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Preface

This edited volume, Social Aspects of Ageing — Selected Challenges, Analyses, and
Solutions, is a collection that emphasizes the primary challenges outlined by the
United Nations during the Decade of Healthy Ageing (2021-2030). The contributions
encompass research involving topics vital for older people, their families, and com-
munities, such as confronting ageism, age-friendly environments, and care delivery.
The book also addresses issues associated with the global, national, regional, and
local implementation of age-specific and intergenerational responses, initiatives,

and policies towards meeting the UN’s Sustainable Development Goals.

The collection includes works that provide research and practical advice from areas
such as critical studies, geographical gerontology, legal studies, public health, and
sociology. It includes six chapters prepared by ten contributors from Australia, China,
Poland, Portugal, South Africa, and Switzerland.

The chapters are organized into three sections. The first section, “Different Approaches
to Combatting Ageism”, covers studies on the challenges of developing social poli-
cies based on human rights. The second section, “Development of the Age-Friendly
Environments”, explores investigations on geographical gerontology and accessibility
to primary healthcare services. The last section, “New Skills and Competencies”,
focuses on intergenerational relationships, community resources, and older adults’
privacy and digital competencies.

This book is intended for academic and professional audiences interested in theories

of ageing as well as public services and ageing policy. Social Aspects of Ageing — Selected
Challenges, Analyses, and Solutions aims to assist students, practitioners, and individuals
employed in government, business, and nonprofit organizations.

I want to thank the chapter authors for their excellent contributions. Collectively,

we are taking a small step in advancing social gerontology. I would like to express
gratitude to Karmen Daleta, Patricia Kerep, Jelena Vrdoljak, and Filip Lovricevic from
IntechOpen for their outstanding organizational abilities in assisting with the editing
and publishing process.

Andrzej Klimczuk
SGH Warsaw School of Economics,
Warsaw, Poland
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Chapter1

Contemporary Human Rights Law
and Ageism

Barbara Mikotajczyk

Abstract

The continuously and dynamically growing number of older persons worldwide
experience various types of exclusion, negligence, isolation, degrading treatment,
elder abuse and the deprivation of a long list of their human rights. Regardless of
residence and standard of living in a given country, older adults are the most excluded
from the mainstream. Just as racism or sexism leads to a violation of the dignity and
rights of people of a different race or gender, so ageism has a similar effect. Therefore,
combating ageism is a challenge to international human rights law. This chapter is
based on the core human rights treaties and the latest developments of the interna-
tional community in combating ageism. Selected human universal and regional rights
treaties along with soft law documents are analysed. The activities of the human
rights bodies, including the independent expert on the enjoyment of all human
rights by older persons, are also reviewed as the author focuses on human rights law
in action. The author intends to indicate the untapped potential of states’ current
international obligations, international mechanisms and gaps in addressing ageism at
the international forum.

Keywords: older persons, ageism, human rights, age discrimination,
international human rights bodies

1. Introduction

Like the phenomena of sexism, racism and ableism, it is clear that ageism also
existed before it was given a name and analysed by scholars from various scientific
disciplines and perspectives. However, we usually count the ‘history of ageism’ from
the time when Robert N. Butler used the term ‘age-ism’ during a Washington Post
interview in 1969 [1]. He coined it as the ‘prejudice of one age towards other age
groups’ [2]. Later, when relating to ageism against older adults, he described it as ‘a
process of systematic stereotyping and discrimination against people because they
are old, just like racism and sexism’ [3]. He aligned ageism with negligence, ignorance
and the damaging assumption that older adults are old-fashioned, unproductive,
incompetent, slow-thinking, inflexible, unattractive, sexless, etc. [4].

Ageism manifests itself in various individual and institutionalised forms, rang-
ing from elder speak, disregard and mockery, through neglect, segregation, social
isolation and financial and corporal abuse, to extermination, defined as a conscious
attempt to shorten the ‘worthless’ or suffering-ridden life of an older person [5].
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Moreover, new forms of ageism are constantly being identified, for example, those
that include the introduction of policies and strategies that are designed to meet

the needs of older people but which, in fact, stigmatise them or require them to be
constantly active, regardless of their capabilities [6, 7]. Regardless of the gravity of
the manifestation of ageism, its form and scale, ageism always leads to a violation of
human dignity. For this reason, ageism should be a concern of international human
rights law, as human dignity is the essence and source of all human rights. That is why
states’ and societies’ awareness of ageism is a preliminary condition for the effective
protection of older persons’ rights.

Along with ongoing research, the concept of ageism has been evolving. It has
appeared, for example, that ageism should not be put into the same box as sexism and
racism, as the group of older adults exposed to ageism is heterogeneous and, there-
fore, unlike sexism and racism, is much more difficult to identify [8]. Paradoxically,
age lacks a clear threshold and is not a connecting factor for older persons, as they are
people of different ages, living conditions, health and needs [9]. Indeed, the older
population is much more similar to people with disabilities, who are also of various
ages, types of disability and with diverse needs.

This chapter is a study in human rights law, so the newest analysis of ‘ageism’
proposed at the international forum should be presented here. In March 2021 the
World Health Organisation (WHO) published ‘Kicking Off a Global Conversation
about Ageism: the Launch of the First UN Global Report on Ageism’ (Global Report
on Ageism). This report brings together the global output in identifying ageism and
its determinants and explores three levels of manifestation of ageism - institutional,
interpersonal and self-directed. Explicit [conscious] and implicit [unconscious]
forms of expression of ageism are also addressed in the report [10]. Finally, it pro-
poses interventions to reduce this phenomenon.

However, what is particularly relevant to this study, the report contains a com-
prehensive description of ageism. It is defined as a multifaceted social phenomenon
that has stereotypes, prejudice and discrimination directed towards others or oneself
based on age. The first relates to human thoughts, prejudices towards feelings, and
finally, discrimination of actions or behaviours. Age stereotypes [positive or negative]
tend to differ by context and culture. Prejudice is an emotional reaction or feeling
(positive or negative) that is directed towards a person based on their perceived (age)
group membership, and it contributes to creating or maintaining hierarchical status
relations between groups. Age discrimination is the easiest to identify as it relates
to behaviours - including actions, practices and policies — that are directed towards
people based on their age [10].

This conception of ageism seems to unite previous proposals for definitions,
which often assumed that ageism is a unique form of age discrimination [11-13], or
conversely treated ageism as a source of discrimination and other negative behaviours
towards older adults, and have usually qualified it as a feeling, idea or belief, or even
an ideology [5, 14].

Over the years, the phenomenon of ageism, its determinants, aspects, conse-
quences and scale have been the subject of diverse multidisciplinary studies, analyses
and meta-analyses on ageism, provided by gerontologists, psychologists, psychiatrists,
sociologists, medics and researchers from other disciplines [11, 12, 15-28]. This
phenomenon is also the subject of research from the perspective of the international
protection of human rights and the obligations of states in this area [29-38]. However,
as the world’s population is ageing, and the global treaty on the rights of older persons
is constantly ‘under construction) the research in this area needs further development.
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Therefore, the formal dogmatic method in legal science is applied in this chapter.
The primary research material is act of international law (hard and soft) and the
output of human rights bodies in identifying, condemning, and redressing ageism.
Moreover, a review of human rights literature supports the analysis of legal acts. The
contributions from other scientific disciplines are used only as auxiliary.

Such an approach should help confirm the hypothesis that international law has
the potential, currently untapped, to counter ageism affecting older persons, espe-
cially those belonging to vulnerable groups. That is why the main goal of this chapter
is to assess the progress in the visibility of ‘ageism’ in international documents that are
able to (at least potentially) affect states’ policies and laws to reduce ageism at domes-
tic levels. Another goal of this chapter is to identify new or still underestimated areas
in which the international community’s action against ageism is desirable.

2. Blindness of the treaties

Any discourse on the elimination of ageism in international human rights treaties
should begin with the Universal Declaration of Human Rights (UDHR), even though
it is not a treaty. This is primarily because it is ascribed the force of customary inter-
national law, and because it gave rise to all presently binding international human
rights treaties. According to its Preamble, ‘recognition of the inherent dignity and of
the equal and inalienable rights of all members of the human family is the founda-
tion of freedom, justice and peace in the world’. Its Article 1 states that ‘Everyone is
entitled to all the rights and freedoms set forth in this Declaration, without distinc-
tion of any kind, such as race, colour, sex, language, religion, political or other
opinion, national or social origin, property, birth or other status [39]’.

The recognition of human dignity and non-discrimination, as stipulated in the
UDHR, became an inspiration for the whole human rights system. Thus, human
dignity is invoked in various international acts, including the International Covenant
on Civil and Political Rights [40] and the International Covenant on Economic,
Social and Cultural Rights [41] adopted in 1966. In addition, the concept of dignity
has been introduced into treaties protecting particular groups of people, such as
children, women, migrant workers, disabled persons and victims of involuntary
disappearances, as well as into treaties protecting specific human rights and free-
doms, especially freedom from torture and racial discrimination. We can also find
some references to human dignity in the international labour and environmental and
humanitarian laws [42-46].

Indeed, the protection of human dignity underpins protection against phenom-
ena such as sexism, racism, ableism and ageism, but it would be naive to believe
that general references to dignity in international law are sufficient to protect older
adults from ageism. First of all, ‘human dignity’ is not defined in international acts
and, in spite of a common appreciation, it is unclear, disputable and causes many
interpretive difficulties [8, 10, 14, 38]. Usually, understanding a violation of human
dignity requires an in-depth case study and sensitivity to various nuances. As
indicated above, seemingly beneficial solutions can conceal ageist attitudes against
older persons, which is why ageism needs targeted, legal and extra-legal actions to
combat it. General references to human dignity are simply starting points for further
developments.

Unfortunately, there is no universal, sectoral convention on the protection of
human rights in old age that could play an educative role among the international
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community and raise awareness of decision makers on the rights of older persons and
the harmful effects of ageism.

Surprisingly, two treaties that are considered milestone achievements of regional
communities — the Inter-American Convention on Protecting the Human Rights of
Older Persons of 2015 [47] and the Protocol on the Rights of Older Persons to the
African Charter on Human and Peoples’ Rights of 2016 [48] — do not mention ageism’
atall. On the other hand, they contain provisions obliging the state parties, to take
steps towards eradicating prejudices, stereotypes, stigmatisation and marginalisation
resulting in preventing older persons from fully enjoying their human rights.

In addition, these particular treaties recognise the prohibition on age discrimina-
tion as one of their main principles. The clear recognition of the prohibition on (old)
age discrimination in international law is an important step, as the anti-discrimina-
tion clauses contained in the core international human rights treaties, following the
UDHR, usually do not contain such a prohibition. The International Convention on
the Protection of the Rights of All Migrant Workers and Members of their Families
of 1990 [49] is an exception. Moreover, the Convention on the Rights of Persons with
Disabilities of 2006 mentions age as one of the reasons for multiple or aggravated
forms of discrimination [50].

Certainly, the premise of ‘other status/circumstances/conditions’ should be
recognized as the premise covering young and old age. However, it took years before
the Committee on the Economic, Social and Cultural Rights (CESCR) and the Human
Rights Committee (HCR) finally confirmed in their general comments and case law
that both covenants prohibit age discrimination [34].

It may be also observed that the international community and the human rights
bodies providing the interpretation of relevant treaties were more willing to oblige
states to take measures against stereotypes, prejudices and stigmatisation than
to address age discrimination. For example, already in 1995, the Committee on
Economic, Social and Cultural Rights, in its general comment No. 6 on the Economic,
Social and Cultural Rights of older persons, called on governments, non-governmen-
tal organisations and older persons themselves to make efforts to overcome negative
stereotyped images of older persons as suffering from physical and psychological
disabilities, incapable of functioning independently and having neither a role nor a
status in society [51].

Moreover, the human rights treaties dedicated to the protection of women and
people with disabilities, who are particularly exposed to stereotypes and prejudices,
contain provisions to counter these phenomena and could become a model of solu-
tions applicable to older persons.

The Convention on the Rights of Persons with Disabilities (2006) should be con-
sidered the most advanced in combating stereotypes and prejudices, including those
based on sex and age, in all areas of life [Article 8]. What is particularly important,
the CRPD promotes an approach to people with disabilities, not through the prism
of the assistance they receive, but through the prism of human rights [human rights-
based approach -HRBA]. HRBA is also the best way to prevent ageism and protect
older persons’ rights [52].

Meanwhile, Article 5 of the Convention on the Elimination of All Forms of
Discrimination against Women of 1979 obliges states to take all appropriate measures
to modify social and cultural patterns and eliminate stereotypes and prejudices about
the roles and behaviours of men and women [53]. Interpreting this provision, the
Committee on the Elimination of Discrimination against Women (CEDAW)), in its
General Recommendation on the Rights of Older Women [No. 27 of 2010], stressed
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the states’ obligation to ‘eliminate negative stereotyping and modify social and
cultural patterns of conduct that are prejudicial and harmful to older women... [54].
The transformation of incumbent social and cultural patterns of older persons into
intergenerational solidarity is another factor in the elimination of ageism.

It is also worth noting that the protocol to the African Charter on Human and
Peoples’ Rights on the Rights of Women in Africa, the Maputo Protocol of 2003 [55]
obliges states to ensure the right of older women to freedom from discrimination
based on age, and the right to be treated with dignity. The protocol also refers to vari-
ous kinds of stereotyping and prejudices against women in general.

However, similarly to both covenants, the regional human rights treaties of general
character, including the European Convention for the Protection of Human Rights
and Fundamental Freedoms [56], do not indicate an age premise in their anti-discrim-
ination clauses. It appears that age discrimination has not been deeply examined by
the international tribunals, and the evident cases of ageism may not be addressed. The
best example is the case Carvalho Pinto de Movais v. Portugal consideved by the European
Court of Human Rights (ECtHR) [57]. This case referred to the Portuguese court’s
decision to reduce compensation for medical errors during gynaecological surgery.
The national judges justified their judgement arguing that sexuality was not impor-
tant for a 50-year-old woman and that she did not need any substantial compensation
to cover the costs of employing a domestic helper because, with the children grown
up, the applicant’s domestic duties were mainly looking after her husband.

The ECtHR found that Portugal had violated the convention, but the majority of
the ECtHR judges focused more on gender discrimination, comparing judgements
of the Portuguese courts in cases referred to male victims of medical malpractice with
the applicants’ situation, and did not deeply analyse age discrimination, ageism and
evident stereotyping. The ECtHR did not give a more in-depth interpretation of the
premise of age, which was as important to the applicant as that gender. The ECtHR
admitted that age could fall within the criterion of ‘other status’ within the meaning
of Article 14 of the Convention, but did not confirm that age discrimination had ‘the
same force’ as the other grounds for discrimination. Above all, the Court decided not
to compare the situation of younger and older women with regard to the stereotype
concerning their sexual life. In this respect, the Court seems to have passed over the
chance to establish a line of case law on stereotyping [33].

Unlike the international human rights law, the prohibition on age discrimination
is present in the European Union [EU] framework, in its primary law, including
the Charter of Fundamental Rights [58], in the EU secondary law, as well as in the
jurisprudence of the Court of Justice of the European Union [59]. However, ageism,
age stereotyping and prejudices are not directly indicated there [30, 60, 61].

It is easy to note that general references to human dignity, and imprecise ‘other sta-
tus/condition/circumstances’ permissions of non-discrimination, are not sufficient to
protect older persons’ rights and prevent them against all aspects of ageism.

With this in mind, the United Nations General Assembly established the Open-
Ended Working Group on Ageing [OEWGA] in December 2010 [62]. The first task
of this body, composed of delegations from states and civil society organisations,
was to analyse the existing international framework for the protection of the human
rights of older persons and identify possible legal gaps and propose the best possible
solutions for the future. In 2012, the UN General Assembly commissioned OEWGA to
draft a treaty to protect the rights and dignity of older persons [63].

Over the course of 12 sessions, OEWGA considered the scope of the future
convention, addressing the issues of autonomy, independence, non-discrimination,
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long-term and palliative care, elder abuse, social protection, education and lifelong
learning, capacity building, access to justice and the labour market, economic
security, and older persons’ right to contribute to sustainable development. Calls
to combat ageism have certainly been present at the OEWGA sessions, especially at
the third and sixth, though perhaps surprisingly, ageism has not been the principal,
separate topic of any of the sessions.

3. Outside the treaties

The first milestone, though not legally binding, acts on older persons’ rights
adopted on the international forum did not refer to ageism. The first complex
international instrument on ageing — the Vienna International Plan of Action on
Ageing — adopted at the World Assembly on Ageing in 1982 [64], does not mention
‘ageism’ itself, but certainly refers to various symptoms of ageism, especially on the
labour market and in the media. Another crucial UN document is the United Nations
Principles for Older Persons of 1991 this does not address ageism either, though it does
contain important guidelines on older persons’ dignity. It states that: ‘Older persons
should be able to live in dignity and security and be free from exploitation and physi-
cal or mental abuse. Older persons should be treated fairly regardless of age, gender,
racial or ethnic background, disability or another status and be valued independently
of their economic contribution’ [65].

Finally, the Madrid International Plan of Action on Ageing (MIPAA) and the
Political Declaration adopted at the Second World Assembly on Ageing in April 2002,
being a milestone in addressing the key challenge of ‘building a society for all ages
[66]’, indicated ‘ageism’ However, it happens only once, when calling on the media
and the private and public sectors to avoid ageism in the workplace and to present
positive images of older persons as wise, productive and experienced. Certainly, there
are many recommendations in the MIPAA encouraging states to combat stereotypes
and prejudices, including intersectional, in various spheres of life, especially in
employment.

However, the MIPAA is not a one-off event, as it has its continuity. Every year since
2002, the UN Secretary-General has been submitting to the UN General Assembly
reports entitled ‘follow-up to the Second World Assembly on Ageing’ The notion of
‘ageism’ was mentioned for the first time in the report of 2009. The secretary-general
argued at that time that ‘systematic stereotyping and discrimination against people
because they have reached a certain chronological point and are considered ‘old’, has
come to be known as ‘ageism’. Ageism reinforces a negative image of older persons as
dependent people with declines in intellect, cognitive and physical performance, as well
as other areas required for autonomous, daily functioning. As a result, older persons are
often perceived as a burden, a drain on resources and persons in need of care. ‘These
perceptions contribute to their vulnerability, which puts their rights at risk [67]’

Since 2009, ‘ageism) its harmful consequences and calls to counteract them have
been developed in the subsequent reports. For example, in the report of 2011, the sec-
retary-general noted that, despite older persons playing an important role as custodi-
ans of culture and history, paradoxically, they are victims of ageism which is broadly
tolerated in societies around the world [68]. In the report of 2012, he devoted an
entire subsection to ageism in various spheres of life, arguing that, ten years after the
adoption of the MIPAA, prejudicial attitudes and discriminatory practices on the part
of individuals and institutions towards older persons continue to undermine their
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participation in society. He also referred to the findings presented at the European
Union forum on the occasion of the European Year for Active Ageing and Solidarity
between Generations 2012, which reached the conclusion that ageist attitudes were
not only the source of discrimination experienced by older persons but also served to
justify that discrimination and, in many countries, a number of existing institutional
and policy practices tended to create a ‘culture of ageism’ that reinforced ageist views
and led to the further marginalisation and exclusion of older persons [69]. In 2014,
the UN Secretary-General raised concerns that ageism is still a roadblock to the full
implementation of the Madrid International Plan of Action on Ageing [70].

New aspects of ageism emerged in the 2021 report. The COVID-19 pandemic
sharpened ageist attitudes towards older people. According to the report, data
gathered before the crisis revealed that one in two people held ageist attitudes towards
older persons globally, but the crisis amplified and exacerbated the widespread
practice of discrimination against older persons, especially in the area of provision
of health and other critical services and resources, and in long-term care facilities
[71]. That is why the UN Secretary-General called to build stronger legal frameworks
at the national and international levels to protect the human rights of older persons,
including accelerated efforts to develop proposals for a convention that would be key
to promoting and protecting the rights and dignity of older persons. He also called to
combat ageism and age discrimination and address the intersectional discrimination
that affects older persons, in particular women and persons with disabilities [71].

The MIPAA process within the UN framework is the most universal in promoting
the rights of older people and in campaigning against ageism as a threat to human
dignity. However, it is also worth referring to other international forums where the
issue of ageism is or can be raised.

Potentially, this could happen at the International Labour Organisation [ILO]
forum. The ILO’s conventions do not address ageism, but ILO Recommendation No
162 of 1980 contains a whole chapter dedicated to the equality of opportunity and
treatment of older workers [72]. However, since the adoption of this recommenda-
tion, the labour market has changed considerably, with the concept of ageism spread-
ing beyond academic considerations. It, therefore, seems appropriate to include
the problem of ageism in employment in the ILO’s legal framework, as the negative
multidimensional consequences and costs of ageism and age discrimination on the
labour market are today well known and analysed [73]. For example, the European
Commission’s recent ‘Green Paper on Ageing Fostering Solidarity and Responsibility
Between Generations’ mentions ageism specifically as a potential barrier to the
economic activity of older adults [74].

At aregional level, the resolutions and recommendations drawn up on the Council
of Europe forum should be mentioned here, as the states gathered on this forum,
unlike the American and African states, have not yet decided on the adoption of
a treaty on older persons’ rights. The Parliamentary Assembly resolution entitled
‘Promoting Active Ageing—Capitalising on Older People’s Working Potential’ of
2011 refers to ‘ageism’ and defines it as ‘a harmful prejudice that results in a wide-
spread lack of respect for older people... [75]’. Another resolution —‘Combating
Discrimination Against Older Persons on the Labour Market’ — of 2013, also explicitly
refers to ageism and age discrimination. It encourages states to start campaigns to
change beliefs and attitudes in order to eliminate stereotypes and build a positive and
accurate image of workers in all age groups [76].

The terms ‘ageism), ‘stereotypes’ and ‘prejudices’ are not present in the most
complex Council of Europe document on older persons — the Committee of Ministers
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Recommendation on the Promotion of Human Rights of Older Persons. On the other
hand, the recommendation aims to eliminate barriers denying older adults and their
human rights, so potentially covers ageism [77].

The impact of this recommendation was revised after five years from its adop-
tion, in 2019. It turned out that only one of the 21 reporting states — Austria — had
addressed ageism in its report on the assessment of implementation of the recommen-
dation. The Austrian authorities declared ‘in light of the recommendation, we con-
tinue to mainstream these rights in all policies and programmes, in order to actively
combat ageism, the marginalisation and social exclusion of older persons’ [78].

Therefore, it may be stated that the states are not ‘used to’ addressing ageism. This
dearth of references proves that, if a given notion is not introduced into a document,
there is no further action, or this action is severely limited.

It seems clear that ageism has not become a ‘popular’ notion, either in human
rights treaties or in the soft international law. However, we may expect changes in
this area, as, on 7 October 2021, the Human Rights Council adopted a resolution on
the rights of older persons. It goes hand in hand with the WHO Report adopted in the
same year and recognises that ageism ‘can be associated with stereotypes, prejudice
and/or discriminatory actions or practices, including hate speech, against older
persons based on their chronological age or on a perception that a person is “old”,
and that ageism can be implicit or explicit and be expressed at different levels [79]"
Among various recommendations to states and international bodies, the Human
Rights Council calls to make the situation of older persons more visible in the interna-
tional forum, including human rights procedures and reports of international bodies.

Therefore, attention should also be paid to reports, working papers, thematic
studies and other analyses prepared and presented at the UN forum. Their publica-
tion may become a turning point in negotiations on a new document or a given issue,
or at least may contribute to raising awareness among the international community.
For example, Amnesty International’s 1972 report on torture [80] launched a cam-
paign that culminated in the adoption of the Convention against Torture and Other
Cruel, Inhuman or Degrading Treatment or Punishment in 1984 [81]. Gerard Quinn
and Theresa Degener’s 2002 report identifying gaps in the protection of the human
rights of people with disabilities [82] provided the impetus for the adoption of the
Convention on the Rights of Persons with Disabilities in 2006 [50].

Therefore, particular attention should be drawn to the working paper, ‘The necessity
of a human rights approach and effective United Nations mechanism for the human rights
of older persons’ (known as the Chung Report) of 2009 [83], which contributed signifi-
cantly to the establishment of OEWGA and initiating the work on the treaty on the rights
of older persons. We can read in this study that ‘ageism or stereotyping and prejudice
against older people that can lead to age discrimination, ranges from negative stereotyp-
ing to witch-hunting’; ‘ageism seems to be increasing over time, despite our growing
awareness of the issue’; ‘ageing is a double whammy for women, who get hit with more
ageism and sexism’ and ‘ageism is more prevalent in America than racism [83]’

Another important voice on ageism can be heard in the ‘Normative Standards in
International Human Rights Law in Relation to Older Persons. Analytical Outcome
Paper’ drawn up by the Office of the UN High Commissioner for Human Rights
in 2012 [84] and in the study ‘update to the 2012 Analytical Outcome Study on
the Normative Standards in International Human Rights Law in Relation to Older
Persons’ provided in March 2021. It is easy to observe that in the study of 2012 there
is just one passage on defining ageism and related concepts. Meanwhile, its updated
version contains a depth analysis of ageism and its harmful consequences. Ageism
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is not only barely noticed here, but it constitutes a starting point for all of the High
Commissioner’s further recommendations on the rights of older persons [85].
Finally, the mandate of the independent expert on the enjoyment of all human rights
by older persons, established as a new UN Human Rights Council Special Procedure in
2013 [86], has introduced a new quality to the protection of older persons’ rights. The
two independent experts appointed so far — Rosa Kornfeld-Matte and Claudia Mahler —
contributed significantly to raising awareness of the harmful effects of ageism in their
annual reports, statements and observations on their country visits. Special attention
should be drawn to the annual thematic report dedicated exclusively to ageism and
age discrimination that Claudia Mahler presented in 2021 [87]. Following an in-depth
analysis of ageism and age discrimination, Claudia Mahler called on states to take legis-
lative and organisational steps against ageism and age discrimination and to simultane-
ously target the root causes of ageism. She stressed that working towards a cultural and
societal transformation of how society sees ageing and older people is indispensable.
Older persons and their organisations must be active actors in this transformation.
She stressed the importance of awareness-raising efforts coupled with strategies to
empower older persons, build up their skills and capacities and reduce internalised and
self-directed ageism. She also called on states and other stakeholders to take measures
to encourage the media to avoid stereotypical portrayals of older persons and promote
a culture of tolerance, empathy, diversity and intergenerational solidarity, which are
essential for anti-discrimination measures to be effective. She concluded her report
with a message that ageism ‘is largely invisible in treaty provisions and interpretations
by monitoring treaty bodies. To address this gap in international and regional human
rights law, age as a ground of discrimination must be explicitly recognised, including in
a comprehensive binding legal instrument on the human rights of older persons [87].

4. The UN human rights machinery

As ageism and age discrimination are often not visible in the international treaties,
condemning ageism by the international courts or the human rights treaty bodies in their
judgements or views is more a matter for the future. However, it does not mean that there
is no space for other actions against ageism in the current international human rights law.

The United Nations human rights machinery, under the auspices of the Human
Rights Council, has at its disposal procedures that have the potential to shape the
international community’s awareness of the harmful effect of ageism, evenina
situation when there is no sectoral treaty on older persons’ rights. This is possible as
the special procedures mandate holders are guided in their actions by the Universal
Declaration of Human Rights and soft law documents. Moreover, states participate
in this system not because treaties bind them, but because they belong to an interna-
tional community within the framework of the UN.

The mandate holders act as independent experts, operate in dialogue with the rel-
evant government authorities and cooperate with civil society organisations and other
stakeholders [35]. Therefore, the mandate of the independent expert on the enjoy-
ment of all human rights by older persons should be indicated here. The mandate
covers, among other things, country visits allowing experts to examine and evaluate
the situation of older people on the spot and make targeted recommendations to
governments and other actors, for example, business and civil society.

The independent expert’s recommendations are sometimes very practical. For
example, in a report on a visit to China in 2020, the independent expert noted that there
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is no semantic and linguistic equivalent of ‘ageism’ in many languages and dialects used
in China. Insufficient awareness and appreciation of this phenomenon were observed
in China, so the independent expert recommended the translation and mainstreaming
of the term ‘ageism), along with its notional conception and the adoption of specifically
targeted policies and a dedicated normative anti-ageism response. She also encouraged
the authorities to establish an independent national equality body to monitor and report
discrimination issues, including discrimination against older persons or ageism [88].

In the reports on visits to China, Mozambique and Montenegro, the independent
experts noted the concern about ageism mixed with gender-based discrimination
arising from patriarchal attitudes and stereotypes regarding the roles and responsi-
bilities of women and men, placing women at a disadvantage [88-90].

In Mozambique, the independent expert also observed ageism and age discrimina-
tion in many spheres and contexts, from household decision-making about scarce
resources to ageist attitudes of health professionals towards older persons. She noted
that older adults are frequently refused treatment or are treated with disrespect due to
their age [90]. The reports on the visits to Montenegro and Uruguay focused on age-
ism leading to violence against older persons, maltreatment and elder abuse [89-91].

In 2015, the independent expert encouraged the Austrian authorities to continue
mainstreaming the rights of older persons in all policies and programmes, which
should actively combat ageism as well as the marginalisation and social exclusion of
older persons, thereby reducing their vulnerability, including abuse and violence [92].

In addition to governments, the private sector is also the addressee of the indepen-
dent expert’s recommendations. In the reports on visits to Montenegro and Uruguay,
she expressed her concern about ageism and the stereotyping of older persons, which
goes hand in hand with certain forms of discrimination. She reminded businesses that
they should comply with the guiding principles on Business and Human Rights [89, 91].

Ageism against older women was also of interest under another thematic mandate
within the Human Rights Council - the special rapporteur on violence against women,
its causes and consequences. The reference to ageism can be found in the special
rapporteur’ report on her visit to Australia in 2018. The Australian government was
advised to develop a national plan to promote the autonomy and agency of older
people by addressing ageism and promoting community understanding of elder abuse,
achieving national consistency in standards, safeguarding at-risk adults and improving
responses, as well as building the evidence base for responding to elder abuse [93].

Apart from the Human Rights Council Special Procedures, the Universal Periodic
Review [UPR] is another mechanism that can be taken into account. It is a review of
the achievements and shortcomings in a state’s respect for human rights and fulfilment
of its obligations. It is carried out periodically and is a form of the inter-state dialogue.
While it is certainly flawed and vulnerable to politicisation, due to its universal cover-
age it has the potential to disclose ageism as a harmful phenomenon internationally.
During recent UPR cycles, older persons’ rights and dignity and the dangers of age dis-
crimination are more and more frequent topics of this dialogue. However, states rarely
address ageism expressis verbis in their recommendations to other states. Therefore,
Vietnam’s call on Singapore to enhance measures to ensure the protection of the rights
and well-being of older persons, including efforts to reduce ageism, is unique. It is pos-
sible that the Vietnamese recommendation formulated during the UPR cycle of 2021
may become a model for other states in subsequent reviews [94].

Finally, it should be noted that today it is difficult to imagine a system of interna-
tional human rights protection without NGOs in the reporting procedure in all human
rights treaty bodies, or in the course of the Universal Periodic Review and the special
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procedures of the Human Rights Council. Moreover, NGOs act as amicus curiae before
international tribunals, as well as before quasi-judicial bodies, reviewing notifications
of violations of human rights treaties. They can play a crucial role within the frame-
work of these diverse procedures, providing expertise on ageism and all its aspects.

5. Conclusions

Although many years have passed since ageism was first identified, and although
there is no doubt that this phenomenon lies at the root of social exclusion, it was
hardly visible in the international forum just a decade ago. Today, this notion is pres-
ent mainly in reports and observations of specialised human rights bodies, though it
is not widely used in legal and law-related language. The notion of ageism does not
appear expressis verbis in the core human rights treaties, nor even in the regional trea-
ties on older persons’ rights. It is true that stereotypes, prejudices and age discrimina-
tion are frequently referred to in sectoral treaties [mainly referring to women and
persons with disabilities], but it is rare that all these aspects are equally stigmatised
there, and certainly, they are not directly linked with older persons.

Consequently, ageism is not addressed in the general conclusions and recom-
mendations provided by the human rights treaty bodies when interpreting the states’
obligations under human rights treaties. Moreover, this notion is not as widely used
as expected in resolutions and recommendations issued by international organs.
Generally speaking, international hard and soft human rights laws are still dragging
their heels in naming ‘ageism’, which severely weakens combating it on international
and, consequently, national levels.

Hence, introducing this concept into international hard law as a ‘keyword’ cover-
ing age discrimination, stereotypes and prejudices would be a clear message to the
whole international community. Therefore, a global treaty on the rights of older
people or human rights in old age condemning ageism and all ageism’s dimensions is
desirable. Such a treaty would impose positive obligations on states to eliminate vari-
ous obstacles, including ageism, to older people’s enjoyment of human rights. Human
rights can only be achieved when states are legally obliged to respect them and where
monitoring mechanisms are thoughtfully operationalised [95].

However, one cannot be naive and assume that merely introducing a call to combat age-
ism into hard international law will prove sufficient. It is clear that raising awareness of the
international community is a long-term effort and requires dealing with new challenges.

It, therefore, seems worth using hitherto unused or rarely used mechanisms such
as the UPR to raise awareness of this phenomenon. Above all, however, new varieties
and forms of ageism, especially the hidden ones, should be analysed and revealed to
the international community. Thus, any extra-legal action by international bodies,
states, NGOs and other stakeholders, should also be appreciated.

It seems essential to bring new areas and aspects of ageism to the attention of
both scholarship and international bodies. It is clear that life and the political situ-
ation in the world constantly pose new challenges, with ageism during emergencies
being one such challenge. The best recent example of this is the COVID-19 pandemic
when older adults were blamed for being the reason for lockdowns and other restric-
tions [96, 97]. As a result, in May 2020, 146 states at the United Nations forum
signed a statement expressing their deep concern over the escalation of ageism,
including age discrimination and the stigmatisation of older persons, which aggra-
vates their vulnerabilities [97].
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Another issue to be explored is conscious and unconscious ageism against older
persons during armed conflicts. In February 2022, Human Rights Watch published a
report revealing older persons’ vulnerability in recent international and war conflicts,
both those who remained in their homes and those who became war refugees or internally
displaced persons [98]. The report does not cover the war in Ukraine, where the situa-
tion of older adults, regardless of whether people left their homes or stayed, is dramatic.
HelpAge International, referring to this humanitarian crisis, noted that ‘while war does
not discriminate, the international response does. Time and again, the toll of war on older
people is overlooked as they struggle to survive and piece together a new normal [99]"

Finally, it also seems that the fight against ageism internationally should become
‘more specialised’ and more attentive to the combination of ageism and other
inequalities. The double standards concerning ageing between man and woman are
best known and described in the doctrine and in international reports [100]. The
stigma, stereotyping and discrimination of older adults with disabilities are also well-
explored [101]. However, international law does not address all disadvantaged groups.
Various groups, like LGBTQ people, similarly to older persons, do not enjoy ‘their
own’ treaty. Others, like indigenous peoples, are selectively protected by international
regulations. This leaves the older members of such groups ‘doubly invisible’ It appears
that addressing ageism against older adults belonging to diverse, disadvantaged
populations is another challenge to the international community.

This chapter had its limitations and focused on legal issues; however, the non-legal
initiatives that have been taken internationally cannot be underestimated in the fight
against ageism. Thus, one of the goals of the global campaign, the UN Decade of
Healthy Ageing [102], which is compatible with the Sustainable Development Goals
(SDG)), is to prevent an older population from ageism in order to improve the lives
of older people, their families and the communities in which they live. In turn, the
central message of the 2030 SDG Agenda, ‘to leave no one behind [103];, is critical to
changing attitudes toward older persons and protecting people of all ages.
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Perspective Chapter: Social
Ageing Challenges Faced by Older
Adults Exposed to Conditions of
Underdevelopment and Extreme
Poverty

Ntobeko Bambeni

Abstract

Ageing is a crucial era at the last stage in the lifespan of human beings, particularly
for those who survive and pass through other stages of the life cycle. There has been
a considerable increase in the number of people who reach this stage and live longer
across the globe. The rampant increase of this population group has yielded unprec-
edented challenges to the both the developed and underdeveloped world due to the
psychological, health, economic and social needs of this population cohort. In most
developing countries, these social challenges faced by older the older persons are to a
certain extent mitigated by the cohesive structure within the community. However,
the social, living arrangements from families and communities that are available to
the older population are under threat due ongoing demise in the traditional forms
of care is as a result of families having suffered from the impact of social change,
including urbanisation, geographical spread, migration, the trend towards nuclear
families, and participation of women in the workforce. Ageism as a concept is viewed
as the theoretical, policy and practical underpinning for how ageism is perceived
and dealt with. The negative stereotypes that often shape the theoretical framework
with regard to ageism is the root cause of negative attributes associated with ageing.
This chapter therefore, concludes with the key recommendation that governments
from the developing economies should strive towards development of policies for the
protection of advancement of the wellbeing of older population and make resources
available for the implementation of the policies.

Keywords: ageing population, developing countries, social challenges, older persons,
ageism
1. Introduction

Ageing is one of the essential element of the life cycle of a human being. it is
regarded as the last stage in the lifespan of human beings, particularly for those who
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survive and pass through other stages of the life cycle. There has been a noticeable
increase in the number of people who reach this stage and live longer across the
globe. The phenomenon of continued increase in the population ageing is prevalent
in both developed and developing parts of the world. The rampant increase of this
population group has yielded unprecedented challenges to the both the developed
and underdeveloped world due to the psychological, health, economic and social
needs of this population cohort. Therefore, this may have serious implications for
the social policies of governments from both the developed and developing countries
as they may find themselves compelled to devise means to secure more resources

to meet the increasing needs associated with the growing ageing population. The
increase in the population ageing has created many challenges for older persons,
especially in developing countries as they are mainly characterised by underde-
velopment and poverty. However, there are convergent challenges besetting the
ageing population which are detrimental to their well-being and these may range
from inadequate healthcare and discrimination as a result of ageism. Despite all the
challenges, the population ageing is faced the increase in their numbers has become a
global phenomenon.

2. Methods for data collection and analysis

The data used for the writing of this chapter was collected through a literature
review. The purpose of this section is to describe the data collection and analysis
methods applied during the review of the literature by getting into details about
the exact procedures and processes that were followed during data collection and
analysis.

2.1 Data collection

The type of data review that was utilised is narrative review. Sylvester et al. [1]
describe narrative review as the ‘traditional’ way of reviewing knowledge. On the
one hand, the purpose of the narrative review is to summarise or synthesise what has
been written on a particular topic, and on other hand, does not see seek to make a
generalisation or cumulative from what it is reviewed [2]. It can be helpful in gather-
ing together a volume in a specific subject area and synthesising it [3]. To achieve the
objectives of this study, the author utilised the narrative review in order to sum-
marise the literature pertaining to the social challenges faced by the older adults in
developing countries. Through the narrative review, the researcher’s undertaking is to
accumulate and synthesise the literature to demonstrate the value of a particular point
of view [4]. The narrative review was used to summarise the assembled data from
the literature to demonstrate social challenges of older adults across the world and
in the developing countries. Lastly, the narrative review can be used for writing of
educational articles for practitioners to be updated with certain topical issues [2]. The
data collection process was implemented through different stages, namely, literature
review design and conducting of the review.

2.1.1 Review design

The process of data collection began with the designing of the literature review. This
stage of designing literature was implemented by searching the internet for appropriate
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articles. Mainly, this stage is devoted to searching for the literature and making decisions
about the suitability of material to be considered in the review [5]. The appropriate arti-
cles were searched by using the phrase ‘population ageing in developing countries’ and
challenges of ageing in developing countries. According to Snyder [6], a search strategy
for identifying relevant literature must be developed by selecting search terms and appro-
priate data base that assist in deciding on the criteria to use about which elements of data
to be included and excluded. The search terms for identifying the appropriate data could
be words or phrases used to identify articles, books and reports and these words, terms
and concepts should be related to the research question [6]. Out of the various sources
derived out from the search, the author selected those that under the search phrase had
words or concepts that relate to healthcare, social protection, socio-economic situations
and challenges faces by ageing population in the developing countries. The reason for the
author to identify certain sources is that some of the sources were not relevant answer-
ing the research question. Snyder [6] asserts that because the initial search almost yields
many articles, a strategy may be needed to identify, which are actually relevant and,
therefore, inclusion in the literature review should be guided by the research question. As
a consequence, the quality of the literature is dependent on, among other aspects, what
literature is included and on how it was selected [7].

2.1.2 Conducting review

This stage of data collection refers to the process of how the data was extracted
by the author from the literature sources that were selected for review. This stage of
data collection involves extracting applicable information from each primary source
included in the sample and deciding what is relevant to the problem of interest [8].
In the case of journal articles, the author would first read the abstracts of the journal
articles in order to determine whether were there any summary of the literature
review, findings and discussions that are related to the healthcare, social protection,
socio-economic and challenges faced by older adults in developing countries. With
regard to the reports of the international organisations such as the United Nation’s
Agencies, the author would first read through the executive summaries and within
the table of content to identify the most relevant titles and subtitles for review. The
author also made use of the lists of references from some of the journal articles to
identify other articles that because of their titles were considered valuable for the
review. To avoid reading each piece of extracted literature in full, the author selected
to read the abstracts first, made selection of the relevant literature to be reviewed
based on the abstracts read and subsequently read the full articles that he finally
selected [6]. The nature of data that is recorded from extracted sources depends on
the research question [9].

2.2 Data analysis

The data analysis is conducted after literature review was conducted and the
decision is taken about the final sample and which standardised means of extract-
ing appropriate information from the literature sources to be used [6]. The data
were analysed through identification of key concepts and themes that persistently
featured prominently in the literature sources. The concepts identified showed
significant relevance to the research question of the chapter. Webster and Watson
[10] suggest that when the reading is complete, it must be followed by synthesis
of the literature, develop a logical approach to grouping to representing the key
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concepts that have been identified and followed by discussion of each identified
concept. The reciprocal translation analysis was applied as a data analysis technique
to identify key metaphors, themes or concepts in each study or literature source
[11]. Some of the concepts derived from different literature sources that share com-
mon relationship were brought together and discussed under one broad theme. The
identified concepts were subsequently discussed as broad themes and sub-themes.
The reciprocal translation analysis involves the translation of concepts from indi-
vidual studies into one another and in the process evolves overarching concepts or
metaphors [12].

3. Population ageing: a global phenomenon

The proportion of the world’s population aged 60 and above is increasing more
rapidly than in any previous era [13]. This growing trend among this cohort of the
world population disregards borders including developed, developing and underde-
veloped regions [14]. Population ageing in developing countries is growing at three
times the speed of population than in developed countries [15]. This rapid increase
even transcends to the world’s poor countries wherein those who survive the disease
of infancy and childhood have a very good chance of reaching ageing [13]. The United
Nations Population Division has estimated that the number of older adults over the
age of 60 years will rise from 800 million (11% of the world’s population) in 2011
to over 2 billion (22% of the world’s population) in 2050 [16]. The number of older
adults aged 80 and above is estimated to increase by 270% over the same period and
with the greatest increase of older persons expected to occur in low and middle-
income countries.

The contributing factors to the increase in the ageing population are declining
fertility and increased life expectancy [17, 18]. The improved increased understand-
ing of medicine, major developments in medical technology in recent years [19] and
prevention of diseases previously responsible for huge numbers of premature deaths
[13] are attributed to the increased life expectancy. While life expectancy has substan-
tially increased, the total fertility has fallen below the stable rate level [19]. The steady
increase in the ageing population has enormous implications for population demo-
graphics, which may have a direct bearing on already over-burdened global healthcare
and social services systems. Population ageing will have a profound impact, especially
as many governments around the world have yet to put in place the policy framework
to respond to the challenges brought by the ageing of their populations [20]. Bennet
and Zaidi [20] further argue that there is a disparity between advances in longevity
and in the development of policies that protect and empower older persons. There is
a deficiency in the awareness of the potential of older persons in being net contribu-
tors to the development process, especially in sub-Saharan, Middle Eastern and Asian
countries.

4. Overall social challenges facing older persons

The increasing ageing population indicates that the society may have a large num-
ber of people who require special needs due to disability as a result of chronic illness
and physical immobility due to old age and mental-related illnesses. These conditions
may have a direct impact on the health care and social protection systems.
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4.1 Physical immobility and impaired mental ability

Older persons are likely to experience chronic conditions, physical degeneration
and frailty as a result of the ageing process [21]. It is also noted by Nabalamba and
Chikoko [22] that population ageing is highly correlated with physical and mental
disability and an increase in the number of health conditions. According to the 2006
World Health Organisation’s projections, the diseases associated with the ageing
such as Alzheimer and other forms of dementia accounted for 6.3% of disability-
adjusted years. This percentage is proportionately higher than the contribution to the
disability-adjusted years of HIV and AIDS (5.5%), all cancers (5.3%), heart disease
(4.2%) and respiratory diseases (4.0%) [22]. Most notably, it is the contribution of
Alzheimer and other forms of dementia alone as it accounts for 12% of other neu-
rological disorders [22]. There is a likelihood also to see an increase in other chronic
conditions such as strokes, chronic obstructive pulmonary disease and diabetes
mellitus [23]. The increase in the number of older persons with chronic conditions
will account for greater disability [23]. Physical limitations that older persons endure
may lead to functional decline and the inability to care for themselves in addition
to increasing risks for falls, a decline in physical activity, depression, loneliness and
hospitalisation [24]. Both the increase in physical disability and chronic illness may
necessitate the need to provide increased health care and social care as the manage-
ment of long-term chronic conditions, and related disabilities require a substantial
amount of resources (both human and financial) from governments, communities
and families [22].

4.2 Inadequate provision of healthcare services

Despite the poor quality of life experienced by many older persons and the chal-
lenges faced by the planners and professionals in providing the much-needed health
and welfare services for the growing number of frail older persons, it is disturbing
to notice the lack of enthusiasm in promoting the joys and triumphs of older persons
in the latter part of the twentieth century [13]. The poor quality of life experienced
by older persons is characterised by challenges such as inadequate retirement pen-
sion, social exclusion, lack of access to basic services, health care, food insecurity
and a lack of affordable accommodation [17]. Inouye [25] points out at ageism to be a
fundamental causal factor for the inadequate and inappropriate health care services
to older persons. Inouye [25] criticises ageism for its adverse impact on the healthcare
system by leading to inequities in healthcare delivery and poor clinical outcomes. In
the context of healthcare, ageism is defined as age-related discrimination, including
explicit age cut-offs for treatment or resource allocation or implicit age-related biases,
which limit access or create a barrier to healthcare [25]. The above assertion about
ageism is confirmed by a landmark study on COVID-19 whereby healthcare profes-
sionals were found to have been significantly more likely to withhold life-sustaining
treatments for older persons compared with younger persons even after controlling
for prognosis and patient preferences, a practice that is claimed to have persisted to
date [26]. Ageism has also led to inadequate or inappropriate care and decreased or
delayed access to health care services, resulting in decreased survival, power quality
of life, increased cognitive and functional impairment, emergency visits and hospi-
talisation [27].

The older persons also suffer depleted welfare services and a lack of family and
community-based care support. This contributes towards making the older persons
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consistently becoming the poorest in all societies and material security is one of their
greatest preoccupations [13]. Despite experiencing the same lack of physical essen-
tials, assets and income suffered by other people, they are without the resources that
younger, fitter and more active adults can use to compensate [13]. The problem of
poverty among older persons is not only restricted to material needs. Their inability
to participate effectively in economic, social and political life finds them socially
excluded and isolated from decision-making processes and thus, not only affecting
their income and wealth but also contributing to poor housing, ill-health and personal
insecurity [13].

The lack of community and family-based care, which used to be rooted in
traditional family and community-based care, also negatively impacted the
psycho-social and economic well-being of many of the older persons. Ferreira
[28] points out that diminishing care that used to be provided to older persons by
family members is a result of changes in family structures ushered in by moderni-
sation and urbanisation, particularly in developing countries. Globalisation is also
considered to have contribution to the reduction of the family into a non-viable
economic institution for older persons as it promotes values of individualism and
the pursuit of self-interests [29]. Sen [30] also observes from a vantage point the
challenge of strain experienced by families due to chronic and complex problems
associated with ageing as they would put pressure on authorities to put their
older persons who require more extensive care in residential institutions. The
broad overview of the adverse situation of the increasing ageing population as
described above has also specific features peculiar to the context of the developing
countries.

5. Ageing in the developing countries

It is estimated that the number of older persons in developing countries will be
more than double over the next century reaching 850 million by 2025, which will
be 12% of the total population [13]. The number of older persons aged 80 years
and above is expected to increase by 270% in 2050 with the greatest increase of
older persons in the developing countries [16]. Patel [17] attests that the major-
ity of the world’s population of older persons (60%) live in developing countries.
In Africa, alone projections show that the older adults could account for 4.5% of
the total population by 2030 and nearly 10% by 2050 [22]. Sen [30] argues that
though population ageing is a feature in all countries, its consequences are more
devastating in poor countries where it is occurring at a very fast pace. This growth
in the ageing population in the developing countries presents significant challenges
to economic resources and other significant competing health and social chal-
lenges [31, 32]. The population ageing poses great challenges to society concerning
for example health care, caregiving and a suitable pension system especially for
developing and underdeveloped countries that often have limited resources [33].
The Madrid Plan of 2002 provides the framework to incorporate discussions of
population ageing into the international debates on development and the imple-
mentation of national policies to respond to the challenges of building societies
for all ages [34]. The Madrid Plan of 2002 gives priority to ensuring that ageing is
made an integral part of the international development agenda; to advanced health
and wellbeing into old age and to creating enabling and supportive environments
for older persons [34].
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5.1 Poverty

The probability of being poor at old age does not only depend on being covered
by a pension scheme [34]. The degree of poverty among older persons varies with the
level of educational attainment, gender and living arrangements [34]. Nabalamba
and Chikoko [22] argue that the efforts to understand poverty have dominated much
of the debate on development in recent years, however, the poverty experienced by
the majority of older persons, particularly in developing countries, has been largely
ignored as a result of competing interests such as education, health, housing, sanita-
tion and water as they were considered as pressing. Hutton [35, 36] affirms that
the older persons in developing countries experience disproportional high levels of
poverty as it is estimated that about 80% of older adults have no regular income.

The poverty facing the population of older persons is exacerbated by a plethora of
other urgent and pressing demographic problems such as rapid population growth,
high youth population and high unemployment; high infant and child mortality
rate and high maternal mortality rates [22]. The increasing population ageing in
developing countries has significant implications for poverty reduction strategies
[37]. Nabalamba and Chikoko [22] affirm that these urgent and pressing challenges
have resulted in governments and societies deprioritising older persons in favour of
other more vocal age groups. Nabalamba and Chikoko [22] further aver that govern-
ment development policies tend to favour expenditure that invests in the long-term
productive potential of the younger adults because of high levels of unemployment
among this age group and being also aware of their potential to create social and
political unrest if their demands and life chances are not fulfilled. The undervaluing
of the contribution of older persons by policy makers and planners marginalises them
from development thinking and policy and thus contributes to the persistence of the
poverty among older adults [38].

Barrientos et al. [38] identified a number of trends in developing countries that
could make matters worse regarding old age poverty. Barrientos et al. [38] point out
at the economic adjustments brought by globalisation, changes in labour markets and
especially social sector reforms have in different manners adversely affected the liveli-
hoods of older persons. The absence of formal pension coverage causes the majority
of older persons in developing countries to face considerable income insecurity [34].
The poverty situation worsens for the unprotected who are often small farmers, rural
labourers and informal sector workers as for them, the notion of retirement does not
exist [34]. As they had not held any formal jobs, they do not qualify for a pension and
if they were unable to accumulate enough assets, they have no choice but to work on
their own [34]. The situation of poverty often persists for those who were already
poor during their working years as they are likely to remain poor in old age [34].
Lastly, those who might have lived above the poverty line but were unable to build
up precautionary savings to finance consumption during their old age face the risk of
poverty as they grow older [34].

5.2 Healthcare

Despite few studies that have been conducted, there is a general consensus in
the literature that access to care and health system responsiveness in developing
countries is poor and the healthcare system frequently fails to meet the needs of older
persons [32, 39]. Developing countries experience high incidents of communicable
diseases such as hypertension, obesity, heart disease and diabetes [40]. Boutayeb
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[41] describes the combined effect of chronic communicable and non-communicable
diseases as a burden for developing countries.

Older adults in developing countries have limited resources to access healthcare
[34]. Access to health becomes a major challenge for those who reside in rural areas
as the hospital resources are concentrated in urban areas [40]. The lack of access to
healthcare is aggravated by the inadequate healthcare workers in rural areas and such
workers are difficult to recruit and retain [40]. Henriques-Camacho et al. [40] iden-
tify the lack of literacy among older persons in rural areas to have a significant role to
decrease access to health and similarly, large geographical areas and distant villages
are a challenge to providing access to healthcare in developing countries.

5.3 Social protection

In developing countries, alone about 342 million older adults lacked adequate
income security and the number would rise to 1.2 billion by 2050 if the coverage
current mechanism design to provide old age income security is not expanded [34].
The case in point is the African continent, which is not well prepared for a major
increase in its ageing population with regard to expanding social pension coverage
[22]. The bigger challenge for Africa is the decline of informal systems of social
protection in the form of cash and support from both extended family and com-
munity sources [22]. Until recent, contributory pension schemes cover very few
older persons due to the informality of most livelihood activities and employment
and most of the older persons’ societies are pre-dominantly rural and much of the
population operates outside the formal social security sector and wage-dependent
markets.

Traditionally, especially among African people, the informal social protection
has been effective for generations as it provided a major share of support to the
older parents and the most vulnerable [22, 42]. Shetty [42] asserts that depending
on various cultural practices, in countries where it is expected for children to look
after their older parents, the evidence shows that they do better when living with
their families. The provision of social protection by family members is still the
basis for determining the nature of social protection policies aimed at older per-
sons in many developing countries. This increasingly filial responsibility of family
members to care for the older persons in developing countries is not just culturally
expected, it is often legally mandated [42]. Shetty [42] refers to the Maintenance
and Welfare of Parents and Senior Citizens Act of 2007 in India, which requires
that adult children who neglect their parents either by refusing to make provisions
for their care, or by inadequately caring for their older parents in their homes, can
be imprisoned up to 3 months or fined an amount of US$10 or both. Through the
established tribunals older persons can take their own children to court to demand
maintenance of up to US$220 a month and similar laws exist in countries, such as
Singapore and China [42]. Despite the harsh nature of these laws, there could be
an argument in favour of them given the severe lack of social security and pension
schemes as well as government-funded infrastructure for older adults such as old
age homes and geriatric clinics [42]. In Southern Africa, the care for older persons
is a shared responsibility of the nuclear family, government and voluntary organ-
isations [29]. For example in Lesotho, the government through the Department
of Social Development has the responsibility for administering welfare pro-
grammes, including personal social services for older persons and it is separated
from the old age pension scheme as it is administered by a different Ministry, the
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Department of Pensions within the Ministry of Finance [29]. Lesotho’s universal
old age pension scheme caters exclusively for older persons who are 70 years and
above [29]. There is also a public assistance scheme for vulnerable groups in the
population including older persons that are administered by the Ministry of Social
Development in Lesotho [29]. The public assistance scheme is also means-tested
and as a result, not all applicants qualify for it and this inadvertently excludes
many older persons as it is operated under very strict eligibility criteria and is
always poorly funded [29].

5.4 Ageism

Despite the contributions, many older adults have made to society and their diver-
sity, negative attitudes about older persons continue to persist across societies and are
rarely challenged [43]. Ageism is one barrier that prevents older persons from acquir-
ing the essential care and services and it also discourages older persons from active
ageing as if often undervalues their active role in society. Ayalon and Tesch-Romer [44]
define ageism as stereotypes, prejudice or discrimination against (but also in favour
of) people because of their chronological age or on the basis of a perception of them as
being old [45]. Barrientos et al. [38] affirm that for individuals, the ageing process is
an inescapable biological reality but is the social construction of individual ageing that
generates both constraints and opportunities. Ageism can be implicit or explicit and
can be expressed on a micro, mezzo or macro or macro level and thus underlines the
individual, social and institutional significance of the phenomenon [46].

Chang et al. [27] argue about the rising prejudices over the years that have been
spread concerning the older persons who are seen as thwarting productivity and
social dynamism. Ageism creates stereotypes about ageing, which go beyond influ-
encing behaviour and ways of managing the care for older persons’ population, but
can also impact personal experiences of ageing [46]. The negative self-perceptions
of ageing involve reduced self-efficacy, which may directly result in depression
[26] along with repercussions for physical illness due to effects on immune system
[47]. Ageism tends to reinforce social inequalities as it is more pronounced towards
older women, poor people or those with dementia [48]. Ageism as it relates to older
persons is most prevalent in the health care sector [49]. This could be attributed to
the fact that healthcare utilisation and whereby costs are higher among older persons
compared with younger adults and are expected to increase further with the life-span
[50]. The ageism phenomenon has led to argument by some philosophers that older
adults pose a huge burden on the healthcare system [51]. Harrigan et al. [52] regard
healthcare professionals as being more likely to communicate in patronising and
disrespectful ways with older persons as compared to younger adults.

5.5 Gender

By 2050, most of the 80 years old will live in rural areas and most of them will be
women [42]. This is due to women living longer than men worldwide and this gender
bias is not specific to low-income countries, but in developing countries, there can be
less autonomy and less financial independence than in the developed countries [42].
According to Srivastava et al. [53] globally, there are about 90 million older persons
who are estimated to be living alone of which about 60 million are females. In addi-
tion, a great majority have only been in one union and often decide not to marry after
the spousal bereavement at older age [54].
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The process of ageing affects males and females differently due to economic, social
and cultural factors. The study conducted in five countries (China; Ghana; India;
Russia and South Africa) showed that the male participants across generally reported
a better quality of life as compared to their female counterparts across all five coun-
tries [33]. The study results indicate that gender inequality regarding the quality of
life exists and that gender may play a critical role in the quality of life among older
adults in low and middle-income countries [33]. According to Denton et al. [55], pre-
vious studies have also argued that men and women are exposed to different cultural
norms and social factors. Lee et al. [33] assert that female participants’ overall social
status was found to be lower than that of their male counterparts and they were likely
to have a more limited income, more barriers concerning access to health care and
more responsibilities regarding household chores and these factors could affect their
perceived quality of life.

5.6 Widowhood

Intrinsic to the exposure of adult women in relation to cultural and social factors is
the phenomenon of widowhood, which has a direct effect on inequality regarding the
quality of life among older persons. Widowhood is described by Wilcox et al. [56] as
a catastrophic event at any stage of life for the surviving partner with serious reper-
cussions on their physical, economic and emotional well-being, particularly in the
first year of the loss or for a longer term in some cases. In spite of that, the emotional
response as a result of the loss of a spouse is considered to be different depending
on various socio-economic demographic characteristics such as age, gender, widow-
hood duration, living arrangements, functional ability to perform activities, health
status and other factors such as community involvement and economic conditions
of the survivor [57]. There is also an assertion that differences between two sexes in
depression due to the loss of a spouse are argued to differ according to gender roles
as women are found to invest less in their financial security and more in familial
relationships as compared to their men counterparts [53]. In many instances, after the
bereavement of the spouse, their only source of income diminishes, which increases
their economic hardship in old age leading to an adverse impact on their psychological
well-being [58, 59].

Widowhood plays a significant role in the poverty of older widows especially in
developing countries [60]. Hurd [61] argues that the issue of poverty is particularly
trouble-some for the population segment of widows since they have fewer possibili-
ties to recover from a drop in income. In the traditional African society, poverty,
deprivation, malnutrition, neglect or isolation among older persons were not com-
mon as children, members of the extended family and community members provided
care and support for them [62]. The care and support for older persons were seen as
collective responsibility and expectation of the entire society [62]. Consequently,
upon the death of a husband, a widow relied on her children and members of the
extended family for her wellbeing [60]. This responsibility for care and support for
older persons was premised on the social relationship and structure of the extended
family since it promoted closeness among members, thus reducing the problems of
poverty and deprivation.

Nowadays as a result of intergenerational relationships, older widows are currently
the most vulnerable and marginalised groups in the rural areas [60]. In contrast to
the traditional practice, they are now faced with what Eboiyehi [60] describes as a
quadruple danger of being old, poor, widowed and alone. Eboiyehi [60] argues that
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in some cases the customs that were used to protect them in the past are now used

to oppress and exploit them. For example, the poverty experienced by older adult
widows can be linked to discrimination in inheritance customs, the patriarchal nature
of society and the supremacy of the repressive traditional practices and customary
rules [60], which take precedence over constitutional guarantees of equality, modern
laws and international women’s human rights [63]. This is often characterised in

the rural communities by “chasing off” and ‘property grabbing’, which become the
common features orchestrated by brothers of widow’s husband being driven by greed
and deceitfulness as they deprive the older widows of their homes, agricultural land
and assets [60]. Therefore, the passing of a husband means a loss of income and
property that the deceased spouse owned and left for the widow [63]. The psychologi-
cal maltreatment of older widows exposed them to become more likely to be in poor
health conditions and they are either childless or do not have a son or daughter nearby
to provide assistance when needed [62]. Another challenge faced by older widows in
Africa and in some parts of Asia is traditional mourning and burial rites involving
harmful and degrading treatment that constitutes gender-based violence and they are
coerced to participate in these rites through their fear of losing status and protection
against being evicted from the family home [63].

5.7 Witchcraft accusations

The witchcraft accusation often laid against older women is rife, particularly in
Africa. Witchcraft is defined as the ability of a person or group of people to cause
harm to others [64]. Those accused of witchcraft are believed to have the evil pro-
pensity to harm innocent persons in an inexplicable concealed manner [65]. They
are believed to possess the magical powers to fly at night and travel far and wide
to kill innocent people, cause diseases in humans, sudden death, impotence, sick-
ness in animals, bad luck and other misfortunes [65]. It is believed that during the
process of harming their victims they are able to transform from human beings into
animals, birds, reptiles and insects [66]. They are sometimes blamed and punished
for being responsible for strong winds, drought, hunger, misery and all other disas-
ters [67]. In many communities, people who have suffered misfortune, illness or
death often utilise the services of soothsayers or traditional healers (sangomas) to
identify who in the community has been bewitching them [67]. Unfortunately, in
most cases, the fingers are often pointed at older women who then have to suffer the
consequences [68, 69].

The rise in accusations of witchcraft and counter-killing of alleged witches is
associated with illiteracy [70], poverty, diseases and ignorance [71]. Meels [68]
argues that sometimes even rational and literate people do believe in witchcraft
especially when events cannot be explained or when people fail to establish causes of
complex issues, such as regular misfortunes and failure to succeed in life. The accu-
sations of witchcraft are also associated with demographic, socio-economic, psycho-
logical and cultural factors [65]. Mencej [72] points out at factors such as economic
well-being and strained relationships among community members play a major
role in accusing older women as witches. The challenge of witchcraft accusations
represents a serious violation of the human rights of the victims, more particularly in
Africa [73]. As a consequence, people accused of witchcraft are subjected to physical
and psychological abuse by their respective communities [74]. This witchcraft accu-
sation is the source of unacceptable levels of mistreatment perpetrated against older
women in Africa [73]. The older persons that are prone to be accused of witchcraft
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are those that are too old, have bad health, have red or yellow eyes, wrinkled skin,
missing teeth or have a hunchback stance [75, 76].

5.8 Abuse

The abuse of older persons features prominently in the current literature on ageing
as it is becoming one of the significant challenges facing the ever-increasing ageing
population. The concern about older person abusers increases as the global popula-
tion ages [77]. It is recognised internationally as an extensive and serious problem,
which urgently requires the attention of health care system, social welfare agencies,
policymakers, and the general public [78]. The World Health Organisation (WHO)
[43] reveals that in a 2017 review of 52 studies conducted in 28 countries from diverse
regions across the world is estimated that 15.7% of people aged 60 years and older
are subjected to forms of abuse. Rates of older person abuse are reported to be high in
institutions such as nursing homes and other long-term care facilities [43] with up to
64% of staff admitting to elder abuse based on self-report. The abuse of older persons
is reported to have increased during the COVID-19 pandemic [43].

The definition of older person abuse sometimes often rests upon various profes-
sionals to fit the purpose of the specific disciplines, such as legal, law enforcement,
medical and welfare. [79]. Chalise [79] adds that as a result of these disconnected
viewpoints about the phenomenon of older person abuse, it is a notion that is also
understood differently by older persons themselves and caregivers. Wallace and
Bonnie [80] argue that the use of widely varying and sometimes poorly constructed
definitions of the older person abuse phenomenon is a major barrier to improving the
understanding of older person abuse. To mitigate the misunderstanding as a result of
this shortcoming, Wallace and Bonnie [80] proposed a widely accepted definition of
older person abuse whereby they define it as intentional actions that cause harm or
create a serious risk of harm (whether harm is intended or not) to a vulnerable older
person by a caregiver or other person who stands in a trust relationship, or a failure by
a caregiver to satisfy the older person’s basic needs or to protect the older person from
harm. However, the international accepted definition among scholars is the one that
refers to older person abuse as a single or repeated act or lack of appropriate action,
occurring within any relationship where there is an expectation of trust, which causes
harm or distress to an older person [43]. According to Chalise [79], the definition of
older person abuse implies that an abusive act perpetrated against an older person
could be either an act of commission or omission by any person in a position of trust
such as a family member, friend or neighbour.

The older person’s abuse constitutes a violation of human rights and includes
physical, sexual, psychological and emotional abuse, financial and material abuse
and abandonment, neglect and serious loss of dignity and respect [43]. WHO [43]
adds that older person abuse has serious physical and mental health, financial and
social consequences, including, for instance, physical injuries, premature mortality,
depression, cognitive decline, financial devastation and placement in nursing homes.
According to Ayalon [81], the consequences of older person abuse can be especially
serious and recovery may take longer. Albeit there are various categories of older
person abuse, for wider use the international scholars reached a consensus on five cat-
egories of older person abuse, namely, physical abuse, psychological abuse, financial
abuse, sexual abuse and neglect [82]. The older person’s abuse may be manifested by
various signs depending on the category of abuse. The types and signs of abuse are
demonstrated in Table 1.
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Type of abuse Symptoms

Physical * browses especially on the head or upper body
* unexplained burns

* cuts sores or other injuries

Psychological * intimidating or yelling
* making threats
* humiliating or ridiculing

* isolation an older person from friends and keeping them away from activities they enjoy
for no good reason

Financial * unusual patterns of spending or withdrawals from an older adult’s account
« frequent purchases of inappropriate items

* bills remain unpaid and sometimes the presence of a new ‘best friend’ in the older
adults life who accept generous gifts from the older adult

Sexual * presence of unexplained genital infection
* unexplained and or vaginal bleeding

* torn or bloodied underwear and bruises around breasts or genitals.

Neglect * lack of clean clothing or clothing that is inappropriate for weather conditions
« lack of basic hygiene,

« cluttered home that is dirty, in need of repairs or a home that has fire and other safety
hazards.

¢ a home that lacks basic needed utilities that are essential for the older adult’s daily
sustenance.

Table 1.
Signs of older person abuse.

There are various risk factors that lead to the abuse. The main risk factors that
lead older persons to become victims of abuse include the following: being a female,
presence of cognitive impairment and being single or living in an older person or
couple family, living in rural areas, having a poor self-perception of health and having
a disability [83]. According to Pilleemer et al. [78] and WHO [43], these risk factors
can be identified at an individual level, thus, both as a victim and perpetrator, victim-
perpetrator relationship, community and societal level. The summary of older person
abuse at the individual, community and societal levels and the associated risk factors
are summarised in Table 2.

At an individual victim level, the risk factor is often functional dependency or
disability, which generally becomes a challenge across all countries and has been
consistently found to be associated with greater risks of older person abuse [78]. Other
risk factors at individual victim level identified by [78] are poor physical health, cogni-
tive impairment through dementia, poor mental health, low income and gender. The
individual perpetrator risk factors include mental illness, which is viewed as a strong
risk factor, substance misuse and abuser dependency whereby the studies have shown
that abusers are likely to be depended on their victims for emotional support, financial
help, housing and other forms of assistance [78]. At the level of the victim-perpetrator
relationship, the older person’s abuse is determined by marital status and varies from
country to country [78] and through partner/spouse or child—parent relationships [43].
At community level, the risk factors are likely to be determined by geographical
location thus whether it is rural or urban areas and varies with country [78]. In other

35



Social Aspects of Ageing — Selected Challenges, Analyses, and Solutions

Levels Risk factors
Victim * functional dependency or disability
* poor physical health

* cognitive impairment through dementia
* poor mental health

* low income and gender

Perpetrator * mental illness

* abuser dependency

Victim-Perpetrator * marital status
Relationship * partner/spouse or child—parent relationships
Community * geographical location (rural or urban areas)
Society * negative views on ageism

Table 2.

Risk factors associated with older person abuse.

countries, older person abuse may become prevalent in rural areas while in other coun-
tries it may become more prevalent in urban areas. The societal risk factors identified
are negative views on ageism and ageism may be attributed as a contributing phenom-
enon [78]. Negative attitudes and stereotypes associated with ageism may contribute
to societal acceptance of older person abuse. The last risk factor for older person abuse
is social and cultural norms that normalise violence as acceptable behaviour and may
further perpetuate violent behaviour towards older persons [78]. In the South African
context, Kotze [77] argues that older persons view poverty, unemployment and the
subsequent use of alcohol and drugs as contributing factors to abuse. Kotze [77] also
points out the breakdown of family structures, loss of respect for older persons, beliefs
in witchcraft and high crime rates, including domestic violence and socio-economic
inequalities.

Albeit the high prevalence of older person abuse, even today it continues to be a
taboo, mostly underestimated and ignored by societies across the world [79]. The
American Geriatrics Society’s Foundation for Health in Ageing reveals that many
cases of older person abuse are not reported. Even those who may consider reporting
abuse often choose not to do so because they have been abused by a family member,
aloved one, or a trusted caregiver [79]. The inability to report could be a result of
extreme difficulty to reveal to others that someone trusted and loved by the victim is
the one who is the perpetrator of abuse against the victim. Chalise [79] further argues
that what makes matters worse is the blame that abusers often put on victims whereby
they are told that it is their fault and also threatened if they reveal the abuse to
anyone. The non-reporting of older person abuse also happens when the older person
is dependent on the abuser for care, he or she may feel as if he or she has no option but
to live in fear and pain [79].

5.9 Social care, living arrangements and social support

In most developing countries, the difficulties in supporting older persons are
to a certain extent mitigated by the cohesive structure within the community [84].
The inherent responsibility of children to support their parents later on in their life
has been an intrinsic part of their culture for many centuries [85]. This conception is
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supported by United Nations [86] which asserts that in most developing countries a
majority of older persons live with relatives and in many instances with their children.
Traditionally, multigenerational households have provided the main social context
for the sharing of family resources and the provision of mutual support as needs arise
over the life course of the older persons [86]. The United Nations [86] further reveals
that on average around three-quarters of the older persons over the age of 60 years in
the developing countries live with children and or grandchildren as compared with
about a quarter of the older population in the developed countries. Soni et al. [84]

cite the examples of counties such as India, Nepal and China where family traditions
and lineage are important with responsibility for the male children who are referred
to as heads of households are expected to care for their parents, consequently creating
a strong extended family unit. In Africa, family members are primarily responsible
for providing care and support to older persons [87]. The caring by children of older
adults is a reciprocated act, which is related to the African expression that roughly
translates to ‘Because you (i.e., one’s older parent) have taken care of me (the child)

to grow teeth, I will take care of you until your teeth fall out’ [88]. In East and South
sub-Saharan Africa, families provide most of the care for children, the sick and older
persons due to few formal systems that exist [89]. According to the United Nations
Population Fund [15], in East and South sub-Saharan formal care, where paid provid-
ers or governmental agencies provide assistance including day care centres, residential
and care facilities, outside of urban centres, residential care facilities for older persons
are rare and where present, they are generally financially accessible only to elite.

According to Kalache [90], these traditional forms of care available to the older
population are under threat. The ongoing demise of the traditional forms of care is, as
aresult of families suffered from the impact of social change, including urbanisation,
geographical spread, the trend towards nuclear families, and participation of women
in the workforce [13]. The changes in the traditional forms of care have also been
affected by migration whereby young people leave their country of birth searching
for better opportunities and lifestyles [91]. The increased urbanisation and migration
imply that people have to live a hundred miles away from their parents and simply
cannot provide care and increased migration over the decades means that the younger
generation may not even live in the same country as their parents [42]. The changes in
the family structure have also been hugely affected by the effects of HIV and AIDS,
particularly in the African continent.

There is a shift in the traditional form of caring, which is demonstrated by a
change in the care responsibility. Instead of children taking care of their parents,
older adults are the ones who take care of grandchildren and the sick in the house-
hold. Shetty [42] points out an uncertain employment environment whereby people
are more likely to migrate for work or work much longer hours, therefore, meaning
they can leave their children in the care of their grandparents. Therefore, this means
that instead of older persons enjoying their retirement or being cared for, they have
increasingly become care providers especially older women as they are becoming
overwhelmed with care responsibilities and concern for their well-being and vulner-
ability is increasing [42]. The shift in care responsibility is also identified by the
United Nations [86] when arguing that support typically flows in both directions and
the nature and amount of support often varies or changes in response to individual
needs. Very often, many older persons in multigenerational households are net
providers of care and support for the younger generation instead of the other way
around [86]. The United Nations [86] further adduces that even though they remain
with the carrying and care responsibility, older persons are not recipients of material
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and financial support from the child care and other households and community
activities. In the developing countries, many older persons also remain active in the
labour force and in the households, there are younger children and grandchildren who
depend partially or entirely on the older persons for their livelihoods. Instead of being
differentially waited upon by their children and children-in-law, older women are
often involved in child care for grandchildren and in cooking for the ever busy dual
wage earner couple [92].

There is also another developing trend of skipped-generation households, which is
becoming a common phenomenon. The phenomenon of skipped-generation house-
holds consisting of grandparents and grandchildren is relatively common in many
developing countries and older women are likely to live in this type of household
[86]. The skipped-generation households become a reality when children may stay
with grandparents when one or both of the parents have died and when parents have
migrated for work or divorced [86]. The circumstance of the skipped-generation
households varies in many ways depending on the situation that gave rise to the living
arrangement. For example, parents who are working elsewhere often send money and
return to visit and also grandparents who take care of orphaned children there may be
one to help with support [86]. More often than not, skipped-generation households
are likely to be found in rural areas, and these households tend to be poor [93]. The
proportion of older persons living in skipped generation households has been going
up in countries that were heavily affected by HIV and AIDS [86]. In those countries,
many of the grandparents who support grandchildren are extremely poor [94].

Another aspect inherent to the lives of older persons who live with their children
is household headship. In developing countries, on average, about 90% of older
persons aged 60 years and over are identified as heads of households and over half
of the men aged 80 or above are regarded as heads of households [93]. Women are
much less likely than men to be identified as the head of the households, albeit there
are distinct differences between countries in this respect [86]. On average about two
third of older women in developing countries are either the heads of households or
their spouses are heads of households [86]. While it is uncertain to what extent the
household head leadership implies, it is about day-to-day control over resources and
decision-making, and male older persons are usually regarded as playing a leading
role in their households [86]. Older persons who live with their own children are far
more likely to become heads of households than those residing with other relatives or
non-relatives.

6. Implications for theory, policy and practice

The theory undergirding the conceptualisation of ageing, policy formulation and
practice is premised and influenced by ageism. The negative stereotypes that often
shape the theoretical framework with regard to ageism are the root cause of negative
attributes associated with ageing. The physical and mental deterioration associated
with old age leads to devaluing of older persons and thus becoming isolated from
active participation in social, economic and political activities. There is a need for a
paradigm shift in theory that informs the current perspective about ageing. There
is a need to modify the current theoretical paradigm on ageing by embracing the
increasing longevity at old age, their strength with regard to life experience, the great
contribution made by an ageing population in society and the active role that they still
yet to play due to increasing levels of mental and physical health they still display.
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According to World Health Organisation (WHO) [95], the developing countries
have much lower national income and infrastructure and capacity for health and
social welfare than countries that developed earlier. This necessitates a reconsidera-
tion of the policy framework towards addressing the deficiencies in the provision
of health and social welfare services. There is also a need to review policies relating
to accessibility of labour markets and economic opportunities. The WHO [95] in
the Decade of Healthy Ageing 2020-2030 suggests that appropriate laws, policies,
national frameworks, financial resources and accountability mechanisms must be
established in all sectors and all administrative levels to ensure that older persons
experience health and wellbeing and enjoy the human rights. The WHO [95] further
urges that national and international partners should also advocate for transforming
social, economic and environmental policies for increasing longevity and optimising
health ageing for development throughout the life course.

The WHO [96] argues that enhancing mental and physical wellbeing among older
persons by delivering accessible, affordable, equitable and safe community-based
care for older persons will require a competent workforce, appropriate legislation
and regulation and funding. The precondition for having such competent staff is the
elimination of ageism mentality among those entrusted with caring for older persons.
Because of diminishing informal care in the developing countries, there is a need
to think about other alternative models of care in contrast to institutional care. The
financial capacity of the developing countries may not match the level of their devel-
oped counterparts that often utilised institutional care. The developing countries may
consider designing family-based and community-based care models that will adhere
to the acceptable norms and standards of providing care to older persons. The family
and community-based care models may utilise formal caregivers that have undergone
a transformation with regard to ageism mentality. Caring for older persons shall be
conducted based on developmental perspective that will strengthen independent
living and active participation of older persons in society.

7. Conclusion

The increase in the population ageing seems to be an irreversible phenomenon,
especially in the developing countries. There is a consensus in the literature about the
perpetual increase in the number of older adults in developing nations. Older persons
in developing nations are faced with challenges such as access to health care, social
welfare system and social security. The challenges associated with their ageing such
as deteriorating physical and mental health require adequate financial and human
resources. The older persons are also exposed to high levels of poverty due to inad-
equate and lack of formal social security support measures. Older women are likely
to become poorer than men due to their engendered social roles, which deprive them
of participating in labour market when they are still eligible for employment. Older
persons are victims of individual, community, institutional, societal and social abuse.
Older women are the worse victims of older abuse as they are at the receiving end of
older abuse due to patriarchal nature of society. The abuse of older women is per-
petuated through cultural practices imposed during the process of bereavement and
also after they have turned widows. The accusation of witchcraft laid against older
women leads to many older women getting physically attacked and killed especially
those who are very old and widowed. Ageism is viewed to have a fundamental effect
on non-provision of essential services to older persons as it may determine the way
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professionals, planners and policy and lawmakers respond to issues of ageing. As

the population ageing is increasing, it implies that there will be more people that are
going to become vulnerable to all forms of abuse and poverty. Therefore, governments
from the developing economies should strive towards development of policies for the
protection of advancement of the well-being of older population and make resources
available for the implementation of the policies.
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Chapter 3

Contemporary Geographical
Gerontology: Reconciling Space
and Place in Population Ageing

Hamish Robertson

Abstract

Geographical gerontology can look like a niche subfield of geography or a
tenuous overlap between that discipline and gerontology, which is itself a broadly
interdisciplinary affair. However, in the context of progressive global population
ageing, this intersectional field of study offers more than its current popularity
might suggest. Many of the problems with contemporary aged care provision
resolve around, I suggest, issues associated with concerns of space and place. These
two key geographical concepts are highly dynamic at both the theoretical and
applied levels. In this chapter, I consider them as a dualism that offers the field of
gerontology and associated applications, a growing utility. Space can be seen as
abstracted and instrumental, with which place can be seen as relational, generative
and pluralistic. On their own, neither is necessarily likely to address the full scope
of societal issues that population ageing presents. However, drawing on develop-
ments across these two conceptual domains offers opportunities for a contemporary
geographical gerontology. We face a variety of interconnected global problems that
demand a spatially informed perspective. Here, I propose how a developmental
synthesis of these two concepts that might add utility and value for those within
and beyond the current aged care sector.

Keywords: geographical gerontology, population ageing, space, place, space-place
relations

1. Introduction

Geographical gerontology may seem like a niche field in a discipline cluttered with
many and varied interests but it’s topicality and relevance are growing. Geography
addresses the issues associated with population ageing from a variety of perspectives:
demographic; medical/health; critical theory; economic; and at the interface of geron-
tology to name some of the more relevant. In addition, it is clearly and interdisciplin-
ary undertaking given the conjunction of geography and gerontology which makes for
an additional level of undertaking in terms of theory, methods, practices and synthesis
[1]. While the geographic interest in ageing is a long-established one, global population
ageing makes it an increasingly relevant and practical field of inquiry and analysis.
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In this chapter I examine some of the key issues for a non-geographical audience in
considering the relationship between population ageing and gerontological thinking
using geography as the lens of inquiry. The implication being that social phenomena,
social policy and societal responses all have geographic implications. As I have stated
elsewhere [2], social policy is fundamentally geographic in nature because the, often,
uneven nature of policy design and implementation will be exhibited in and through
associated spatial effects. So, for example, access to healthcare services or aged care
services will exhibit a spatial dimension because both the demand and supply sides of
those ‘equations’ will vary across geographic space. This scenario exists even without
the effects of gerrymandering and associated political impacts on policy and funding
arrangements which, if anything, increase differential spatial effects.

My position here is intended for a broad audience and not an exclusively geo-
graphical one. It also is developed in the awareness that the United Nations Decade
of Healthy Ageing Strategy (2021-2030) presents a number of the issues discussed
here from a somewhat different but related perspective. This includes key concepts
such as age-friendly environments discussed through the lens of space-place relations
in this chapter; combatting ageism including sites of abuse and carcerality in ageing
as a focus here; long-term care, both community and institutional in my analysis;
integration, which I see as untenable without improved space-place management; and
an overarching theme of enablement which I present as the process of negotiating the
space-place relations and relationships of a ‘reconciled’ geographical gerontology. In
addition, this chapter discusses the variability of ageing as an individual and collec-
tive experience through this space-place approach. My intention is that this contrib-
utes to the emerging discussion represented by the UN strategy.

In the Australian context, and elsewhere, we know that factors associated with
ageing as an individual experience and population ageing as an aggregate phenome-
non, vary significantly across urban areas, and between metro and non-metropolitan
regions. The implications for service provision and access are considerable, with
factors such as frailty a central focus of research [3]. This type of differential pattern-
ing is also leading to the phenomenon described as ‘super ageing’ in several countries
including Japan and South Korea [4, 5]. While central governments make claims to
providing universal systems of care that support health and ageing, in reality this is
much more difficult to achieve than policy proclamations indicate. Indeed, we can
observe that ageing well is often highly geographically patterned, as the research
on centenarians and the so-called ‘blue zones’ all illustrate [6]. The ‘blue zones’, for
example, are quite specific geographic places, often sub-national in character, that
exhibit unique combinations of factors that appear to support socially engaged and
healthy ageing including Okinawa, Sardinia, Ikaria and Costa Rica [7]. A question
then arises in studying these if we can genuinely replicate them for urban environ-
ments or draw on them to reshape our spatial and place-based approaches to popula-
tion ageing ‘at large’?

Consequently, gerontology and the broader science of ‘healthy ageing’ can be seen
to exhibit some key geographical characteristics including a differentiation between
abstract ideas of space and those of a more embodied place production. From a
geography of ‘ultra-aged’ communities, this is also likely to raise the ancient, even
resurgent, concept of ‘genius loci’ in that we may seek to identify the unique char-
acteristics of blue zones and other ageing ‘hot spots’ in order to research their repli-
cability or, perhaps, replaceability, in the context of contemporary urban industrial
societies [8]. Even the conventional concept of ‘neighbourhoods’ offers a place-based
approach within major urban settings because it illustrates the idea that, as with scale
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in spatial analysis, smaller units of analysis are both viable and useful for understand-
ing individual and collective experiences, and the factors acting on them.

Making more ‘places’ that satisfy the needs, wants and capabilities of ageing
communities means we can combine the utilitarian quantitative spatial techniques
of technologies like geographic information systems (GIS) with the more qualitative
and subjective or lived experiences of people within communities, to knit together
these space-place aspects. Instead of divergence in both form and function, I suggest,
designing our environments for an aging society may help us reconcile the abstracted
spatial instrumentalities with the demands of place-based ageing where people can
delay or avoid institutional aged care, and the loss of autonomy that experience often
entails, while maintaining community support and care in ways that enhance the
ageing-in-place experience.

2. Space and place for a broader audience

Geography, architecture, philosophy, sociology and even psychology all concern
themselves to varying degrees with the space-place duality. Quantitative geography
followed quickly on from the emergence of computers in the post-war period and was
informed by computer-based mapping technologies (now increasingly digital) of the
kind pioneered by Roger Tomlinson and others. By the 1970’ there was a resurgence
in qualitative and critical theory in geography, including phenomenology and the
work of Tuan [9], Buttimer [10] and Relph [11]. By the 1980’ geographies of vari-
ous aspects of ageing were emerging and associated categories of interest developed
through the 1990’s and onwards. These included the impact of feminist geography,
health geography (as contrasted with more traditional medical geography) and even
geographies of institutional and personal services ‘care’ [12]. While these are specific
to geography as a discipline, geographers often travel in a disciplinary and practice
sense and so the concept of geographical gerontology became more explicit with the
work of a number of geographers including, for example, Andrews, Cutchin and
Wiles [13] and several influential others. In effect, I suggest, the humanistic turn in
geography produced new generations of researchers in addition to the ongoing work
of the pioneers in this area and their students.

Amongst the relevant considerations is the integration of an expanding science of
ageing and associated methods and technologies that may expand and extend our under-
standing of ageing across space and place. The risks are, as with many of the technologi-
cal responses to ageing (service robots, surveillance systems etc.) the abstract, quantified
and technical realm substitutes for the human dimension, including understanding and
support that older people actually need. In this framework we continue to produce spaces
of ageing, with some environmental modifications, that provide institutional forms
of care and treatment for unwell older people. What happens out in the community,
so much less surveilled, remains something of a mystery in that formal systems of care
are often episodic and disconnected. Hence the recognition of case management as a
paradigm for connecting the various systems-based silos in aged care and elsewhere [14].

3. Geographical gerontology in context

The sub-field of geographical gerontology is close to 30 years old, depending on
how the origin point is defined. While geographical gerontology gained visibility and,
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perhaps, momentum with the work of it can also be seen more broadly as a conse-
quence of the interest of geographers in ageing as a process and population ageing

as a demographic dynamic. Even these two factors alone might be sufficient to have
produced the field of geographical gerontology, but it nonetheless goes beyond this
including concepts such as the ‘geography of care’, disability geography and so on in
which the geographical patterning and implications of specific social phenomena
lend themselves to both theorization and analysis by geographers [12]. The converse
is social scientists and others seeking some common ground with geography through
concepts such as ‘place making’ on the one hand or the use of GIS on the other [15].

My position here is that much of what we take to be the development of demo-
graphic theory, more specifically concepts such as the demographic and epidemio-
logical transitions, were a result of and deeply influenced by geographic comparisons
and analysis. Omran, for example, developed his theory of epidemiological
transition based on population planning research in Egypt [16] which was taken
further by researchers in other locations [17, 18]. The demographic transition theory
emerged from a number of shared observations in France and the United States (e.g.
Thompson, Landry, Notestein), although earlier concerns about population decline
and ageing had driven some racist, classist and more broadly eugenic thinking for
several decades previously [19, 20].

These factors illustrate how the science of ageing has been deeply enmeshed in the
politics of population change for decades. This also suggests why responses to popula-
tion ageing are so variable since, at a social and political level, they have inherited
many of these formative positions and ideas. This in turn has influenced responses to
building for the prospect of an ageing society. Instrumentalist spatial views see the
functional response as sufficient—the top-down view—while place-based perspec-
tives assume a connection between the individual, their community and their loca-
tion. Rather than taking an either-or view, my position here is that there is utility in
combining them for an emergent geographical gerontology that can assist in meeting
the material and relational needs of individual and population ageing. Neither
the spatial nor the place-based perspective are sufficient on their own and neither
guarantee satisfactory outcomes for older people more generally. But an informed
and ongoing synthesis may yet offer potential improvements as population ageing
progresses.

4. Abstraction and the view from nowhere

Ageing as an individual experience and population-level ageing are two distinct
phenomena. Individual ageing is heavily mediated through factors such as life
experience, health status and even social and financial resources. Indeed, aged care
policy in many countries is a fraught negotiation between established and emerging
understandings of these complex factors. So, for example, the influence of the British
Workhouse system on aged care policy is sometimes acknowledged but the values
associated with that spatial formation (the aged care institution, in particular) have
persisted well after the demise of the workhouse and thus influence political and
associated attitudes towards older people, ageing and aged care. This can be seen, for
example, in various inquiries into (ongoing) abuses of elderly patients and residents
in such settings including the Midstaffordshire or Francis Inquiry [21].

Meanwhile, population ageing is an identified phenomena with specific features
that make its study scientific. One of those features is a form of quantified abstraction
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that aggregates the experiences of many people, indeed a growing proportion of

the population, and then reduces those experiences to some ‘key’ phenomena and
concepts. This is highly problematic because the complex nature of individual ageing
makes for a lack of generalizability in my opinion. Instead, rising population ageing
is generative of a growing diversity of individual and categorical forms of ageing.
Olshansky and Ault [22], for example, proposed a fourth stage to Omran’s three-stage
epidemiological transition, one of delayed degenerative diseases. Others have pro-
posed yet a fifth stage or even a second phase, and so on [18]. The intersectionality of
physical and cognitive ageing, for example, make for many highly unique scenarios
which current health systems struggle to diagnose and treat effectively including the
dementias for which there are currently no cures and limited treatments.

When we add the environments, both physical and social, within these people age
this diversity grows yet again. We can add the highly female aspect of advanced age-
ing to this mix to suggest that policy made by male-dominated societies or with a lack
of a relational place-based approach to ageing, bode poorly for the care and treatment
of older women [23]. The exaggerated abstraction of the very human experience of
ageing likewise makes for a limited response to the full scope of the ageing experi-
ence and the needs of older people. Seeing these factors through a ‘spatial’ lens has
some benefits but the addition of a place-based one could, I propose, inform the more
instrumental spatial formations we commonly see. Again, in the Australian context,
the ‘big box’ approach to residential aged care is driven not by the needs of older
people but by funding and regulatory requirements that make a minimum institu-
tional size necessary, rather than desirable.

Taking comments from the previous section a little further here, we can see that
at a systemic level, this spatialized view and its intersection with the ‘view from
nowhere’ presents a number of concerns and problems for successful and supported
ageing, in both community and institutional care contexts. The exaggerated top-
down view tends to assume a uniformity of service provision and accessibility that
rarely exist and, even if it does in principle, it is rarely accessible to all social groups in
the same way. So, for example, different social groups based on factor such as ethnic-
ity, indigeneity, migration status, or disability category may find the same ‘system’ a
very different entity in their particular encounters with it.

Indeed, the diversity of the ageing population here in Australia, and elsewhere,
suggests yet another reason why spatial representations are insufficient and even
the place-making concept needs to be seen as multiple and not, simply, a relational
form of replacement for the spatial perspective. Instead, we may need to be seeing
place-making as polymorphic and polysemic in that I suggest place-making runs
counter to an abstracted universal and instead represents localized responses to
both shared, in a general sense, and unique conditions. So, for example, responses
to population ageing and its associated challenges may be quite different in Japan,
Australia and China even though all three countries are experiencing the phenom-
enon of population ageing [24].

5. Place-making in an ageing world

Given that a variety of spatial formations and practices already exist which regulate
much of the ageing process and experience, ranging from acute care geriatric wards in
hospitals to residential aged care facilities and even dementia-specific locked wards,
the issue in this discussion is how we improve place-making for ageing. The clinical
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view is effectively a view from nowhere unless mediated by genuine interaction with
and understanding of the ageing individual. And many acute environments do not
lend themselves to this kind of qualitative experience because they are designed and
delivered on a ‘factory’ style model which emphasizes numbers and throughout,
including a variety of metrics that tend to reinforce such models (e.g. length of stay).
Thus, the ageing society requires a shift to a more qualitative approach that acknowl-
edges these various complexities and their implications for the unwell older person,
their careers and allied social supports. In effect, I am suggesting places within spaces
as a form of not just redesign but reinvention.

This requires a shift to aged care as a process of place-making, one which seeks
to humanize the experience of older people and the care provided to them. Many
spatial formations either distort or minimize the inherent relationality in ‘care’, and
as such create or exacerbate problems inherent in many institutional forms designed
through a lens of spatial logic (schools, prisons, hospitals, asylums etc.). Yet, as many
feminist theorists and others have identified, ‘care’ needs to be in relational terms [25,
26]. My position here is that so too does place-making in that it represents a form of
relational creation, including that cognitive and affective attachments that individuals
and groups bring to ‘places’ And, as some observers have noted, this does not always
ensure a positive outcome—place-making can also be negative and research domains
associated with the Glasgow Effect (morbidity and mortality effects) or environmen-
tal racism illustrate all too readily [27, 28].

Closely linked to geographies of ageing, of mental health and feminist geographies
is that of geographies of care [29]. Discussions in these fields have emphasised the
interactional, relation al and even co-productive nature of spaces and places. This
would seem to support the ideas discussed here and reinforce the concept of geo-
graphical gerontology as a relational, pluralistic engagement of space, place and time.
Indeed, my own position is that demographic change sits at the intersection of space,
place and temporality [2]. Given that these can be seen as framing both individual and
collective experiences, I suggest this enhances the role and value of a contemporary
and emergent geographical gerontology.

6. Future space-place relations

Not only is population ageing a dynamic process but so too is the wider
environment(s) within which people age. Structured and funded health, aged and
disability care services not only intersect with the ageing process but also they are
themselves dynamic, as they respond to new knowledge but also shifts in policy,
funding, politics and so on. Ageing in place, for example, became a popular policy
framework based on the idea of keeping people in their own homes (where they had
them) for as long as possible [30]. This usually focused on some structural adjust-
ments to the home often with a focus on the home as a modifiable space and some
social supports, rather than an approach informed by ‘place’ thinking.

It also intersects with James Fries’ [31, 32] ideas around the compression of
morbidity, because the home and the local environment are and tend to remain
very familiar to older people even as physical impairments and dementing illnesses
progress. Certainly, much more familiar than their potential relocation to aged care
facilities that may be physically far from their own ‘place’, including familiar friends,
neighbours and families. In the broader context of rising chronic disease levels at a
population level, these ideas of adjustment and compression could be seen as going
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well beyond the ‘aged’ in terms of their utility. Whether they are really about place-
making is another issue and hence unpacking such policy perspectives through a
space-place lens is helpful here too.

Institutional aged care has become increasingly about caring for medically unwell
older people and the definitions of such institutions are shifting in response to
population ageing [33]. The common framing of aged care facilities as more ‘welfare’
oriented that health and illness oriented is at once both suspect and problematic. In
the Australian context, for example, residential aged care is primarily about caring for
these medically unwell older people, frailty and dementia being contributing factors,
who in many cases cannot remain safely in the community [34]. And this has been the
situation for many years now. The scope of that ‘unwellness’ includes physical disease
impairments, cognitive disorders including the dementias, and a variety of, often
multiple, sensory impairments including especially hearing and sight.

Additional complexity arises as the health problems associated with these various
sub-domains intersect and overlap, making for an increasing variety of often quite
specific symptoms and disease states in individual older people. How these individu-
als respond to space and place factors needs to be seen through this complex array
of mediating factors which make generalisations both difficult and perhaps even
inappropriate. We may still seek universals in knowledge production but ageing hasa
way of reinforcing the individual and the local. Consequently, I suggest, geographical
gerontology will of necessity be pluralistic in the way it addresses both ageing in place
and place-making (and place maintenance) for ageing.

The growth of clinical and research knowledge in this field also adds to the nature
of these complexities. We know that, as with the neurosciences, our knowledge base is
growing rapidly but there is a great deal yet to learn. Consequently, the assumption of
certainties in this area is problematic. If our rate of knowledge doubles or quadruples
in the coming decade, for example, then much of what we assume to be solid now
is unlikely to be so in another decade. New knowledge will shift our thinking and
the diversity of the ageing experience, and its growing documentation will greatly
expand what is, currently, known. We will know more about more diverse spaces and
places of ageing as time passes and, consequently, develop a greatly enlarged geo-
graphical gerontology.

Critical theory approaches add another layer to this scenario in that we can
geographically examine the sites of aged care through a variety of theoretical and
applied perspectives. To what extent does relational theory [35] in geography address
ageing in the community compared to ageing in some form of institutional care? Does
the production of aged care places vary between, say, low care environments where
people generally need (or perhaps receive is the better emphasis) fewer supports, ver-
sus high-care ones where illness, dementia and sensory impairments are usually major
factors? How do space and place function for unwell older people compared to those
who age ‘well’? To what extent do we see institutional forms of aged care as exhibiting
carceral aspects, as in secure dementia units, for example [36, 37] and what can we do
about this through an expanding geographical gerontology?

The potential scope of questions in this area is therefore an evolving one. Peak
population ageing is occurring at different times in different countries, and can also
vary within countries, for example in younger urban settings compared to aged rural
contexts, or across provinces and regions. Growing data illustrates how even at the
national level, the progressive geographies of population ageing vary considerably
even across the richer countries [38]. Thus, we face a multiplicity of geographies of
ageing and associated formations of geographical gerontology at the level of official
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geographies (nation, province, region etc.) due to these spatial and temporal vari-
abilities. We are engaged in an unequivocally pluralistic undertaking in both trying to
reconcile space and place, as well as in place-making for ageing societies. If we then
turn our attention to the ‘place’ concept, this variability must be seen as having an
existing and developmental scope because local environments, cultures and responses
will vary, as will individual responses mediated by these, and the health-related fac-
tors identified above.

The implications of this interpretation include the need and desirability of a
pluralistic approach to the domains of theory, policy and practice in this ‘emergent’
geographical gerontology. Perhaps obviously, progressive population ageing in
different countries and cultures (and within multicultural societies) requires a
capacity for theory that does not homogenize the ageing experience and associated
knowledge. In the policy domain, this demands a commitment to and capacity for
negotiated space-place relations that are adaptive since, for example, the needs of
younger old communities will differ from those marked by advanced population
ageing. While we still tend to ‘consolidate’ those aged 65 and over, their trajectories
and experiences differ significantly at the individual and cohort level, as discussed
earlier. And, lastly, at the practice level we need to build the skills across disciplines
and within communities to negotiate space-place relations and relationships for
successful population ageing.

Place-making implies a set of negotiated outcomes and yet it remains that much of
what we see in ageing theory, policy and practice maintains the top-down perspective.
So planning for sites of ageing services and aged care could be improved by better
engagement with older people, their advocates and the knowledge base we currently
possess. The lived realities of ageing in the community and/or in institutional care
demand an improved synthesis and not the disciplinary silos that persist in many
contexts. We know, for example, that nutritional support is extremely important for
people to ‘age in place’ successfully and yet supportive meal services in countries like
Australia were and remain largely based on charity models from a bygone era (e.g.
meals on wheels). A consequence of this is that many community-dwelling older
people present to acute care services with malnutrition already present [39, 40].
Despite considerable evidence-based research on this issue, and its consequences for
individuals and healthcare services, little has changed in the past few decades. And, at
the policy level, a marketized approach to social care services has done nothing, I sug-
gest, to improve this situation. Here too, an improved space-place synthesis offers a
pathway to improved management of health and social care concerns that have wider
systemic impacts.

7. Limitations

The chapter draws of a variety of literatures and, as such, is a conceptual piece.
As noted earlier, the intended audience is not a strictly geographical one but rather a
broadly gerontological audience for whom some geographical ideas may be of inter-
est. In addition, attempts at the synthesis of ideas from different fields carry some
innate risk in a piece of this length. The proposed benefit in doing this is that the
result informs thinking and practice across those academic and professional disci-
plines. As mentioned earlier, my hope is that this can inform local through to interna-
tional discussions about the issues identified in the UN strategy and their implications
for population ageing as an increasingly global phenomenon.
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8. Conclusions

It is the contention of this chapter that geographical gerontology offers an oppor-
tunity to explore and, perhaps, even reconcile the key concepts of space and place
in ways that avoid the problems associated with ‘the view from nowhere’ and the
excessive abstraction often associated with quantification as a tool for understand-
ing complex social phenomena. A key point explored here is that variation is normal
at the individual level of ageing and, therefore, it is magnified when inquiring on
population-level ageing and its associated complexities over space and time. By this
I mean that the uniqueness of individual and aggregate level ageing is growing and
will continue to do so as the ageing experience develops, as aged care models develop,
and as new knowledge adds to what is already known or assumed to be known about
ageing.

The conventional understandings of space and place, especially outside of disci-
plines that directly inquire on them, must change too. Geography’s intersection with
gerontology has a key role to play in this process because adapting to population-level
ageing requires an ongoing synthesis of new knowledge from the various research
and clinical practice fields which engage with ageing. That makes ageing, to borrow
from the philosopher of biology John Dupré [41], a process phenomenon rather than a
categorical one given its pluralism and fluidity. In addition, the personal and commu-
nity experience(s) of ageing will only grow in their diversity in coming years as the
phenomenon progresses globally. It is in this sense that geographical gerontology may
also become a way of linking the abstract and the personal as well as the spatial and
the place-based experiences of ageing.
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Abstract

This chapter discusses the walking accessibility to primary healthcare by the olders
in Lisbon Metropolitan Area (LMA), Portugal, and its contribution for age-friendly
environments as a factor of inequity. Constrains emerged from the collation of the
supply approach, represented by service catchment areas based on walking distance
time, and the demand approach, through a survey. The location and density of
primary health network are a major factor, as it is related to distinct land use patterns
within the LMA. The settlement structure influences the potential walkability to
primary healthcare. The discrepancy between the potential walking accessibility and
the real options is notorious, as olders’ choices are diversified in terms of transporta-
tion modes and destinations, but mostly keeping relatively short time distances. This
phenomenon is also influenced by factors such as personal preference, difficulty to
walk, negative perceptions about the surroundings, and insufficient care support.
This debate is already an effective concern of local authorities with spatial planning,
social and health competences, insofar as solutions in terms of service flexibility and
new travel solutions adapted to the specific needs of the olders are a growing reality
in the LMA, promoting more age-friendly, health, and inclusive environments, and
hence an equitable metropolis.

Keywords: older people, walking accessibility, primary health services,
service catchment area, inequity, healthy cities, age-friendly environment,
Lisbon Metropolitan Area

1. Introduction

Population aging is one of the most evident demographic phenomena around the
world. The United Nations (UN) estimates that the number of people aged 60 and
over will double by 2050 and triple by 2100 (corresponding to 3.1 billion people)

[1]. This age group is considered one of the most vulnerable in society, particularly
affected by poverty, illness, and social isolation [2], and it is often studied as a
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homogeneous group when there are several factors that distinguish older individuals
(age, education level, family context, income, physical and mental health conditions,
mobility level, technological capacity, etc.) [3].

In this sense, spatial planning and service networks must be adapted in advance
according to the long-term demographic projection and based on a deep knowledge of
the current reality, being extremely important to confront the needs of the population
and the response capacities of the territories and services [4].

This study focuses on the debate about the walking accessibility to primary health
services by the older in the Lisbon Metropolitan Area (LMA), in Portugal, for healthy
and age-friendly environments since the level of proximity to services and the ability
to reach them are fundamental to promote a healthier aging and greater equity in and
among communities. The study presents three research questions (RQs):

RQ1) Is the location within the LMA a differentiating element of walking acces-
sibility to primary health services (PHS) and hence an inequity factor?

RQ2) Do the olders demand for PHS consistent with what is expected to have in
age-friendly environments?

RQ3) What kind of solutions are implemented in LMA to promote a more equi-
table access to PHS by the olders?

The study combines several approaches. We seek to identify possible constraints to
equity based on the accessibility to health services: (i) the potential of walking acces-
sibility generated by network analysis recurring to geographic information systems
and using adapted criteria to the older community; (ii) the actual demand patterns
of the olders gathered from an applied survey in LMA; and (iii) the identification of
solutions at local, municipal, and metropolitan levels in the LMA and energized by
local authorities, health services, nongovernmental organizations, or social institu-
tions to minimize inequity situations.

The chapter is organized into six parts: Section 1 respects to the introduction and
is followed by a theoretical rationale centered on walking accessibility to primary
healthcare by the older people in Section 2, and the presentation of the methodology
and case of study in Section 3. The discussion of the results based on the confronta-
tion between the supply and demand approaches of primary health services by the
olders in LMA is presented in Section 4, and some initiatives that minimize the identi-
fied constraints in LMA are addressed in Section 5. The chapter ends with the main
conclusions (Section 6).

2. Accessibility to healthcare services for age-friendly environments

The rapid aging of the world population is considered one of the major global
challenges. On the one hand, it is seen as a positive phenomenon insofar as it repre-
sents social, economic, and biomedical progress due to generalized better feeding,
personal hygiene, healthcare, and housing conditions, among many other aspects.
On the other hand, it reflects a demographic trend that combines increasing life
expectancy and falling fertility rates [5]. In the long term, and related to a time of
growing urban population, this phenomenon will bring an overload of the social and
health systems, among other services and infrastructures, and the need to readjust
them [4, 6]. In a larger level, this will affect the regional competitiveness and make
the social and territorial cohesion difficult. This is based on the perspective that
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the older population will, at some point, become more dependent on society and
greater demanders in terms of physical and/or mental healthcare and supportive
care [7]. On the other hand, their moving limitations could promote social isola-
tion and a strong feeling of loneliness, considered by the Joint Research Center as a
public health issue with negative impacts on community trust, social cohesion, and
economic growth [8, 9].

However, it is a mistake if we consider that all people over the age of 65 have
the same characteristics and needs, and that remains the same over time. Given the
conditions of the modern world, in Europe, as in other World regions, we are witness-
ing the existence of a group of older people who are more active, qualified, informed,
socially participatory, mobile, technological, and demanding in the cultural and
recreational domain [10, 11]. To respond to these demands, their living spaces have
expanded from the local to the regional/metropolitan level [12]. On the other hand,
the increase in average life expectancy is reflected in the existence of individuals with
diversified health conditions, namely about disease prevalence and different physical
and mental conditions, influenced by the natural aging process, genetics, lifestyle,
and the surrounding environment [13].

In the quest to keep the olders as an active part of society, with good health and
well-being levels until as late as possible, adaptations in the urban environment of
communities and cities must compensate the physical, mental, and social changes
associated with aging. Operationally, this is observed in the guidelines promoted by
institutions such as the United Nations and the World Health Organization (WHO)
and reflected in the naming of this decade as “The United Nations Decade of Healthy
Aging (2021-2030)” [14], with a view to improve the lives of older people, their
families, and the communities in which they live.

In urban planning, the “Age-friendly Cities and Communities,” that is, “(...) places
that actively involve, value, and support older adults, both active and frail, with
infrastructure and services that effectively accommodate their changing needs,” is
one of the most widespread urban models ([15], p. 1). Simultaneously, Age-friendly
Cities and Communities is an initiative of the WHO, started in 2006, to support active
and healthy aging at local level. “Housing,” “Social participation,” “Outdoor spaces
and buildings,” “Transportation,” and “Community support and health services” are
some of the focused topics [4].

In this model, as in others as “sustainable communities,” “healthy cities,” or the
“15-minute city,” the principle of proximity is fundamental [16, 17]. Proximity refers
to the distance (physical or not) and/or distance time to the different destinations
where individuals live: workplace, various services, goods and equipment, public
spaces, green spaces, commercial areas, cultural spaces and leisure; but also to the
network of contacts: family, friends, or other social networks. The proximity to
people and living areas as a way of satisfying individual needs are enhancers of a
greater quality of life and well-being, active participation in society, maintenance of
the practice of physical and mental activity, and greater autonomy [18]. Despite the
studies regarding the concept of proximity (e.g., 15-minute walking, radius distance
of 500 meters, etc.), this is conditioned by the ability and perception of individuals,
especially when we refer to the older community, where part of it has age natural
mobility constraints.

The principle of proximity as a factor of an age-friendly, healthy, inclusive, and
sustainable environment leads us to the promotion of a walkable environment,
and this is an environment based on active transport modes, namely the walking in
and around the community, to enhance, simultaneously, an equitable accessibility
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to all destinations and a positive physical activity engagement [19]. This discussion
requires a double understanding about (1) the relationship between urban mobil-
ity, particularly in the older people context, and the built environment; and (2) the
characteristics and specificities of each community [20].

Hence, recent research promotes an holistic perspective that relates the social
and physical environments, recurring to digital tools and services, to promote better
health, independent living, active participation, and more equity. See, for example,
the SHAFE project results [21, 22] that present the community level as the physical,
social, and cultural ecosystem closest to the people and their daily lives.

The mobility of all, as the ability to meet the needs to move freely [23], is one
of the challenges that cities have for pursuing social and civic life, participation in
community activities, the development of a sense of belonging, and to promote health
and well-being through the possibility of accessing health services, green spaces,
commercial areas, leisure and cultural spaces, etc. [24]. Hence, it is utmost important
to consider that the cognitive and motor skills of olders deteriorate over time, affect-
ing their mobility [25]. This is reflected in constraints on walking speed, the ability to
freely drive or use public transport, the increase in falls and the feeling of insecurity
when walking on the street, and constraints that, at the limit, avoid carrying out their
daily lives autonomously [26].

Mobility is also a reflection of a mutual interaction between the built environment
and olders’ behavior, insofar the organization of the physical and functional com-
ponents of urban system generates the opportunities for movement in the context of
urban life. Thus, the configuration of the urban system must be adapted to the needs
of the elderly [27]. This interaction raises the importance of thinking about improv-
ing urban accessibility, that is, the ability of an individual to reach a certain place,
through a certain transport mode and in a certain time. This requires a relational
reading between the conditions of transport infrastructure networks (and the ease of
travel in terms of distance and time), the location of activities and services of general
interest proximity between services and users), and the characteristics and needs of
users [27-29].

As health is a universal right, the planning of public health services must consider
three fundamental principles [30], which sometimes collide. The first concerns the
“Equity in service provision,” represented by the equal access to healthcare for people
in equal need. This premise is related to the notions of spatial fairness and spatial jus-
tice that considers the geographical context as an influencing factor. The second is the
“Effectivity of health services,” balancing the real health benefits and the resources
management. The last is the “Efficiency of health services” maximizing the health
benefits and minimizing the costs of provision.

Focusing on the health services at the local level, Primary Health Care (PHC) is
the first contact between the individual and the health system, as it “provide complete
care to people, according to their health needs throughout their lives and not only
for a set of specific diseases. (...) ensure that people receive comprehensive care,
from promotion and prevention to treatment, rehabilitation and palliative care, as
close as possible to their daily environment” [31, n.p.]. It is stated that a PHC-based
health system allows for greater efficiency of more specialized care (e.g., hospital
care), lower hospitalization rates, and reduced individual and government health
expenditures [31].

A primary health service with positive impact on health, quality of life, and well-
being should present good levels of access [4], considering several demand factors:
availability and diversity of health services, frequency of use, individual and family
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factors, physical and social environment, among others [32, 33]. Over time, several
studies addressed this topic [28, 29, 33-36], combining the approaches of health
service providers and users, reflected in the following principles:

i. Availability, as the existence, quantity, and maximum capacity of the services;

ii. Accessibility, associated with the physical proximity between services and
users and the ease of travel to them in terms of distance, time, and transporta-
tion modes;

iii. Affordability, related to the costs for users;

iv. Adequacy, in terms of service organization and convenience for the user
(waiting time, ease of dealing);

v. Acceptability, represented by the trust and satisfaction with the services by the
users;

vi. Knowledge, articulating the communication and dissemination of knowledge
by users, health professionals, and others.

Accessibility to health services arises the need of a multisectoral and multilevel
approach, in this case related, for example, to the healthcare network, mobility and
accessibility, and demographic characteristics in each territory as they are influenc-
ing factors of healthcare inequalities [36]. Among other methodologies, the levels
of physical accessibility of each service could be evaluated recurring to geographic
information system (GIS) [17, 23, 32, 33, 36]. Here, it is possible to model the respec-
tive service catchment area in a certain distance and/or distance time, based on the
various transport modes or their combination. Service catchment areas allow to
quantify the total area and served population within the proposed thresholds (e.g.,
within 15-minute walking in a determined speed); to identify worse served communi-
ties, and hence more vulnerable; and to relate it to context indicators in the social,
economic, and territorial domains [29, 36, 37]. This analysis is also a potential support
element for the restructuring of the service networks through the identification of
new service positioning for better population and territorial coverage rates [38], to
adapt the transport system in order to promote better accessibility level, or even to
support the design of innovative, flexible, and informal solutions promoted by vari-
ous stakeholders [22].

3. Methodological steps and case study framework

The methodology of this study followed three steps (Figure 1), in order to answer
the research questions.

Step 1 involved a literature review, not only for thematic framing of the mobility
conditions of the older people and their specific constraints (e.g., pedestrian speed),
but also for the identification of the main methodologies and accessibility indicators,
specifically adapted to the olders.

Step 2 refers to the application of the assessment of walking accessibility to
primary healthcare from the perspective of the older people in the case of the Lisbon
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Step 1 - Literature review

» Olders™ urban mebility

= Walkability, inequity and Age-friendly environments
= Accessibility indicators and applied methodologies

Step 2 - Walking accessibility to primary healthcare services by the olders in LMA

= Step 2.1. Supply - Georeferencing of services and Network analysis to calculate service catchment
areas and population coverapge levels

- Step 2.2. Demand - Survey to the metropolitan population, including the olders

ISI'.E[J 3 - Age-frlendly solutiens to the constraints In LMA ]

Figure 1.
Methodological steps of the research.
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Figure 2.

(a) Population density of older people (65+ years old); (b) land use in LM A—urban fabric. Source: [40, 41].

Metropolitan Area, Portugal. LMA is spread over by 18 municipalities, totaling
3015km?, and has a total population of 2,870,770 inhabitants, in 2021, and a popula-
tion density of 952 inhab./km”. About 22% of LMA’s people are aged 65 or over (pro-
portionally to the national figure of 23%) [39], unevenly distributed among the LMA,
emerging a radioconcentric pattern, with higher older population densities in the
parishes of the central areas (Lisbon & Ring 1 and Ring 2) and decreasing toward the
peripheral areas (Ring 3 and Ring 4).

The population distribution is consistent with the urban occupation that presents
the same radioconcentric pattern. The central metropolitan areas present a higher
proportion of occupation, reflecting their urban/suburban and dense profile, while
the peripheral areas present more dispersed urban occupations, reflecting the peri-
urban occupation, except some urban continuum axes that grew along major road
and rail axes (Figure 2).

In Step 2.1., network analyses based on geographic information systems (GIS)
allowed to visualize the service catchment areas of primary healthcare facilities and
to quantify the served resident population, considering the geographic location of
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the equipment, the constraints of the transport network, and the characteristics of
pedestrian mobility. The service areas were modeled, and the served population was
calculated based on time-distance cutoffs of (i) until 15 minutes; (ii) 16-30 min-
utes; (iii) 31-60 minutes; and (iv) more than 60 minutes [32, 33, 36]. This approach
considers two walking criteria: (a) average speed of the older people of 3.5 km/;

and (b) average speed of disabled older people of 1.6 km/h [25, 36]. This step will
answer to RQ1.

Step 2.2., related to demand, presents the results of a survey applied to the LMA
population in 2017, including the older people. Based on the total sample of 403
families, with respect to 1004 individuals surveyed (for a Significance Level of 95%
and a Margin of Error of 5%), we extracted the responses of 131 older adults from
111 families for this study. The total sample took into account the demographic
distribution of the metropolitan population (age, sex, and family typology) and its
geographic distribution considering the central area of Lisbon and its sequential four
rings based on the distance to the Lisbon city (Figure 3). Such rings represent territo-
ries with urban land use profiles and, consequently, very different population densi-
ties, housing and services location, health services, and transport networks. This step
will provide the answer to RQ2.

This survey collected information as: (i) the characterization of the respondents
(age, income, family background, area of residence); (ii) the demand for primary
healthcare services (location, frequency, travel mode, and time spent in the travel);
and (iii) individual perceptions about personal health, safety, traffic, noise, and
air pollution caused by transport in the residential area (as environmental factors).
Hence, it was possible to discuss the results obtained in Steps 2.1. and 2.2., confront-
ing the potential accessibility to primary healthcare services and the actual behavior
of the surveyed older people.

Finally, Step 3 addresses some strategies to minimize older’s constraints to health
accessibility in LMA, giving already implemented examples in three lines of action:
(i) strategic plans oriented toward an healthy and inclusive aging; (ii) health services
at home or in the proximity; and (iii) promotion of flexible transport to reach health
services. This step answers to the RQ3.

Figure 3.
LMA rings and the 11 parishes where the surveys weve applied.
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4. Supply and demand of primary healthcare services of LMA’s older
people

4.1 Supply approach to primary healthcare system in LMA

The last restructuring of the Portuguese health system dates from 2008, when the
Constitutional Government recognized primary healthcare as a central pillar of the
health system, published in the Decree-Law n° 28/2008, of February 22 [42]. One
of the novelties was the creation of “groups of health centers” (ACES, in Portuguese
Agrupamento de Centros de Satde), with the function of providing primary health-
care to the population of a certain geographic area. Such geographic delimitation is
related to geodemographic criteria (e.g., population structure, aging index, acces-
sibility to the referral hospital), and with a population range between 50,000 and
200,000 residents.

The ACES have several functional units [42], namely:

a.Family Health Unit (USF—Unidade de Satide Familiar), a unit providing
healthcare to the group of users enrolled therein, with functional and technical
autonomy;

b.Personalized Health Care Unit (UCSP—Unidade de Cuidados de Satude
Personalizados), a unit that provides personalized care in a given geographic
area;

c. Community Care Unit (UCC—Unidade de Cuidados na Comunidade), provid-
ing healthcare, psychological and social support at home, especially to vulnerable
individuals/families, in situations of risk or dependence, and in the area of health
education and implementation of mobile intervention units;

d.Public Health Unit (USP—Unidade de Satde Publica), a health observatory
in the geographic area of ACES, for the elaboration of plans in the domain of
public health, surveillance, management of intervention programs, and health
promotion.

In January 2022, the network of Family Health Units (USF) and Personalized
Health Care Units (UCSP), the most relevant functional units in the provision of
healthcare, was widespread and complementarily distributed in the LMA, totalizing
225 units (153 USF and 72 UCSP) (Figure 4). Only 1.5% of the LMA surface and 0.5%
of the population are not allocated to any of the USF/UCSP facilities.

Given their valences and functions, the studied health services have a limited sched-
ule, but consistent with the law. The vast majority of services start at 8:00 am (94%),
and the rest at 9:00 am, while the closing time is more diverse, between 4:00 pm and
8:00 pm, with a higher incidence at 8:00 pm (63%) and at 6:00 pm (22%).

Considering the proximity logic of primary healthcare services, it is desirable that
the entire population has access to the equipment in which they are enrolled in a rela-
tively short distance time, not forgetting that this indicator depends not only on the
locations of the residence and equipment, but also by the selected transport mode. In
the case of older people, it is important to approach car use based on the legal allowed
speeds, but also the license possession and driving skills (factors influenced by the
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Figure 4.
Location of USF and UCSP equipment by LMA ring, 2022: (a) family health units; (b) personalized health care
units. Source: Based on [43].
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Figure 5.

Service catchment area of primary healthcare services (USF and UCSP) according to different time-distance
cutoffs in all LMA (a) and (b) and zoomed in to the LMA Center (b) and (d); and different walking speeds:
3.5 km/h (a) and (b), and 1.6 km/h (c) and (d).

individual conditions of the users) [24]. Regarding walking mode is fundamental
to consider the diversity of realities within the age group over 65 years old in terms
of individual mobility ability, as this influences the walking speed (e.g., 3.5 km/h
of regular pedestrian speed of an older person, 1.6 km/h on conditioned pedestrian
speed cases) [32, 36].

Figure 5 demonstrates the accessibility level to healthcare services in the LMA,
based on the representation of the service catchment areas of all equipment (USF
and UCSP) by pedestrian mode conditioned to the aforementioned speeds, while
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Walking speed of 3.5 km/h—Inhabitants with 65 or more years old

Until 15 min. Until 30 min. Until 60 min.
Inhab. Surface Inhab. Surface Inhab. Surface
(%) (%) (%) (%) (%) (%)
Lisbon & Ring 1 68.5 312 98.4 774 100.0 88.8
Ring 2 53.8 11.7 81.8 323 976 72.5
Ring 3 431 49 76.8 16.2 93.0 434
Ring 4 439 2.2 69.2 6.8 86.6 224
Total 56.8 5.8 86.2 16.3 96.3 376

Walking speed of 1.6 km/h—Inhabitants with 65 or more years old

Until 15 min. Until 30 min. Until 60 min.
Inhab. Surface Inhab. Surface Inhab. Surface

(%) (%) (%) (%) (%) (%)
Lisbon & Ring 1 33.0 9.7 63.8 276 96.9 72.8
Ring 2 227 33 49.2 10.3 79.0 28.6
Ring 3 178 13 386 4.2 731 14.0
Ring 4 23.0 0.6 417 1.9 65.5 5.8
Total 26.2 17 52.5 5.0 837 14.5

Table 1.

Inhabitants with 65 or more years old (%) and surface (%) covered by service catchment areas of primary
healthcare services (USF and UCSP) according to different time—distance cutoffs (until 15 min., 30 min., and

60 min.) by LMA ring (absolute values available on Appendix 1). Source: own calculations based on BGRI [40]
and service catchment areas calculated on network analysis function of ArcGis.

the proportion of the surface and population covered by these service areas by ring
is quantified in Table 1; and Appendix 1. In a scenario where the entire population
of LMA travels in a walking speed of 4.5 km/h, then 65% of the population would
reside within 15 minutes nearby health service. This proportion reduces to 57% if we
consider only the olderly population, assuming a walking speed of 3.5 km/h, drasti-
cally reducing to 26% if we assume a walking speed of 1.6 km/h. A detailed analysis
highlights three evidences (Table1).

Firstly, the distribution of primary healthcare services (USF and UCSP) is in
line with the urban system of the LMA, insofar as they are essentially located in the
most densely populated areas [41]. This evidence comes from the higher percent-
age of population served at any time-distance limit in any ring compared with the
percentage of covered area. For example, the served population at a distance time of
15 minutes at a walking speed of 3.5 km/h attends 69% in Lisbon & Ring 1 for only
31% of the covered territory. Keeping the criteria, in Ring 3 this situation is even more
evident: 43% of the population served for only 5% of the ring surface. In LMA case,
in the more peripheral Ring 3 and Ring 4 there are large unpopulated areas or with a
very low population density, with land allocated to agricultural or forestry uses, for
example.

This high complementarity between the urban system and the primary health-
care service system in the LMA could not happen in other metropolitan areas,
highlighting the priority to study the served population by levels of distance time.
Thus, the approach for urban planning should seek to increase the proportion of
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served population and respective conditions, rather than only focus to increase the
served territory [33, 36].

Secondly, in the context of the LMA, is clear a ring differentiation in terms of
walking accessibility to primary healthcare services. The central rings, closer to
Lisbon, have better accessibility levels, which means that a greater proportion of older
people lives close to the services. For example, 69% of the olders in Lisbon & Ring
1 and 54% in Ring 2 live within a 15-minute walking distance from the equipment
(speed of 3.5 km/h), compared with 43% in Ring 3 and 44% in Ring 4. The same pat-
tern is found in the constrained walking speed simulation (1.6 km/h): 33% in Lisbon
and Ring 1, compared with 18% in Ring 3 and 23% in Ring 4.

This pattern is related to the socio-urban characteristics of each ring. In Lisbon and
in the two following rings, there is a combination between a more concentrated urban
occupation and a greater population density, thus generating a more numerous and spa-
tially closer health facilities network, serving a larger number of residents in a short dis-
persed area. Thus, the proportion of residents and area served within 15-minute walking
are higher than in the more peripheral areas (rings 3 and 4). These last rings present a
more dispersed and mostly peri-urban occupation profile, although there is existence of
some relevant urban areas especially nearby the major road and rail axes. In these areas,
population is distributed between small urban concentrations where the main services
are located and very low dense areas further away from small urban centers [28, 40, 41].
This increase the official service area allocated to each equipment to maintain criteria of
resources’ efficiency and the number of users according to the law [42].

Lastly, the differences in walking speeds are highly penalizing the relationship
of proximity between health facilities and users, in particular for users who have
mobility constraints such as the older people [19, 24]. We can observe this situation
by comparing the served LM A’ older people up to 15-minute walking from a primary
healthcare service: 57% when the walking speed is 3.5 km/h and 26% when the walk-
ing speed is 1.6 km/h.

Answering to RQ1, the results obtained raise a clear situation of inequity in the
walking accessibility to the primary health services, penalizing the communities
located in the most peripheral rings of the LMA, and particularly the age group of the
olders, considering their pedestrian speed limitation (according to with the bibliogra-
phy). This situation of inequity is further reinforced when the response of the public
transport system in peripheral (and hence, more vulnerable) communities is also
more limited in terms of network and service (fewer routes and less frequent service),
when compared with the central areas of the LMA [12, 28].

This reading also highlights two aspects. Firstly, the importance of an analysis of
accessibility indicators to health services considering the urban context [44], the settle-
ment distribution, and the transport network, since a global analysis at the regional
or metropolitan scale creates generalized ideas, insufficiently adequate to support
the health service network planning in complementarity to the urban and transport
systems, especially at the local level. This approach allows the discussion about inequity
in a determined territory. Secondly, the need to compare the quantification of accessi-
bility levels previously calculated using geographical modeling and the actual behavior
of individuals, in this case those over 65 years of age, to validate whether better or
worse walking accessibility to health services reflect real pedestrian displacements by
these communities. Large discrepancies between potential and real walking accessibil-
ity must be studied in order to identify influencing factors (Section 4.2), as well as to
support the design of flexible and/or informal solutions to minimize accessibility and
access difficulties to health services (Section 5).
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4.2 The demand for primary healthcare services in the perspective of older people
in LMA

In addition to the analysis of primary healthcare service supply and its potential
walking accessibility, we analyzed the real demand in the LMA through a survey
applied to the metropolitan residents in 2017. The results give the real mobility patterns
of residents to various activities, namely health services (in a pre-pandemic period).
The search questioned the following: (i) the place where people seek such service (in
the parish of residence, in the municipality of residence or in another municipality);
(ii) the travel time to the destination; and (iii) the preferred transport mode(s).

The sample attends 111 families with older people that corresponds to 131 individ-
uals over 65 years old. Single-person families (43%) are the most representative type
of family, followed by couples of aged (26%), and other family types (18%), namely
the coexistence of three generations or grandparents living with grandchildren.
Around 63% of these aged families have an average monthly income of up to 1000
euro, 21% between 1000 and 1500 euro, and 17% of more than 1500 euro per month.
About half of the older respondents affirmed to spend less than 30 euros a month on
transport (48%), followed by families with costs between 30 and 60 euros (30%) and
60-150 euros (17%). It is also worth noting that half of the families with older people
do not own any vehicle, 34% have one vehicle, and 15% have two vehicles (although
the possession of vehicles in the family does not necessarily mean that the older
individuals are their users as drivers, but could promote their use as passengers) [24].

Considering only individuals aged 65 or over (Table 2), it was observed that the
demand for primary healthcare service is mainly based on short-term trips up to
15 minutes (60%), with a still relevant proportion of individuals who take 16-30 min-
utes (25%). The short duration of each trip also reflects the proximity to the desired
destination, mostly in the residence parish (50%) or in another parish in the residence
municipality (20%). A fifth of individuals travel to other municipalities, a phenomenon
related to the proximity of health services to other moments of daily life (e.g., proximity
to the workplace, family housing) or personal motivations and taste (e.g., preference for
private services or for a specific doctor). Lastly, the use of individual motorized trans-
port stands out (43%), followed by active modes (walking or cycling) (21%) and public
transport (17%). In the LMA, carrying out short-term trips supported by the use of the
car is observed not only to reach health services, but also to other goods and services and
to school/employment, not only by the olders but also by all communities [23, 28].

Various realities relate the used transport mode to distance-time traveled emerged
(Table 3). More than 4/5 of who use soft modes make short-term trips (up to 15 min-
utes) (87%). On the other hand, individual transport is the choice for short-term
(74%) and medium-term trips duration (20%), that is, between 16 and 30 minutes.

It should be underlined that the higher speed of this mode allows traveling a greater
physical distance in the same period. In turn, those who use public transport are
essentially to carry out medium-term trips (68%), while those who use various modes
of transport are not strongly correlated with one specific time range, except the
emphasis on trips of longer duration (more than 31 min.) (15%), compared with the
other modes. These results are consistent with the general evolution of urban mobility
from the community to metropolis level, increasing the diversity of living areas of
individuals in their daily lives and the distance between the area of residence and such
destinations, and hence arising new challenges related to the services and transporta-
tion planning [12]. An in-depth study differentiating the age of older people could be
necessary to differentiate their needs.
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Time-distance — Surveyed inhabitants with 65 or more years old

Until 15 min. 16 to 30 min. More than 31 min. Total (%)
(%) (%) (%)
Lisbon 68.9 289 0.0 100
& Ring 1
Ring 2 54.5 27.3 9.1 100
Ring 3 43.8 219 15.6 100
Ring 4 75.0 16.7 0.0 100
Total 59.5 252 6.3 100
Location—Surveyed inhabitants with 65 or more years old
Residence Residence Other Total (%)
parish (%) municipality municipalities (%)
(%)
Lisbon 60.0 311 89 100
& Ring 1
Ring 2 40.9 0.0 31.8 100
Ring 3 281 219 375 100
Ring 4 833 83 83 100
Total 49.5 19.8 216 100
Transport mode—Surveyed inhabitants with 65 or more years old
Soft modes (%) Individual Public transport Various Total

transport (%) (%) modes (%) (%)
Lisbon 15.6 46.7 26.7 8.9 100
& Ring 1
Ring 2 18.2 36.4 22.7 136 100
Ring 3 313 344 6.3 15.6 100
Ring 4 16.7 66.7 0.0 16.7 100
Total 20.7 43.2 171 12.6 100

Table 2.

Accessibility patterns to primary healthcare services (USF and UCSP) by older people by LMA ring.

Different dynamics are observed in the demand for primary healthcare service by
LMA’s ring, with a greater similarity between Lisbon & Ring 1 and Ring 4 compared
with what is observed in Ring 2 and Ring 3 (Figure 6). In Lisbon & Ring 1 and Ring
4, there is a predominance of short-term trips/up to 15 minutes and a geographical
proximity between the individuals and the destination (mainly in the parish of resi-
dence), and in the case of Lisbon & Ring 1 to the residence municipality. It is evident
that geographical proximity is not particularly conducive to travel by soft/active
modes, since it predominates the car use and public transport in the central area. This
situation may result from several factors, namely the physical condition of the older
person, the conditions of family support or related with perceptions about themselves
and about the surrounding environment [4, 7, 15]. As a note, within this older people’s
sample, 32% feel healthy, while 38% do not feel healthy (at different levels, but not
discussed in depth in this work). About 48% of the older individuals do not feel safe
to walk or cycle in the residence area (against 25% who assume the opposite), 41%
consider that there is a lot of traffic, and 53% consider that there are high levels of
noise and air pollution in the residence area.
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Until 15 min. 16 to 30 min. More than 31 min. Total (%)
(%) (%) (%)
Soft modes 87.0 13.0 0.0 100
Individual transport 739 19.6 6.5 100
Public transport 211 684 10.5 100
Various modes 61.5 231 154 100
Total 654 277 6.9 100

Table 3.
Time spent vs. transport mode to primary healthcare services by older people in LMA.

Lisbon & Ring 1 Ring 2 Ring 3 Ring 4
Various time-distances Warious time-distances
Short time-distanca travels ranges, emarging the long ranges, emerging the long Short time-distance travels
(69%) travels with more than 30 travels with mare than 30 (75%)
min. {9%) min. (16%)
Hel q Varigus destinatians,
Local (0%) & municipal {31%) Various destinations: local N I A
destinations {40%) & municipality (32%) emerging at(hst;"};?unmpahtms Lacal destinatians {83%])
Individual transport (47%) & Individual transport (36%) & Individual transport (33%) & Individual transport (67%) &
Public transport (27%) Public transport (23%) Soft modes (31%) Variaus transport (17%)
Figure 6.

Synthesis of accessibility patterns to primary healthcave services by older people by LMA ring.

In turn, a greater diversity in the travel tie can be found in Ring 2 and Ring 3, with
considerable proportion of respondents who spend more than 30 minutes looking
for primary healthcare services. This situation is associated with the destinations of
the trip, given the diversity of relevant destinations (parish, municipality, and other
municipalities). Private transport maintains its predominance, complemented by the
use of public transport in Ring 2 and by soft modes in Ring 3.

In this way, focusing on the RQ2, the expectation for an age-friendly environment
related to walking accessibility to primary health services [4, 15, 18-22, 26] is not
fully observed in the behavior of the surveyed population, that is, not everyone seeks
to access the services under study on foot and in a short time. This situation is due
to the combination of several factors, namely the organization of the health system
itself (as some equipment is shared between communities and/or municipalities); to
personal motivations and perceptions (e.g., insecurity feelings in public space); the
physical and mental conditions and level of autonomy of individuals; or the use of
complementary services provided by private or other entities (e.g., social institutions
or local authorities). The differences between rings arise the importance to relate the
results with context indicators of the urban environment in order to identify the main
influencing factors of the emerged results [29].

5. Promoting equity minimizing older’s constraints to health accessibility
in LMA

As it is not efficient to multiply the number of health services and associated
physical and human resources in order to increase proximity to all users, it is essential
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to create complementary responses, prioritizing the most vulnerable users, and
attracting several community stakeholders to the action [21, 22, 23, 45]. This will
minimize risk situations caused by the retraction in the demand for health services
and promote a better health for all.

The constraints to health accessibility by the olders are not a recent concern in the
policy orientations of WHO for Age-friendly Cities [4]. Considering the proposed
checklist for cities in the report “Global Age-friendly Cities: A Guide,” some premises
in the domains of health services and transportation should be implemented. SHAFE
project synthetized similar orientations, highlighting as well the main policy docu-
ments and possible stakeholders at several levels, to promote smart healthy age-
friendly environments [21, 22].

Based on Table 4, it is highlighted the need of a health system with a varied offer
of services, well distributed territorially and that answers to the community’s needs in
the domain of health services. Complementarily, the existence of community support
services is proposed, namely home services, which alleviates the strain on the service
network and promotes better levels of health and well-being for the beneficiaries. On
the other hand, and to promote a high quality transportation and a better accessibility
level to health services, it is proposed the existence of a good public transport system
in terms of affordability, frequency, quality, and comfort of vehicles, territorially
spread and that responds to the major origin-destination needs. Quality of transport
stops and stations is referred as well as they could be the first barrier to use public
transports. As well, community transports are highly pointed to be complementary to
the regular public transport system.

In the Portuguese case, municipalities and local organizations that have more
proximity to the needs of each community have limited intervention to define policies
and get funding to the healthcare model. While the local government involvement in
the health domain is residual, other entities as social institutions and nongovernmen-
tal organizations present a high degree of organization and power, complementing
the public health service [22]. This proves that external stakeholders to the Ministry
of Health with health, social and transportation competences (e.g., local authorities,
nongovernmental organizations, private institutions of social solidarity, transport
operators) are more and more aware of their complementary role in supporting the
proximity health service network and especially the older people as a vulnerable group
with specific needs [21-23, 45]. In this sense, the provision of community support
services has proved to be an asset as a way of bringing services that promote health and
well-being closer to them.

In the Portuguese case, some actions are already in operation, namely tele-con-
sultation, transport adapted to citizens, home deliveries of pharmaceutical or food
products, home support, or even the adaptation of housing infrastructure (first factor
of accessibility limitation) [22]. Specifically to LMA, some examples of recent strate-
gies and/or actions that already exist in the municipalities of the LMA considered
as good practices that complement the primary healthcare service formal structure

should be highlighted.
5.1 Strategic plans oriented toward an healthy and inclusive aging
Assuming that aging is everyone’s business and that the community is the central

place for aging policies, this issue begins to be evident in the design of strategic plans and
measures that promote a more active, healthy, and sustainable aging process. Measures
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Domain age-friendly community and health services

Service accessibility

* Planned distribution of health services and community services in the community/city in complementarity
with the transport network;

Offer of services

* Existence of an adequate diversity of services to the community and health services to promote health and
minimize the disease;

* Availability of home support services in the area of health and personal care suited to the needs of the
community;

Domain age-friendly transportation

Affordability to all older people

* Public transportation affordable to all older people, independently of their income level;
Reliability and frequency

* Public transport reliable and frequent, including at night and at weekends periods;
Travel destinations

* Existence of public transport routes to access to main destinations (e.g., health facilities, green spaces,
commercial areas, etc.) within and between communities/cities;

Age-friendly vehicles / Priority seating

* Infrastructural adaptation of vehicles suited to the physical capabilities of the older people (e.g., accesses,
seats, priority spaces);

Transport stops and stations

* Location of stops and stations suitable for the settlement system, especially considering the older people,
with good safety, cleanliness, and easy access conditions;

Community transport

* Existence of community transport services as a complement to public transport services, resorting to
voluntary work and adapted vehicles.

Table 4.
Checklist for Age-friendly Cities in the domains of Community Services, Health Services, and Transportation.
Source: own elaboration based on [4].

that promote better and easier accessibility of the older people to health services, apply-
ing not only the adaptation of infrastructures, but partnerships with local transport
operators or the creation of innovative and informal responses are already a reality.

One of the examples is the Strategic Plan for Sustainable Aging 2016-2025 (PEES)
of the municipal council of Amadora, which promotes a set of measures in favor
of access and accessibility to health by the older [46]. As part of strategic objective
1 - Promoting safety and physical, psychological, social, and economic integrity
of the older people, measures such as “Ensuring increased accessibility to health
care for people aged 65+ classified with functional limitation/disability” or “Ensure
increased accessibility to healthcare for people aged 65+ enrolled in ACES” stand out.
In strategic objective 4 — Promoting mobility, transport and accessibility with better
personal comfort and safety condition, we underlined measures such as: “Identify
by 2023 public services without accessibility for people with reduced mobility”; “Put
into operation in 6 parishes a door-to-door transport service for citizens with reduced
mobility to travel to public services, health centers and hospitals”; and “Raise public
transport operators’ awareness of the need to create or improve internal circuits in the
county by 2025”.
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5.2 Home-based healthcare or in the proximities

There are several solutions that have brought health services closer to their users.
For example, several health services are carried out through the displacement of
health teams or in which the need for physical displacement is replaced by telehealth
services using several technologies (internet, telephone). Delegation of health ser-
vices competences to other health service providers or partners in the health network
(e.g., vaccination in pharmacies; medical care in municipal facilities or institutions of
social support; home medication delivery) is already a reality in Portugal. Lastly, local
autarchies or institutions of social support also provide health services.

In the period of the Covid-19 pandemic, since 2020, the Lisbon municipal council,
in partnership with the Ministry of Health, has promoted an annual flu vaccination
strategy benefiting around 165,000 olderly people [47]. This initiative is carried out
recurring to mobile health units that travel to the neighborhoods (and, in case of
need, to home), and counts on with the collaboration of other municipal entities,
such as the parish councils and the fire brigades. The objective is to promote vaccina-
tion as a proximity service, preventing people from having to travel to health centers
or other health facilities.

Articulated with ACES Oeiras and Lisboa Ocidental, since 2018, the municipal
council of Oeiras makes available a home medical service—“Doctor at Home” for
people over 65 years old who are beneficiaries of the Special Scheme for Participation
in Medicines, identified according to the average income of households (currently
meets the need of 2316 citizens) [48]. This service includes a specialized assistance
service for triage, medical assistance available 24 hours a day by telephone, and medi-
cal consultations at home.

5.3 Promotion of flexible transport to reach health services

It is not only health services that are becoming increasingly flexible, but also trans-
port responses have seen adapted to needs, especially to serve the most vulnerable
populations and/or territories. In this way, the different levels of accessibility to health
services are no longer such an evident exclusion criterion for the vulnerable fringes of
the population. Improvements on the transport system responding to the older’s needs
in terms of origin-destination, service schedules, adaptation of transport conditions
(e.g., lowered entrances, space for wheelchair) are more and more considered, as
the existence of flexible transport solutions (door-to-door transport, transport on
demand), provided by local authorities, social entities, and transport operators.

In several LMA municipalities, stands out the “Solidarity Transport for the
Olderly” initiative as a way to overcome the difficulties that the older people face in
transport, minimizing situations of isolation, loneliness, and insecurity [49]. One of
the areas where the project is being carried out is in the parish of Carnide, municipal-
ity of Lisbon, where the Parish Council has allied with the Association of Retired,
Pensioners and Olders of Carnide to create a service for residents over 55 years of
age. The destinations are not exclusive to health facilities, but also include commer-
cial areas, green spaces, or any other destination (free of charge within the parish,
scheduled by telephone).

In the municipality of Almada exists the inclusive mobility service “Almada BUS
Satde”. Operating since 2017, it has reached 500,000 users in early 2020, demonstrat-
ing its great utility [50]. With a circular route and without fixed stops, it aims to travel
around the main health facilities in the city of Almada (hospital and health centers)
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and other public services. Beyond that, the vehicles are specially adapted to transport
olderly people and people with reduced mobility.

Lastly, we highlight an equity measure implemented since April 2022 by the
TML - Transportes Metropolitanos de Lisboa (Lisbon Metropolitan Transports), as
the metropolitan transport authority. The TML decided to create a monthly met-
ropolitan public transport pass with equal cost for all individuals (40 euros), inde-
pendently of their origin destinations or the transportation modes, with particular
adding benefits for specific groups as olders and students, giving a discount of 50% of
the monthly cost to these groups [51].

Responding to RQ3, with this small set of examples (among many others already
systematized), it is possible to observe the existence of a great diversity of solutions
that promote equity in access to PHS in the LMA. The vast majority of the solutions
observed are dynamized at the local/community level by different stakeholders. The
solutions identified are at the level of policy instruments that frame the studied chal-
lenge, but also in the areas of health services and transport. This verification is in line
with the theory principles promoting an age-friendly, healthy, inclusive, and sustain-
able environment considering multisectoral and multilevel approaches and calling on
the various community stakeholders to actively participate in the solutions for more
equitable communities and metropolises.

6. Final conclusions

This chapter discussed the walking accessibility to primary healthcare by the
olders in Lisbon Metropolitan Area (LMA), Portugal, and its contribution for age-
friendly environments as a factor of inequity, based on three research questions to
which an answer is now given.

Since the health and transport networks are directly related to the LM A’ radio-
concentric urbanization pattern, metropolitan rings also differentiate the levels of
walking accessibility to primary health services. The management of services is essen-
tially anchored in the criterion of the population served by equipment (as a way of
maintaining its efficiency in terms of human and financial resources). Thus, denser
areas register a network of health facilities with a greater number of equipment and
proximity to each other (improving the walking accessibility level), while less dense
areas and more dispersed occupation generate greater service catchment area, and
hence greater distance between the user and the equipment by part of the popula-
tion, affecting distance and distance-time measures. Hence, this relation between
the health, settlement, and transport networks generates differentiated accessibility
levels to healthcare, creating a situation of inequity within the metropolis.

As expected for age-friendly territories, generally, the demand for primary health
services takes place through short-term travel. However, such distance time is par-
tially solved through individual motorized modes, in contrast to the proposed modes
(walking and public transport). This phenomenon may result from the combination
of several factors that require in-depth study (inexistence of public transport? fear of
walking? the service is too far? resorting to the family for travel?). Here, there were
also different behaviors between the metropolitan rings, highlighting the influence of
the characteristics of the health and transport networks in the individuals choices.

Finally, consistently with the guidelines of UN and WHO for age-friendly envi-
ronments, it is possible to see in LMA the existence of some strategies, from local
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to metropolitan level, which complement the limitations of primary health services
access by older. Such guidelines are evident (i) in strategic plans (in a top-down
orientation); (ii) in the provision of health services at home or in areas closer to users
promoted by local authorities, social partners, or other health service providers; and
(iii) in flexible, affordable, and adapted transport strategies (both in a bottom-up
orientation). These types of initiatives are minimizing inequity situations within and
among the LMA’s communities.

The usefulness of this work is centered on three aspects: (1) effectiveness of the
relationship between the theory relating to the construction of age-friendly envi-
ronments and a methodology for evaluating situations of inequity in the metropoli-
tan context centered on the principle of accessibility to primary health services; (2)
possibility of methodological replication over time for this case study and/or for
other territories and services; and (3) production of knowledge to support policy
decision in the area of urban planning, and in particular in the fields of health and
transportation, with utility at local, municipal, and metropolitan/regional levels,
promoting a multisectoral and multilevel approaches. However, some limita-
tions should be acknowledge, as the results are very dependent on the quality and
timeliness of the data. For example, in this case, demographic data on the statisti-
cal subsection (the Portuguese smallest territorial unit possible) date from 2011,
due to the unavailability of data from the 2021 Census until now. This generates
possible discrepancies between what was elaborated and the reality, especially in
areas of intense new urbanization or areas that are facing population losses. The
same applies to the high variability of the organization of health services, with
constant restructuring in terms of the equipment physical location and provided
services, which can also generate outdated readings. Finally, in order to bring the
analysis even closer to reality, the service areas in terms of served parishes of each
equipment defined by law should be taken into account, implying an equipment-to-
equipment methodological replication.

Hence, the multisectoral reading relating health services and transportation; the
combination between the potential accessibility levels to primary health services
based on modeling (representing the network supply) and the real behaviors of the
older people (as the demand); and the identification of complementary solutions
allow us to discuss the accessibility level to primary health services in a more comple-
mented approach. This will better support the urban planning strategies and instru-
ments toward more age-friendly, healthy, and inclusive environments; to a more
competitive, social and territorial cohesive territories, and lastly, to more equitable
communities and metropolitan areas.
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Chapter 5

Older Persons, Digital Products,
and Standards: The Need for
Consumer Protection and Support
for Continuous Learning of Older
Persons

Raymond Saner

Abstract

This chapter addresses the need to help older persons adjust to the digital age and
describes major challenges that aging persons as well as persons of all ages have to face
in light of today’s virtual realities. The author proposes how to best facilitate and sup-
port older persons coping strategies and how they can obtain and maintain adequate
digital literacy and ability to use existing digital resources. The chapter describes the
hidden costs of the digital age for older persons and offers six solutions to how these
digital challenges could best be overcome from individual, social, and public policy
perspectives.

Keywords: digital literacy, older persons’ digital challenges, individual coping
strategies, community resources, public policy to protect older persons’ privacy,
and digital competencies

1. Introduction

Human societies have seen an unprecedented age bonus because of the extended
life expectancy now reaching 80 years or higher in many developed economies. The
number of people who are older than 60 years of age reached 901 million in 2015
representing 12.3% of the total world population. By 2050, it is forecasted that this
number will reach 2.09 billion worldwide. For example, in the United States, adults
over 65 will outnumber children by 2030, and in Japan, more than 40% of the country
will be over 65 by 2060 [1]. This development has changed the demographic distribu-
tion of populations and the demand patterns for public services and resource alloca-
tion. An important factor greatly impacting these shifts is advances in technology,
which has escalated during the COVID-19 pandemic.

With aging populations, there is a growing demand for technologies to better
meet the needs of older persons [1, 2]. Information and communication technolo-
gies (ICTs) have the extraordinary potential to respond to the demands of this
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demographic shift and meet the challenges of a shrinking workforce, as well as
improving healthcare and caregiving for older persons. For instance, a sizeable
minority of mid-life and older Americans are using ICT devices to manage medical
care [3],' Artificial Intelligence [4], and Big Data [5]. Drones and robotics and other
game-changing technologies are already being harnessed to improve the lives of older
persons [4]. For instance, drones are being tested by Japanese farmers, many of whom
are older persons, to ease the burden and enhance productivity of applying pesticides
and fertilizers on crops. Hi-tech drones come to the aid of Japan’s aging farmers [6].

At the same time, there are also key challenges that need to be addressed, privacy
and security remain a challenge for older Americans: Just under 18 percent of 50+
adults are confident about their data privacy, but many do not take proactive steps,
including passcodes and two-factor authentication, to secure their data [3] including
accessibility of these technologies and digital skills for older persons. For example,
older Americans are more likely to have access to technology such as desktops and
feature phones. Only a small percentage of the 50+ market has access to and adopts
recent technologies, including wearables and home assistants [7]. Older Americans
are generally less connected than younger persons, including the so-called “digital
natives” who have grown up with these technologies [8]. In addition, stereotypes need
to be overcome about older persons’ disinterest and lack of capacity for digital skills
and tech entrepreneurship and there are also instances of exploitation of older people
as consumers online [9].

The Decade of Healthy Aging (2020-2030) launched by the WHO? and the United
Nations and the 2030 Agenda with its 17 Sustainable Development Goals (SDGs)?
provide strong support for all stakeholders—governments, private sector, and civil
society—to commit to policies, regulations, and activities, which can reduce if not
push back the still prevalent impact of ageism. The most recent report of the UN
Secretary-General of 7th July 2022 takes an additional step and focuses directly on the
impact of digital technologies on global aging.*

1.1 Methodology

The author’ research question pertains to the query as to how much digitalization
impacts the lives of older persons. The research method used was literature reviews of
key documents published by relevant international and normative organizations such
as the World Health Organization, the United Nations General Assembly, and the UN
Secretary General’s Office.

2. Challenges of the digital area for all ages
Thanks to the multitude of ICT products (internet, mobile phone, and smart-

phone) and social media, people, in general, are able to nonstop watch and participate
in various forms of webinars, as well as make e-phone calls, send text messages, surf

1 https://dewikipedia.org/wiki/American_Association_of_Retired_Persons

% (https://cdnwho.int/media/docs/default-source/decade-of-healthy-ageing/final-decade-proposal/
decade-proposal-final-apr2020-en.pdf?sfvrsn=b4b75ebc_25&download=true

? https://sdgs.un.org/goals + https://enwikipedia.org/wiki/List_of_Sustainable_Development_
Goal_targets_and_indicators).

4 file:///C:/Users/Saner/Downloads/A_77_134-EN.pdf
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the Internet, download apps, and use the built-in camera function to take pictures
and share notices via Facebook, Twitter, Instagram, and other devices.

However, standards that are the basis for all these AI-ICT digital products also
have a hidden cost. The e-devices are based on industry standards embedded and
hidden in the ICT devices, which we are using. Using these devices means accepting
the many requirements of these ICT products. Knowing how these standards influ-
ence our behavior, thinking, and emotions is not possible for most people, whether
young or old.

For instance, while wanting to benefit from the opportunities, which modern ICT
methods offer, a consumer will not know how the computer chips function and how
they are applied, for instance, through blockchains that are used to control and block
payment systems or production processes of supply and value chains.

The user of modern ICT tools knows that he/she cannot control the ICT product
that he/she is using since understanding how they operate would require technical
know-how, which most users today do not have. Hence, we benefit from the fascinat-
ing access to a technological product like one based on virtual reality provided we
accept the rules given by the programmers and chip engineers.

In other words, we are surfing a digital wave that can take us far into the imaginary
sea as long as we do not forget that digital surfing does not depend on our physical
strengths but only on our ability to click on the keyboard and navigate the given
binary options of the digital game.

Being bound by a given digital program gives us an imaginary sense of freedom
when in fact we are only free to click and choose the given options provided by the
digital program. These invisible limitations can be compared to the legend of the
Procrustean bed of Greek mythology.

Procrustes “the stretcher [who hammers out the metal]” was a rogue smith and
bandit from Attica, ancient Greece, who attacked people by stretching them or
cutting off their legs, so as to force them to fit the size of an iron bed.” The word
“Procrustean” is thus used to describe situations where an arbitrary standard is used
to measure success, while completely disregarding obvious harm that results from the
effort. Like the victims of Procrustes, we get similarly stretched by digital products
and standards, albeit mentally (not physically), when we agree to participate in
virtual conferences based on virtual tools such as Zoom, Cisco WebEx, Team Viewer,
GoToMeeting, and others which structure our human interactions according to rules,
which the users cannot change.

3. Being captured by virtual reality restricts people’s freedom to interact
with other human beings

One aspect of a virtual conference is that, as users/customers, we get captured
to be part of this virtual world but once captured, we get “chopped” to placein a
Procrustean manner meaning, you have to fit in or better comply with the standard,
which for instance can put a participant into virtual rooms or be removed from
participation by the zoom host.

The sophisticated programs and standards of virtual devices can be useful; for
instance, a participant of a zoom conference can be assigned to a zoom room where

> https://enwikipedia.org/wiki/Procrustes
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he/she can talk to other participants as if in physical proximity even though they
might be physically far apart from each other.

Having been several times in the role of a host of a webinar (called a “zoom mas-
ter”) who runs the flow of a webinar’s meeting, I also discovered the power of control
over the interactions between zoom participants. For instance, as zoom master, I can
mute or unmute people who are participating in my virtual webinar. I can also tell
them that attendees can use the chat option and submit questions for the speakers,
and further, I can decide whether or not to forward those questions to the speakers or
block the questions from reaching them.

Another impact of virtual conferencing is that days blend into each other.
Workdays start to be like weekend days and vice versus, and distances are reduced to
fake proximity. A person from Zambia and another one living in Brazil are equally
present during a webinar as if they were living in the city where I am living and work-
ing as well.

The sudden closeness when a zoom participant is assigned to a virtual zoom room
is fascinating from a technology point of view and at the same time worrisome,
reminding us of another Greek mythology namely that of Scylla and Charybdis [10]
who were according to the legendary Greek author Homer are mythical sea monsters
located at opposite sides of the Strait of Messina between Sicily and Calabria, on the
Italian mainland.® Scylla was described as a rock shoal (described as a six-headed sea
monster) located on the Calabrian side of the strait, and Charybdis was a whirlpool
off the coast of Sicily. Scylla would grab passing ships with her many arms and devour
them, while Charybdis, by creating a whirlpool, would suck passing ships into the
centripetal stream of its whirlpool waters [11].

The two monsters were regarded as maritime hazards located close enough to
each other that they posed an inescapable threat to passing ships and sailors; avoiding
Charybdis might lead a passing ship to end up too close to Scylla and vice versa [11].

We could be drawn into a whirlpool of a multitude of digital programs and hence
of hidden standards without noticing that our freedom of movement is being struc-
tured by these often invisible electronic structures of the programmer, which capture
our attention but then keep us seduced and turned into addicted consumers.

The Scylla experience could come about through the use of multiple apps, which
all seem interesting and important at the beginning but which might lose usefulness,
and if not “cut off” (meaning deleted) could block a lot of memory on our mobile
phone and at worst leading to a paralysis of our computer or mobile device.

Installing many apps can also give us a false sense of autonomy and independence
when in reality the logic of these apps makes us forget that we are “stretched on the
bed of Procrustes” and are not free anymore to just walk away. The apps’ standards
that help us access data and people through virtual realities also limit our ability to
freely interact with others through physical closeness and hence make us interact with
each other through a filter of quasi reality, sometimes blending physical presence
with fake reality depending on what additional apps are being blended into a virtual
interaction.

Becoming dependent on the use of apps and Internet conferencing tools such as
zoom, Webex, and GoToMeeting, a zoom master can make us lose a sense of time and
give us the impression that we lost the freedom to stop the seemingly forever stream
of virtual realities. Such a sense of losing reality can come about when people spend
too many hours watching and interacting in virtual realities, making our awareness

® https://enwikipedia.org/wiki/Between_Scylla_and_Charybdis
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become nonlinear and malleable like Salvador Dali’s surrealistic artwork, evident in
his/her famous painting of a melting watch.

4. Digital realities increase the risk of isolation and loneliness in older
persons

The following findings emerged from the literature review. Digitalization forces
older persons to cope with multiple challenges. The first challenge can be a sense of
loneliness. With growing age, older persons inevitably lose relatives and friends who
die away, and they also lose the sense of family when their children leave and move to
their own residences. Resulting loneliness can further deepen, should their neighbor-
hood also change due to urban renewal projects and relocation of neighbors, causing
loss of social networks, in addition to family ties.

Such losses due to the natural life cycle shrink older persons’ psychological living
space and exacerbate a sense of isolation, loneliness, and abandonment. This deepens
if older persons themselves are forced to move, but cannot find adequate housing,
because of financial hardships [12].

A second challenge for older persons, which accelerated due to the impact of the
COVID-19 pandemic, is the rapid migration of traditional services (which are public
and private) to online service provisions. As a result of COVID-19, consumers were
increasingly required to move to using online platforms to fulfill needs, ranging from
buying groceries to doctor appointments. Businesses also turned to digital tools in
new ways and fast food restaurants created “ghost kitchens” devoted solely to fulfill-
ing online delivery orders [13].

At the same time, public services are also increasingly moving online, for instance,
citizens’ inquiries and requests for information concerning social security, water and
sanitation, electricity, security, and other public services necessary for maintain-
ing daily life. As a consequence, smartphones are needed to call and navigate public
administration’s webpages and automated general information services.

Older persons with only partial or minimal digital literacy are hence rendered
dependent on others to do these necessary online interactions. If alone, or without fam-
ily, older persons depend on social services, charities, aides, or neighbors to help them
meet their simplest needs, and navigate through the rapidly changing digital world.

For those older persons who have only basic digital skills, their need and wish to
be in touch with other people through digital means could increasingly put them at
risk of being misled by criminals who use fake news to lead older persons astray in
order to get access to their bank account or information about access to their living
quarters [14].

5. Solutions to fend off the threat of digitally induced powerlessness and
hopelessness of older persons

1. Assisting older persons through training and coaching in digital literacy can
help older people retain a sense of autonomy, which allows them to do necessary
daily life activities, for example, order food, inquire with public authorities, and
remain in contact with others, including loved ones [15]. Research has shown
that such training has a positive impact on older persons (81-85 years of age) as it
increases social networking abilities and reduces loneliness [15].
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2.ICT devices and services are quickly changing due to rapid technological in-

novation and also because of deliberate strategies of companies to increase

their bottom line by making products obsolete and requiring updates and new
purchases, including technology that is incompatible with previous systems.
Older persons do not always have the cognitive bandwidth, emotional patience
or confidence, or financial resources to keep up with changes in digital prod-
ucts, especially when they do not have the necessary support to master the new
devices. Providers of digital products should be required to keep some main ICT
products in service with which older persons are familiar and ICT companies
should abstain from continuous strategies of obsolescence in order to boost
their business.

3.The ICT industry is dominated by an oligopoly of large firms (Microsoft, Apple,

Facebook, and Amazon). Dominant ICT companies can exert inordinate pres-
sure on suppliers and local vendors creating situations of monopsony. Local
competition authorities should do their best to avoid situations where the ICT
market is dominated by monopolies exerting monopsony influence on local
providers leading to price increases and supply impasses, which are difficult for
older persons to manage and who might not have financial resources to catch up
with price hikes of the digital equipment they own [16].

4.The development of continuously upgraded new standards and new ICT tech-

nologies should be kept at a level that enables older persons to stay abreast of the
rapid ICT technology changes so that they can still master ICT devices. Older
persons should be given time to learn and update their skills and knowledge of
digital devices at a user-friendly level. This goes hand-in-hand with a general
requirement to have minimal transparency of ICT standards for all customers
independent of their age.

.Opportunities should be created by enterprises and community organiza-

tions for lifelong learning, and gainful participation in the labor market and in
enterprise development during different stages of the life course, including for
older persons beyond their retirement age. Being able to contribute to society
and the economy is a valuable source of keeping high cognitive resilience,
gaining financial revenues to markup pension funds, and supporting a sense
of dignity [17].

6.ICT policy options to enable participation of older persons in society at large.

To strengthen the voice of older persons and to give them a sense of control
over their communications with other people, the following governance
mechanisms should be provided for older persons at global, regional, national,
and subnational levels also for older people from the global south and their
communities namely: Public forums that offer ICT assistance to help older
people cope with ICT devices and communication mechanisms [18]. For
instance, public authorities should monitor older persons’ ability and comfort
when digital means are being used as public communication tools. Opinion
surveys should be organized to keep track of how older people cope with

ICT technologies and how much their digital literacy has evolved in regard

to participation in public forums, discussions, and information sharing in
general.
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5.1 Limitations of this study and future research

This study was based on reviews of documents of key international organizations
such as the WHO and the United Nations. Both international organizations’ docu-
ments are based on extensive empirical research done by experts in the field of aging
in many countries across the globe and are hence a good proxy for relevant empirical
findings. Still, it would be beneficial to conduct further studies to validate the impact
of digitalization as well as the relevance of the solutions proposed in this text.

6. Conclusion

Digital services and their accessibility and coverage should ensure that all persons
who are affected by ICT technologies can enjoy and benefit from the availability of
digital services no matter who, where, and when. This call is especially urgent to
include older persons.

Inclusion of older people in the area of rapid digital development will require
major efforts of stakeholder partnerships by private businesses, philanthropic
organizations, civil society organizations, and governments, especially in resource-
constrained countries and areas: Public spaces need to provide access to the internet
and digital literacy education and training for older persons, as well as for young and
adult persons in developing and least developed countries who remain deprived of
internet access and ICT communication tools.
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Chapter 6

Knowledge of Intergenerational

Contact to Combat Ageism towards
Older People

Alice Nga Lai Kwong

Abstract

Among the multi-dimensional social aspects of aging, intergenerational contacts
and relationships between older and younger people will be the focus of this chap-
ter. Underpinned by a study that sought to address and reduce ageism, this chapter
discusses the respective roles of direct and indirect intergenerational contacts and
their associations with the attitude and prosocial behavior of younger people towards
older people. This chapter aims to provide initial evidence about the related processes,
mechanisms and relationships involving the older individuals and young people
in our society. Valuable insights and synergistic efforts will be provided in how the
governments, schools, private and community groups, and the media will all have
an integral part to play in applying the knowledge of intergenerational contact to
combat ageism towards older people. Future research is needed to better integrate the
processes, mechanisms and changing relationships between generations to serve the
aging population of Hong Kong.

Keywords: ageism, attitude, intergenerational contact and communication, older
people, prosocial behavior

1. Introduction

Accelerated aging of the population is leading to a situation in which older people
will become the largest proportion of the total population in society. Ageism, which is
defined as stereotyping, prejudice and discrimination based on chronological age [1],
has become a pressing issue resulting in an increase in research attention across the
globe. Existing literature has shown that a prejudicial attitude is a significantly strong
predictor of perceived and actual discriminatory behavior directed towards older
people [2, 3]. The World Health Organization Global Report on Ageism, World Health
Organization (WHO), pointed out that one in two people perceive discrimination
against older people in younger people have age discrimination than other age groups
[4]. Intergenerational contact, which has expanded from familial to nonfamilial
relationships between older and younger people, was seen as an effective way to com-
bat ageism. Generally, intergenerational contact includes direct and indirect forms.
Direct intergenerational contact is usually described as face-to-face intergenerational
contact between older and younger people. Indirect intergenerational contact is
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defined as younger people’s contact exposure to older people that does not involve an
actual interaction or a direct relationship [5, 6].

The trends of research into intergenerational contact and research on attitude and
prosocial behavior towards older people were examined. Most of the studies inves-
tigated factors affecting attitude towards older people, and the findings consistently
reported that face-to-face intergenerational contact was associated with positive
outcomes for attitudes towards older people [2, 7-12]. These studies, however,
neglected to examine factors contributing to positive, face-to-face intergenerational
contact. In the research into indirect intergenerational contact, only a few studies
were found to investigate the relationships between indirect contact, attitudes, and
prosocial behavior in the intergenerational context [10, 13, 14]. Yet, the findings were
generally inconsistent. There was also scant research examining the interactions of
different types of intergenerational contact and their impacts on attitudes and proso-
cial behavior towards older people. As a result, the mechanisms by which direct and
indirect intergenerational contact influenced attitude and prosocial behavior towards
older people were not comprehensively described in the existing literature.

Our understanding of factors affecting the quality of intergenerational contact,
the relative importance of different intergenerational contact, and how they inter-
relate was hampered by the lack of a coherent approach to research in this area. To
address this, this chapter discusses the roles of direct and indirect intergenerational
contacts in reducing ageism. First, the author discusses theoretical approaches
underlining intergenerational contact. Second, the author reports a recently com-
pleted study that investigated factors contributing to the quality of intergenerational
contact, and the roles of direct and indirect intergenerational contacts in promoting
young people’ attitudes and prosocial behavior towards older people. Lastly, the
discussion includes recommendations for policies and intergenerational strategies to
reduce ageism.

2. Theoretical approaches to intergenerational contact

As applied to this study, intergenerational contact is defined as the intergroup
contact between older and younger people. There are two primary types of intergen-
erational contact: direct and indirect intergenerational contact.

2.1 Direct intergenerational contact

Direct intergenerational contact, also known as face-to-face intergenerational
contact, occurs in various forms including contact within a family relationship,
friendship or working relationship. It can also take place in intergenerational pro-
grammes supported by authorities [6, 15]. Allport’s Intergroup Contact Theory [16]
explains the psychological process of contact between people from different social
groups causing an in-group person to reduce prejudice against an out-group. It has
been used extensively to study intergroup contact. According to Allport’s theory, four
conditions are essential for positive, direct intergroup contact. When face-to-face
intergroup contact demonstrates an equal status, shares a common goal, maintains a
cooperative interaction and is supported by institutions or authorities, such contact
results in reduced prejudice and discriminatory behavior against outgroup members.

Social Presence Theory [17] emphasizes the importance of an interper-
sonal dimension that plays in face-to-face intergroup contact. It predicates that
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communication media influences people’s impressions of and responses to others
which is essential in developing or maintaining social interaction. According to the
theory, the level of richness of communication media affects that of social presence.
The medium that promotes communication, simultaneous feedback, and a rich
exchange of ideas and information results in a higher level of social presence leading
to a positive face-to-face contact [18]. In other words, intergenerational communica-
tion media, which includes face-to-face contact, telephone conversation and written
and text-based media, is considered the antecedents of the face-to-face intergenera-
tional contact quality.

In the existing literature, face-to-face intergenerational contact was often
assessed, in terms of frequency or quality, by self-reports. For frequency of contact,
young people were asked to indicate how often they had face-to-face contact with
older people. Quality of contact was assessed by young people’s self-reported quality
of face-to-face contact with an older person(s). Previous studies that measured both
frequency and quality of contact consistently found that the quality rather than the
frequency of face-to-face intergenerational contact was associated with significantly
better attitudes among younger people towards older people [8-10].

2.2 Indirect intergenerational contact

There are two major forms of indirect intergenerational contact. Extended inter-
generational contact forms when a younger person knows a friend who has a positive
relationship with an older person [19, 20]. It suggests that a younger person does not
necessarily meet an older individual to gain a positive perception of older people.
Knowledge about a friend’s positive intergenerational contact with an older indi-
vidual is enough for building a positive attitude or prosocial behavior towards older
people. The rationale behind extended intergenerational contact can be explained
by Balance Theory [19]. The theory assumes that people aim to maintain balanced
human relationships and seek ways to resolve the imbalance when it happens. An
imbalanced human relationship occurs when there is a positive relationship between
the individual and the ingroup friend, and between the ingroup and the outgroup
friend, but a negative relationship between the individual and the outgroup. Asa
result, to maintain harmonious human relationships, individuals try to improve their
attitude towards the out-group. Applied to this paper, when a younger person receives
extended intergenerational contact by learning about a positive relationship between
his or her friend and an older individual, the younger person tends to gain a positive
attitude towards older people. Previous studies assessed extended intergenerational
contact by asking young people to indicate how many of their close friends had a
positive relationship with older person(s). The more friends have a positive relation-
ship with an older individual that a younger person recognized, the more extended
intergenerational contact would be experienced by him or her.

Another form of indirect intergenerational contact is called vicarious intergen-
erational contact. It occurs when a younger person observes a younger person, a
member of the same social group, having positive, intergroup contact with an older
individual [6]. Theoretically, this contact involves a process of observational learning
and abstract modeling. Through observational learning, a younger person observes
others and receives information about social norms of an intergenerational contact
between older and younger people. Further, a younger person is facilitated to behave
similarly to those being observed. Abstract modeling takes place when an individual
applies attitudes and behaviors learned from the observation of others to similar
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contexts involving older and younger people [20]. Vicarious intergenerational contact
can be depicted in various forms of media containing a story about an intergenera-
tional interaction that is described by words or images and takes forms such as books,
newspapers, television, radio programmes and social media.

General Learning Model, developed by Buckley and Anderson [21], is the primary
psychological theory of learning used to explain the effect of media on prosocial
behavior. It shares a similar theoretical mechanism with that of vicarious intergen-
erational contact. Like the mechanism of General Learning Model that emphasizes
the influence of observation that fosters a learning counter, vicarious intergroup
contact creates a vicarious learning encounter through the observation of a successful
intergroup interaction and thus observers model their thoughts or behaviors based
on these observations [22]. In addition, both General Learning Model and vicarious
intergenerational contact influence the individual’s behavior towards strangers, rather
than towards family members or friends. In other words, older and younger people do
not have a genuine relationship in vicarious intergenerational contact. When General
Learning Model is applied to this paper, a younger person who observes a character,
who positively interacts with an older individual in a media outlet such as television or
printed material, the younger person will be more likely to develop similar thoughts
and attitudes and to engage in similar behaviors towards older people in an authentic
environment. To assess young people’s exposure to vicarious intergenerational contact
depicted in the media, participants in previous studies were asked to indicate, in
terms of frequency, how often they had seen any positive interaction between older
and younger people via different occasions. A higher frequency meant more vicarious
intergenerational contact received by younger people.

3. Study

A recently completed study by the author provides new evidence about the effects
of direct and indirect intergenerational contact on young people’s attitudes, prosocial
intentions and prosocial behaviors towards older people. A cross-sectional study
of 467 young Chinese people aged between 15 and 24 years was conducted in Hong
Kong in 2020. Participants responded to an online questionnaire regarding their
experiences of intergenerational contact with older people, as well as their perceived
attitude, prosocial intention and prosocial behavior towards older people. In particu-
lar, the study addressed two research questions:

* what were the factors contributing to the quality of intergenerational contact
from the perspectives of younger people?

* what were the respective roles of face-to-face, extended and vicarious intergen-
erational contact in influencing young people’s attitudes and prosocial behavior
towards older people?

Several dependent variables were measured. Kogan’s Attitude towards older people
scale [23] was used to assess participants’ perceived attitude towards older people.
The potential total score ranged from 34 to 238, with a higher score indicating a more
positive attitude towards older people. Perceived prosocial intention towards older
people was assessed by the Hong Kong version of the Prosocial Tendencies Measure
[24] and the total score was derived as the summation of all the item scores which
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ranged from 24 to 120. A higher score implied more prosocial behavioral intentions.
In addition, a context-specific, five-statement prosocial intention scale that was
originally developed by Bousfield and Hutchison [8] was used. The total prosocial
intention score ranged from 5 to 25 with a higher score representing more prosocial
intention towards older people. Modified from existing research [8, 25], the measure-
ment for prosocial behavior included five situations involving older people. Young
people were asked to indicate how often they exhibited prosocial behaviors towards
older people on a five-point scale ranging from ‘never’ to ‘always’ in the five situa-
tions. The overall prosocial behavior score was derived as the summation of all the
item scores that ranged from 4 to 20. A higher score implied more prosocial behavior
towards older people.

3.1 Factors contributing to quality of intergenerational contact

Based on Allport’s Intergroup Contact Theory [16], the conditions for facilitating
quality intergenerational contact should include equal status, intergroup coopera-
tion, shared goals and institutional support. As existing literature that tested the
associations between these conditions and the quality of intergenerational contact
was limited, the study attempted to investigate these associations. Younger people in
the study were asked to indicate their perceptions of equal intergenerational status,
intergenerational cooperation and shared goals during their face-to-face contact with
older people. The results showed that younger people who perceived higher levels
of equal status in face-to-face intergenerational contact were more likely to report a
higher quality of face-to-face contact with older people. The study also examined the
types of intergenerational communication media that were associated with young
people’s perception of the quality of face-to-face intergenerational contact. Younger
people in the study estimated how often they had used each of three media categories
of phone contact, social-networking platforms (e.g. WhatsApp), and paper-based
media (e.g. letters) to communicate with older people. The results showed that phone
contact was the most significant factor associated with better quality of face-to-face
intergenerational contact while social-networking platforms and paper-based media
were not. Younger people who had more phone contact with older people, they were
more likely to report a higher quality of face-to-face contact with older people. The
full results of the study have been reported in [26].

3.2 Roles of direct and indirect intergenerational contact in influencing attitude
and prosocial behavior towards older people

Before analyses were conducted to test whether face-to-face, extended and vicari-
ous intergenerational contact significantly contributed independently to a positive
attitude towards older people, the study tested the relationship between attitude,
prosocial intention and prosocial behavior towards older people and the results
confirmed that prosocial intention mediated the relationship between attitude and
prosocial behavior towards older people. Therefore, when young people displayed a
positive attitude towards older people, they were more likely to engage in prosocial
intention and further, prosocial behavior towards older people.

Regarding the roles of different types of intergenerational contact, the present
study showed that the quality of face-to-face intergenerational contact was the stron-
gest contribution to attitude towards older people, followed by vicarious intergenera-
tional contact in the complete sample. However, extended intergenerational contact
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was not significantly associated with attitude towards older people in the complete
sample. Further, the results demonstrated that the strengths of direct and indirect
contact relationships differed in people having high and low levels of face-to-face con-
tact frequency. For young people having more face-to-face contact with older people,
quality of face-to-face intergenerational contact and vicarious intergenerational
contact were significantly associated with a better attitude towards older people, with
quality of face-to-face contact being the strongest correlate. For young people hav-
ing less or absent face-to-face contact with older people, vicarious intergenerational
contact became the strongest contribution to a positive attitude towards older people,
followed by face-to-face intergenerational contact and extended intergenerational
contact. Details of the study results were published elsewhere [27].

4. Theoretical implications
4.1 Intergenerational engagement in face-to-face contact

Young Chinese people in this study had a strong desire for equal intergenerational
status in face-to-face contact with older people, while they had relatively less concern
about intergroup cooperation and shared goals. The findings affirm that cultural
principles play an important role in intergenerational relationships. In Chinese
societies, the traditional values of filial piety have empowered older people to engage
in a hierarchically intergenerational relationship with younger people characterized
as engaging in non-accommodative behaviors and communicating in an inappropri-
ate manner, such as talking down to young people, providing unsolicited advice and
negatively stereotyping young people. Therefore, young Chinese people may perceive
an unequal status in face-to-face intergenerational contact and describe older people
as non-listening, complaining, disapproving, over-parenting and bossy [28]. There
is evidence of young people who perceived older people as unaccommodating and
displaying a negative attitude towards older people [29]. Therefore, the typical
expression of age-based norm of filial piety in Chinese culture may explain the results
of the study in that young Hong Kong Chinese who recognized equal status in their
face-to-face contact with older people perceived this contact as higher in quality.

4.2 Intergenerational communication media

Nowadays, social-networking platforms have become the most frequent commu-
nication medium which is regarded as a replacement for traditional communications
among younger people. From the perspectives of older people, however, telephone
remains the preferred medium to stay in contact with others. On the one hand, com-
pared to younger people, older people are slow to accept and adapt to technology as they
have relatively lower Internet self-efficacy in terms of perceived ease of use, perceived
quality and accessibility of technology. They generally lack confidence and are less
inclined towards new communication technologies. Thus, they have lower behavioral
intentions towards technology [30, 31]. On the other hand, existing literature demon-
strates that older people value deeper and more thoughtful communication via phone
[32, 33]. Compared to social-networking platforms, phone contact produces a higher
level of social presence which is essential for developing or maintaining social interac-
tion. It is obvious that the use of communication media by young people to maintain
relationships with older people is likely to manifest in different ways. The findings of the
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study suggested that young people who were willing to communicate via the medium
preferred by older people (i.e. by phone) reported a better quality of face-to-face

contact with older people compared to those who used other communication media.
4.3 Strengths of direct and indirect intergenerational contact

Of all hypothesized factors, quality of face-to-face contact had the strongest
association with a positive attitude towards older people. As in the present study, most
intergenerational contacts stemmed from family relations, we could hypothesize that
frequent face-to-face contact with an older family member was not positively linked to
attitude towards older people from the perspective of young Hong Kong Chinese. The
present findings reflect that the cultural norm of intergenerational solidarity, which is
associated with intergenerational closeness and contact, is weakening in Hong Kong
Chinese societies. Traditionally, intergenerational closeness and contact are not exclu-
sive, but have interacting effects, in Chinese families [34, 35]. However, the actualiza-
tion of intergenerational solidarity has been challenged in Chinese societies. Young
Chinese people have become more influenced by the Western culture of individualism
focusing on independence, self-reliance and self-fulfillment, which contradicted the
traditional norm of authoritarian filial piety in Chinese culture [36]. From the per-
spective of young people, older people belong to a different generation and have quite
different living circumstances, interests and beliefs. Consequently, contact experiences
are not always positive in Chinese multigenerational families [37, 38]. It is therefore not
surprising that the present study found no relationship between frequency of inter-
generational contact and attitude towards older people in the Chinese context. These
findings are in line with a recent study showing that intergenerational co-residence
is not significantly linked to a higher quality of life for Chinese older people [39]. The
transformation of family intergenerational contact suggests the need to look beyond
traditional models to understand family intergenerational relationships in the chang-
ing contexts of Chinese societies.

The study proved that indirect intergenerational contact was a significant cor-
relate of positive attitude towards older people, but it had a weaker effect than direct
contact. While 91% of younger people in the study had face-to-face contact with older
people, one plausible explanation was that young people having positive face-to-face
contact already had a positive attitude towards older people. Hence, their attitude
towards older people was not influenced further by indirect contact. Additionally,
scholars suggested that people depended on direct, rather than indirect, contact to
determine their attitude towards outgroup people [19]. As a result, when there was
face-to-face intergenerational contact, indirect intergenerational contact produced
little added effects on attitude towards older people.

This was the first study to prove that vicarious intergenerational contact was the
strongest contribution to a positive attitude towards older people when young people’s
face-to-face contact frequency with older people was low. In other words, vicarious
intergenerational contact could positively promote young people’s perceived attitude
and prosocial behavior towards older people. Findings shed light on linking media,
depicting vicarious contact to attitude and prosocial behavior in the intergenerational
context that has reinforced the power of communication media in reducing ageism.
Yet, the existing literature consistently shows that older people remain negatively
represented in the media. Since media portrayal reflects a society’s values and culture,
negative media portrayal could be an indicator of the general negative perception of
older people within a society. Younger people’s negative perception of older people
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and their relation of older people to physical limitations are partly due to the negative
media portrayals of older people [40]. Particularly, Prieler et al. [41] assert that the
public perception of older people is negative in east asian countries and communities,
as evidenced in visual media. They analyzed television advertisements from Hong
Kong, Japan, and South Korea to determine their representations of older people in
terms of numerical representations, roles, social interactions, settings and product
categories. The analyses showed that older people were underrepresented in televi-
sion advertisements. Although the author’s study has confirmed that media-based
vicarious intergenerational contact can positively influence younger people’s attitude
and prosocial behavior towards older people, the overall results of those media-based
vicarious intergenerational programmes are still unknown. It is important to explore
the impact of those programmes on ageism reduction in future research.

The study confirmed that extended intergenerational contact was significant only
in younger people reporting less or absent face-to-face contact. The plausible explana-
tion of why extended contact did not produce a significant effect on attitude relates
to the phenomenon of transitivity, which refers to participants’ ability to recognize
the complex relationships embedded in extended contact. The definition of extended
intergroup contact emphasizes the components of two relationships that involve a
direct relationship between an individual and their in-group friend, and an existing
extended relationship between an ingroup friend and an in-group friend’s out-group
friend [42]. Hence, the report of extended contact involves a two-step thinking pro-
cess. Younger people needed to identify the relationship with their in-group friends
(known as the direct relationship), and then, determined whether these ingroup
friends had positive contact with older people (known as the extended relationship)
[19, 42]. Because of the complex thinking process, younger people might provide
inaccurate information about their extended contact. They might have underesti-
mated or overestimated their extended intergenerational contact. Future research
should re-visit the operational definitions of extended intergenerational contact in
a more systematic manner to ensure that the measurements of direct relationship
quantity and extended relationship closeness are taken into consideration.

5. Implications for policy and practice

To combat ageism, scholars have consistently shared the same views on encourag-
ing policies that foster intergenerational connections with different sectors working
together to eliminate prejudice and discrimination against older people [43, 44].
While there is a lack of a research-based approach for policy design to address
the complexity of intergenerational practices, serious effort needs to be put into
understanding intergenerational needs and promoting quality intergenerational
connections, that is intergenerational solidarity, between older and younger people at
distinct levels in Hong Kong.

5.1 Intergenerational contact in the family context

The present study showed that young people’s most frequent contact with older
people was via a grandparent or parent. Therefore, the family remains the primary
source of intergenerational contact in Hong Kong. In recent decades, the family has
been remarkably changing in terms of its structure, functioning, living arrangements
and intergenerational relationships. On the one hand, social phenomenon such as
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delayed childbearing, grandparent-parent-grandchildren bonding sandwich families
and older people living longer have widened the age gap between generations. On the
other hand, complex family relationships such as divorce and remarriage have weak-
ened family support for younger and older members of a family. Due to these evolving
family trends, new directions for the development and implementation of family
policies should have been formulated accordingly [45]. However, there is still marked
asymmetry in the family-friendly policies implemented in Hong Kong with more
support and practices provided to families having young children. For example, many
companies and industries allow flexible working hours for taking care of children,
offer subsidies for childcare and provide access to child-care facilities in the workplace.
While elder-family policies related to intergenerational solidarity focus more on care-
giving for aging parents, there is a lack of policy support for building positive familial
intergenerational relationships and promoting the quality of familial intergenerational
contact. To promote familial relationships in families with older people, future family
policies should consider unique features that shape the new familial intergenerational
ties and integrate views and perspectives from younger and older generations into the
family. Also, future research is critical to illuminate these issues.

5.2 Integrational contact in the institutional context

Efforts to promote intergenerational contact have expanded from familial to
nonfamilial relationships between older and younger people. While intergenerational
programming is the instrument for policy enfolding intergenerational practice, effec-
tive intergenerational programmes, which are diverse and appear in various forms,
can inform theoretical and evidence-based policies. The development of intergen-
erational programmes requires partnerships between government, non-government
organizations, employers, and academia for promoting opportunities for quality
intergenerational contact between older and younger generations [44].

To reduce ageism among younger generations, there are some things that key
partners and relevant stakeholders might do to advance policy and practice in
intergenerational programmes. First, face-to-face and vicarious intergenerational
contact can be implemented together in intergenerational programmes to effectively
reduce ageism. Vicarious intergenerational contact, which serves to be a facilitating
component of an integrated intervention package, can be implemented before the
actual face-to-face intergenerational contact occurs. Such intervention may reduce
intergroup anxiety and produce lower stress responses when young people have
face-to-face contact with older people. Further, an intergenerational programme
should explicitly involve an equal intergenerational relationship that can be achieved
by the exchange of knowledge, skills, values, and resources to promote reciprocal
support and respectful collaboration between older and younger people [46]. Kessler
and Staudinger [47] suggested that an intergenerational programme should activate
generativity in older people and identity formation in young people in order to form
an equal intergenerational status. For instance, an intergenerational programme
includes two collaborative tasks involving work on a life problem that assigns the
status of ‘expert’ to older people and work on a fictitious media problem that assigns
the status of ‘expert’ to young people. As a result, such an approach facilitates the
generativity in older people and identity formation in younger people in a way that
older and younger people are given opportunities to equally receive and contribute to
topics that they value leading to the development of equal intergenerational status in
face-to-face contact.
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5.3 Integrational contact in the societal context

Intergenerational programmes can transfer intergenerational solidarity from an
institutional to a societal setting. On the one hand, the social ties formed between
older and younger people in intergenerational programmes can be part of their infor-
mal social networks in the community [48]. On the other hand, equally exchanged
knowledge, skills, values, traditions, resources, insights, reciprocal support and
respectful collaboration gained from intergenerational programmes can facilitate a
process of capital exchange in society [44, 46].

To ensure intergenerational solidarity is sustained in the wider community, inter-
generational integration is the key, meaning that integration of the child/youth- and
elder-oriented initiatives that involve community-wide and multi-sector efforts are
required at the societal level. Through efficient and flexible uses of physical facilities,
and through social mobilization of resources to simultaneously cater for the physical
and social needs of older and younger generations, intergenerational integration helps
to create social capital in an inclusive community [44, 49]. There is a wide range of
innovative, practical examples of intergenerational integration. Schools, for example,
can serve as community centres that offer programmes and meal services for older
people during after-school hours. Similarly, senior centres can provide after-school
activities for youths [46, 49]. Additionally, a multi-generational community centre
that combines services for older and younger people can create natural opportunities
for bringing older and younger generations together to promote spontaneous inter-
generational interactions and bridge diverse intergenerational experiences.

The new evidence about the significant role of vicarious intergenerational contact
in promoting a positive attitude towards older people among younger people provides
insights into building mass media influence to combat ageism. Mass media, includ-
ing news, television, radio and social media is one of the most powerful sources of
influence on many public health issues, effectively sending information to a vast
audience. A growing of initiatives has been observed on the impact of the media on
increasing people’s awareness and knowledge, and on the media’s ability to change
attitudes, social norms, and behaviors regarding public health issues. In the recent
decade, social media has largely replaced the traditional mass media such as televi-
sion or newspapers in the younger generation. Therefore, vicarious intergenerational
contact should be recognized and publicized through social media to reduce ageism.
The content of vicarious intergenerational contact should explicitly feature an equal
status in the interaction between older and younger people.

6. Strengths and limitations of the study

There are a few strengths of the presently reported study. It examined potential
variables contributing to the quality of face-to-face intergenerational contact that has
been largely neglected in previous researches. These variables include aspects of inter-
generational engagement and intergenerational communication media. Further, the
present study has addressed the limitations of previous research regarding sampling.
Previous studies on intergenerational contact adopted a homogenous sample, with
participants being recruited from one study site only. Also, the study focused on the
general, younger population, recruiting young people from different backgrounds.
Thus, it offers a more heterogeneous and representative sample as compared to those
of previous studies.
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The present study has identified some limitations. First, the sample was predomi-
nantly female (66.6%), which may limit the generalizability of the findings. Second,
the study relied on participant reports rather than observation of actual prosocial
behavior. As self-reported data are susceptible to recall bias and social desirability
bias, there may be discrepancies between self-reported and actual prosocial behavior.
Finally, some variables were measured by single items. A single-item measure failed to
examine how young people defined, ‘quality of face-to-face intergenerational contact.
It might also have simplified the measurement of extended intergenerational contact
since the self-reported extended contact involves a two-step thinking process.

7. Conclusion

This chapter has described theoretical approaches to study different types of
intergenerational contact in the context of older and younger generations. The author’s
recently completed study provided new evidence about the related processes, mecha-
nisms and relationships involving the older individuals and young people. The study
has contributed to filling the research gaps regarding intergenerational contact between
older and younger people in Hong Kong. First, the study demonstrated that younger
people maintaining frequent phone contact with older people and perceiving an equal
intergenerational status during face-to-face contact with older people had higher quality
of face-to-face intergenerational contact. Second, the study investigated the relative
importance of direct and indirect intergenerational contact. Indirect intergenerational
contact was related to a more positive attitude towards older people when younger
people’s opportunity for face-to-face intergenerational contact with older people was
low. Although the quality of face-to-face intergenerational contact was associated with
a significantly better attitude towards older people, vicarious intergenerational contact
was the strongest contribution to a better attitude when younger people’s level of face-to-
face contact with older people was low. The new evidence has challenged the traditional
assumptions embedded in current policies and practices to combat ageism. Based on the
study findings, this chapter has provided political and practical suggestions highlighting
the importance of synergistic efforts in that governments, schools, private and commu-
nity groups, and the media all have the responsibility to address the pressing challenges
of ageism reduction. Intergenerational integration is the key area in which policymakers
and organizations of different sectors should take an intergenerational lens to develop
innovative policies and practices at family, institutional and societal levels [4].
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