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Definition

Acceptance and Commitment Therapy (ACT) is a
behavioral experiential psychotherapy which
“reformulates and synthesizes previous genera-
tions of behavioral and cognitive therapy and
carries them forward into questions, issues, and
domains previously addressed primarily by other
traditions, in hopes of improving both understand-
ing and outcomes” (Hayes 2004). ACT takes a
transdiagnostic and functional approach to
psychological problems: it is the function of
behavior that matters, not its shape. Consequently,
different clinical diagnoses are, in essence,
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more similar than one would think from looking
at their names in the DSM-V, as they involve
dysfunction in the same dimensions. In this
regard, many anxiety, depressive, or addictive
disorders, among others, have in common
that they involve experiential avoidance and
cognitive fusion. These processes will be defined
later. Also, as a consequence of ACT’s focus on
the context of psychopathology, it situates
psychological problems in the “broader context”
of people’s lives. Hence, aspects such as
purpose, meaning, personal values, or sense of
coherence are germane to understanding psycho-
logical problems and to working out solutions
to them.

Psychological Interventions with Older
Adults

With the aging of the population there is expected
to be a significant increase in the number of
elderly people suffering psychological distress.
Research has already shown that there are psycho-
logical interventions that work for helping dis-
tressed older adults, with most of the evidence
coming from cognitive-behavioral interventions
(Gatz 1997). Evidence has been put forward
supporting the efficacy of Cognitive Behavioral
Therapy (CBT) for treating depression and sleep
problems in older adults, with effect sizes within
the range of those found for younger adults
(Satre et al. 20006).



In spite of this, there is some justification for
further research on alternative therapeutic
approaches targeting the elderly population. One
of them has to do with the nature of CBT, which
may limit its efficacy for some older adults’ psy-
chological problems. The basic assumption in
CBT is that individuals can be trained in strategies
to understand the factors that maintain their prob-
lems, as well as in techniques for dealing with
them, which usually involve changing thoughts
and behaviors (e.g., cognitive restructuring, skills
training, or relaxation). However, many problems
older adults face include aspects that are not easily
modifiable. Even though growth and gains in dif-
ferent domains can occur in old age, aging brings
with it important and irremediable changes or
losses in physical (e.g., health problems) and
social resources (e.g., death of loved ones), as
well as in the contexts or scenarios people live in
(e.g., retirement, “empty nest”). Challenging the
validity of thoughts, emotions, or behaviors asso-
ciated with these changes may not be the best way
to face the problems, given the realistic nature of
the problems (Petkus and Wetherell 2013).

Older adults’ psychological or emotional prob-
lems are frequently related to difficulties in
adapting to their changing realities. Despite the
fact that some studies find aging to be related to
improvements in emotion and self-regulation
strategies (Reed and Carstensen 2014), it is nev-
ertheless true that when faced with losses and
changes in important life domains, many older
adults have problems accepting them. Conse-
quently, they tend to avoid the situations,
thoughts, and emotions associated with these
events, which leads to maladaptive behavior pat-
terns that can result in disengagement from life
and affect their well-being.

In recent decades, the field of psychological
intervention has witnessed the emergence of the
so-called third generation of behavioral therapies
(Hayes 2004), which place the emphasis of inter-
vention on increasing people’s ability to accept
the “hassles” and problems inherent to life, as well
as the aversive experiences associated with
them (thoughts, sensations, and emotions), while
acting in the direction of personal values. Accep-
tance and Commitment Therapy (ACT) is the
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standard-bearer of this third generation, and its
characteristics make it especially suitable for
older adults, as discussed later.

What Is Acceptance and Commitment
Therapy?

A basic assumption in ACT is that psychological
suffering is an inherent characteristic of human
life (Hayes 2004). ACT makes a strong criticism
of the “healthy normality” hypothesis that seems
to underlie mainstream Western psychology,
according to which humans are, by their nature,
psychologically healthy, and well-being and hap-
piness is the hallmark of psychological health.
This assumption is a correlate of the welfare soci-
ety prevalent in the West and in the richer coun-
tries in general, but sharply contrasts with
people’s everyday experience, which demon-
strates that problems, losses and difficulties, and
the associated suffering, are more the norm than
the exception in human life. Experiences such as
being worried, having intrusive thoughts or feel-
ing sadness, anxiety, anger, or other uncomfort-
able emotions are normal psychological
experiences that go hand in hand with human
existence. Assuming that these aversive experi-
ences are normal, and being able to accept them
and tolerate them while acting in the direction of
personal values, are essential requirements for
adaptation and psychological health. According
to ACT, the hallmark of human ability for adap-
tation and psychological health is psychological
flexibility, defined as the ability to act in chosen
directions, in line with one’s personal values,
regardless of the uncomfortable internal experi-
ences (thoughts, emotions, or sensations) one is
having at that moment, and while remaining in
contact with the present (Hayes et al. 2011). Many
different forms of psychopathology are manifes-
tations of psychological rigidity, which consists of
the following six processes (also called hexaflex):
(a) experiential avoidance; (b) cognitive fusion;
(c) attachment to the conceptualized self; (d) loss
of contact with the present moment (inflexible
attention); (e) disruption of wvalues; and
(f) inaction.
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(a) Experiential avoidance is the opposite ten-

dency to acceptance and has been described
as the unwillingness to remain in contact with
particular private events such as emotions,
thoughts, or behavioral predispositions
(Hayes et al. 2011). According to ACT,
“many forms of psychopathology are not
abnormal behavior, emotions or thoughts,
but rather “bad solutions” that people apply
to solve their distress or, in other words,
“unhealthy efforts to escape and avoid emo-
tions, thoughts, memories, and other private
experiences” (Hayes et al. 1996). Research
shows that avoidance can have undesired
effects: trying to suppress a thought or an
emotion may generate a boomerang effect,
increasing the frequency and intensity of
these experiences (Campbell-Sills et al.
2006; Hooper and McHugh 2013). Thoughts
or emotions associated with relevant negative
life events such as the death of a loved one are
not easily changeable, and trying to fight them
(suppress or reject them) may limit people’s
chances to continue living their lives in an
adaptive way.

As already pointed out, ACT starts out
from the belief that human suffering is a ubig-
uitous experience. It highlights the need to
strengthen, in clinical practice, people’s abil-
ity to accept this suffering and deal with it in
appropriate ways. This does not involve res-
ignation or helplessness, but rather acknowl-
edgement and active embracement of the
aversive experiences associated with prob-
lems and losses, in order to be able to integrate
them and continue living rich and meaningful
lives. In clinical practice, this involves helping
people to “make room for” undesired emo-
tions and thoughts, understanding the paradox
of “control,” (the harder we try to control
these experiences, the more difficult it
becomes) and both the futility and cost of
avoidance.

Hence, ACT does not focus on the elimi-
nation or reduction of aversive experiences,
but on people’s personal values and goals.
These motivational variables are the frame-
work of intervention in ACT, which is aimed

(b)

at helping people develop coherent and satis-
factory lives, despite the presence of unavoid-
able suffering.

Cognitive fusion is the tendency to be psy-
chologically entangled with and dominated
by the form or content of thoughts, believing
in their literal content, or, in more general
terms, the excessive or improper regulation
of behavior by verbal processes, such as
rules and derived relational networks (Hayes
et al. 2011). When people rigidly believe (are
fused with) the contents of their mind (e.g.,
“elderly people are unable to learn new
things” or “I don’t have anything interesting
to say”), they will have trouble being aware of
contextual or direct experience clues, and will
act in a maladaptive way (e.g., not attending
courses to learn new things, or not participat-
ing in debates or conversations with other
people). Being fused with verbal or cognitive
rules (e.g., “I am not interesting for other
people. People do not like me”) is maintained
in part because compliance with verbal rules
is rewarding. Cognitive fusion is also related
to checking behavior of clues that may con-
firm or disconfirm the thought or verbal rule
(e.g., “That expression on her face means that
she’s bored with my conversation”). This
checking behavior limits people’s behavioral
repertoire and action opportunities for living
in the present. An important manifestation of
cognitive fusion is an excessive entanglement
with “giving reasons,” which leads some peo-
ple to prefer “to be right” than to be happy
(e.g., “I didn’t go to the party because I am not
good company and because I was feeling anx-
ious”). ACT tries to change the way one
relates to thoughts by undermining these mal-
adaptive verbal contexts (literality and giving
reasons), generating new scenarios in which
maladaptive functions of thought are dimin-
ished. Specifically, cognitive defusion tech-
niques include deliteralization (e.g., the
“Milk, Milk, Milk” exercise; word repetition)
(Titchener 1916), and physicalizing exercises
(e.g., “Imagine that your thought is an object
inside your head: what shape has it? What color
is it?”) among others (Snyder et al. 2011).
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ACT also includes many interesting exercises
for undermining reasons as causes of behavior
(Hayes 2004; Hayes et al. 2011).

(c) Conceptualized self or cognitive fusion with

self-concept occurs when a person is rigidly
fused with his or her self-concept (“I'm an old
and lonely man”) or self-story, and finds great
reward in telling coherent self-narratives. In
this context, people are likely to attend to and
process stimuli and information confirming
their schemas and to behave consistently with
them (e.g., not interacting with other people,
not involving themselves in activities). This
usually leads to a reduced likelihood of being
open to new or flexible ways of thinking about
and coping with problems, as well as to self-
fulfilling prophesies (to behave like a lonely
man can indeed generate more loneliness).
ACT aims to train patients in skills for
decentering from their self-concept-related
thoughts, emotions and sensations, and taking
perspective (experiencing “‘self-as-context”),
that is, acting as observers of these experiences,
in order to facilitate more flexible ways of
analyzing their problems and provide possible
alternatives of thinking and behavior.
(d) Lack of contact with the present moment. The
tendency to focus on the past (e.g., rumina-
tion) or the future (e.g., worry) is another
manifestation of psychological rigidity. This
process involves loss of contact with the pre-
sent moment (here and now) and a pattern of
inflexible attention, which interferes with the
ability to live in the present moment and fully
perceive and experience the consequences of
behavior. Such rigidity can prevent adaptive
and flexible ways of coping with problems.
ACT sets out to train people to attend to the
present moment and enrich their experience of
the “here and now” by fostering attentional
control. For this purpose, ACT uses mindful-
ness techniques, which involve awareness of
and focused attention on breathing and body
sensations, among other experiences.
Disruption of values. Another source of psy-
chological distress is related to the lack of
clarification of or disconnection from personal
values. In ACT, a value is a personal choice,

©)
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and not something based on a decision mak-
ing process, nor the opinion of others. For
example, a woman chooses to care for her
husband with dementia at home, on the basis
of her value “to love my husband and keep
him safe and secure.” ACT aims to help peo-
ple clarify or reconnect with their personal
values, which are the main source of meaning
and sense of purpose, cornerstones of well-
being.

(f) Behavior inconsistent with values. When peo-
ple have not clarified their values or are dis-
connected from them, it is more likely that
they will show passivity (lack of action),
inconsistent behavior (acting in ways that are
inconsistent with one’s values), impulsivity, or
persistent avoidance. In ACT, patients are
encouraged to commit to their values, that is,
to develop stable patterns of effective behavior
consistent with their personal values. This
involves helping them to initiate and maintain
actions that are values-based, redirecting
behavior towards the desired values, and
maintaining the purposes in the face of barriers
(Hayes et al. 2011). It also involves discover-
ing and overcoming barriers to committed
actions, which usually implies the use of tra-
ditional behavioral techniques such as skills
training, exposure, or problem-solving, which
are perfectly compatible with ACT.

Why Is ACT an Interesting Therapeutic
Approach for Older Adults?

As already pointed out, a substantial proportion of
elderly people suffering from different forms of
psychopathology have a long history of efforts to
reduce the distress associated with their psycho-
logical problems. This history of failures may be
related to the fact that many of these problems
involve difficulties for adapting to hard-to-change
factors, such as irremediable losses (e.g., death of
loved ones) and changes (e.g., retirement), and
to the aversive experiences associated with them
(e.g., sadness or self-devaluative thoughts). These
hard-to-change events usually have a great impact
on older adults’ set of personal values, as some of
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them may be more difficult to pursue and some
goals and objectives may be no longer attainable.
In these circumstances, flexible goal adjustment is
required in order to keep the person engaged in
life and committed to their personal values. This
adjustment involves disengaging from inappropri-
ate goals and replacing them with more feasible
ones, processes that have been found to be asso-
ciated with better emotional well-being (Wrosch
et al. 2006).

However, the truth is that, when faced with
these life events and the associated uncomfortable
experiences (emotions, sensations, or thoughts),
many older adults have considerable difficulty
adjusting their set of goals, reformulating their
affected values, or restructuring their values hierar-
chy, and end up experiencing a blockage or discon-
nection from important valued life domains. These
types of problems frequently experienced by older
adults make particularly interesting the use in this
population of an alternative therapeutic approach
such as ACT which, instead of promoting a
control-oriented approach focused on change, fos-
ters acceptance as the main way of coping with the
difficulties and problems (Petkus and Wetherell
2013).

It is important to note here that ACT’s focus on
the importance of values clarification and the
development of patterns of behavior consistent
with personal values fits very well with two of
the main theoretical models of human develop-
ment across the lifespan: the Selective Optimiza-
tion with Compensation Model of successful
ageing (SOC) (Baltes and Baltes 1990) and the
Motivational Theory of Life-Span Development
(Heckhausen et al. 2010). A basic assumption of
these approaches is that people are active and
goal-oriented agents in their lifespan develop-
ment, who strive for adaptation to losses and
changes throughout the lifespan, displaying moti-
vational processes such as goal selection, goal
pursuit, and goal disengagement.

As suggested in the above paragraph, motiva-
tion, values-oriented action, and flexible goal
adjustment are essential elements of adaptation
throughout the lifespan and, particularly, in old
age. The combination of theoretical models of
human development with ACT provides a useful

platform from which to develop psychological
interventions aimed at helping older people
adapt to changes, losses and life transitions,
which are frequently involved in psychological
problems in old age. This can be illustrated in
the following clinical case: an elderly man gets
depressed after retirement, because he has always
had the value of “being a good professional” as a
priority in his life, to the detriment of other areas
of values (friendship, leisure time, etc.). As this
value is no longer possible for him to follow and
he has not clarified or committed to other areas of
values, he is likely to experience an emptiness
of values, and to become caught up in patterns
of experiential avoidance that eventually lead to
depression. Cognitive fusion with thoughts such
as “I am no longer useful” or “I am finished” is
also very likely in this case. Therapeutic work
from ACT would focus on fostering acceptance
of his current circumstances and the associated
aversive experiences, and helping him to clarify
and commit to personal values that bring meaning
and purpose to his life. This may involve:
(a) reformulating his former main value, identify-
ing the underlying sources of meaning and satis-
faction, in order to generate a related but
attainable value, such as “being productive or
useful for other people”; (b) helping him to
retrieve and strengthen other values; and
(¢) undermining verbal dysfunctional processes
(cognitive fusion and conceptualized self)
through training in cognitive defusion techniques
and strengthening the self-as-context perspective.

Other characteristics that make ACT a suitable
therapeutic approach for older adults are the
following:

(a) Transdiagnostic approach. The high preva-
lence of subsyndromal psychological prob-
lems and the frequent comorbidity between
anxiety and depression in the elderly popula-
tion may be related to the limitations of cur-
rent diagnostic criteria for use with this
population. The transdiagnostic nature of
ACT makes this therapy particularly suitable
for the elderly (Petkus and Wetherell 2013).

Methodology. ACT departs from psychoedu-
cational and verbal techniques, which are

(b

~
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central in CBT, and uses a methodology
mainly involving metaphors, paradoxes, and
experiential exercises. These techniques are
particularly suitable for many older adults
who, due to cohort differences (e.g., lower
level of formal education) or other reasons
(e.g., cognitive impairment), may show limi-
tations in abstract thinking or verbal reason-
ing ability.

Focus on eudaimonic well-being (values and
goals). According to Socioemotional Selectiv-
ity Theory (Carstensen et al. 1999), the goals of
older adults are focused on optimizing emo-
tional meaning and well-being, and they usu-
ally invest more cognitive and behavioral
resources than their younger counterparts in
pursuing their emotionally meaningful goals.
For its part, Erikson’s theory of development
(Erikson 1950) states that the major psychoso-
cial crisis to be resolved in old age is ego
integrity versus despair. This crisis is precipi-
tated by the awareness of mortality. The
achievement of ego integrity requires that peo-
ple review their life-career to determine
whether it was a success or a failure. Older
adults who succeed in this crisis are those
who are able to accept how things have turned
out in their lives, and find order and meaning in
it. There is some evidence suggesting the great
importance of having achieved generativity in
order to satisfactorily resolve the ego integrity
crisis (James and Zarrett 2006).

On the other hand, generativity is a moti-
vational tendency that can be defined as con-
cern for and commitment to establishing and
guiding the next generation (Erikson 1950). It
has been found to increase in old age, in which
many people are mainly interested in
obtaining emotional meaning through the pur-
suit of values and goals related to the achieve-
ment of younger generations’ well-being
(Sheldon and Kasser 2001).

Finally, the gerotranscendence theory
(Tornstam 1989) states that aging persons
gradually develop “a shift in meta-
perspective, from a materialistic and rational
vision to a more cosmic and transcendent one,
normally followed by an increase in life

(d)
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satisfaction” (p. 60). This motivational change
has some consequences, such as a reduction in
self-centeredness and in interest in superflu-
ous social interaction and material things, or a
shift from egoism to altruism. Once again,
older adults’ tendency for self-transcendence
is highlighted in gerontological theory.

These considerations point to the possibil-
ity that older adults’ mental health and well-
being involve more eudaimonic aspects, as
they are related to the fulfillment of particular
motivational tendencies. In this regard, an
association has been found between wisdom
and eudaimonic well-being, suggesting that
wise persons’ mental health is largely deter-
mined by their involvement in values-related
meaningful activities (Webster et al. 2014).

A comparison between CBT and ACT sug-
gests that, while cognitive-behavioral therapy
is grounded in a somehow more individualis-
tic and self-centered perspective, more
focused on hedonic well-being since it aims
at decreasing negative affect (anxiety and
depression), ACT is more focused on
eudaimonic well-being, being aimed at help-
ing people to live their life in accordance with
their personal and intrinsic values. As Petkus
and Wetherell (Petkus and Wetherell 2013)
suggest, this therapeutic objective “may reso-
nate more with older adults” (p. 49). ACT
seems to fit better with older adults’ tendency
for self-transcendence and generativity, to the
extent that its main therapeutic objective is
precisely to help people fulfill their motiva-
tional tendencies. Indeed, there is some evi-
dence that attrition rates are lower among
older adults treated with ACT when compared
to those who received CBT (Wetherell
etal. 2011).

More focus on strengths. In relation to its
focus on eudaimonic well-being, and as
Petkus and Wetherell (Petkus and Wetherell
2013) suggest, ACT may also be particularly
suitable for older adults because it is more
focused on and takes more advantage of the
person’s strengths and resources. Gerontolog-
ical research evidence reveals aging-related
gains and growth in different domains, such
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as those of resilience (Gooding et al. 2012) or
emotion regulation (Scheibe and Carstensen
2010).

Research Studies on ACT and Aging

The empirical evidence in support of ACT as a
helpful therapy for older adults is reviewed in the
following paragraphs.

Wetherell etal. (2011) provide data on 12 adults
aged 60 or more with a principal diagnosis of
Generalized Anxiety Disorder (GAD). Partici-
pants were randomized to ACT or CBT individual
treatment, consisting of 12 sessions. The authors
conclude that an ACT intervention for older adults
with GAD is feasible, with reductions in worry
and depressive symptoms. They suggest that nov-
ice therapists may conduct this type of interven-
tion. However, they reported that the effects on the
7 participants in the ACT intervention in this
study were substantially lower than those
observed in younger adult samples with GAD.
They suggest that an adaptation of the interven-
tion with fewer elements, but relevant to older
adults, may increase the effects.

McCracken & Jones (2012) conducted an ACT
intervention for 40 participants with chronic pain
aged 60 and over. The main aim of the interven-
tion was to increase psychological flexibility.
There was no control group or randomization to
different interventions. The intervention was
delivered over a period of 3 or 4 weeks, 5 days a
week, by an interdisciplinary team. Medium to
large effects in the expected directions were
observed in pain intensity, pain acceptance, phys-
ical disability, psychosocial disability, mindful-
ness, and depression.

Alonso, Lopez et al. (2013) published a pilot
study on an ACT intervention for nursing home
residents with chronic pain, compared to a control
group. Ten older adults participated in the inter-
vention, which was based on a combination of
ACT and the Selective Optimization with Com-
pensation Model (Baltes and Baltes 1990), and
consisted of ten 2-hour sessions. The results sug-
gest that this intervention was successful for
increasing participants’ satisfaction with the time

and effort devoted to living according to their own
values. In addition, participants in the ACT inter-
vention reported a reduction in the belief that
medication is the sole or principal treatment for
their pain.

Karlin and colleagues (2013) compared an
ACT treatment for depression in veterans aged
1864 and 65-plus who sought treatment for
depression. ACT training consisted of up to
16 sessions, and there was no control group. The
treatment protocol did not have specific content
related to older adults. They found large effect
sizes for their intervention, both for older adults
and the under-65s. They also reported increases in
quality of life and therapeutic alliance.

Other studies have been conducted with sam-
ples that included participants from different age
groups, including older adults. For example,
Wetherell and colleagues (in press), in a study
comparing ACT and CBT for adults with chronic
pain, found data suggesting that older adults are
more likely to respond to ACT, as compared to
younger adults, who are more likely to respond to
CBT. In addition, they suggest that ACT is partic-
ularly appropriate and acceptable for older adults
considering that “older adults may have experi-
enced a greater number of failed efforts to reduce
their pain; thus, an intervention that focuses on
living well with pain, as opposed to pain reduc-
tion, may have more appeal to older individuals.”
McCracken, Sato and Taylor (2013) carried out a
study analyzing the effect of an ACT intervention
for people with chronic pain. In that study, a
significant proportion of the sample was aged
65 or older. The findings showed that the inter-
vention was associated with a decrease in depres-
sion, lower disability, higher pain acceptance, and
other ratings of overall improvement. Acceptance
and Commitment Therapy has also been proposed
as a promising therapeutic approach for helping
family caregivers of people with dementia.
(Méarquez-Gonzalez et al. 2010), through a pilot
study of an eight-session ACT intervention for
dementia caregivers delivered in group format,
found preliminary data suggesting the potential
interest of this therapy for helping dementia fam-
ily caregivers. These promising results have been
confirmed in a recent randomized controlled trial



in which the differential efficacy of an ACT inter-
vention and a Cognitive Behavioral Therapy for
dementia family caregivers’ was analyzed
(Losada et al. 2015). Both interventions were
delivered in an individual format, and a significant
statistical and clinical effect of the ACT interven-
tion was found for the reduction of caregivers’
anxiety and depressive symptoms.

Conclusions and Suggestions
for the Future

The revised studies point in the direction of
supporting ACT as a treatment option that may
contribute to helping elderly people suffering dis-
tress. However, there is a gap in the availability of
outcomes from randomized controlled trials, and
there is also a clear need for new research studies
aimed at analyzing and identifying the specific
processes and action mechanisms involved in
ACT interventions (e.g., increase of acceptance,
cognitive defusion, clarification of values,
increase in values-consistent behavior), which
are considered from this approach to be key fac-
tors in the explanation of older adults” mental and
physical health. In this regard, there are studies
showing that mindfulness with older adults is
successful for improving mental and physical out-
comes (Morone et al. 2008).

Furthermore, there is an important need for
further studies developing ACT-based interven-
tions for disorders and psychological problems
that are particularly prevalent or disturbing in the
aging population, such as depression, anxiety, or
grief. Likewise, such interventions should be
developed to be implemented in different con-
texts, including the community, primary care,
nursing homes, home care, and so on.

Finally, considering that ACT and CBT are not
incompatible, but rather share some components
(e.g., skills training, problem-solving, exposure),
the development of interventions combining the
two approaches, such as that developed by Lunde
and Nordhus, may be a good way of providing
answers to specific needs presented by older peo-
ple with psychological problems.
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In conclusion, ACT seems to be a promising
approach for understanding and treating many
psychological problems in the elderly, helping
them to: (a) accept and be open to their uncom-
fortable experiences in the here and now;
(b) choose valued life-directions that provide
them with meaning and purpose; and (c) take
action, engaging in stable patterns of values-
consistent behavior.
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Synonyms

Aging well; Optimal aging; Positive aging;
Productive aging; Successful aging

Definition

The World Health Organization (WHO) defines
active aging as “...the process of optimizing
opportunities for health, participation and secu-
rity in order to enhance quality of life as people
age” (WHO 2002, p. 12). For many years, the
WHO has emphasized healthy aging, primarily
defined as aging without major pathologies. In
the early 1990s, it has begun developing the con-
cept of active aging, jointly with other govern-
mental and nongovernmental organizations
initiatives, offering a policy framework that
emphasizes the link between activity, health, inde-
pendence, and aging well. Active aging emerged
as a more comprehensive concept than healthy
aging, as it considers not only health indicators
but also psychological, social, and economic
aspects, which are to be looked at the community
level, within gender and cultural perspectives.

Currently the WHO’s active aging concept
leads the global policy strategy in Europe
(Walker 2009). The document produced by the
WHO (2002), although not exempt of criticism,
was adopted as a guide in many health and social
inclusion national plans all over the world and it
has definitely changed the dominant approach to
old age that for many decades had been grounded
in the deficit theories. Some go further consider-
ing that it opened the way to a new model of
governance of aging (Boudiny and Mortelmans
2011).

Active Aging
History of the Concept

The model of active aging emerged in the after-
math of the demographic changes experienced
across most of the western world from the 1950s
onward. Its roots date back to the 1960s and to the
influential work of Havighurst (1963) in the
United States and his activity theory. This author
supported the idea that “successful ageing means
the maintenance as far and as long as possible of
activities and attitudes of middle age” (Havighurst
1963, p. 8), stressing that the maintenance of such
activities in later stages of life are associated with
higher levels of wellbeing and quality of life.
According to the formulation, people should
keep active and replace professional activities by
others when they have to retire from the labor
market, or replace friends by others when the
former have died. This activity theory brought
an alternative approach to aging in opposition to
the theory of disengagement of Cumming and
Henry (1961), which considered the mutual with-
drawal between old people and society. Eager of a
more positive approach to old age, a stage in life
that more and more people were achieving, aca-
demics and professionals working in the field
have welcomed this activity theory and from
inception it gathered wide enthusiasm. Later
Neugarten (1964) would stress the relevance of
being socially engaged and active to age success-
fully. This became one of the most influential
theories to inform aging policies up to the emer-
gence in the late 1980s of the concept of success-
ful aging by Rowe and Kahn (1987, 1997, 1998)
in the United States. Slightly more moderate
approaches are found in work inspired by the
theory of continuity of Atchley (1989) who claims
that, despite the importance of maintaining activ-
ities of middle age in later life to achieve higher
levels of wellbeing in old age, it is not so much the
amount of activities that matters but instead the
meaning activities carry for the individual. More-
over, alongside the maintenance of meaningful
activities, Atchley stresses that processes of
adjustment and adaptation also mark later stages
of life. Also more moderate is the proposal of
Caradec (2007) that offers a conceptual frame-
work to discuss active aging that puts the process
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of aging in the crossroads of two opposing forces,
the pressure toward disengagement and the pres-
sure toward remaining connected to the world.
Managing the tension between these two forces
is the challenge of aging (/’épreuve). Active
aging, in that sense, involves the process but also
the outcome of the reorganization of activities that
allow us to manage the tension between disen-
gagement and continuity. Caradec further adds
that individuals will experience this process dif-
ferently according to the resources they control,
both personal and social (Caradec 2010).

The overarching use of the concept of active
aging though was not so much the result of the
conceptual developments headed by the academia
but rather the outcome of the inclusion of the term
in the agenda of some supranational institutions,
the one holding the highest impact being the
World Health Organization (WHO). The first ref-
erences to the term active aging can be traced back
to some documents issued by the European Union
(1999a, b, 2002) and the OECD (2000). In all
cases, the term appears alongside the discussion
on the challenges of demographic aging. More
specifically, active aging is portrayed as the way
out from the pressures on welfare systems stem-
ming from the increasing number of older people
with some form of dependence or as the way out
from the pressures on pension systems.

But the final kick that boosted the concept of
active aging to the global arena comes with the
WHO declaration on the principles of policy that
nations should adopt to promote active aging (WHO
2002). From then onward, there has been a prolifer-
ation of policy initiatives at both global, regional,
and local levels that follow closely the guidelines put
forward by the WHO and that constitute the frame-
work that is taken as a reference across most
countries not only for organizations operating in
aging-related issues but also for individuals and for
the way they experience the aging process.

The Active Aging Model and Its
Applications

The concept of active ageing (WHO 2002) is
based on three pillars that are mentioned in the
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definition itself: participation, health, and security.
Recently, the International Longevity Centre of
Brazil (2015) whose president is Alexandre
Kalache, the previous responsible for the active
aging approach launched by WHO, released a
report titled Active Ageing: A policy framework
in response to the longevity revolution. In this
piece of work, Kalache revises the concept of
active aging to incorporate more recent and new
developments in life course perspectives. To the
original pillars a new one was added — lifelong
learning — that supports all the other pillars and
puts information as vital to active aging. Besides
formal education, and work-related knowledge
acquisition, it presents a more inclusive approach
to lifelong learning to diminish vulnerability,
namely, among older persons.

The proposed model encompasses six groups
of determinants of active aging, each one includ-
ing several aspects: (1) health and social services
(promoting health and preventing disease, health
services, continuous care, mental health care);
(2) behavioral (smoking, physical activity, food
intake, oral health, alcohol, medication); (3) per-
sonal (biology and genetics and psychological
factors); (4) physical environment (friendly envi-
ronment, safe houses, falls, absence of pollution);
(5) social (social support, violence and abuse,
education); and (6) economic (wage, social secu-
rity, work). These determinants of active aging are
embedded in cultural and gender contexts. These
so-called determinants, appearing in the model are
not mutually exclusive and there are overlaps
between them, mixing individual as well as soci-
etal aspects and transient and life course issues.
The WHO (2002) report recommended that health
policy for old people be implemented through
Health Plans at global regional, national, and
local levels.

According to the WHO document on active
aging (WHO 2002), the key aspects of active
aging are (1) autonomy which is the perceived
ability to control, cope with, and make personal
decisions about how one lives on a day-to-day
basis, according to one’s own rules and prefer-
ences; (2) independence, the ability to perform
functions related to daily living — i.e., the capacity
of living independently in the community with no
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and/or little help from others; (3) quality of life
that “is an individual's perception of his or her
position in life in the context of the culture and
value system where they live, and in relation to
their goals, expectations, standards and concerns.
It is a broad ranging concept, incorporating in a
complex way person’s physical health, psycholog-
ical state, level of independence, social relation-
ships, personal beliefs and relationship to salient
features in the environment”(Harper and Power
1998). As people age, quality of life is largely
determined by the ability to maintain autonomy
and independence and healthy life expectancy,
which is how long people can expect to live with-
out disabilities.

There are some distinctive elements in how the
WHO defines active aging in terms of its implica-
tions for policy design and for all sorts of inter-
ventions in aging-related issues. Firstly, the WHO
sees active aging as a domain of collective respon-
sibility. Although one could argue that there is
also an orientation to individual responsibility
phrased in the statement that individuals must
participate in certain types of activities and adopt
certain types of behavior, ultimately this is condi-
tioned by the opportunities individuals have to
fulfill their potential. Optimizing these opportuni-
ties is clearly a domain for societal action and
opens the space for a discourse on rights and on
state obligations. This is further reinforced by the
emphasis the WHO puts on the resources that
need to be made available to individuals to max-
imize their opportunities to age with quality
of life.

Secondly, the WHO sees active aging as a
process that is materialized in a vast array of
multidimensional activities and not exclusively
in productive labor-market-related activities.
This is very relevant as it clearly distinguishes
the WHO approach to active aging from the one
of other supranational organizations such as the
OECD which focuses on labor market productiv-
ity issues associated with population aging.
Active aging therefore is not just about creating
the conditions to postpone the exit from the labor
market of older workers (which has been the
dominant topic in many national debates on how
to face the challenges of demographic aging for
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social protection systems) but also about consid-
ering the economic and the social value added by
other activities not directly related to the labor
market (e.g., voluntary work, family care). Fur-
thermore, the WHO concept of active aging
includes clearly nonproductive activities as exam-
ples of activities with which individuals can
engage to achieve quality of life as they age
(e.g., spiritual activities).

Thirdly, the concept of active aging of the
WHO embeds what one could label as an inclu-
sive approach to the process of aging. It acknowl-
edges that processes are formed along the life
course and that the way one lives in old age is
largely conditioned by prior phases of life and
inscribed in individual life trajectories. It also
emphasizes that active aging is a bottom-up pro-
cess where people participate in building the
appropriate conditions to age with quality of life.
This is quite important as it grounds active aging
in the recognition of differences in how people
age and in the need to respect and accommodate
the specificities of everybody. Finally, it notes that
there are individuals that accumulate disadvan-
tages and as such are at higher risk of being
deprived from the chances of aging actively.
That is the case of those who have physical
and/or cognitive impairments or who are disad-
vantaged economically.

The objective of the WHO model is to guide
policies on aging in order to avoid incapacity and
its high financial costs for societies that are facing
a deep demographic change toward aging. But in
doing so, the concept of active aging looks for
ways to reconcile the need to contain social and
financial costs of aging with the recognition of
rights of older people as well as the recognition
of the potential to add value to societies along the
life course and also in old age.

Operationalization and Evaluation
of Policies Versus Evaluation
of Individual Outcomes

The concept of active aging is nevertheless a very
complex one, and researchers soon began trying
to understand what it means to laypeople as well
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as finding ways to operationalize and evaluate its
applications (e.g., Fernandez-Ballesteros et al.
2010). Bowling reported that the most common
perceptions of active aging were having/
maintaining physical health and functioning
(43%), leisure and social activities (34%), mental
functioning and activity (18%), and social rela-
tionships and contacts (15%) (Bowling 2008).
The predictors of positive self-rated active aging
were optimum health and quality of life. More
recently, Stenner et al. (2011) described the sub-
jective aspects of active aging by inquiring people
about the meaning of the expression “active
aging.” The authors have shown that most people
mention physical activity but also autonomy,
interest in life, coping with challenges, and keep-
ing up with the world. Frequently people mix
physical, mental, and social factors and stressed
agentic capacities and living by one’s own norms.
Stenner et al. (2011) have used this evidence to
critically question the deterministic view of the
WHO model and have emphasized the need for a
“challenge and response” framework, a psycho-
social approach to the conflict between facts and
expectations and the proactive attitude of people.

In an attempt to test empirically the WHO
active aging determinants model, Paul et al.
(2012) arrive to the conclusion that the most
important determinants of active aging appears
organized in a factor that can be defined as per-
ceived and objective health and independent func-
tioning and a factor where personal determinants
like psychological distress, loneliness, personality
characteristics, happiness, and optimism emerge
as highly relevant to individual active adaptation
to the aging process.

In sum, active aging and other similar terms,
such as successful aging, positive aging, or aging
well, are viewed as scientific concepts operation-
ally portrayed by a broad set of bio-psycho-social
factors assessed through objective and subjective
indicators as well as being closely related to lay
concepts reported cross-culturally by older per-
sons (Fernandez-Ballesteros 2011).

Objective as well as subjective health and func-
tionality seem to be major components of active
aging in line with Pruchno et al.’s (2010a, b)
findings. By keeping active in the broader sense
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of the concept, old people can overcome difficul-
ties and keep highly motivated to participate in the
social world, and engage in healthy behavior,
which in turn has a positive impact in quality of
life during the aging process. In line with this,
actions targeting active aging have to take into
account the prevention of health problems across
the life span and the promotion of psychological
resilience, avoiding loneliness or increasing hap-
piness and subjective wellbeing. These actions
can occur at both the individual and social policy
level. Examples of actions at the social policy
level are mechanisms that guarantee adequate
income and policies to plan retirement and to
guarantee the sustainability of pension systems.

Critical Perspectives for the Future

The balance between individual and social
responsibility in aging well is probably the key
aspect of the active aging model as both contribute
to aging outcomes that means people should adopt
a healthy life style and stay engaged with society
but this can only be achieved in friendly and
supportive contexts that guarantee access to a
diversity of services and value individual options
and dignity.

One major implication of the active aging
model as it has been spreading among policy
makers is the emphasis it puts on a productivist
perspective that focuses mostly on the extension
of working life ignoring other forms of nonpaid
work (Foster and Walker 2014). The foundational
rhetoric of active aging is the recognition of
autonomy and capacity of older citizens to engage
in meaningful social action, as opposed to disen-
gagement. Therefore it is focused on eliminating
age barriers to the participation of older workers in
the labor market and it is very hostile to the culture
of early exit from the labor market. As a result, it
paves the way to a new legitimacy to what is
considered successful aging, one that is largely
dependent on an almost endless participation in
the productive sphere of society (or in some sort of
equivalent). In terms of public policies, this trans-
lates into pressures toward postponing retirement,
into investments in training of older workers,
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among others. Authors such as Foster and Walker
consider that there are other forms of creation of
social value that are outside the realm of the labor
market and that need to be included in the public
policies forum, such as nonpaid family care and
voluntary work. Although these are included in
the concept of active aging as dimensions of par-
ticipation, they have a very shy expression in the
policy domain.

Other authors go even further in their criticism
of the concept of active aging and emphasize its
normative dimension (Boudiny 2013). They
argue in that respect that the concept encapsulates
a standardized approach to aging as strong as the
past approaches that would equate aging to frailty
and disengagement. In that sense, today as before,
it is about prescribing appropriate and socially
desirable modes of aging and as such it is about
a model of governance of aging bodies.
Remaining active and willing to be active become
social norms. Those who do not conform, some-
times for reasons they cannot control, to these
social norms of aging are “aging badly.”

Despite the criticisms, the model of active
aging as a framework to implement individual
and societal strategies that foster an aging process
marked by quality of life seems to have gathered
wide consensus. If those strategies are thought of
as multidimensional in their nature, articulating
individual and societal responsibilities and focus-
ing on inclusion and participation of all
irrespective of age-related constraints or any
other constraints, they can pave the way to aging
well for the growing generations of people who
have higher expectations in terms of the number
of years of life they will enjoy but also higher
expectations about the quality of life they desire
to those years.
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Synonyms

Activity theory of aging; Disengagement theory
of aging; Successful aging

Definitions

Interdisciplinary gerontological perspectives that
attempt to explain why some individuals are better

able to adapt to the challenges of aging than
others.

Activity and disengagement theories of aging
were the first to use social science data to explain
why some individuals, or groups, are more adap-
tive or “successful” in meeting the multiple and
inevitable challenges of aging than other persons.
These theories for the first time focused on social,
psychological, and interpersonal factors in addi-
tion to more observable physiological and medi-
cal conditions of aging. They also called attention
to the positive and healthy aspects of aging rather
than frailty, decline, and decrement — which was
the focus at the time, not only of the medical
establishment in geriatrics but also within social
services and public policy for the aged. The
debates following activity and disengagement
theories changed scientific discourse, service
delivery and policy in the decades following
1960, providing evidence of the power of theories
to alter research and practice in gerontology.

Activity and disengagement theories were
based on a developmental perspective applied to
later life, a view that aging involved a progression
from one stage to another rather than a decline
from middle age to an end state. These theories
also involved an interdisciplinary perspective on
aging — based on medical/physiological data on
age-related conditions, but also psychology, soci-
ology, and later social work perspectives on func-
tioning. These were immense contributions to the
developing field of gerontology in the 1950s and
1960s.

Activity Theory of Aging

Activity is any “regulated or patterned action
beyond routine physical or personal maintenance”
(Lemon et al. 1972; Havighurst 1961). Types of
activity include interaction with family and
friends, participation in organizations, and more
solitary recreational activities like reading,
watching television, and doing household chores.
The basic premise of activity theory of aging is
that individuals should maintain the activities and
orientations of middle age for as long as possible,
and then find substitutes for those activities which
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they must give up as they age in order to maintain
high life satisfaction in retirement (Havighurst
1961). According to the theory, active engage-
ment in various new roles (e.g., taking up volun-
teer activities following retirement) is “successful
adaptation” to aging.

Activity theory goes something like this: As
people age they experience life events such as
widowhood, failing health, and retirement that
reduce participation in normative mid-life social
roles. If uncompensated, these “role losses” lead
to lower activity, which may result in lower life
satisfaction and functional decline, particularly
when the event, such as retirement, is not the
individual’s choice. According to activity theory,
people should find substitute roles for the work
and parenting roles they left behind in mid-life in
order to maintain their sense of self-worth. Active
engagement in new social roles appropriate for
older adults — volunteering, grandparenting — is
further reinforced by cultural norms, fostering
personal feelings of self-worth and higher life
satisfaction in older age (Lemon et al. 1972;
Havighurst 1961).

Activity theory was first proposed based on
empirical evidence by Havighurst and Albrecht
in their 1954 book, Older People (Havighurst
and Albrecht 1953). Their data, drawn from the
first large-scale American social survey of the
elderly, showed that older adults who participated
in appropriate social roles for the aged, like spend-
ing time with grandchildren and attending church,
were happier and more adjusted in later life than
those who were not similarly engaged in social
roles. Thus, social engagement was seen as a
causal factor in maintaining high levels of “adjust-
ment,” or life satisfaction, in the later years.

Activity theory was labeled an “implicit” the-
ory of aging (Havighurst 1961) because it natu-
rally guided most medical and social work
practice in the Post World War II era — and still
does, to some extent, since it so well reflects
American values of productivity and the desire
to remain youthful (Bengtson and Kuypers
1971). Activity theory offered a conceptual justi-
fication underlying many programs for the elderly,
influencing the passage of the Older Americans
Act in 1965.

It was not until much later that a systematic
empirical test of the theory was provided by
Lemon, Bengtson and Peterson in 1972. They
amplified the concepts and mechanisms of the
theory and developed a set of axiomatic state-
ments based on social theorist George Herbert
Mead’s symbolic interactionist theory. These
axioms articulated how activities provide role
supports that help sustain positive self-concepts
leading to higher life satisfaction. They postulated
that the greater the activity level — formal social
activities like participating in organizations, infor-
mal activities such as getting together with
friends, or solitary activities such as reading —
the greater the role support one will receive. The
more role support one receives, the greater the
contribution to a positive self-concept, leading,
in turn, to higher life satisfaction in later life. Six
hypotheses were derived from these axioms and
tested with data. Only one — high levels of infor-
mal social activity such as with friends, family,
and neighbors — was positively related to life
satisfaction for elderly persons. Other activity
types — high formal activity in organizations, for
example; or high solitary mental activity such as
reading — were not significantly related to life
satisfaction (Lemon et al. 1972).

In 1982, Longino and Kart replicated the
Lemon et al. (1972) study using a more socioeco-
nomically diverse sample (to avoid its possible
middle-class bias) and included more in-depth
measures of activity (asking respondents to recon-
struct the previous day’s activities from morning
through bedtime). They found, again, that infor-
mal social activities with friends and family had a
positive effect on life satisfaction in all socioeco-
nomic groups, but that formal activities such as
attending group meetings were negatively associ-
ated with life satisfaction. Solitary activities, like
reading, writing and watching television, had no
effect (Longino and Kart 1982).

Reitzes, Mutran, and Verrill extended activity
theory using more direct measures of role support
and examined whether certain activity types
increase self-esteem in later life (Reitzes
et al. 1995). Only leisure activities were
positively associated with self-esteem. There
were considerable gender differences mediating
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the relationships; that is, for men, solitary activi-
ties were significantly related to positive self-esteem,
and for women, activities with relatives and work
friends were significant as were other types of activ-
ities when commitment to the role was high.

Further support for Lemon et al.’s (1972) study
of activity theory was found in an English context.
Knapp (1977) found a significant relationship
between informal activity (the hours per week
spent with friends and family) and life satisfac-
tion, but the association between formal activities
and solitary activities with life satisfaction was
weak (Knapp 1977). More recently Zaraneck
and Chapeleski (2005) reported some support for
the theory in a study of casino gambling as a social
activity among urban elderly, although partici-
pants who visited the casino most frequently
(monthly or more) reported poorer social support
and less participation in other social activities than
the infrequent gamblers (Zaranek and Chapleski
2005).

In short, it is surprising that so few empirical
studies to date have tested the principal assertion
of activity theory — that maintaining levels of
socio-emotional engagement is associated with a
sense of life satisfaction among older individuals.
This is the basis of the activity theory of aging, yet
only engagement in informal activities has
received sufficient empirical support, suggesting
that different forms of activity have a different
impact on life satisfaction. Despite lack of robust
evidence for all types of activity participation, this
perspective is still the predominant view of how to
age successfully in the United States. Activity
theory fits well with American cultural values
(Keep active! Be productive!) and has received
new life in recent years within the much-
publicized “successful aging” paradigm reviewed
at the end of this chapter.

Disengagement Theory

In Growing Old (1961), Elaine Cumming and
William E. Henry described disengagement as,
“An inevitable mutual withdrawal or disengage-
ment, resulting in decreased interaction between
the aging person and others in the social systems

he belongs to” (Cumming and Henry 1961). This
was the first formal attempt to explain normal or
“successful” late life development from a perspec-
tive that combined psychodynamics with social
systems analysis in the tradition of Durkheim and
Talcott Parsons. Adults who disengaged were
viewed as well adjusted; those who did not were
social “impingers” (Cumming 1963).

The ideas of disengagement theory were first
articulated by Cumming and Henry in 1959, a few
years after they had joined Havighurst’s Univer-
sity of Chicago team. Cumming, a sociologist,
and Henry, a psychoanalyst, developed their con-
cepts while analyzing data from Havighurst’s
Kansas City Study of Adult Life, an interdisci-
plinary community-based investigation to
examine health, employment, leisure, and
civic participation activities of older adults
(Achenbaum and Bengtson 1994).

The concept of disengagement reflected Durk-
heimian functionalist theory by way of Talcott
Parsons, which was the reigning theoretical para-
digm in American sociology in the 1950s and
1960s. According to disengagement theory, as
individuals age there is a gradual but inevitable
constriction in “social life space,” evidenced by
declines in the number of social partners and
frequency of social interactions. At the same
time there is withdrawal from social institutions
(transition from work to retirement). Disengage-
ment, therefore, is functional for both the social
system and for the individual: It prepares society
for the loss of the individual through the disen-
gagements of retirement and then death; it pre-
pares the individual for death through progressive
disengagement from society (role loss). Thus,
through this process of mutual withdrawal there
is no disruption to the social equilibrium
(Cumming and Henry 1961; Cumming 1963;
Achenbaum and Bengtson 1994).

According to Cumming and Henry, disengage-
ment is partially explained by older adults’ inter-
nalization of Western cultural values that esteem
youth over age — primarily vitality, productivity,
and efficiency. Withdrawal is thus regarded as an
obligation to the functional maintenance of the
social system because it allows younger genera-
tions to replace older adults in positions of
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increasing power and importance. Disengagement
is also caused by increasing physical frailty and by
psychological changes involving a greater interi-
ority of experiencing — a psychic turning inward.
According to Growing Old, the process is inevi-
table, irreversible, and universal — it happens to
older people in all cultures and throughout all time
periods (Cumming and Henry 1961).

The reception disengagement theory received
from the gerontological community was
immediate — and negative, particularly among
sociologists. Maddox (1964) criticized Cumming
and Henry’s claim that disengagement theory is
intrinsic and inevitable, noting the considerable
variability between study participants in the indi-
cators of psychological and social disengagement
once age was held constant (Maddox 1964). Rose
(1964) was concerned with the ethnocentric
assumption that disengagement is universal
across societies and across time. He contended
that disengagement emerged as a function of
American culture, arising from Western trends in
longevity and institutions like Social Security that
created a new and special role for the aged (Rose
1964). Neugarten (1969) herself a part of the
University of Chicago research team but who
was critical of her colleagues’ psychoanalytic
focus, suggested that disengagement theory
ignored the heterogeneity of older people noting
that the Kansas City panel was comprised largely
of White, upper-middle class adults. She also
claimed that disengagement theory discounted
the impact of social status and social structure on
the aging experience (Neugarten 1969). Bengtson
(1969) questioned the functionalist assumptions
of the universalistic processes of disengagement.
Using data from a subsequent University of Chi-
cago cross-national study of aging directed by
Havighurst and Neugarten, Bengtson showed
that disengagement was not universal across soci-
eties nor across occupational groups of retirees.
Instead, there were a variety of socio-emotional
activity patterns — some high, some low — that
linked to high levels life satisfaction (Bengtson
1969).

Fifteen years after its initial statement, the
debate over disengagement theory was still
going strong. Hochschild (1975) presented a

conceptual critique, arguing that disengagement
theory was non-falsifiable — individuals who
didn’t disengage were simply labeled “unsuccess-
ful” and maladjusted, rather than considered as
counter evidence to the theory. In addition, disen-
gagement theory presents a deterministic view of
successful aging. It assumes that if older adults
willingly disengage, that this is advantageous to
both them and to society (Hochschild 1975).

This barrage of criticism left disengagement
theory with few researchers who appeared moti-
vated to test or modify the theory further, and the
term disengagement theory appears very seldom
in current gerontological research literature. How-
ever, its development represented an important
historic milestone in gerontology. As a theory, as
an explanation for normal human aging, it was
parsimonious, data driven, and logically
explicit — in short, scientific. The upshot of the
disengagement theory is that it set the stage for the
formulation of other gerontological theories
(Achenbaum and Bengtson 1994), most notably
Socioemotional Selectivity Theory (Carstensen
1995), which represents in some respects a logical
extension of disengagement theory. Carstensen
(1995) noted that the declines and withdrawals
were not universal across all realms of engage-
ment, but rather selective as older people decided
where to place their emotional bets and where to
cut their losses. This involved socioemotional
selectivity, a process by which older people opti-
mize coping strategies (Carstensen 1995).

Successful Aging as a Concept or Theory

In 1961, Robert Havighurst published a journal
article that introduced the term “successful aging”
to the gerontological literature (Havighurst 1961);
28 years later, John Rowe and Robert Kahn
published their immensely-successful book by
the same title, Successful Aging (Rowe and Kahn
1998). Havighurst’s conception of successful
aging is reflected in the “activity theory”” summa-
rized above (Lemon et al. 1972; Havighurst
1961). Many of these same ideas are reflected in
Rowe and Kahn’s formulations for successful
aging (Rowe and Kahn 1987, 1998).
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Rowe and Kahn (1998) argued that most
research on aging normalizes the disease process
as a natural part of growing old but does not
sufficiently account for differences in lifestyle,
nutrition, exercise, social support, and social
structure that moderate the effects of aging and
determine the extent to which a person becomes
disabled or ill. They classified normal aging as
either usual or successful. In usual aging, extrinsic
factors such as poor diet, lack of exercise, and
poverty accelerate the effects of aging alone;
whereas in successful aging, extrinsic factors
play a neutral or positive role. These two path-
ways are differentiated by extrinsic factors only;
Rowe and Kahn argue that there are no intrinsic
factors innately linked to chronological age. In
other words, disease and disability are age related,
not age dependent.

Rowe and Kahn (1998) suggest that the
three components of successful aging are
(1) avoiding disease, (2) engagement with life,
and (3) maintaining high physical and mental
functioning. A person can meet these three criteria
by eating healthy foods, exercising regularly, and
remaining socially and intellectually active
through close interpersonal relationships and pro-
ductive activities that provide meaning to the
older person. A major tenet of the successful
aging paradigm is that aging is plastic; that is,
individuals have the capacity to modify their
aging trajectory through changes in lifestyle,
nutrition, and other behaviors.

While Rowe and Kahn (1998) emphasize
activity and social engagement as components of
successful aging, they do not acknowledge
Havighurst’s prior theoretical work in activity
theory nor the empirical work that failed to sup-
port activity theory. They also fail to explicitly
discuss the contributions of disengagement the-
ory, or how social structures and economic forces
act to expand or constrict an individual’s ability to
age successfully according to their three princi-
ples. These are agendas for future work on the
“successful aging” paradigm.

Rowe and Kahn’s work transcended the aca-
demic community and was immensely popular
among general audiences. A major contribution
of their ideas is that they explicitly linked

sociological and psychological processes to bio-
logical outcomes: an expansion of Havighurst’s
early conception of “successful aging.” Also,
Rowe and Kahn’s ideas reflect the growing focus
on life course theories of aging, including cumu-
lative advantage/disadvantage theories that guide
much of the research on individual aging today.

Conclusion

Activity theory, disengagement theory, and suc-
cessful aging advanced the field of gerontology in
important ways. First, all three perspectives focus
attention on normative and positive aging, rather
than aging as a disease. In the 1960s, disengage-
ment and activity theories shifted the medical/
physiological focus on human aging to research
exploring the social and emotional lives of older
adults. Decades later, Rowe and Kahn’s success-
ful aging paradigm combined the biological
aspects of aging with psychosocial factors,
thereby advancing interdisciplinary perspectives
on aging and promoting the application of
life course and developmental theories to
gerontology.

Whereas the scientific community quickly
dismissed disengagement theory, the principles
of activity theory — mainly that older adults should
stay active to remain satisfied with life — gained
momentum and influence much of the research on
aging today. Activity and successful aging theo-
ries profoundly influenced public policy and the
development of health and social services for the
aged. The ideas also guide popular discourse on
how people can ‘“successfully” adapt to the
changes associated with aging, reflected in our
culture’s persistent desire to remain fit, produc-
tive, and mentally sharp. In addition to shaping
policy, disengagement, activity, and successful
aging theories helped establish gerontology as a
discipline and older age as a unique stage of life.

References

Achenbaum, W. A., & Bengtson, V. L. (1994).
Re-engaging the disengagement theory of aging: On



20 Adaptive Resources of the Aging Self, Assimilative and Accommodative Modes of Coping

the history and assessment of theory development in
gerontology. The Gerontologist, 34(6), 756—763.

Bengtson, V. L. (1969). Cultural and occupational differ-
ences in level of present role activity in retirement. In
R.J. Havighurst, J. M. A. Munnichs, B. L. Neugarten,
& H. Thomae (Eds.), Adjustment to retirement: A cross-
national study (pp. 35-53). Assen: Van Gorkum.

Bengtson, V. L., & Kuypers, J. A. (1971). Generational
difference and the developmental stake. The Interna-
tional Journal of Aging and Human Development, 2(4),
249-260.

Carstensen, L. (1995). Evidence for a life-span theory of
socioemotional selectivity. Current Directions in Psy-
chological Science, 4, 151-156.

Cumming, E. (1963). Further thoughts on the theory of
disengagement. International Social Science Journal,
15(3), 377-393.

Cumming, E., & Henry, W. E. (1961). Growing old: The
process of disengagement. New York: Basic Books.
Havighurst, R. J. (1961). Successful aging. The Gerontol-

ogist, 1(1), 8-13.

Havighurst, R. J., & Albrecht, R. E. (1953). Older people.
New York: Longmans, Green.

Hochschild, A. R. (1975). Disengagement theory:
A critique and proposal. American Sociological
Review, 40(5), 553-569.

Knapp, R. J. (1977). The activity theory of aging: An
examination in the English context. The Gerontologist,
17(6), 553-559.

Lemon, B. W., Bengtson, V. L., & Peterson, J. A. (1972).
An exploration of the activity theory of aging: Activity
types and life satisfaction among in-movers to a retire-
ment community. Journal of Gerontology, 27(4),
511-523.

Longino, C. F., & Kart, C. S. (1982). Explicating activity
theory: A formal replication. Journal of Gerontology,
37(6), 713-722.

Maddox, G. L., Jr. (1964). Disengagement theory:
A critical evaluation. The Gerontologist, 4, 80-82.
Neugarten, B. L. (1969). Continuities and discontinuities
of psychological issues into adult life. Human Devel-

opment, 12, 121-130.

Reitzes, D. C., Mutran, E. J., & Verrill, L. A. (1995).
Activities and  self-esteem  continuing  the
development of activity theory. Research on Aging,
17(3), 260-2717.

Rose, A. (1964). A current theoretical issue in social ger-
ontology. The Gerontologist, 4, 456—460.

Rowe, J. W., & Kahn, R. L. (1987). Human aging: Usual
and successful. Science, New Series, 237(4811),
143-149.

Rowe, J. W., & Kahn, R. L. (1998). Successful aging. New
York: Pantheon Books.

Zaranek, R. R., & Chapleski, E. E. (2005). Casino
gambling among urban elders: Just another social activ-
ity? Journal of Gerontology Social Science, 60B,
S74-S81.
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Modes of Coping
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Synonyms

Adaptation to disability and loss; Benefit finding;
Flexibility; Goal adjustment; Goal pursuit; Resil-
ience; Sources of meaning; Tenacity

Definition

Resilience and well-being across the life-span
hinge on the balanced interplay between two
adaptive processes: On activities through which
individuals try to achieve goals and maintain a
desired course of personal development
(assimilative activities), as well as on the adjust-
ment of personal goals to changing action
resources (accommodative processes). The con-
cepts of assimilative persistence (or tenacious
goal pursuit) and accommodative flexibility
(or flexible goal adjustment) refer to individual
differences in these two modes of coping.

A person’s life course is generally a mixture of
intended action outcomes and unintended events,
of gains and losses; the balance of these factors
varies on historical as well as in individual-
ontogenetic dimensions of time. Given this gen-
eral fact about personal development, notions of
positive development and successful aging cannot
be simply defined in terms of efficient goal pursuit
and avoidance of loss. Rather, a comprehensive
theoretical explication of these concepts also
needs to consider how people cope with diver-
gences between desired and factual developmen-
tal outcomes, how they adjust goals and ambitions
to changing developmental resources and con-
straints, and how they can disengage without
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lasting grief or regret from desired life paths that
have remained unaccomplished.

Among older adults, personal potentials of
action and development are often constrained by
functional losses, by a shrinking of social and
material resources, and not to the least by the
fading of time yet-to-be-lived. Contrary to expec-
tations, however, longitudinal and metaanalytic
studies have found considerable stability in mea-
sures of well-being and subjective life quality in
the transition to old age (Brandtstéddter et al. 1993;
Diener et al. 1999). The apparent resiliency of the
aging self against experiences of loss and con-
straint may be considered as a further example of
the so-called paradoxes of satisfaction that have
often been reported in research on well-being and
happiness; it becomes less paradoxical when pay-
ing heed to the dynamics of changing and
adjusting ambitions and to the interplay between
goal pursuit and goal adjustment.

To integrate these aspects, the dual-process
model of assimilative and accommodative coping
(DPM) has been proposed (Brandtstddter 2006;
Brandtstidter 2007; Brandtstidter and
Greve 1994; Brandtstddter and Renner 1990;
Brandtstidter et al. 1998). Both modes of coping
reduce goal discrepancies and divergences
between actual and desired conditions of personal
development, but do so in different ways. In the
assimilative mode, the individual tries to avoid or
diminish goal discrepancies and developmental
losses by instrumental, self-corrective, or com-
pensatory activities. A second way of neutralizing
discrepancies between actual and desired states
consists in adjusting goals and ambitions to
given situational conditions and constraints.
These latter accommodative processes involve
disengagement from blocked goals and the low-
ering of aspirations; they come into play when
active-assimilative efforts become difficult or
remain futile.

The frame of personal goals and ambitions on
which people base their evaluation of self and
personal development changes over the life
course; according to the DPM, it tends to change
in ways that help to maintain a positive outlook on

self and personal development. In developmental
settings and phases of life that involve changes in
personal resources of control, the balanced inter-
play between assimilative and accommodative
processes becomes a key criterion of resilience;
old age is a prototypical example.

Outline of the Dual-Process Model

The model of assimilative and accommodative
coping braids together action-theoretical and
developmental perspectives. Both processes are
basic to the life-long process of intentional self-
development (Brandtstiddter and Lerner 1999;
Greve et al. 2005). In contrast to assimilative
activities, however, accommodative processes
need not, and often cannot, be intentionally
activated. Although one may eventually be able
to change personal preferences, ambitions, or
beliefs by strategies of self-management (which
would already count as assimilative activities),
one cannot bring about such changes by a simple
act of will. This draws attention to the automatic
mechanisms that subserve accommodative
processes.

Assimilative activities: Assimilative activities
comprise all types of intentional behavior through
which people try to achieve or maintain a desired
course of personal development; in later life,
maintenance of resources and valued compe-
tences through prevention or compensation of
loss become increasingly important as targets of
assimilative effort. In the assimilative mode,
attention is focused on information that seems
relevant for effective goal pursuit, and cognitions
that support or help to maintain an intended course
of action become more available: Attractive
aspects of the goal as well as beliefs related to
personal efficacy and the attainability of goals are
emphasized, whereas stimuli or enticements that
could distract from a chosen course of action are
blunted out. When obstacles impede goal attain-
ment, cognitive resources and action reserves are
mobilized, which is often supported by a reactant
increase in the valence of goals.
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A key feature of assimilative modes of coping
is the tenacious adherence to goals. Assimilative
efforts will have beneficial effects as long as per-
sonal goals are commensurate with action
resources; in cases of mismatch, the intentional
focus of assimilation may shift toward expanding
action resources and acquiring new skills or
knowledge that may be relevant to efficient goal
pursuit, and eventually to activities of optimiza-
tion or compensation. Optimizing and compensa-
tory activities mark a late state of assimilative
effort; they often draw on resources that are them-
selves subject to age-graded loss. Under condi-
tions of progredient loss and constraint,
assimilative efforts may first increase, but then
drop gradually when the costs of further goal
pursuit outweigh the benefits (Brandtstddter and
Rothermund 2003; Brandtstddter and Wentura
1995).

According to prevailing clinical notions, feel-
ings of helplessness and depression arise when
goals and desired self-representations drift out of
the feasible range; from the perspective of the
dual-process model, however, this is the critical
point where the system shifts toward
accommodation.

Accommodative processes: The attractive
valence of goals largely derives from their relation
to other goals and values; eventually goals may
remain attractive even when the individual sees no
way to attain them. Maintaining a commitment to
barren goals, however, becomes maladaptive
when it impedes reorientation toward other more
promising goals. Accommodative processes
counteract such states of escalated commitment.
While assimilative activities are driven by the
hedonic difference between current situations
and intended goal-states, the adaptive function of
accommodative mode essentially consists in
deconstructing this difference. Facets of accom-
modative coping include the downgrading of, and
eventually disengagement from, blocked goals, as
well as a rescaling of ambitions and self-
evaluative standards — processes that promote
the readiness to accept given circumstances and
redirect action resources toward new goals. In
sum, the key characteristic of the accommodative

mode is the flexible adjustment of goals and ambi-
tions to losses and constraints as they arise from
age-graded as well as from historical changes, but
likewise from critical life events that affect phys-
ical, social, and material resources.

As regards cognitive mechanisms, the accom-
modative mode involves an increased availability
of cognitions that shed doubt on the attractiveness
and attainability of the blocked goal, thus enhanc-
ing a positive reappraisal of the given situation.
A heuristic-divergent, bottom-up mode of infor-
mation processing supersedes the more top-down,
convergent mindset that characterizes assimila-
tion; the attentional field widens and becomes
responsive again to stimuli and action tendencies
that have been warded off in the assimilative
phase.

Moderating conditions: Problems of depres-
sion and rumination indicate that the shift from
assimilative to accommodative modes of coping
is not always a smooth one. The DPM specifies
personal and situational conditions that may
selectively enhance or impede the two modes of
coping. Generally, people find it more difficult to
give up goals that are central to their identity and
not easily substitutable by equivalent alternatives.
A high degree of self-complexity, i.e. a diversified
and multifocal structure of personal projects, can
thus enhance accommodation. Furthermore,
availability of cognitions that supports a positive
reappraisal of initially aversive circumstances, as
well as low beliefs of control over the critical
situation, facilitate the accommodative process,
but weaken the motivation to invest assimilative
effort. People harboring strong self-beliefs of
control are typically more enduring to reach a
goal and to overcome obstacles; at the same
time, however, they are more prone to
unproductive persistence and more likely to miss
alternative options. While partly converging with
theoretical positions that emphasize the benefits of
strong self-beliefs of control, the DPM also
highlights potential negative effects. Such side-
effects may also account for counterintuitive find-
ings of positive correlations between measures of
perceived control and depression (e.g., Coyne
1992).
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Implications for Successful Aging

Although assimilative and accommodative pro-
cesses are antagonistically related, they can syn-
ergistically complement each other in concrete
episodes of coping: Problems such as bodily
impairment, chronic illness, or bereavement con-
stitute a multifaceted complex of problems that
often call for different ways of coping. Under
limited action resources, disengagement from
some goals can also facilitate the maintenance of
other, more central ones. Conflicts between assim-
ilative and accommodative tendencies may occur
when goal-related efforts reach capacity limits.
Such critical constellations often arise in late life,
when questions of how, and into which projects,
scarce action resources and life-time reserves
should be invested become an acute concern.
When important goals are at stake, the wavering
between holding on and letting go is experienced
as stressful. The accommodative process, how-
ever, engages cognitive mechanisms that eventu-
ally dissolve such conflicts.

Dispositional differences: Individuals differ in
the degree to which they prefer, or tend to use,
assimilative or accommodative ways of
coping and life-management. To assess such
interindividual differences, two scales are used:
Tenacious Goal Pursuit (TGP) as a measure of
assimilative persistence and Flexible Goal Adjust-
ment (FGA) as a measure of accommodative flex-
ibility. TGP and FGA constitute largely
independent facets of coping competence, show-
ing slightly negative or close to zero intercorrela-
tions in most studies. Across all age levels,
however, both scales show substantial positive
correlations with measures of subjective life qual-
ity such as satisfaction, optimism, self-esteem,
or emotional stability (Brandtstidter 2006;
Brandtstddter and Renner 1990). Assimilative
persistence and accommodative flexibility appar-
ently improve the affect balance in different ways;
while TGP seems to enhance positive affect, FGA
dampens negative affect (Coffey et al. 2014; Heyl
et al. 2007).

At the same time, however, TGP and FGA
show opposed regressions on the age variable,

which points to an increasing dominance of
accommodative over assimilative modes of cop-
ing in late adulthood. Considering the fading of
action resources and the cumulation of irrevers-
ible losses in later life, this pattern conforms to
theoretical predictions. A broad array of findings
attests to the particular importance of accommo-
dative flexibility for coping with age-typical prob-
lems. In moderated regression analyses, FGA has
been found to dampen the negative emotional
impact of losses and constraints; such buffering
effects have emerged with regard to bodily
impairments, health problems, losses in sensory
functions, chronic pain, and problems of bereave-
ment (e.g., Boerner 2004; Darlington et al. 2007;
Kranz et al. 2010; Seltzer et al. 2004; Van Damme
et al. 2008). Flexible individuals adjust their
desired self more stringently to their actual self,
and negative experiences in specific areas of life
compromise the overall sense of well-being to a
lesser degree among individuals scoring high
in FGA.

A tendency to find benefits in adversity has
been reported for cancer patients, accident vic-
tims, and other disadvantaged