ageism, unlike racism, sexism, and homophobia 
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where prejudice is directed against relatively fixed social categories 
(whether socially constructed or biologically determined), is a prejudice 
towards a much more transient social category. We all begin as young and 
if we are lucky, get to grow old. Age-related frailty and dementia are, 
however, a source of fear for many as well as being a major policy concern 
in many parts of the world (Higgs and Gilleard 2017). Smith et al. (2015) 
suggest that our sense of self is protected somewhat and is held safe by 
representing old as other, by distancing ourselves and associating death, 
decline, and fragility with something very different and distinct from 
ourselves. Many refer to ageism as the ‘fear of our future selves’ (Calasanti 
2008). Those in positions of power and influence participate in othering 
(Joffe 2007). This may be consciously, as a means of shifting blame from 
one group to another, or unconsciously as many social representations are 
rooted in fears and emotions. Through language and actions, powerful 
social actors can feed negative social representations. This othering can be 
seen as both an exploitation of fears of ageing as well as a reaction to it.

Othering often has its basis in themata. Themata are simplistic binary 
oppositions or antinomies such as self/other, life/death, and young/old 
that are deeply rooted in culture (Markova 2003). Moscovici (1992) pro-
posed that all common-sense thinking and therefore all social representa-
tions have their basis in themata (e.g., as us/them). These pairs of 
antinomies or themata serve to help make sense of issues in the social 
world (Smith et al. 2015). Themata are evident in language and in action 
though are often less explicit than the social representations they under-
pin (Markova 2003; Moloney et al. 2015). A single social representation 
may be underpinned by several themata, or a single thema may be at the 
root of a diverse system of social representations (Smith et al. 2015). The 
young/old distinction is one example of a thema that has helped legiti-
mise dominant negative social representations of ageing.

�The Reach of Dominant Social Representations

This legitimisation of social representations of ageing as unwanted 
and negative is achieved through objectification, othering, themata, 
and other conscious and unconscious social mechanisms. These social 
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representations are reflected and represented in everyday communica-
tion and action, in turn perpetuating the dominance of particular 
ideas and images of ageing. Negative social representations serve to 
exclude or limit opportunities for older people (Carpentier et  al. 
2008). However, the malleable nature of a social representation can be 
exploited in attempts to promote positive change. Some studies have 
demonstrated how the creation of environments with an explicit focus 
on more positive social representations of ageing can result in tangible 
improvements to the lives of individual older adults. Dryjanska et al. 
(2017) demonstrated how an emphasis on positive social representa-
tions within the production of a theatrical performance led to an 
improvement in older adults’ memory when compared to a control 
group. Such research illustrates the interplay between positive and 
negative social representations and individual health and wellbeing in 
a tangible, measurable way. Social, cultural, and physical environ-
ments in which negative social representations of ageing dominate 
through the language and actions of those with greater power have 
consequences for those older adults who interact with those environ-
ments. Resistance and positive social change are, however, possibili-
ties, as there is also agency and malleability in social representations. 
Negative social representations can be challenged and resisted through 
empowerment, through positive individual and community narra-
tives, and through collective action which are considered in the 
remainder of this chapter.

�Narratives of Ageing

At the core of social representations of ageing in Western society is a 
dominant cultural narrative of ageing as being a process of inevitable 
decline in physical and mental capacity. This cultural narrative is perva-
sive and reflected in the media and our social institutions. It is for this 
reason that Gullette (2003) has argued that people do not simply age but 
are aged by culture. However, Freeman (2008) has suggested that behind 
this dominant narrative is a counter-narrative of the ‘vital, self-sufficient 
individual’ (p. 175). It is also one that is associated with wisdom and 
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fortitude rather than recklessness and impulsivity. Older people develop 
and announce their identity through a process of narrative engagement 
with these cultural narratives of old age (Hammack and Pilecki 2012). 
This process of engagement can be both as an individual and as part of a 
collective. Here we consider two reactions to the cultural narrative of 
decline explored by Freeman (2011) and then consider some social and 
political strategies of resistance.

�Narrative Foreclosure

Freeman (2011) described acceptance of the cultural narrative of ageing 
as decline as narrative foreclosure, the reaction of those older people who 
feel that their future life story is foreclosed. It is the ‘premature conviction 
that one’s life has effectively ended’ (Freeman 2010, p.  83). For these 
people, the dominant narrative of decline is accepted as inevitable with 
little prospect of development; the future is one with few prospects for 
growth but only the expectation of further decline. However, such narra-
tive foreclosure is not absolute but will vary depending upon how the 
individual interprets both past events and future possibilities.

Freeman distinguished between four different forms of narrative fore-
closure. The first he termed ‘dead ends’. This is the case when there is 
perceived to be no prospect of new opportunities available. For this per-
son, it ‘was too late for opening up a new chapter’ (p. 5). There was little 
to do except wait for the end which was inevitable. This person could be 
described as being in the final chapter of life or in the waiting room for 
the ending. The second form Freeman termed ‘the point of no return’, 
which was the awareness that you could not go back to the past but that 
there was still the prospect of new opportunities. The challenge was to 
develop these new opportunities rather than to focus on past achieve-
ments. The third form of foreclosure was a growing awareness that past 
negative events were over and did not need to determine future events. To 
illustrate this process, Freeman considered the case of Primo Levi, a sur-
vivor of the Nazi concentration camps. Levi could look back on his past 
life then as a period of living on an animal level. Despite the shame about 
that previous experience, there was escape through an awareness of it only 
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having lasted for a period and thus there were now growth possibilities. It 
was possible to ‘reopen his life and restart the creative process’ (p. 7). The 
extent to which this narrative leap is possible will depend upon how the 
person engages with past traumatic events. A frequent strategy is to ignore 
these past events and focus on developing a new narrative. In Levi’s case, 
this was not possible and he tragically committed suicide. For others, 
developing a story to capture past negative experiences can be a life-long 
quest inhibiting the possibility of moving forward (see Brooks 1994).

The final fourth form of narrative foreclosure considered by Freeman 
was foreclosure as existential despair. To illustrate this process, he consid-
ered the case of Ivan Ilyich, the character in Tolstoy’s famous novella The 
Death of Ivan Ilyich. Tolstoy described the life of the magistrate Ivan Ilyich 
who had a successful career but then fell and is diagnosed with a terminal 
condition. Reflecting on his life, he begins to see it as filled with certain 
successes but that these are marked by self-interest and now appear to 
him as basically worthless. Tolstoy contrasts this perceived wasteful life 
with an authentic life which is full of compassion and concern for others. 
But then, in this moment of existential despair there is light for Ivan 
Ilyich—the realisation that he can do something right now. Tolstoy 
details this process in almost religious terms: ‘and it was revealed to him 
that though his life was not what it should have been, this could still be 
rectified’ (Tolstoy 1886/1960, p. 151). By showing love and compassion 
for his family, Ivan Ilyich could develop a new authentic narrative. This 
transformation requires him to accept but separate himself from his nega-
tive life story which was the past and develop a new positive narrative.

Admittedly, these four forms of narrative closure do not encompass the 
reaction of all or indeed most older people. There remains the cultural 
narrative of the vital and dynamic older person repressed by social insti-
tutions which equate youth with vitality. Engaging with this cultural nar-
rative offers the prospect of new opportunities.

�Narrative Openness

Freeman (2010) suggests that the opposite of narrative foreclosure is nar-
rative openness or narrative freedom. By this he meant the awareness that 
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despite the many challenges of ageing, life still provides many opportuni-
ties. The dominant life narrative that had shaped earlier activities, includ-
ing what were perceived as burdensome social responsibilities, have now 
been removed. Instead the older person’s narrative is one of developing 
new activities or indeed activities that had been curtailed because of occu-
pational and domestic demands (see also Chap. 2, this volume). Consider 
the case of the older person who in their youth aspired to be an artist but 
instead ended up in a more routine occupation with little opportunity for 
creativity. Now that they have retired, they have the opportunity of once 
again taking up that earlier ambition or alternatively developing new 
ambitions. The release from everyday demands provides the opportunity 
to develop new narrative scripts.

Trethewey (2001) in her study of the midlife women noted that many 
of those that she interviewed highlighted the benefits of growing older. 
They were not frustrated by the passage of youth but welcomed the onset 
of old age as providing a sense of maturity and release from the profes-
sional rat race. Some women welcomed the loss of sexual identity as it 
lessened the unwelcome forms of attention and sexual harassment that 
they had experienced in the workplace and elsewhere. She noted that for 
some, the loss of sexuality entailed ‘losing the burdensome sexual objec-
tification, and sexual tension that they too often experienced as younger 
professionals’ (p. 200). As they grew older they were freed of these expec-
tations and felt less need to adopt a defensive orientation towards 
others.

Such narrative freedom can take various forms from the more mun-
dane to the more dynamic. At the more mundane level is the content-
ment which flows from acceptance of old age. Instead of looking to the 
future with frustration, the narrative is about acceptance of the ending of 
one [working] life and the potential opening up of another. In the play 
‘Waiting for Godot’, Samuel Beckett (1956) has this exchange between 
the characters Vladimir and Estragon who are discussing the imagined 
voices of the dead which they compare to the rustling of leaves:

VLADIMIR:	 What do they say?

ESTRAGON:	 They talk about their lives.
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VLADIMIR:	 To have lived is not enough for them.

ESTRAGON:	 They have to talk about it.

This exchange about talking applies to older people reasserting their 
existence as living social beings. They may not be developing new oppor-
tunities but they still have lots to talk about. They are living life in the 
now through their very conversation. For old people such conversation 
can be the source of contentment, but it is one which they unfortunately 
do not always have access to. AgeUK (2017) has estimated that 3.6 mil-
lion older people in the UK live alone and 1.9 million report feeling 
ignored and isolated. It was for this reason that the Jo Cox Commission 
on Loneliness (2017) titled their report Combatting loneliness one conver-
sation at a time. A call to action. In these conversations are the small sto-
ries that bind people together and reaffirm their identities (Bamberg 
2006).

Another alternative to acceptance of decline being perceived in a neg-
ative light is the adoption of what Randall (2013) has described as an 
ironic narrative stance to our lives as individuals and towards life in 
general. He defines irony as ‘the acceptance (if not embracing) of ambi-
guity and relativity’ (p. 166). If earnestness is typical of youth, irony 
more reflects old age. It is the period when we become more accepting 
of the multiple interpretations possible of our lives. Even more, this 
acceptance can lead to a certain contentment rather than frustration at 
ageing at the physical, social, cognitive, and spiritual level. At the physi-
cal level, an ironic stance can reflect a certain wry amusement at decline 
in our physical capacity. At the social level, an ironic stance reflects a 
certain contentment with disengagement from the social world. At the 
cognitive level, an ironic stance can enable us to accept multiple per-
spectives rather than searching for the right answer. Finally, at the spiri-
tual level, an ironic stance reflects an awareness of our mortality and a 
certain gerotranscendence. Randall suggests that the uses of such strate-
gies as guided autobiography, creative reminiscence, and life-writing 
with different literary forms are potential approaches to promoting 
forms of ironic narrative.
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�Social and Political Narratives: Ageing as Progress

For older people, becoming old is not a singular event but a process 
within which our sense of narrative identity evolves through ongoing 
resistance to the dominant cultural narrative of decline. According to 
Gullette (2003), adulthood is not the pinnacle of achievement but rather 
a step on a continuum that has many twists and turns. There are many 
opportunities for development in later years. She terms this process the 
progress narrative. It is something to be worked on rather than something 
that is inevitable. Let us consider some strategies for developing a prog-
ress narrative as we grow older.

Everyday Life  Resistance to negative ageist stereotypes can be part of 
everyday life. This process is not confined to older people but can start in 
middle age as often people react strongly to being categorised as old. This 
can be exhibited in the style of clothing and participation in certain activ-
ities. For instance, in our study of middle-aged baby boomers’ social rep-
resentations of health and ageing we found that these people frequently 
expressed resentment at any indication that they were old, for example, 
being called sir or madam (Murray et al. 2004). This baby-boomer gen-
eration had internalised the desire ‘to die before I get old’ and wanted to 
be ‘forever young’. In their study of anti-ageing strategies among middle-
aged people, Calasanti et al. (2016) found that although the use of anti-
ageing cosmetic products was widespread, the users referred to health and 
bodily appearance rather than anti-ageing as a justification for their usage. 
For them, ageing was not something to be combatted rather their current 
lives should be enhanced. Their life story was one of progress.

Continued Work  The removal of the formal UK retirement age has pro-
vided many people with the opportunity to continue working after the 
statutory pension age (SPA). In a survey of older workers, Smeaton et al. 
(2009) found that many continued working not simply to maintain their 
income but also because they enjoyed their work, the social contact, and 
the routine. There is evidence that the urge to delay retirement is more 
pronounced among men who have greater attachment to their worker 
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identity (Barnes and Parry 2004). In an interview study of a sample of 
older people who continued to work after SPA, Reynolds et al. (2012) 
found that work provided not only increased financial security but also a 
sense of control over their health and an opportunity for personal devel-
opment. This latter theme included the various components of life as 
progress including learning, challenge, and resistance to ageist stereo-
types. They resented the expectation that now that they were retired, they 
should engage in activities such as golfing and cruises. Admittedly, the 
study participants tended to be middle class for whom work was often 
very enjoyable. For others, retirement can provide the opportunity to 
escape from monotonous routines and to develop new exciting 
opportunities.

After retirement, many older people become involved in various forms 
of volunteer activity. Such activity provides many of the benefits of paid 
employment including social contact and sense of purpose. In a study of 
the role of older volunteers in a theatre, Bernard et al. (2015) found that 
they emphasised the opportunity it provided to challenge the dominant 
negative representation and to develop new skills. For example, one older 
volunteer commented:

I think that as you do get older, if you don’t have a manageable challenge 
… you’re not developing yourself anymore, and I think that is one of the 
things that the theatre does, not just for the young people but for us. It’s 
still developing us, and that’s what’s so great. (p. 100)

Again, the emphasis was on developing a progress narrative.

�Research Focus on Arts Activities

A series of ‘New Dynamics of Ageing’ projects demonstrated the power 
of arts participation to develop a counter-narrative of ageing (Murray 
et al. 2014). Murray and Crummett (2014) explored the use of commu-
nity arts as a means of promoting increased social engagement among 
older residents of a disadvantaged urban neighbourhood. The experience 
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of the older residents was one of social exclusion based on age and social 
class. Discussion with a group confirmed their frustration at what they 
perceived as a very negative outsider representation of their neighbour-
hood. They talked about local council officials as having negative expecta-
tions of local residents.

Participation in a community arts project provided them with an 
opportunity to develop a new community narrative of talent, which both 
challenged the talentless self-narrative and the negative outsider represen-
tation. Extracts from conversations with participants illustrate this pro-
cess (Murray and Crummett 2010). One of the male participants enjoyed 
the silk screen printing and commented afterwards:

I could do what I wanted. I didn’t have to constrain. I could experiment. 
All my work is the way I want to do it. … I didn’t know what to expect 
because we’ve never had this before so I wasn’t sure what to expect. I was 
surprised that we had so much talent. I mean there are certain people that 
have astounded me. I mean Mary, her work has been very good, and 
Monica surprises me all the time.

Another female participant reflected on the opportunity the art pro-
vided for her to escape from everyday concerns:

I used to think well I’ve got no time to take for me but now with this, it is 
time for me. You get lost in what you’re doing and you’ve no time to think 
what’s happening around you. Well, we’re just here doing your project and 
just for a couple of hours you’re in your own world doing what you want 
and nobody’s there to interfere with it.

An important part of the artwork was the final product that the par-
ticipants could admire and show to others. They talked about each other’s 
work and supported each other. As the same male participant said: ‘One 
of the main points is you can turn round or look at whatever it is and 
think and yes, I made that.’ The artwork was a concrete expression of 
their abilities that they could talk about with others in the project or in 
the wider community. One of the women felt that other members of the 
community also had many abilities but they did not express them because 
‘they’re a bit frightened, they think – I can’t do that’.
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However, there was also a broader social challenge. The participants 
felt that they were able to demonstrate to outside officials and others their 
talents that they felt had not been recognised. In publicly displaying their 
artwork at the end of each project, they were challenging the perceived 
negative social representation of their community as being talentless. An 
important part of the community artwork was its participatory nature. 
The older people resented being told what to do. For example, at one 
early meeting of the project some council officials detailed their expecta-
tions. Although this was done in a low-key fashion, the older people felt 
uncomfortable. One female participant subsequently told one in the 
research team that she felt she was being told what to do and she added:

I’m really angry and so are other people. […] They wanted to tell us how 
we had to do things. […] Well they can stuff it. I’m going to get my big 
table out and we’ll meet in my back kitchen. We don’t want those people 
telling us what to do.

The older residents enjoyed making art together, but they did not want 
to be told what to do. This brought back to many of them memories of 
officialdom and curtailment of their activities. In making art, they chal-
lenged those traditional restrictions and showed officialdom what they 
could do on their own when they had the opportunity. They were begin-
ning to develop a new progress narrative of talent and potential.

In the ‘Representing self – representing ageing’ project (Hogan and 
Warren 2012), older women worked to critique dominant visual narra-
tives of ageing and to develop their own images of ageing. They did this 
through participating in arts workshops and using a range of techniques 
to create alternatives images which were displayed in an exhibition. These 
collaborative arts activities developed among the older women alternative 
narratives of creativity and solidarity.

In the Fiction and the Cultural Mediation of Ageing Project (Hubble 
and Tew 2013) older people participated in a group reading project in 
which they collectively critiqued the representations of older people in a 
selection of popular novels. The older people accepted that the more neg-
ative representations may have been typical many years ago, but they did 
not apply today. They argued that many of the novelists they discussed 
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were living in the past. In addition, the older people in the project not 
only discussed the novels but also developed counter stories in their dia-
ries. In a related project de Medeiros (2014) in her study of creative writ-
ing groups for older people explored encouraging the participants to 
experiment with alternative forms of writing. She argued that in later life 
our expectations are shaped by the dominant cultural narratives of the 
journey, the family, and decline. Using the standard autobiographical 
form of writing tends to reinforce this dominant narrative. In groups, she 
encouraged participants to challenge this narrative and to co-create alter-
natives forms as a way of developing a new counter story.

In another related project, Seymour and Murray (2016) considered 
the impact of shared poetry reading by older residents of an assisted living 
facility. In this study, the opportunity to participate in the shared reading 
challenged any narrative foreclosure and instead encouraged the partici-
pants to develop new ways of seeing the world. One of the participants 
reflecting on her life articulated a clear process narrative:

I think we renew ourselves in the way we think. … Like when we retire we 
got to sort of learn … you know, when you’re married you’ve got your 
partner and your family. And when you’re on your own you have to start a 
new way of thinking. There’s a renewal because you can’t live like you did 
because things have changed. (p. 197)

Intergenerational Action  A community strategy for combatting the 
negative cultural narrative of ageing is intergenerational action. Sometimes 
this is organic and involves grassroots interaction of young and old in a 
community. However, such action can also occur as more structured 
‘intergenerational practice’ facilitated by community development work-
ers or charitable organisations. Intergenerational practice aims to provide 
older and younger people with mutually beneficial activities and oppor-
tunities to foster community cohesion. For older people, the involvement 
of younger people in social change efforts can provide community allies, 
added energy and support in the long-term sustainability of an initiative 
(Statham 2009). However, there is a danger that intergenerational work, 
when facilitated unreflexively can indeed perpetuate negative images of 
ageing through the involvement of exclusionary practices or limited 
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opportunities. Therefore, mutuality, support, and inclusion are vital to 
the success of intergenerational practice.

In the UK, ‘Magic Me’ (https://magicme.co.uk/) is one of the largest 
providers of intergenerational arts projects for older people across London 
and beyond. By engaging both older and younger generations in arts-based 
activities, both groups are able to learn new skills and be more involved in 
the wider community. The organisation embraces an ethos of inclusivity 
and positive social change and trains others (e.g., community workers, 
service providers) across the country to work with older and younger com-
munities in this way. A commitment to inclusive, empowering practice by 
those who work with older communities can work to resist and challenge 
the more demoralising and exclusionary practices and in doing so chal-
lenge what it means to be old. ‘Linking Generations Northern Ireland’ 
(http://linkinggenerationsni.com/) offer a similar example of intergenera-
tional working being facilitated not only at a small group level but also 
through work with community leaders, developers, and service providers. 
Working with those in positions of power to provoke critical reflection on 
practice is another means of resisting negative dominant social representa-
tions and tackle the age-segregated nature of many social institutions.

Social and Political Action  Moving beyond forms of individual and 
community action requires challenging the dominant political narrative 
which excludes older people from participation in civic life. Toolis and 
Hammack (2015) in their study of homelessness argue that dominant 
narratives of safety and economic vitality construct the boundaries of 
exclusion of homeless people. These narratives justify the criminalisation 
of homelessness. Similarly, dominant narratives of economic vitality con-
struct boundaries of exclusion of older people from civic life. Instead they 
are portrayed as not contributing to economic life and as such not deserv-
ing of the various benefits. Challenging this narrative requires political 
action at different levels. At the policy level there is the move towards the 
promotion of age-friendly cities and communities (Buffel and Handler 
2017). This can take many forms from involvement of older people in 
the planning of housing and facilities through to the provision of services 
that meet the particular needs of older people.
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Some older people become actively involved in various forms of social 
and political action beyond community activities. This can range from 
volunteering for voluntary organisations to more obvious political action. 
In their study of those who participated in older people’s forums, Barnes 
et al. (2012) found that for many it was a form of resistance to being old. 
Through their actions, the volunteers were promoting a counter-narrative 
of action.

Other older people continue to or become involved in various forms 
of political action. Molly Andrews has conducted extensive research on 
the experiences of political activists. This has involved detailed interviews 
with activists in England, the USA, the former East Germany, and South 
Africa (Andrews 1991, 2007). In their life stories, the older activists 
interwove the personal and the social narratives—they were part of a 
broader political movement. One feature that Andrews noted in her con-
versations was the reluctance of the older activists to focus on themselves 
in their recollection of past activities. Instead they emphasised that their 
generation had forsworn personal interest for involvement in a broader 
struggle for social justice. This was something which did not end as they 
grew older; rather it was part of their lives. As one of her participants said: 
‘You must not give up, you must keep pegging away’ (Andrews 2007, 
p. 66).

For these older activists, participation in the political struggle was an 
integral part of their narrative identity. To cease involvement would be to 
disrupt that identity. Eileen, one of those interviewed by Andrews (2007) 
put it this way: ‘It gives you a motive for going on living. It is very strong. 
It’s survival’ (p. 67). She was echoing the words of the English novelist 
and social activist Edward Upward (1903–2009) who titled the final vol-
ume of his semi-autobiography trilogy ‘No home but the struggle’ (2007), 
which conveyed the continuing importance of the political struggle for 
social justice in his identity as he grew older.

In their study of female activists, Chazan (2016) conducted interviews 
with 32 older women from which they compiled an archive of ‘activist 
herstories’. Their analysis of these herstories revealed four central motiva-
tions for social activism: (1) time and space: the release from family and 
work responsibilities; (2) perspective: the opportunity to stand back and 
take a broader perspective on life and realise that there is no time to lose; 
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(3) grand motherhood: whether or not they had grandchildren they felt 
a social responsibility for the next generation; and (4) combatting ageism. 
Each of these provided an opportunity for developing a progressive polit-
ical narrative.

These examples are of older people who had a lifetime involvement in 
forms of political action. Some older people are new to political action as 
in their earlier lives they had not been so involved. This was illustrated in 
a study by Guillemot and Price (2017) who interviewed some visitors to 
a community centre that was threatened with closure. These older people 
organised a protest outside the local town hall. When interviewed, these 
older activists emphasised that although they had never been involved in 
such protest before they felt that this was necessary because of the impor-
tance of the community centre to them. As one of the protestors said:

I think this [the day centre] is a lifesaver for me, for all these people here. 
It can’t close, it can’t close. We’d all sit at home and fade away. As I said, I’m 
not doing it yet. I’m not going to fade away yet. (p. 59)

Analysis of the interviews identified two key features of the protest: the 
perceived threat (closure of centre) and the role of the staff in supporting 
the protest—a form of proxy efficacy (Bandura 2000). In addition, an 
important feature of the protest was the extent to which it was perceived 
as a public shaming of the authorities. To enhance this shaming some of 
the older people referred to the importance of attending the protest in 
their wheelchairs. As another one of the interviewees said, ‘I think to see 
a few people in wheelchairs, it does help’ (Guillemot and Price 2017, 
p. 61). Through circumstance they were developing a new narrative iden-
tity of social activists.

A final example of an emerging progressive political narrative is the 
work of the Raging Grannies. This is a social movement of older women 
which emerged from the Canadian peace movement in the 1980s. It has 
spread to over 100 groups (or gaggles) across North America and else-
where. These groups engage in a range of activities to promote social and 
environmental justice including protests against war, climate change, pov-
erty, for refugee and minority rights, and so on. Their modus operandum 
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has three central features: dressing in flamboyant costumes, singing satiri-
cal songs, and going to places where they are not invited. Chazan (2016) 
in her study of a group of these women found that their aims were to 
challenge the cultural narrative that they did not have a role to play in 
political change and to challenge the idea that social protest is only the 
purview of younger people. Participation in these activist groups was a 
means of resisting these stereotypes. These raging grannies were redefining 
old age in positive terms through growing old disgracefully (Caissie 2011).

�Personal Stories Are Political

Finally, we can consider the power of personal stories to challenge domi-
nant cultural narratives. As discussed before (Murray 2013), storytelling 
is a powerful means of mobilising support for minority ideas. Poletta 
(2006) has described the power of personal stories to convince others of 
the legitimacy of arguments—‘to chip away at the wall of public indiffer-
ence’ (p. 2). A recent graphic example of the power of publicly telling 
personal stories was the abortion referendum in Ireland. This was detailed 
in a commentary by Fintan O’Toole (2018):

the old feminist slogan that the personal is political holds true, but it also 
works the other way around. The political has to be personalised. The 
greatest human immune system against the viruses of hysteria, hatred and 
lies is storytelling. Even when we don’t trust politicians or experts, we trust 
people telling their own tales. We trust ourselves to judge whether they are 
lying or being truthful. Irish women had to go out and tell their own sto-
ries, to make the painful and intimate into public property.

In the case of ageing, older people can publicly announce their achieve-
ments and their defeats as a means of building collective resistance to 
dominant cultural narratives of decline. The future is not foreclosed or 
simply more of the same but a place for forms of activity which can dis-
rupt negative social representations of ageing and open up new opportu-
nities for older people.
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�Conclusion

In this chapter, we have considered the oppressive role of dominant nega-
tive social representations of ageing and various strategies of resistance 
ranging from the personal to the political. However, it is in the transition 
from the personal to the political that we want to highlight. While in 
everyday life we may attempt as individuals to challenge the negative 
social representation of ageing, this places responsibility for this process 
on the individual. While people that are middle class may have more 
resources to develop a resistant narrative at a personal level, there is a need 
to develop more opportunities for developing various forms of collective 
resistance for more, older people. Nolas et al. (2017) have emphasised 
that resistance can take many forms. As they stated: ‘political activism can 
be found in mundane activities as well as in banal spaces’ (p. 9). It is not 
confined to those who have previously been resistant but can develop 
among large groups of older people who have previously been quiescent 
and accepting. Indeed, many older people are keen to become involved 
in various forms of social and political action, the fruits of which they 
may not live to see (Andrews 2017). Enhancing the lives of older people 
involves facilitating more opportunities for their involvement in such 
action. Community and political psychology strives to understand the 
processes that facilitate such involvement.
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