OLD
HEA
NU

ER ADULT-LED
_TH PROMOTION

RBAN COMMUNITIES

models and interventions

Melvin Delgado




Older Adult-Led
Health Promotion in
Urban Communities






Older Adult-Led
Health Promotion in
Urban Communities

Models and Interventions

Melvin Delgado

ROWMAN & LITTLEFIELD PUBLISHERS, INC.
Lanham * Boulder » New York * Toronto ¢ Plymouth, UK



ROWMAN & LITTLEFIELD PUBLISHERS, INC.

Published in the United States of America

by Rowman & Littlefield Publishers, Inc.

A wholly owned subsidiary of The Rowman & Littlefield Publishing Group, Inc.
4501 Forbes Boulevard, Suite 200, Lanham, Maryland 20706
www.rowmanlittlefield.com

Estover Road
Plymouth PL6 7PY
United Kingdom

Copyright © 2009 by Rowman & Littlefield Publishers, Inc.

All rights reserved. No part of this publication may be reproduced, stored

in a retrieval system, or transmitted in any form or by any means, electronic,
mechanical, photocopying, recording, or otherwise, without the prior permission
of the publisher.

British Library Cataloguing in Publication Information Available

Library of Congress Cataloging-in-Publication Data

Delgado, Melvin.

Older adult-led health promotion in urban communities : models and

interventions / Melvin Delgado.
p.;cm.

Includes bibliographical references and indexes.

ISBN-13: 978-0-7425-6335-3 (cloth : alk. paper)

ISBN-10: 0-7425-6335-9 (cloth : alk. paper)

ISBN 13: 978-0-7425-6887-7 (electronic)

ISBN 10: 0-7425-6887-3 (electronic)

1. Health promotion—United States. 2. Older people—United States.
3. Minorities—United States. 4. Urban health—United States. I. Title.

[DNLM: 1. Health Promotion—methods—United States. 2. Aged—United
States. 3. Minority Health—United States. 4. Urban Health—United States.
WA 590 D3520 2009]
RA427.8.D45 2009
362.10973—dc22 2008025943

Printed in the United States of America
™ s - - .
The paper used in this publication meets the minimum requirements of

American National Standard for Information Sciences—Permanence of Paper
for Printed Library Materials, ANSI/NISO Z39.48-1992.



This book is dedicated to Denise, Laura, and Barbara.






Contents

List of Figures and Tables ix
Acknowledgments xi
Section 1: Setting the Context 1
1 Overview 3
2 Older Adult Demographic Profile and Trends 17
3 Civic Engagement and Older Adults 31
4 Older Adult Health Care Needs 49
Section 2: Health Promotion Theory and Practice 85
5 Health Promotion Field 87
6 Older Adult-Led Health Promotion 121
7 New Arenas and Settings for Older Adult Health
Promotion 149
Section 3: Health Promotion Research and Ethics 159
8 Research and Evidence-Based Older Adult Health
Promotion 161

9 Ethical Dilemmas and Health Promotion with
Older Adults 175

vii



viii Contents

Section 4: Reflections from the Field
10 Case Study
11 Future Rewards and Challenges for the Field

Bibliography

Index

183
185
199

211
261



List of Figures and Tables

Table 2.1

Figure 2.1

Figure 2.2

Table 6.1

U.S. Total Population and Population Age 65 or

Older, 1900-2060 22
Age Distribution of Older Americans, 1900-2000,
and Projection to 2050 23

Elderly Americans by Race and Ethnicity,
2000 and 2050 25

Framework for Older Adult Health Promotion 136

ix






Acknowledgments

wish to thank Dorothy “Jody” Miesel and David Sadownick, research

assistants, for their work on this book, and my Boston University School
of Social Work Gerontology colleagues (Scott Geron, Judith Gonyea, and
Robert Hudson) for their inspiring work in the field of aging, and Beth
Eldridge of Older Women's Network, New South Wales, Australia, for
her assistance in providing a wealth of information on this program.

xi






SECTION 1:
SETTING THE CONTEXT

“The United States is in the midst of a profound demographic change:
The rapid aging of its population. . . . The effects of this older age profile
will reverberate throughout the American economy and society in the
next 50 years. Preparing for these changes involves more than the study
of demographic trends; it also requires an understanding of the grow-
ing diversity within the older population.”

(Himes, 2002, p. 3)






_—

Overview

“As we all learned in grade school, America, specifically Florida, was
‘discovered” by explorers searching for the fountain of youth. . . . Five
hundred or so years later, many of us are still not willing to give up the
quest. If anything, we seem to be even more determined in our pursuit
of the secrets leading to perpetual youth. What spurs on this quest is
the fact that we can all see that some people do, in fact, age better than
others.”

(Budrys, 2003, p. 1)

he quest for health in this society is often equated with youthfulness,

as noted in Budrys’ quote at the top of this chapter. It is rare that a
day goes by in this country when the subject of health does not receive
national attention in the public media. Invariably, this attention focuses
on diseases and illnesses, the costs of providing health care, and how to
finance it in the present and not-too-distant future. Garrett and Martini
(2007) comment that an aging population does result in increased costs as
the result of certain chronic diseases.

Chronic diseases, for example, account for 75 percent of health care
costs per year (“Healthy Messages,” 2003). However, an aging population
also results in decreases in health care costs in pregnancy and infertility,
substance abuse, and mental health conditions, for example. How best
to prevent or mitigate the consequences of ill health, however, is gener-
ally overlooked (Budrys, 2003). Consequently, the subject of health in the
public’s eye is invariably one that is fraught with negative images and
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fears. When positive images come to mind, they usually do not refer to
older adults!

Not unexpectedly, when health is addressed in some form, older adults
tend to be viewed as an age group not benefiting from prevention or
health promotion (Fried, 2000; Nolan, 2001; Richard et al., 2004; K. Miller
& Dabson, 2005). This is particularly the case involving low-income and
low-wealth older adults of color, for example, who rarely are the subject
of news headlines involving the graying of the country. These age and
ethnic/racial-group oversights, if you wish, are quite pervasive and sym-
bolic of how a nation that “worships” youth actually thinks of its senior
citizens. When ageism is combined with racism and classism, the out-
comes can be quite devastating for older adults of color who, in essence,
occupy an invisible position within this landscape (R. Clark, 2004).

Health promotion as a national and international field has grown
considerably over the past two decades, with a number of exciting new
developments being reported in the professional literature and in profes-
sional conferences of various types, such as youth-led health promotion
(Delgado & Zhou, 2008). Cattan (2001), in a review of the field, neverthe-
less concludes what numerous experts have noted: that the field of health
promotion for older adults has suffered from a lack of strategic planning
and investment of appropriate resources. In other words, there is “a lack
of imagination” when it comes to older adult health promotion. Marshall
and Altpeter (2005), for example, in commenting on social work as a pro-
fession and older adult health promotion, stress the need for the profes-
sion to play a more active and leadership role in this field.

Historically, health promotion has generally been considered the ex-
clusive domain of children, youth, and adults, but not older adults, as
evidenced by the abundance of books on the subject. It is not unusual that
the typical image of older adults held by the general public is that of a
person who is frail (R. W. Johnson & Wiener, 2006). Further, it is also one
of a person who cannot contribute much to their family, community, and
society. In essence, someone who is at best occupying space! However,
just as health promotion is not the exclusive domain of any one group,
neither is it restricted to any particular health status (Minkler, Schauffler,
& Clements-Nolle, 1999). Health promotion is for all age groups, regard-
less of their age and health status. Meecham (2006), Duggleby and Raudo-
nis(2006), Lafreniere (2004), J. Richardson (2002), and Buckley (2002),
among others, advance the proposition that health promotion also has
a prominent place in palliative care, a population group that has almost
universally been overlooked by the field, for example. Thus, there is no
stage in the life cycle that cannot benefit from health promotion.

Ageism may also have played a role because of thinking premised on
the adage “you cannot teach an old dog new tricks,” reflecting profes-
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sional bias about how arduous it is to introduce new ways of thinking
among older adults. (Arean, 2003). This bias against older adults is, at
least in part, the result of a belief that older adults have lived a long life
and there is little need or benefit to changing behavior that can com-
promise their health (Wilken, 2002). Society, as a result, is best to invest
resources on population groups that both have a future but are also in a
position to continue to contribute to the gross national product!

Bias against older adults in our society gets manifested in a variety of
direct and indirect ways. M. M. Lee, Carpenter, and Meyers (2006), in
a study of representations of older adults in television advertisements,
found that older adults were generally relegated to non-youth-oriented
networks and to daytime hours. Further, the roles they played on televi-
sion could be considered incidental to promote a “circumscribed, stereo-
typed set of products and services.” Vickers (2007), in turn, traces the
influence of the media over the past thirty years on popular views of older
adults by the general population and older adult views of themselves,
and raises concerns as well as hopes for the future regarding media im-
ages of older adults in our society.

The health care field, unfortunately, is not exempt from engaging in
this form of bias and systematic discrimination (Vann, 2006). Gruman
(2004, p. 3) makes a similar observation of this bias: “But health promo-
tion directed to older adults is not getting a lot of traction, even as baby
boomers are starting to deal with their aging parents’ medical, money
and mobility concerns . . . why are the prospects for health promotion
for older Americans so dim on the policy radar screen? Again, the Three
A’s —ageism, affordability and accommodation.” Freedman (1999, p. 16),
in turn, notes: “The problem with so much wringing about the aging in
America is not only that it distorts the purported crisis but also that it is
blinding us to the benefits of an aging society. . . . Graying is about more
than just paying, and the aging of America is about more than entitle-
ments and the cost of supporting a much larger older population.”

This disempowering and limiting perspective of older adults identified
by Gruman (2004), Freedman (1999), and others effectively hampers the
health field, and health promotion initiatives in particular, from develop-
ing exciting innovative approaches for reaching this population group.
Further, and probably more significantly, it effectively eliminates the
consideration of older adults playing key decision-making roles in how
older adult health promotion gets conceptualized and implemented. In
effect, it sells the field and older adults short. It essentially becomes a con-
ceptual stretch to offer health promotion targeting older adults, and an
even greater stretch to envision older adults actually leading these efforts.
There is a well-grounded understanding of what actions older adults
need to take in order to live longer and healthier lives. However, the lack
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of comprehensive older adult health promotion has acted as a significant
barrier to doing so (Center for the Advancement of Health, 2006).

A quick review of published books written on health promotion, which
are too numerous to list here, will uncover only four books specifically
devoted to older adult health promotion (Chivas & Stears, 2001; Haber,
2007; Keller & Fleury, 1999; P. O’'Neill, 2002). The first book looks at health
promotion from a British perspective, and the latter three books focus on
the United States. With notable exceptions, older adults are not consid-
ered a population group worthy of attention, and based upon the large
gap in years since these books were published, not much has gone on in
this field related to older adults to warrant several books on the subject.
However, this is not true based upon an extensive review of published
scholarly articles, and of practices in the field that have not been reported
in the literature (Mitchell, Wiener, & Gage, 2006). None of these books
specially addresses older adults of color, which is probably the most at-
risk subgroup of an ever-increasing older adult population within the
United States.

Nestle and Cowell (1990) were one of the earliest health promoters to
identify low-income groups of color as being a high priority for the field,
even though reaching this population group would prove challenging, in
this case for nutrition education but also for other areas. Young (1993), three
years later, focused specifically on older adults of color and advanced dis-
ease-specific health promotion strategies that emphasized communication
strategies as a model for older adults-of-color health promotion. Yee and
Weaver (1994) also identified the potential of health promotion for helping
older adults of color. However, the progress these and other scholars advo-
cated almost two decades ago has yet to be fully realized.

The National Hispanic Council on Aging (2005) identifies health pro-
motion, disease prevention, education, and outreach as primary areas of
significance. They recommended initiatives that systematically engage
and build upon community-based organizations as a strategy for mini-
mizing institutional barriers to health care for Latino older adults. There
is recognition that older adults are part of the basic fabric of Latino com-
munities, and as a result, every effort must be made to reach this group
through the social and religious institutions they belong to. These insti-
tutions speak their language, understand their culture, and most impor-
tant, are trusted. As a result, there is little controversy within the Latino
community concerning the importance of community-based coalitions of
lay helpers (promotoras) and organizations to facilitate service delivery to
Latino older adults and prevent, control, and manage diabetes and associ-
ated disorders. Promotoras, for example, have been found to be effective
in allowing Latinos to make their homes safer from pesticides (Foster-Cox
et al., 2007).
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Community health forums have been highly recommended as a way
of facilitating the bridge between formal and informal service providers
(Jennings-Sanders, 2003). Small group discussions called “Ollas del Buen
Comer” (Skillets for Healthy Eating), making diet and exercise an impor-
tant part of daily living, have been found to be an effective method of
reaching Latino older adults, particularly when these forums systemati-
cally include and build upon community institutions (Sotomayor, Pawlik,
& Dominguez, 2007). The case study of the Older Women’s Network
presented in chapter 10 utilizes small group discussions as a means of
addressing older women's health needs and concerns, as well as empha-
sizing wellness strategies.

Hosay (2003) stresses the importance of the unique roles and contri-
butions health care providers can play in health promotion and health
education efforts for older adults. Greater recognition of health promotion
efforts targeting older adults is needed to overcome bias and lower expec-
tations of how older adults can increase their knowledge of health and
health-promoting behaviors. Morley and Flaherty (2002), in turn, note that
health promotion can range from simple but effective interventions—such
as an influenza vaccination that transpires in an office—to complex in-
terventions that transpire in community-based settings. This flexibility in
approach toward health promotion and older adults lends itself to a wide
range of local circumstances and local goals influencing the nature and
extent of interventions.

Recently, the U.S. Administration on Aging (2006) announced an initia-
tive (the Evidence-Based Disease Prevention Program) that highlights the
importance of prevention for older adults, and this bodes well for the field
of health promotion. Nakasato and Carnes (2006) advance the concept of
“successful aging” as a means of capturing a wide range of interventions,
including health promotion, that can be implemented with older adults as
a specific target, and provide a more “positive” view of the aging process
and potential contributions of older adults. The absence of a positive or
affirming view on aging essentially reflects a serious bias in this country
that effectively equates aging with disease and death. This perspective
must be avoided at all cost by the field of health promotion.

How health is defined by older adults themselves, addressed in greater
detail in chapter 5, becomes an integral part of how health promotion gets
conceptualized and carried out in day-to-day practice. De La Rue and
Coulson (2003), for example, specifically look at how health and well-
being are defined for older rural women, and raise important implica-
tions for how perceptions of health influence help-seeking patterns and
the delivery of health care. Promoting physical and mental health can be
considered as important as preventing diseases (Missouri Rural Health
Association 2006). Penprase (2006) stresses the importance of actively and
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meaningfully including older adults in any comprehensive planning for
health services. This participation helps ensure that services reflect the per-
ceptions and expectations of the ultimate beneficiaries of these services.

Klinedinst (2005), in turn, advances a program targeting low-income
urban older adults and nutrition education, and the need for programming
to be contextualized to take into account the reality facing these consum-
ers. These and other efforts addressed in this book represent but a small
percentage of the health promotion activities that can be found throughout
the country that have focused on older adults and take into account how
context influences the planning, implementation, and research of health
promotion initiatives. Consequently, the field of older adult health promo-
tion is vibrant and expanding in a manner usually associated with any field
full of promise and potential. Older adult-led health promotion represents
the latest and, arguably, the most exciting stage in this evolution.

This assessment of the field of health promotion and older adults takes
on even greater significance in light of how much the United States’
older adult population has increased over the past decade, and the de-
mographic projections for this group in the next twenty-five years, as
covered in chapter 2. Health promotion, as argued by this book, is not
the exclusive domain of the young. Further, there is no reason why older
adults cannot play leadership roles in designing and implementing health
promotion projects. For health promotion to achieve maximum potential
in society, it must embrace all age groups and subgroups, since no group,
regardless of social characteristics, must be considered a vital part of so-
ciety (Nakasato & Carnes, 2006). Ignoring a significant age group such as
older adults effectively limits society’s abilities to maximize the potential
contribution of all of its members (Davis & Chesbro, 2003; National As-
sociation of Area Agencies on Aging, 2007). Older adults, in essence, rep-
resent an important social capital for this and all other societies and are
worthy of investment in their well-being (Hawe & Shiell, 2000; Newman
& Goff, 2006; Sander & Putnam, 2006).

_—

This book is specifically devoted to older adults, as noted in the title. How-
ever, whenever possible, based upon available information, particular at-
tention will be paid to urban older adults of color who are of low income
and low wealth, a subpopulation group that is growing demographically
and presents a series of challenges for both providers across disciplines
and academics/researchers. This group is singled out because of a host of
socioeconomic-political factors that have them entering into older adult-
hood in much poorer health when compared with their white, non-Latino
counterparts (Angel & Whitfield, 2007; Dancy & Ralston, 2002; Gonyea,
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2002; Markides, Eschback, Ray, & Peek, 2007). Poorer economics combined
with lower formal educational levels and language and cultural barriers
have created a group with significant health issues and limited access
to quality health care in this country (Delgado, 2007; Espino & Oakes,
2007; Kim & Lee, 2006; I. L. Martinez & Carter-Pokras, 2006; Trevino &
Coustasse, 2007). Their prospects for a healthy older adulthood have been
severely compromised, increasing the likelihood of a higher risk for a host
of health conditions that will further compromise their well-being.

As this group increases numerically in the next twenty-five years, as
discussed in the proceeding chapter, the challenges of meeting their health
needs in a culturally affirming or competent manner will only increase
dramatically, making the search for new models of health promotion, such
as older adult-led, for example, that much more important. Older adults of
color are not monolithic in composition, however. Thus, every opportunity
to demographically disentangle this group will also be made in the interest
of moving the field of health promotion forward in a culturally competent
manner, although at times, the reader is warned that this goal will not be
possible because of how data are either gathered or reported.

A total of five goals have been identified for this book:

1. provide a demographic profile and projected trends for older adults
in the United States with special attention to urban, low-income, and
low-wealth older adults of color

2. present the state of the art on older adult health and older adult-led
health promotion, nationally and internationally

3. provide the reader with a critical analysis of the rewards and chal-
lenges of using an older adult-led health promotion conceptual
framework with this population group that builds upon recent
thrusts towards civic engagement

4. highlight a series of “high profile,” “low profile,” and “special popu-
lation groups” health conditions that will only increase in impor-
tance in the next decade and would benefit from a health promotion
perspective

5. through the use of a case study and case illustrations (shortened
versions of case studies), highlight exemplary “conventional” and
“unconventional” programs on older adult health promotion

Each of these goals is noble unto itself. However, in combination they
serve as an “engine” that is powerful, dynamic, and highly relevant to
both practitioners and academics alike in their quest to better serve the
needs of older adults, but particularly those who are urban-based and of
color. Although there are older adults of color residing in the nation’s rural
and suburban areas, urban areas provide a unique context from which to
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develop health promotion initiatives. The focus of this book will not take
away from the importance of rural health promotion, for example. Never-
theless, as the goals state, this book has a particular population group and
context in mind, and for that matter, a particular reader, too.

Leviton, Snell, and McGinnis (2000) note that when thinking about ur-
ban health promotion in the United States, it is necessary to think of two
distinct frameworks. One framework focuses on urbanization; the other
is specific to inner-city environments and marginalized groups, and home
to probably the greatest health care needs. These two ecological forces
provide the depth of understanding on urban health and marginal popu-
lation groups such as the ones advanced in older adult-led health promo-
tion. Further, Leviton, Snell, and McGinnis (2000) reinforce the point that
when health promotion is focused on a city’s neighborhoods with the
greatest health need, it does not automatically translate into a strengths-
or assets-free area. These communities have important assets that must
be tapped in any health promotion initiative, including residents them-
selves. A dramatic shift in paradigms is very much in order, and this will
be addressed throughout the remaining chapters in this book.

_

It is important to ground the reader on how I arguably defined the three
most critical key elements of this book: health promotion, older adults, and
older adult-led health promotion. When these terms are interconnected, the
definition of each gets altered in a manner that may be totally unexpected
yet reflects the reality of the health promotion field and gerontology. The
first tends to enjoy the least amount of consensus in the field; older adult-
hood is undergoing significant redefinition based upon the demographic
trends of the baby boomers. Finally, the merger of older adult with health
promotion and the consumer-led movement (chapter 6) brings a set of
values, assumptions, goals, and strategies to the field of health promo-
tion. These terms are dynamic in quality and reflect an ever-expanding
view of the key elements inherent in each concept.

Health Promotion: Health promotion draws upon a large number of
nonbiomedical disciplines such as psychology, anthropology, education,
sociology, economics, philosophy, political science, and social policy, and
this represents a strength of modern-day health promotion (Bunton &
Macdonald, 2002). However, having many “homes,” so to speak, can also
mean that health promotion has no one home to call its own.

Cottrell, Girvan, and McKenzie (2002) see health education/health pro-
motion as a cross between a discipline and a profession, and as a result
cast this field as an “emerging profession.” Health promotion, for the
purposes of this book, is considered a profession because of the prolifera-
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tion of educational programs (undergraduate and graduate) addressing
this substance area, the legitimization provided by governments and gov-
ernmental boards issuing reports on this field, and lastly, because of an
increasing body of scholarship on this topic. This is not to say, however,
that there is a universal definition this profession is based upon.

It would be an understatement to say that there are many different
definitions of health promotion in existence nationally and internation-
ally (McDonald, 1998). There is, as a result, no consensus on how to
best define health promotion. Some definitions are highly focused, or
some would argue narrow, in view of the intended beneficiaries of the
intervention as individuals at-risk; others take a broader community or
ecological perspective, and as a result, focus on population groups rather
than individuals (Panter-Brick et al., 2006). The approach by Wight and
colleagues (2006), which advocates for the increasing of educational at-
tainment among the general urban neighborhood population as a means
of strengthening older adult cognitive functioning, is an excellent repre-
sentation of an ecological perspective. An increase in community edu-
cational attainment strengthens the argument of an ecological influence
on health by reducing stressful life circumstances and increasing coping
among older adults living in low-resource urban neighborhoods.

Some definitions, in turn, have essentially defined “health” in a highly
“medicalized” manner; these definitions also see health as medicalized.
Definitions of health promotion can usually be divided into two groups:
(1) those stressing health promotions goals or ideals and (2) those em-
phasizing strategies and population target groups (L. Green, Nathan,
& Mercer, 2001; Saskatchewan Health 2003). There is no definition of
health promotion that enjoys universal appeal. This, incidentally, is not
unusual and can be found in other fields that are enjoying rapid growth
and influence. Nevertheless, there is a general understanding that any
definition of health involving older adults must integrate a functional
dimension that results in individualization of the individual. Functional
impairment, as a result, cannot be considered a natural consequence of
aging (Beck, 2000).

Lewis (2001, p. 1) raises the need for a general consensus on how health
and disease get defined: “Yet the terms have no clearly agreed definitions.
In fact, the difficulty of defining health has led to most attention being
given to defining disease instead.” According to Lewis (2001), there are two
schools of thought on the subject: (1) the “naturalist” school, which views
disease and health as objective entities, and (2) the “normativist” school,
which places emphasis on viewing health and disease from a subjective or
cultural perspective. These two schools of thought, unfortunately, have not
come together because of basic premises and suspicions of each other, mak-
ing diverging perspectives on health and disease prevalent.
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Other definitions of health and health promotion, like the one that fol-
lows and those covered in other chapters, take an ecological and policy
viewpoint and bring to the field a dynamic conceptualization that both
challenges conventional views of health promotion involving older adults
and rewards us at the same time. Health promotion, as the reader will
soon discover, must be expected to transpire at multiple levels, starting
with the older adult individual and rapidly moving along a continuum to
include policy-level targets. In addition, health promotion does not have
to be restricted to a select number of settings usually associated with older
adults and some form of service delivery (McCabe, Hertzog, Grasser, &
Walker, 2005; Tagliareni & King, 2006).

L. Green and colleagues (2001, p. 21), stress the need for health pro-
motion to be defined in a manner that takes into account an ecological
grounding of health: “The principal definitions of health promotion high-
light the importance of policy. Nonetheless, most health promotion initia-
tives conducted to date have targeted behavior change primarily at the
individual rather than the environmental conditions influencing health
and health behavior.” This ecological perspective has promoted the de-
velopment of community-based approaches to health promotion that see
health and health-related behavior as products of the interdependence
between individuals and their social and physical environment (Blanken-
ship, Friedman, Dworkin, & Mantell, 2006; Syme, 2000).

Ecological and policy-oriented definitions of health promotion invari-
ably bring to their definition social and economic justice themes that ef-
fectively highlight how social and environmental conditions and circum-
stances influence health, help-seeking, and health outcomes, particularly
for socially and economically marginalized older adults in this society.
Health promotion as defined above, I believe, does justice to a field that
is increasing in popularity and expanding in influence across a variety of
sectors, arenas, and settings (Allegrante, 2006; Buchanan, 2006; Schulz &
Northridge, 2004). Further, it captures the importance of the field for ad-
dressing the health needs of older adults of color who are marginalized
in this society from a broad ecological viewpoint.

Taking a broad perspective may cause concern or anxiety on the part of
health promotion professionals, particularly when it comes time to evalu-
ate the outcomes of an intervention. However, taking a narrow or highly
focused approach will raise alarms in the community by ignoring obvi-
ous social causes of illness, thereby limiting the potential effectiveness of
a health promotion intervention. An opportunity for making significant
and lasting change in the social circumstances that result in ill health is
bypassed accordingly.

Older Adults: Age, not surprisingly, is a social construct that defies
being static in definition and is subject to the influence of numerous so-



Querview 13

cial, psychological, and health factors and forces. Arriving at a cutoff age
for what constitutes “older” is compounded by the interplay of cultural,
genetic, environmental, and economic factors (Surbone, Kagawa-Singer,
Terret, & Baider, 2006, p. 2): “Old age cannot be understood apart from
its context in the lifecycle and from a cross-cultural and historical per-
spective.” Consequently, it is not surprising to understand why extreme
social-environmental conditions such as those found in prisons, for ex-
ample, wield tremendous influence on age-related health conditions that
are normally associated with individuals of much greater age.

A number of social trends wield considerable influence on how age is
defined, particularly when referring to older adults. Retirement age, for
example, is no longer considered sixty-five years of age, depending upon
when the baby boomers were born. It can mean sixty-five or sixty-six
years. Older adults can be defined in a variety of other ways, depending
upon the institution doing the defining. Social Security will have one defi-
nition; correctional systems, in turn, will embrace another, yet younger
definition as to what constitutes an older inmate (generally fifty years of
age). As the reader no doubt concludes, these are two rather extreme ver-
sions of a threshold into older adulthood.

This book’s definition of older adult, in turn, refers to anyone over the
age of sixty-five years. However, as addressed in chapter 4, when dis-
cussing health promotion, prisons, and older adults and HIV/AIDS, the
age group will be fifty years or older. The reader can take issue with the
classification of older adults starting at the age of fifty or fifty-five years
of age, and that is certainly understandable and expected. However, the
discrepancy between these two groups (fifty versus sixty-five years) is
due in large part to how the field of corrections views the health of prison-
ers, and how the field of HIV/AIDS has started to address the longevity
of individuals with HIV/AIDS. Both of these fields have come to redefine
older adult because of social-cultural factors that necessitate a wider view
of what age can be considered the beginning of older adulthood because
of extenuating health conditions. This definition, however, is much more
than an exercise or academic in nature without implications for service
delivery, including health. The Centers for Disease Control and Preven-
tion has taken this very viewpoint.

As a result, older adult will be defined as anyone over the age of 65
years, with two exceptions: those who are incarcerated and those who
are HIV/AIDS positive. It may seem quite unusual to have a definition of
older adult with such a wide range of age-group onset. However, age and
its meaning is a social construct that is influenced by a variety of societal
factors and forces. Thus, having context play a critical defining role as to
what constitutes older adult should not come as any great surprise to the
reader. As a result, it is best that I lay out this perspective earlier on in
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the book rather than introduce the reader to this viewpoint well into the
book

Older Adult-led Health Promotion: Finally, older adult-led health
promotion combines information from the two previous definitions and
brings a sociopolitical dimension to how these two definitions come to
life, so to speak. A paradigm that has—as a core—consumer-led values,
philosophy, empowerment, self-efficacy, and social actions, brings with
it a unique set of rewards and challenges for both practitioners and
academics alike. Older adult-led health promotion is best defined as an
intervention that has been conceptualized, planned, implemented, and
evaluated, by older adults, the ultimate recipients of these services. This
does not mean, however, that non-older adult providers are not involved
or participating. However, their role as collaborators is dictated by older
adults themselves, and not the other way around.

There are numerous examples of youth-led health promotion, includ-
ing a book specifically devoted to this form of consumer-led intervention
(Delgado & Zhou, 2008). However, older adults have not benefited from
this concerted attention. Although the definition of older adult-led health
promotion is rather simple in nature, as the reader will see in subsequent
chapters, the premises upon which this definition is based are quite com-
plex and might even be considered revolutionary in thought!

The reader may ask, Is the concept of older adult-led health promo-
tion totally new to this time period? and that is certainly a legitimate
question. The concept of older adult peer-led health promotion is well
over thirty years old, as the reader will see in chapter 5. However, older
adult-led health promotion differs from older adult peer-led health pro-
motion because of the explicit embrace of empowerment and social and
economic justice values. Although empowerment and social justice were
no doubt reflected in the origins of older adult peer counselors, they rep-
resented more of a background or implicit understanding rather than the
foreground (explicit), presence in the older adult-led health promotion
model advocated in this book. A shift in paradigms in health promotion
facilitates pluralistic efforts to reach population groups that have histori-
cally not been the focus of health promotion efforts, or have not benefited
from initiatives because they failed to take into account the unique cir-
cumstances of these population groups (Raphael, 2000). Older adult-led
health promotion represents such a shift in paradigms.

_

Determining the audience for a book is never an easy task or one that
lends itself to some scientific formula that can arrive at a definitive an-
swer. Who should read this book? It is my hope that this book appeals to
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both academics and practitioners alike, as well as the ultimate beneficia-
ries, the older adult health promoters who will implement health promo-
tion programs. The field of older adult-led health promotion can advance
nationally and internationally only if these three worlds come together
and collaborate on initiatives and research.

This book, as a result, is intended to draw a bridge between academic,
practice, and consumer arenas. However, I am confident that drawing
this bridge, so to speak, is a lot easier said than done because these three
worlds tend to operate on different principles, use different languages,
and march to the beat of different drummers. Further, the “culturally
competent” and “consumer-led” approaches advocated by this book
make meeting the common needs of these three worlds that much more
difficult to achieve. It does not mean, however, that I will not make a
noble effort to try. The reader will be the ultimate judge of my success. In
essence, this book is intended to appeal to a wide audience with the hopes
of bringing together disparate groups in search of a common mission that
will benefit society.

_

This book consists of eleven chapters, divided into four conceptual sec-
tions: (1) Setting the Context (four chapters); (2) Health Promotion Theory
and Practice (three chapters); (3) Health Promotion Research and Ethics
(two chapters); and (4) Reflections from the Field (two chapters). Each of
these sections, in turn, seeks to accomplish three goals:

1. ground the reader with the latest developments in the field

2. advance consumer-led health promotion with an older-adult focus

3. provide context in the field with specific attention to urban-based,
low-income, and low-wealth, older adults of color

These goals are highly interrelated, although they are often treated as
separate entities.

_

There is little question that the field of health promotion has increased in
prominence globally this past decade. Nationally, it, too, has increased in
importance and relevance for marginalized, or undervalued, communi-
ties. The field of health promotion, however, can only achieve its true
holistic potential when it is no longer just the exclusive domain of certain
age groups (in this case, the young and the adult population aged up to
sixty-five years). Further, the field can ill afford to totally disregard the
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ravages associated with a history of disadvantage that is often the case
in older adults of color living in low-wealth/low-income communities
(Ginn, Arber, & Cooper, 2001). The two are inextricably tied together.
Health promotion must contend with addressing economic well-being
in order to successfully improve health well-being. The area of health
promotion and older adults offers the field just as much excitement and
adventure as it does any other age population group. This perspective,
unfortunately, has not been shared with the same enthusiasm as when
addressing the young.

This introductory chapter sought to ground the reader within the sub-
ject of health promotion and older adults, and hopefully has done so in a
way that both excites and challenges the reader to think of this field from
a different perspective. There is certainly no reason why the field of older
adult health promotion should not be as exciting as its youth counterpart.
This is not to say, however, that the challenges endemic to health promo-
tion are not present when discussing older adults, or that the rewards
are any less worthy, just like you would find them within any other age
group. Expanding fields such as health promotion should never be re-
stricted as to who should benefit and who should be excluded.

Health is never to be restricted to select groups, and all population
groups benefit from a viewpoint that is inclusive rather than exclusive
in nature! Health promotion is no different. This is not to deny the chal-
lenges inherent in taking this inclusive perspective. However, the alterna-
tive is to effectively relegate a significant portion of this nation’s popula-
tion to a second- or even third-grade status regarding heath, an essential
element in determining quality of life. Older adult-led health promotion
effectively moves older adults into a leadership role and elevates them
into prominence. This consumer-led intervention arguably represents the
latest chapter in health promotion nationally and internationally, and taps
significant demographic trends that will result in research on the poten-
tial that older adults bring with them to the field of health promotion.



2

_—

Older Adult Demographic
Profile and Trends

“The United States is on the brink of a longevity revolution. By 2030, the
number of older Americans will have more than doubled to 70 million,
or one in every five Americans. The growing number and proportion of
older adults places increasing demands on the public health system and
on medical and social services.”

(Centers for Disease Control and Prevention, 2005)

here is an increased recognition of gerontology emerging as a dis-

cipline unto itself rather than as a subset of other more established
disciplines (Alkema & Alley, 2006; Ferraro, 2006). The emergence of ger-
ontology has been largely fueled by the field’s response to a national real-
ization that older adults will constitute an increasingly larger percentage
of the country’s population in the immediate future. Living in a so-called
“aging world” signifies both a major success as well as a major challenge
for society (Beck, 2000). Understanding demographic trends without cor-
responding actions is just an academic exercise and a waste for society,
however. This acknowledgment, combined with increased funding and
training within graduate schools, has served as an impetus for the field
of gerontology.

Social demographics is a topic that many practitioners generally try to
avoid because it is often associated with lots of statistics that only academ-
ics can possibly understand and enjoy. There are certainly no aspects of
social demographics, however, that do not have implications for any form
of social intervention, particularly health promotion (Meyer & Wilmoth,
2006). Wilmoth and Longino (2006) stress that diversity among older

17
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adults will result in increasing the prevalence of health disparities among
subgroups, and necessitate carefully crafting initiatives anticipating
demographic trends in the early part of the twenty-first century. Faison
and Mintzer (2005), for example, note that it is important that the field of
mental health stay relevant to an increasingly diverse aging population.
Shah and colleagues (2007), in turn, note that an increase in aging popula-
tion will project into an increase in the use of emergency medical services,
since older adults account for a large proportion of such utilization.

This chapter will specifically focus on demographics and older adults,
particularly those who are of color, urban-based, and of low income/low
wealth. Every effort, however, will be made to bring this subject to life in
a manner that is relevant and more easily digested by the reader. That is
the goal of this chapter. The reader who wishes a detailed and in-depth
examination of demographics and the aging population in this country
will be disappointed, however.

DEMOGRAPHICS, OLDER ADULTS,
AND HEALTH PROMOTION

There is a strong association between social demographics and the ad-
vancement of older adult health promotion. Koplan and Livengood (1994)
almost fifteen years ago drew numerous implications of changing demo-
graphic patterns for health promotion and older adults. Hodes (2006) sums
up quite well the implication of older people living longer in this country:
“Never before have so many people lived so long. Life expectancy has
nearly doubled over the last century, and today there are 35 million Amer-
icans age 65 and older. The aging of this population—in past decades and
in the foreseeable future—presents both a challenge and an opportunity.”
Health promotion relies upon statistics or qualitative data of various kinds
to inform and shape an intervention or project. Inequities or disparities,
of illness and treatment, for example, help policymakers, academics, and
practitioners decide who is being unfairly treated in this society.

Health disparities among older adults do exist, just like they do for
other age groups within the country (Guralnick, 2003):

Significant health disparities (more illness, more complications) are expe-
rienced by most ethnic older adults in the US when compared with their
peers in the general population. Heart disease rates are more than 40 percent
higher for African Americans than for whites. Latinos living in the US are
almost twice as likely to die from diabetes as non-Hispanic whites. The rate
of diabetes for American Indians and Alaska Natives is more than twice that
for whites. These disparities are believed to result from the complex interac-
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tion among genetic variations, environmental factors, and specific health
behaviors (p. 1).

These health disparities, as the reader will see later on in this book,
necessitate the health promotion field actively seeking to address social
ecological (community-wide) factors as opposed to focusing narrowly
on risk factors (Stone, Viruell-Fuentes, & Acevedo-Garcia, 2007). Roach
(2000) argues that the construct of race, and I would add ethnicity, is not
inexplicably tied to health, but racism and poverty certainly are. There
are wide differences in poverty rates between older adult subgroups,
with African Americans and Latinos having the highest rates of poverty
(Biegel & Leibbrandt, 2006).

Robert and Lee (2002) stress the importance and role of community in
helping to explain racial differences in health among older adults. Whit-
field and Hayward (2003), in turn, argue that health disparities must be
addressed within a life-cycle context as a means of better understanding
health disparities among older adults. Hummer, Benjamins, and Rogers
(2004) raise the alarming conclusion that there is far less understanding
on how to eliminate health disparities in older adults, and that there is far
more information on how to do this among infants, children, and younger
adults. Data gathering limitations severely compromise the development
of an understanding of racial and ethnic health disparities among older
adults (Maylahn, Alongi, Alongi, Moore, & Anderson, 2005; Sandefur,
Campbell, & Eggerling-Boeck, 2004).

Wieringa, Vermeire, Bever, Nelen, and Weyler (2001) found disparities in
asthma rates in urban areas for older adults. Arif, Rohrer, and Delclos (2005)
found that asthma is a common medical condition among older adult Latino
and non-Latino whites. Cortes, Lee, Boal, Mion, and Buttler (2004), in their
New York City (East Harlem) study of older adults of color with asthma,
identified four key barriers to this group receiving needed services:

1. recognition of the deleterious consequences of asthma on their qual-
ity of life

2. high cost of medications

3. non-adherence to the medical regimen

4. difficulty in accessing the health care system

The economic consequences of illnesses have a disproportionate impact
on older adults of color when compared to their white, non-Latino coun-
terparts. Kim and Lee (2006), in a unique study of older adult health
problems of wealth across race and ethnicity, found that illness had a
greater impact on older adults of color. Wealth depletion, however, was
far greater upon African-American older adults.
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Cattan (2001, p. 11) attributes the upsurge in health promotion and
older adults to a realization of how demographic trends will influence
society in the not-too-distant future: “Until a few years ago health promo-
tion and older people received at best a fleeting acknowledgement in the
pre-retirement courses. Mostly, once older people had reached retirement
age the view seemed to be that their health was in steady decline and little
could be done to maintain or improve this health status. Recently, how-
ever, there has been an increased interest in the promotion of well-being
among older people, one of the main reasons being an ageing popula-
tion.” Gross (2008a), for example, examines how projected increases in
older adults who have substance abuse problems will increasingly alter
how substance abuse services are delivered to this population group, ul-
timately necessitating residential and outpatient clinics dedicated to those
over the age of fifty.

In 2000, 6.6 percent of older adults as a percentage of the population
aged twenty-five to sixty-four, were frail, and that is expected to increase
to 7.5 percent by 2020, 9.6 percent by 2030, and 10.6 percent by 2040
(Robert Wood Johnson Foundation, 2007). Volland and Berkman (2004),
in turn, report on a model for educating social workers to meet the chal-
lenges of an aging urban population because of the unique rewards
and needs that this group presents, and that their numbers can only be
expected to increase in the coming years. The rise in medical efforts to
improve the lives of those older adults who are living longer lives is rep-
resentative of how the fields of medicine and health promotion are being
transformed (Hartocollis, 2008).

Older adult demographic trends will only increase the complexities as-
sociated with initiating health promotion initiatives and this age group.
Kittles and colleagues (2007), for example, raise concerns about using
race, a sociocultural construct, as a proxy for measurement of risk for ill
health since race represents a complex interaction of biology, culture, and
psychological factors. This complexity will only increase as racial and
ethnic groups engage in miscegenation and create even greater variations
within and between groups in future generations of older adults.

The subject of social demographics, as a result, is one that can play an
important role in helping to shape the field of health promotion (Diehr
& Patrick, 2003; PR Newswire, 2006b). In regards to older adults, it can
provide an important context upon which decisions can be made concern-
ing priorities for types of health promotion initiatives, population targets,
and geographical targets, as well as help projects in the future through
reliance on demographic trends (Himes, 2002; Wilmoth & Longino, 2006).
The Caregiving Project for Older Americans notes that as baby boomers
age into older adulthood, it can be conservatively expected that at least 20
percent of them will go without the assistance they need, either through
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paid or voluntary sources (PR Newswire, 2006b). However, there is no il-
lusion concerning the typical response from practitioners when the topic
of demographics is introduced into a conversation. At best, a limited
number of “high-profile” statistics will be acceptable. However, an entire
chapter on demographics, regardless of the group been addressed, is
bound to elicit a quick negative response!

CHALLENGES

The use of demographics to better understand older adults and health
promotion, consumer-led or otherwise, is not without its share of chal-
lenges, or limitations, that go far beyond representing statistics that are
“hard to understand.” Although demographics have come a long way
over the past few decades, they are still not an exact science, and nowhere
is this truer than when discussing undervalued communities that rarely
get counted properly for a variety of methodological and sociopolitical
reasons. It is rare to have a U.S. Census Bureau report get issued without
causing a series of debates about systematic undercounting of racial and
ethnic groups. Further, there has been considerable amount of pressure
placed on the U.S. Census Bureau to not rely solely on quantitative data
gathering methods, since “hard” data methods do not capture the com-
plexities in the lives of the undervalued in our society.

Four dynamic factors influence the percentage of older adults in a geo-
graphical area: (1) birth rates, (2) death rates, (3) in-migration, and (4) out-
migration. Birth and death rates are probably the easiest to predict. In-
and out-migration, however, can prove challenging, particularly in cases
where the migration is being done by undocumented residents. States
that experience a sustained net gain in out-migration over in-migration
generally have higher older adult populations since younger individuals
tend to undertake the migration journey, with some exceptions.

Each of the four factors touched upon above is quite dynamic in charac-
ter, making long-term projections or predictions arduous to accomplish.
Nevertheless, projections are possible as long as health promoters are
prepared to re-examine their projections and make necessary adjustments
as new information becomes available to them.

The subject of newcomer older adults is a case in point concerning
obtaining an accurate current profile as well as projecting into the fu-
ture. In 2002, 7.6 percent of the nation’s newcomer population were sixty
years of age or older, and 14.4 percent were fifty years or older (Moon &
Rhee, 2006). Newcomer older adults, particularly those from non-English
speaking countries, have a tendency to underutilize community health
services. Developing health promotion programs designed to take into
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account the unique circumstances of older adults who are undocumented,
for example, need to be developed now and for projected population
gains in the next two decades.

DEMOGRAPHIC PROFILE OF OLDER ADULTS

Examination of how the older adult population in the early part of the
twenty-first century will transform this and other societies is not new, and
this potential impact has led to a great deal of discussion or speculation
(Diczfalusy, 1996; “Population ageing,” 1998). The graying of the country,
for example, is not restricted to any one geographical region, affecting
rural as well as urban areas (Miller & Dabson, 2005; PR Newswire, 2006b).
Further, no state in the nation has been exempt from an increasing per-
centage of its population growing grayer, too.

As noted in table 2.1, the percentage of the U.S. population aged sixty-
five years or older tripled between the years 1900 (4.1 percent) and 2000

Table 2.1.  U.S. Total Population and Population Age 65 or Older, 1900-2060

Population Percent Increase from

(in thousands) Preceding Decade
Year Total Age 65+ Percent 65+ Total Age 65+
Actual
1900 75,995 3,080 4.1
1910 91,972 3,950 4.3 21.0 28.2
1920 105,711 4,933 4.7 14.9 24.9
1930 122,755 6,634 5.4 16.1 34.5
1940 131,669 9,019 6.8 7.2 36.0
1950 150,697 12,270 8.1 14.5 36.0
1960 179,323 16,560 9.2 19.0 35.0
1970 203,212 20,066 9.9 13.4 21.2
1980 226,546 25,549 11.3 11.5 27.3
1990 248,710 31,242 12.6 9.8 223
2000 281,422 34,992 12.4 13.2 12.0
Projections
2020 324,927 53,733 16.5 8.4 35.3
2040 377,350 77,177 20.5 7.5 9.8
2060 432,011 89,840 20.8 7.0 9.6

Note: Data from 1900 to 1950 exclude Alaska and Hawaii. All data refer to the resident U.S. population.

Sources: U.S. Census Bureau publications: Historical Statistics of the United States: Colonial Times to 1970
(1975); 1980 Census of Population: General Population Characteristics (PC80-1-B1); 1990 Census of
Population: General Population Characteristics (1990-CPl); Census 2000 Demographic Profile, (www.
census.gov/population/www/cen2000/briefs/phc-t13/tables/tab01.pdf); and Population Projections of the
United States by Age, Sex, Race, Hispanic Origin, and Nativity: 1999 to 2100 (http://censtats.census.
gov/data/US/01000.pdf).
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(12.4 percent). The decades between 1920 and the 1950s experienced the
greatest increases in this age group. Between 2000 and 2005, it increased by
5 percent (U.S. Census Bureau, 2007). However, the projected increases for
the period 2010 to 2020 (baby boomers) will witness significant increases,
and older adults will account for 16.5 percent of the total U.S. population,
and this will increase to 20.5 percent by the year 2040 (Himes, 2002).
Figure 2.1 provides the reader with a more focused visual representa-
tion of how different segments of the older adult population will increase
in percentage between the years 2000 and 2050. The oldest of the old (85
years and older), for example, represented 12.0 percent of the total older
adult population and is projected to increase to 23 percent, or almost
triple in size by the year 2050. Between 2000 and 2005, the oldest of the
old increased (20.1 percent) and represented a total of 5.1 million (U.S.
Census Bureau, 2007). This age subgroup represents the fastest growing
segment of the older adult population, and will bring with it challenges
that are similar, as well as significantly different, from those of younger
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Figure 2.1. Age Distribution of Older Americans 1900-2000, and Projection to 2050

Sources: U. S. Census Bureau publications: Historical Statistics of the United States: Colonial Times to 1970
(1975); 1980 Census of Population: General Population Characteristics (PC80-1B1);1990 Census of Popu-
lation: General Population Characteristics (1990 CP1); Census 2000 Demographic Profile (www.census
.gov/population/www/cen2000/briefs/phc-t13/tables/tab01.pdf); and “Projections of the Resident Popula-
tion by Age, Sex, Race, and Hispanic Origin, 1990-2100" (http:/censtats.census.gov/data/US/01000.pdf).



24 Chapter 2

older adult age groups (Dunkle & Jeon, 2006). They will number approxi-
mately 19 million, or 5 percent, of the total United States population by
2050 (Himes, 2002).

The increased presence of older adults in the population is not restricted
to the United States. It was estimated that there were over 400 million people
aged sixty-five and older in the world in the year 2000 (Lunenfeld, 2002). It
is projected that the world’s older adult population will number 973 million
by the year 2030, increasing from 6 percent to 12 percent (American Medi-
cal Association, 2003). The largest increases (tripling) are expected to occur
in developing countries (American Medical Association, 2003).

The importance of disentangling demographic data on older adults
must be stressed whenever possible (Lunenfeld, 2002). This is certainly
the case in discussing health promotion. The geographical context, for
example, plays an important role in shaping the concentration, and/or
dispersal, of older adults within communities. LaVeist (2006), however,
addresses the need for researchers and policymakers to disentangle race
and socioeconomic status, in order to better understand the degree of
influence exerted by race disparities due to a function of socioeconomic
status. Angel and Angel (2006) go on to note that African American and
Latino older adults face disadvantages in achieving “healthful” aging
because of social structural inequities. In an earlier study, these authors
found that this structural inequality was primarily due to employment
history (low-wage) and income (Angel & Angel, 2003). Employment his-
tory, incidentally, wields considerable influence on health status because
the types of industries that these older adults worked in exposed them to
occupational hazards.

DEMOGRAPHIC PROFILE OF OLDER ADULTS OF COLOR

It is not unusual to sit through a presentation on older adults and demo-
graphics and develop a very graphic picture of a country that seems to be
aging (graying) by the day. This graying of the nation’s population has
fueled important and often acrimonious debates on a variety of topics,
most notably social security. However, it is rare to sit through a presenta-
tion where the older adult demographics are disentangled to the point
that specific attention is paid to an often-overlooked group such as older
adults of color. The complexities of disentangling data notwithstanding, it
is necessary to take a specific look at older adults of color in our society.
More specifically, we need to focus on those older adults of color re-
siding in the nation’s cities. Angel and Angel (2003), for example, stress
the importance of developing a better understanding of older adult sub-
groups and the importance of eschewing blanket statements pertaining to
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older adults. Min (2005) advocates for the use of cultural competency as a
key element in the practice of social work with older adults of color, and
this necessitates a clear understanding of between- and within-group dif-
ferences. Gonyea (2002), in turn, raises the important point that the diver-
sity of the older adult population will increase along a variety of points
beyond the typical and ethnic breakdowns, particularly when discussing
newcomers to the United States. However, older adult demographics
cannot be separated from the overall demographics of the country. The
United States has slowly changed racial and ethnic composition, so that
“graying” joins “browning” as a color signifying dramatic population
changes in the next fifty years.

In 1990, older adults of color represented 13 percent of the population
age sixty-five and older (Pandya, 2005). As indicated in figure 2.2, older
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Figure 2.2. Elderly Americans by Race and Ethnicity, 2000 and 2050

Note: The 2000 figures refer to residents who identified with one race. About 2 percent of Americans identi-
fied with more than one a race in the 2000 Census.

Sources: U.S. Census Bureau, Census 2000 Demographic Profile (2001); and U. S. Census Bureau, “Projec-
tions of the Resident Population by Age, Sex, Race, and Hispanic Origin, 1999-2100" (http://censtats
.census.gov/data/US/01000.pdf).
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adults of color accounted for 17 percent of the older adult population in
the United States in 2000. However, their overall percentage is projected
to increase in the next four decades. By 2050, they will represent 35 per-
cent of the older adult population. Among older adults of color, Latino
older adults will triple in size between the years 2000 (5 percent) and 2050
(16 percent), making them the largest ethnic/racial older adult group in
the country (Himes, 2002). These increases are the result of higher birth
and immigration rates within these communities.

In 2005, the nation’s people of color totaled 98 million, or 33 percent, of
the country’s total population of 296.4 million (“Nation’s population one-
third minority,” 2006). The increase in the nation’s population was largely
fueled by Latinos, the fastest-growing group. This group accounted for
close to 50 percent (1.3 million, or 49 percent) of the population growth,
and numbered 42.7 million. African Americans numbered 39.7 million,
followed by Asians (14.4 million), Native Americans and Alaska natives
(4.5 million), and Hawaiians and other Pacific Islanders with 990,000
(“Nation’s population one-third minority,” 2006). Between 2003 and 2004,
the total number of older adults in the United States increased by 351,000,
or an average of 7,000 per state (“Bureau estimates,” 2005).

OLDER ADULT DISTRIBUTION IN THE UNITED STATES

The older adult population in the United States is not evenly distributed
geographically, making reliance on local data significant for the planning
of older adult health promotion initiatives. The term “geronitic enclaves,”
for example, has emerged to refer to geographical areas such as coun-
ties that have more than one-third of their population in the older adult
category. These geographical areas provide health promotion programs
with a concentrated group of older adults, making marketing of such
programs easier to accomplish when compared with areas where older
adults are not concentrated in a particular area.

Over 50 percent of the nation’s older adult population resides in the
nine largest populated states, with the Northeast and Midwest regions
of the country considered the “oldest” regions based upon the percent-
age of older adults in their population. In 2004, California, for example,
had the highest number of persons sixty-five years or older (3.8 million),
followed by New York (2.5 million), Texas (2.2 million), Pennsylvania
(1.9 million), Ohio (1.5 million), and Illinois with 1.5 million (“Bureau
estimates,” 2005).

Nevertheless, a current lack of even distribution does not necessarily
translate into a near future or distant future lack of change. There are
several states that have recorded significant increases in their older adult
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population. Some of these states may even surprise the reader because
they are usually not associated with having large percentages of older
adults. Nevada (4.2 percent) and Alaska (3.8 percent) experienced the
highest rate of increase for older adults between 2003 and 2004. Florida,
not surprisingly, had the highest proportion of its total population (16.8
percent) consisting of older adults, followed by West Virginia and Penn-
sylvania (15.3 percent each), and North Dakota and Iowa with 14.7 per-
cent each (“Bureau estimates,” 2005).

PROJECTED DEMOGRAPHIC TRENDS
FOR OLDER ADULTS

Development of a demographic profile of older adults in the United
States serves many worthwhile purposes for health promotion interven-
tions. However, it primarily serves the purpose of developing a projected
profile into the near and far future. This information helps society plan
for how best to meet the needs of this population group and how it af-
fects society as a whole (Little & Triest, 2001). For example, states with
the highest number of older adults also had the highest number of older
adults admitted to substance abuse programs, with New York (15,524)
having the highest number in 2003, followed by California (7,087), Colo-
rado (4,358), Florida (3,220), and Oregon (2,114) (SAMSHA, 2002). Recent
attention has been paid to an increase in the number of older adults who
have elected to cohabit with their partners rather than remarry, giving
new meaning to how households and family are defined for health pro-
motion purposes (Greve, 2008).

It is important to note, however, that demographic projections are
just that, projections. These projections represent the best thinking at the
particular time that they are made. Very often, demographic data, when
reported, is several years old and can best be thought of as a photographic
snapshot in history. As already addressed earlier in this chapter, demo-
graphics are shaped by powerful forces such as birth rates, mortality rates,
and migration rates (in and out). Each of these rates, in turn, is subject to
social influences and events such as disasters. Hurricane Katrina and New
Orleans is a fine example of how a natural event can have tremendous
demographic consequences involving all humans, but particularly older
adults. It is estimated that 71 percent of the victims were older than sixty
years of age and 47 percent were over seventy-five years of age (Centers
for Disease Control and Prevention [CDC], 2006b). In addition, thousands
of individuals/families of all ages were displaced throughout all regions
of the country. How many will eventually return to New Orleans after
rebuilding occurs is unknown (Ohlemacher & Callimachi, 2006). The
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number of older adults who will die before relocating back or who elect
not to relocate also remains unknown.

An appreciation of demographic trends pertaining to older adults in
the United States is best viewed within a worldwide context. For example,
it is projected that the number of people in the world aged sixty-five
years and older will reach 1.5 billion in the year 2050, with 25 percent of
this number being categorized as the “oldest old” (aged eighty years and
older), making aging a global phenomenon (Lunenfeld, 2002). The so-
called “baby bust” label has emerged to capture the demographic changes
occurring in Europe, where there has been a sharp drop in births coupled
with a dramatic increase in the older adult population group (Sands,
2005). China, in turn, is also experiencing dramatic demographic shifts,
with older adults increasing in representation. In 2000, adults sixty-five
years and older accounted for 6.8 percent of China’s population. It is pro-
jected that this percentage will increase to 14.1 percent by 2025 and 23.6
percent by the year 2050 (Whelan, 2007). Canada, too, has not escaped the
graying population phenomenon (“The baby boomers’ tab,” 2006).

It is projected that by the year 2030, the United States will comprise 20
percent of people sixty-five years or older, representing an increase of
25 percent from 2006 (Dickson, 2006; Fried, 2000). This increase in older
adults, however, is not equal across gender. In 2040, it is estimated that
for every 100 men sixty-five years or older, there will be 127 women; for
those aged eighty-five years and older, the gap increases to 168 women
(Administration on Aging, 2004).

It is expected that Latino older adults will numerically pass African-
American older adults by the year 2028, when their numbers will reach
15 million (Geronurse Online, 2006). The current and projected dramatic
increase in older adults of color will manifest itself differently across
states, as already noted. California, for example, will witness an increase
from 20 percent of all older adults being of color in 2003, to 41 percent
in 2020, or more than doubling in a period of seventeen years (Geron-
urse Online, 2006). Texas is projecting a 193 percent increase in the sixty
years and older group between the years 2000 and 2040, with this group
numbering 8.1 million or 23 percent of the total Texas population (Texas
Department on Aging, 2003). New York, in turn, will see its sixty years
and older population increase by 65 percent between the years 2000 and
2030, from 3.2 million to over 5.3 million. Its eighty-five years and older
population, however, will increase even faster (76 percent), from 315,378
to 555,993 (New York State Office for the Aging, 2007).

The 85 and older group, in turn, is expected to triple in size by 2030
(Dickson, 2006). In 1900, it is estimated that only 4 percent of the United
States was sixty-five or older, with the average life expectancy at birth
at forty-eight years (Fried, 2000). However, by 1997 life expectancy had
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increased to almost eighty years for women and seventy-four years for
men. In cases where individuals lived to the age of sixty-five, however, it
can be expected that on average they would live longer by an additional
fifteen to seventeen years (Fried, 2000). Consequently, although the older
adult population in the United States will witness significant increases in
the next few decades, these increases will not be uniform across all older
adult subgroups.

_

The importance of gerontology’s responding to changes in demographics
and cultural views toward older adults is well recognized (Roth, 2005).
These changes, however, involve both the views of non-older adults as
well as older adults” views of themselves. In effect, each influences the
other in a highly dynamic manner. Nevertheless, there is no denying
the critical consciousness raising that must transpire to change how this
country views older adults and the potential role they can play in helping
to transform this nation.

The future of health promotion and older adults is best viewed and
grounded within the context of current and projected demographic
trends, as addressed in this chapter. According to the Centers for Disease
Control and Prevention (2005), “the United States is on the brink of a
longevity revolution” that will have profound transformative powers on
the way this society looks in the not-too-distant future and how the health
of this nation’s population groups are viewed and addressed. Further, as
evidenced by this chapter, the nation’s older population group will con-
tinue to increase in diversity, making generalizations about how to best
meet health care needs, including health promotion initiatives, arduous,
if not impossible. Developing data that disentangle race and ethnicity in
this population group will go a long way toward helping health promo-
tion and other social interventions reach those in greatest need.

Demographic projections are just that, projections. These statistics can
be influenced by a host of social-political-environmental factors that can
result in higher or lower actual outcomes. Nevertheless, there are some
very distinct trends highlighted in this chapter that can only be expected
to continue in the next twenty-five years. The nation as a whole will
continue to “gray” and “brown,” with clear implications for the field of
health promotion, among others. The combination of the graying and
the browning creates a future scenario that will influence virtually all
health care sectors, including the promotion of health initiatives among
older Americans, citizens and undocumented alike, as the reader will see
in chapter 4 when the nation’s prisons are discussed. There, too, will be
found the graying and browning of these institutions.
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_—

Civic Engagement and
Older Adults

“In light of contemporary demographic developments, it is hardly
surprising that the civic engagement lens has come to focus on the ac-
tual and potential contributions of older Americans. By virtue of their
emergent numbers, energies, ties, and resources, older Americans stand
poised to address myriad individual-level and social problems. This
‘reserve army of the leisured’ is seen as ready to move.”

(Hudson, 2006, p. 13)

he reader may be surprised by the inclusion of the topic of civic

engagement in a book on older adults and health promotion, older
adult-led or the more conventional approaches. The attractiveness of the
concept of civic engagement, as will be addressed in this chapter and
throughout the remainder of this book, is that it encompasses particular
qualities that are attractive to the fields of gerontology and health promo-
tion, and the concept is enjoying a tremendous amount of currency in all
circles, private as well as public. Further, it brings into any discussion
civic concepts, such as self-efficacy or empowerment for older adults,
making it that much more attractive for social interventions that are con-
sumer centered (Achenbaum, 2006).

The subject of active and meaningful involvement of older adults, par-
ticularly when related to volunteerism, has never gone out of vogue in
the field of gerontology, as evidenced in the professional literature (D. R.
Jones, 2005; Morrow-Howell & Freedman, 2006-07; Romero, Gerrard, &
Owen, 2007; Tan, Xue, Li, Carlson, & Fried, 2006). However, the concept
of civic engagement in its various manifestations has, too, been the subject
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of national attention the past thirty-or-so years and more so in the last five
years because of baby boomers moving into retirement age. The potential
contributions of this growing segment have generated considerable dis-
cussion and debate. Consequently, it is not too great a leap, so to speak,
to merge civic engagement with a particular age group such as older
adults, a social intervention (health promotion), and a social paradigm
(consumer led).

Each of these elements brings with it tremendous excitement. However,
in combination, civic engagement and older adult-led health promotion
offer endless possibilities for innovation, social change, and meaningful
participation, or volunteerism, on the part of older adults. For this po-
tential to be realized, it is necessary to broaden our perspective of what
constitutes civic engagement and who volunteers across all ethnic and
racial groups, and under what circumstances this occurs. Further, there is
a need to explore “new” ways of reaching out to communities that have
historically not been tapped by social organizations as a volunteer force.

Hudson’s (2006-07) assessment of the potential of the “army of the
leisured” captures a prevailing view that this country is at a critical junc-
ture pertaining to a large age group ready, and able, to make significant
contributions to the nation. However, for this potential to be fully real-
ized, nonprofit organizations and government must be prepared to offer
a bold vision of the potential role older adults can play in transforming
society and the organizations that serve them (G. O’'Neill, 2006-07). This
“army” will not stand in reserve very long before they take their energies
and commitment and mobilize with or without the aid of organizations.
Cullinane (2006-07) provides examples of how civic engagement has been
operationalized by some of the nation’s leading agency organizations.

The concept of older-adult—driven interventions can certainly find a
home in a variety of paradigms, or combination of paradigms. The cur-
rency of civic engagement brings forth a potential home for older-adult-
driven interventions because this concept is enjoying tremendous popu-
larity in this country and internationally. The concept of civic engagement
has increased in popularity in this country in the past five years, although
most of this attention has been focused on youth and young adults. Older
adults, however, have also benefited from this increased attention, as evi-
denced by the recent issue of Generations that was specifically devoted to
this theme, and a book edited by Wilson and Simson (2006a).

There are a variety of ways to ground or legitimize older adult-led
health promotion. However, the foundation (values, principles, and
theory) surrounding civic engagement represents the most promising
national and international well-recognized perspective, or raison d’étre,
for older adult-led health promotion, and that is why the subject of civic
engagement has found its way into a prominent place in this book. The



Civic Engagement and Older Adults 33

reader, however, may have different ways of bringing older adult-led
health promotion to life. That is certainly acceptable from my point of
view. The importance, or bottom line, so to speak, is that the older-adult-
consumer—-led movement progresses in a manner that is affirming and
empowering of this population age group.

_—

Civic engagement has effectively emerged as a term that has found wide
acceptance among academics, business leaders, and practitioners (Mor-
row-Howell & Freedman, 2006-07). The currency of this term increases
the possibilities of collaboration across disciplines and funding sources.
The definition of civic engagement provided by the American Society on
Aging (2007) takes the concept of civic engagement and applies it to a
specific age group, namely, older adults, and sets a solid foundation for
how this term is used in this book:

Late life civic engagement encompasses actions wherein older adults partici-
pate in activities of personal and public concern that are both individually
life enriching and socially beneficial to the community. Late life civic engage-
ment can take many forms from individual to electoral participation. A com-
munity can be a neighborhood, nation or the world (p. 1).

Thus, civic engagement, according to the American Society on Aging, is
varied and benefits individuals as well as their community.

Adler and Goggin (2005) reviewed the literature and concluded that
there is no single widely accepted definition of civic engagement. The
authors also note that the definition is influenced by a wide range of
factors, including age group. McBride (2006-07), in summarizing the lit-
erature on civic engagement, notes that there are two distinct “spheres”
that are social and political in character. The former consists of actions
that effectively connect individuals to each other and generally relate to
care or development. Volunteering is usually the most significant in how
one of the spheres gets operationalized in the field (Hinterlong, McBride,
Tang, & Danso, 2006). The latter, in turn, addresses behaviors intended
to influence legislation or electoral or judicial processes related to deci-
sion making and resource allocation. Voting typifies this sphere of civic
engagement (Galston & Lopez, 2006). Binstock (2006-07) explores the
range of impact of political engagement of older adults and their reasons
for participation. Martinson and Minkler (2006), in turn, stress the view of
civic engagement to include older adults engaged in political endeavors
such as racial justice and social justice advocacy. Some theorists, however,
would argue that any activity with public consequences can be consid-
ered civic engagement, thereby opening up the potential of this concept
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to be incorporated in a multitude of venues and professions (McBride,
2006-07).

_

Civic engagement is probably best viewed across the life course in order
to better understand how it is experienced, the characteristics of those
who engage, the community context in which it occurs, and the expecta-
tions that go with its varied manifestations (Weiss & Gomperts, 2005).
Morrow-Howell (2006-07) argues that the field of civic engagement
would benefit from youth and older adults and their advocates, coming
together to lobby for more attention and resources to be devoted to civic
engagement initiatives. As a result, the importance of civic engagement is
too great to be relegated to any one age group in this society. This is not
to say, however, that all age groups will share similar goals, expectations,
challenges, or barriers to engaging in volunteerism.

Older adults, particularly baby boomers, are not only the fastest-
growing demographic sector in the country but are also what is widely
considered the healthiest, most vigorous, and best educated older-adult
group in the history of the United States (Freedman, 1999). Walker (2001)
points out that there has been a transformation of retirement from what
can be considered the “elite privileged” to a “mass experience” within the
past fifty or so years in Western society. This transformation has resulted
in a reconceptualization of what is supposed to happen in this phase of
life. Morrow-Howell (2006-07) notes that older adults are a largely un-
tapped national civic resource, particularly when compared with what
has happened in the youth service movement nationally and internation-
ally, for that matter.

There certainly is minimal debate about the important role older adults
play in this society. R. W. Johnson and Shaner (2005), for example, esti-
mate that the value of unpaid activities by older adults topped $160 bil-
lion per year in 2002, or $2,698 per individual. This estimate of volunteer-
ing and family caregiving is based upon moderate cost assumptions, too.
Unpaid activities by older adults benefit their families and communities,
and are also a source of personal fulfillment to other older adults. How-
ever, putting a dollar amount on the role of older adult volunteers does
a serious disservice to the work that they accomplish in this capacity and
is much too narrow in scope, although it is a very popular measure often
used to highlight the importance of volunteerism in our society.

Hudson (2006, 2006-07) examines civic engagement involving older
adults across the political spectrum and concludes that both the politi-
cal left and political right understand the tremendous potential of civic
engagement and older adults, but each side sees its potential differently.
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The potential of civic engagement involving older adults has been her-
alded as transformative (Reilly, 2006) and as a social legacy of profound
importance for the nation (Harvard School of Public Health, 2004). Gran-
ville (2001) stresses the relationship between empowerment of older
adults and community participation. Empowered participation, accord-
ing to Fung (2004), helps ensure that public institutions become more
“responsive,” “fair,” “involved,” and “effective.” Fung (2004), however,
argues that with some exceptions, civic engagement scholarship has yet
to generate “compelling accounts” of how to reverse the trends of civic
deterioration.

Development of a better understanding of who volunteers and the
reasons for doing so is a challenge for the field of gerontology (Zedlewski
& Schaner, 2006). Cameron (2006) notes that gathering data on civic en-
gagement and older adults has generally focused on white, non-Latinos,
thereby limiting our understanding of the extent and nature of volunteer-
ing among older adults of color. Freedman (2006-07), in turn, calls for a
reconceptualization of the “next stage of work” for older adults to one
that can be called the “social purpose work” stage.

Civic engagement, in essence, effectively serves to redefine older adult
potential for contributions to their community and to society as whole.
This redefinition of potential contribution will have a profound effect
across the entire life span for all members of society. Its impact, however,
will be far greater among marginalized population groups that have in-
ternalized feelings of worthlessness and inability. Older adults from un-
dervalued backgrounds, as a result, can become role models of potential
capacity to create positive change. In the case of health and health pro-
motion, this change will alter people’s perceptions of how the social en-
vironment creates illness as well as health, and empowers them to effect
positive change in their lives and the lives of those who surround them.

Civic engagement, as noted by Martinson (200607, p. 62), must not be
viewed as a strategy to counteract the ravishes of aging: “Civic engage-
ment is being presented as yet another strategy for promoting health
among older adults while countering images of decline and loss and
addressing societal anxieties about ‘greedy geezers.”” This point is very
critical in how older adult health promotion gets both conceptualized
and implemented. Civic engagement is not a survival strategy for only
the “healthy!”

Rissel (1994), like Fung (2004), raises cautions pertaining to the po-
tential of empowerment and how health promotion also applies to the
concept of civic engagement. Concerns about a lack of a clear theoretical
underpinning, different perceptions on what it means, measurement am-
biguities, and structural barriers are important factors in facilitating wide
adaptation of civic engagement and older adults. This does not mean,
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however, that the field must stand by and wait for academics to connect
the dots and provide a clear vision for how and when civic engagement
can find a prominent place in the field of older adult health promotion.
It does mean, nevertheless, that debate and tension can be expected and
even encouraged before civic engagement enjoys universal acceptance in
the academic and practice arenas.

HISTORICAL OVERVIEW

Civic engagement in American society has been traced back to the begin-
ning of the nation and has been called the core of America’s strength by
de Tocqueville (Sander & Putnam, 2006). Achenbaum (2006-07) provides
a very good overview of the history of civic engagement of older adults
in the United States, and notes that it can be traced back almost to the
beginning of the nation. The Progressive Era, however, was a particularly
significant historical period in fostering civic engagement of older adults.
This period was greatly influenced by Theodore Roosevelt’s efforts at
instituting private—public partnerships to address major national social
problems. Roosevelt’s strategy, according to Achenbaum (2006-07), built
upon three American traditions: (1) fostering voluntary associations, (2)
mobilizing political activism, and (3) advancing adult education. Thus,
civic engagement and older adults is not a recent phenomenon tied to the
emergence of the baby boomer generation; in fact, it predates it by several
hundred years.

Twenty years ago, Gardner’s (1988) goal of creating a movement of
older adults actively seeking to revitalize civil society set in motion the
forces that have played a significant role in what came to be known as
civic engagement and older adults:

We believe, without being immodest, that the large numbers of us over age
65 constitute a rich reservoir of talent, experience and commitment poten-
tially available to society. . . . We know the conventional view is that society
owes its older citizens something, and we would be foolish to quarrel with
that. But we owe something, too, and this is one sense our “operation give-
back” (p. 1).

Carlton-LeNey (2006-07) argues that African-American older adults
have a long distinguished history of civic engagement in this country that
has largely gone unrecognized by the wider society. This legacy lends
itself to expanding the potential for African-American older adults to ven-
ture out of historically prescribed arenas to new arenas such as those pos-
sible with older adult-led health promotion. Latino older adults, too, have
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a long history of civic engagement within their communities, particularly
involving houses of worship. This tradition, unfortunately, has suffered
from even greater neglect when compared with their African-American
counterparts (Delgado, 2007).

The increased recognition of older adult assets (noneconomical) has
converged with an increased recognition of civic participation, to make
for a powerful perspective toward this population group (National As-
sociation of Area Agencies on Aging, 2007). An assets and civic participa-
tion perspective toward older adults is not a new phenomenon, however,
and it is well over forty years old. Burnett and Matlins (2006), for ex-
ample, note that the federal government created two volunteer programs
involving older adults as early as the mid-1960s (Foster Grandparents and
Retired and Senior Volunteer Program), and established another in the
early 1970s (Senior Companions).

BABY BOOMERS AND VOLUNTEERISM

There has been an upsurge in attention pertaining to the swelling of the
older adult ranks as the baby boomers slowly arrive at “older adult”
status (Rozario, 2006-07). This age cohort brings with it a large base for
potential volunteers (Cameron, 2006; G. O’'Neill, 2005; Perry, 2007; Wilson
& Simson, 2006a; Zedlewski & Schaner, 2006). The potential social contri-
bution of the 77 million baby boomers raises numerous questions about
what percentage will actually volunteer, and the nature and extent of this
participation (Freedman, 2006-07). Sander and Putnam (2006) note that
even if a small percentage of this age group volunteers, their significance
can be great:

Given their large numbers, even modest changes in the boomers’ trajectory
could have dramatic consequences. All parents and grandparents should hope
that these efforts succeed as they will directly shape how civically nutritious a
culture and legacy our children and grandchildren will inherit (p. 35).

Interestingly, there has also been increased discussion among strategic
thinkers about “Generation X” and the impact this age group has on volun-
teering as they enter older adult status (Crowley, 2003). Rozario (2006-07)
identified age and gender as key factors associated with civic engagement
among older adults. Those up to the age of seventy-five report higher rates
of participation versus those over this age. Women, in turn, are more likely
to volunteer than men. Choi, Burr, Mutchler, and Caro (2007) stress the im-
portance of better understanding formal and informal volunteering among
spousal caregiving, particularly examining the role of gender.
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This population group has the potential to refine the meaning of older
adults (Harvard School of Public Health, 2004):

The baby boomers will have the opportunity to redefine the meaning and
purpose of the older years. As some of the demands of work and family that
have commanded their attention in mid-life recede, boomers will have the po-
tential to become a social resource of unprecedented proportions by actively
participating in the life of their community. But will they participate? (p. 5).

This question of whether they will participate is one that has garnered
the attention of policy makers, practitioners, and academics. The social
characteristics of those who will participate, and their motivation and
expectations for doing so, as already noted in chapter 2, take on added
significance since the baby boomers are not a monolithic group.

Not surprisingly, there is a realization that this demographic shift will
bring with it unprecedented demands upon organizations and their abil-
ity to respond to the potential that baby boomers bring with them. There
is recognition that most programs can only accommodate a very small
percentage of older adult volunteers, thereby missing an important re-
source because of poor planning, and this will require bold new policies
to expand the net and make it more inclusive (Gomperts, 2006-07).

Rosenberg and Letrero (2006) raise the multifaceted importance and ben-
efits of volunteerism, and why the United States must maintain or increase
volunteer contributions in the future. As baby boomers move into old age,
they represent a potential underutilized source for volunteers (Freedman,
1999). Their recruitment and retention, however, cannot be left to chance
(St. Paul Foundation, 2007). New initiatives must be mounted to tap this
source of energy, creativity, and commitment. Fortunately, significant
initiatives are currently underway to both prepare this age cohort for civic
engagement and better equip the organizations within which they will play
a role (Wilson & Simson, 2006Db). It is necessary, however, to pause and note
that promotion of civic engagement is not the sole responsibility of gov-
ernment, foundations, and social organizations (Henkin & Zapf, 2006-07).
Communities can promote civic norms that encourage voluntarism. When
tied to a community capacity-enhancement paradigm, civic engagement
represents a viable mechanism for the creation of social good.

SIGNIFICANT CHARACTERISTICS

Reilly (2006), in examining the civic engagement movement among older
adults, identifies several significant characteristics that tie this movement
to other important social movements in twentieth-century America:



Civic Engagement and Older Adults 39

—_

a powerful idea that managed to create strong emotion and action

leadership that inspired followers and supporters

3. a social-political environment and excellent timing that helped pro-
pel an idea onto a national and international stage

4. data to substantiate the urgency of need for action

5. fortuitous timing

N

Each of these factors separately, but particularly in combination, wield
significant influence on how older adults view themselves and how other
age groups view older adults.

Hinterlong and Williamson (2006—-07), however, do raise possible con-
cerns about older adults and civic engagement:

1. Older adults engaging in civic action that only benefits their age
group may exacerbate generational tensions.

2. Public opinion about older adults may shift and view them as an
entitled group, causing adverse political reactions.

3. Expectations of all older adults as needing to be engaged in civic par-
ticipation may be unrealistic, leaving those older adults who cannot
because of personal circumstances feeling even more misunderstood
and undervalued.

Civic engagement must not be thought of as a panacea for all of the ill-
nesses confronting older adults in the country. Civic engagement, as a
result, is best thought of as part of a comprehensive strategy that actively
stresses meaningful engagement of older adults in shaping how these ap-
proaches get conceptualized and carried out.

BENEFITS OF VOLUNTEERING

Older adult civic engagement generally serves two primary purposes
(Silva & Thomas, 2006): (1) it provides a venue for older adults to engage
in productive pursuits and (2) it provides organizations with a no-cost
labor force with knowledge, expertise, commitment, and availability. The
joy of learning is the third primary purpose that may be implicit in Silva
and Thomas’s (2006) conceptualization, but it needs to be made explicit.
Wilson and colleagues (2006) identify lifelong learning as a critical factor
in civic engagement, one that can be effectively utilized as a motivator
for recruitment and retention of older adults. Narushima (2005), in turn,
points to the transformative mechanism embedded in community volun-
teering for older adults. In essence, older adult civic engagement is best
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conceptualized as a win-win situation with the volunteer, organization,
and society benefiting from this activity.

Hinterlong and Williamson (2006-07), for example, identify the poten-
tial social bridge role of civic engagement bringing disparate age groups
together. The American Society on Aging (2007, p. 2) points out the
potential benefits that older adults bring to society: “Our whole society
benefits when older adults, with their will developed from a lifetime of
experience, are given opportunities to further get to transmit their skills
and perspectives through initiatives based on their strengths.”

Greene and Cohen (2005) note that a resiliency perspective serves to
enhance specific survival skills to assist older adults to cope with difficult
personal and social situations. Benefits derived by older adults are not
restricted to just working with adults or other older adults. Fried and col-
leagues (2006), for example, report on the gains of older adults participat-
ing in a volunteer program in elementary schools. Older adults’” physical,
cognitive, and social activity increased, suggesting multiple benefits from
volunteering.

The social, psychological, and health benefits of volunteering by older
adults are well recognized in the field and can cover a wide variety of
spheres such as general health (W. M. Brown, Consedine, & Magai, 2005;
Morrow-Howell, Hinterlong, Rozario, & Tang, 2003; Thoits & Hewitt,
2001; Van Willigen, 2000), delayed mortality (Harris & Thoreson, 2005),
protective factor (Greenfield & Marks, 2004), physical and mental health
(Greenfield & Marks, 2004; Lum & Lightfoot, 2005; Schwartz, Meisen-
helder, Ma, & Reed, 2003), sense of belonging and connectedness (W. M.
Brown et al., 2005; Okun & Michel, 2006), and general well-being (Mor-
row-Howell et al., 2003), to list but a few areas. Choi (2007), in a study
of older adult volunteer instructors and their peer teaching experiences,
found peer teaching of older adults to be a complex phenomenon. How-
ever, mutual shared experiences combined with mutual contributions
and role reversal (instructor and student) enhanced learning by both peer
educator and student.

Last, the opportunities for older adults to utilize their competencies and
knowledge as community leaders open up new vistas for this age group.
This broadening of civic engagement opportunities to include positions
of leadership in these efforts, as evidenced by older adult-led health
promotion, benefits both older adults and communities (Corporation
for National & Community Service, as quoted in Eccleston & Priestman,
2007, p. 4):

To attract Baby Boomers to volunteering, experts on aging agree that non-
profit groups and others must boldly rethink the types of opportunities
they offer—to “re-imagine” roles for older American volunteers that cater



Civic Engagement and Older Adults 41

to Boomers’ skills and desire to make their mark in their own way. This is
vitally important to ensuring that the potential of this vast resource is tapped
to its fullest.

Creation of a cadre of older adult leaders in community efforts represents
the natural extension of a community capacity-enhancement perspective on
civic engagement, and one that holds a bright future for this movement.

BARRIERS TO VOLUNTEERING

McBride, Sherraden, and Pritzer’s (2006) qualitative study of low-income
and low-wealth families and civic engagement found that engagement is
taking place, but there are substantial obstacles to doing so. Their find-
ings are not surprising for anyone who has worked with these types of
families, and the findings are applicable across the life span to include
low-income and low-wealth older adults. McBride (2006-07), in a study
specifically focused on civic engagement and older adults, raised im-
portant questions of concern about those adults for whom this form
of participation has historically and currently been inaccessible. Older
adults with disabilities or compromised health may face exclusion; a large
population group with an important perspective is thereby left out, and
is also not able to draw on many of the benefits, as noted above, that go
with active and meaningful civic participation. Institutional capacity can
be increased to encompass a broader spectrum of who should be engaged
in the multifaceted venues for civic engagement.

Reilly (2006) strikes an optimist note in declaring that a national trans-
formation has begun for organizations to engage older adults in activities
with social good goals. This transformation has resulted in a de-emphasis
on a perspective (deficit) that views older adults as consisting of needs,
to one that is asset-based and views older adults as entering a period of
enhanced capacity, personal renewal, and intellectual growth. The emer-
gence of a “wellness” concept to characterize programs stressing health
rather than illness is such an example. Achenbaum (2006), however,
issues a call for creation of new roles and opportunities at the commu-
nity level for older adults. Older adult-led health promotion is a direct
manifestation of an assets paradigm involving this population group and
represents an “innovative” approach toward civic engagement.

C. Johnson, Parel, Cobb, and Uy (2003, p. 5), too, raise concerns about
the need for serious action and initiatives to create and expand meaning-
ful opportunities for older adult civic engagement. However, a new vision
for older adult participation is coming into contact with the realization
that community-based organizations’ capacity to absorb them is seriously
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lacking: “To the extent that this is already happening throughout the na-
tion, federal and local governments, foundations, and corporations must
quickly direct significant resources towards developing model programs
and initiatives that support the engagement of older adults.” This chal-
lenge may be simpler to raise than to address in the field. Ignoring it,
however, will not make it go away.

Finally, Gonyea and Googins (2006-07) view the subject of older adult
civic engagement from a different perspective, calling for expanding
the boundaries of what is typically considered corporate volunteerism.
The corporate sector has been considered “slow” in offering employees
greater flexibility in their work and retirement options, thereby limiting
the civic contributions of employees and their corporate employers.

INCLUSION VERSUS EXCLUSION

As already noted, the concept of civic engagement was never meant for
any particular age group, although it certainly has found a home among
the young and adults. Hudson’s (2006) observations pertaining to the
importance of diversity raises this very point:

Because of their historical experience with economic discrimination, social
isolation, and political marginality, older women and older populations of
color are more likely than their white male brethren to bring critical extra-
aging concerns to the civic arena. Broad participation will better reveal the
diversity of civic concerns older people carry with them (p. 16).

Diversity of civic concerns is certainly one of the primary benefits of
broad participation among the older adult group (McBride, 2006-07; St.
Paul Foundation, 2007). However, the position that all older adults can pro-
vide for others, regardless of individual challenges, forces the field of health
promotion to examine the varied ways that assistance can be provided,
and how this is accomplished can inform the field. Boerner and Reinhardt
(2003), for example, in their study of support provided by older adults who
were disabled, showed that there are feasible ways support can occur, even
in situations where the individual providers are in need of assistance them-
selves. The potential for expanding civic engagement to all older adults,
regardless of functional abilities and needs of their own, is exciting.

There are significant challenges in applying civic engagement to older
adults. Nevertheless, there are even more challenges when discussing
what barriers older adults of color face in formally volunteering:

1. lack of transportation (Cameron, 2006; O’Neill & Lindberg, 2005; St.
Paul Foundation, 2007)
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2. financial needs (Hudson, 2006; McBride, 2006—07; St. Paul Founda-

tion, 2007)

lack of English language skills (Fong, 2006)

4. legal status in the case of the undocumented (Crowley, 2003; Del-
gado, Jones, & Rohani, 2005)

5. lack of awareness about opportunities and benefits of volunteering
(McBride, 2006-07)

©»

Each of these challenges is noteworthy, and they take on greater signifi-
cance in combination with each other.

Not unexpectedly, low-wealth/low-income older adults of color bring
with them a view of health that has been shaped by a life history of dis-
crimination, classism, and sexism. This operative reality is both to be
expected and addressed in older adult-led initiatives such as health pro-
motion. After all, the construct of diversity helps ensure that there are mul-
tiple realities to contend with and none is more important than the others.
Their perceptions of what constitutes health and what are the “acceptable”
and “expected” benefits from participation necessitate clear articulation of
the vision that will guide older-adult health promotion and to what extent
it encompasses the experiences of undervalued older adults.

EMPOWERMENT AND SOCIAL JUSTICE

Although the concept of empowerment is a central feature to how civic
engagement becomes operational, it often gets done implicitly rather than
explicitly in any discussion of the virtues of older adult civic engagement.
Empowerment and social and economic justice constructs represent a
central feature, or tenet, of older adult-led health promotion, as they
should in the more conventional health promotion approaches (Squire,
2001). Story (2007) sums up the close relationship between empowerment,
social change, and public health and health promotion quite well:

Principles of empowerment and social change are paramount to the success
of public health programs. Assessing needs, recognizing barriers, develop-
ing change strategies, and making a plan of action facilitate the eventual oc-
currence of social change. This social change can also be initiated by policy
change, and in any case it is a result of action by individuals, groups, organi-
zations, cultures, and/or society.

The close relationship between empowerment, social change, and health
promotion will also be addressed in chapters 5 and 6.

The bringing together of empowerment and social justice serves to
cast civic engagement in a particular light that influences the selection of
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the most appropriate strategies to achieve equity for older adults from
undervalued backgrounds. Wallerstein and Freudenberg (1998) a decade
ago effectively linked health promotion and social justice and concluded
that these two concepts address the role of power and the importance of
empowerment in creating a state of well-being for marginalized groups.

Holstein (2006) comments on the potential leadership role that older
adults can play in society and in helping to achieve social justice goals
for the nation:

The old ought to become moral entrepreneurs, to take leadership roles in
exemplifying commitment to the community and to social justice. They had
the time, experience, etc., to play roles that others did not. Today, I have seri-
ous questions about that recommendation. I trust, indeed hope, that people
will choose those roles but I no longer believe that it ought to be held up as
an expectation. . . . What we all need is respect and recognition, which our
society has been so closely tied to work-related roles and, for women, also
to appearance (p. 25).

Holstein’s charge, so to speak, places older adults front and center in the
nation’s quest to tap social capital in service to the country.

CIVIC ENGAGEMENT AND
OLDER ADULT-LED HEALTH PROMOTION

The close association between civic engagement and health promotion
as conceptualized in this book provides academics, practitioners, and
older adult volunteers with a rationale for coming together in pursuit
of common goals. Older adult-led health promotion provides a viable
avenue for engaging older adults in new roles that capitalize on their
knowledge, time, and commitment for making important contributions
to their community and society in general. Mind you, there are countless
other avenues for older adults to become involved in their communities.
Nevertheless, having them play active and leadership roles in a health
promotion initiative represents an innovative and important venue for
their engagement.

Civic engagement and older adults must be conceptualized as consist-
ing of many different items on a menu, so to speak. Not every older adult
will be interested in health promotion. Some will find intergenerational
work involving school children and reading, for example, as the most
meaningful way for them to contribute. Others, in turn, may find helping
small business owners develop their businesses to be their preference.
Older adults should not be limited in how they want to contribute to their
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community based upon a very limited menu. They should have viable
choices across an entire spectrum of venues. Civic engagement and older
adult-led health promotion, too, must provide a wide range of options and
not be limited to one or two types. Health promotion is a very broad field,
and no aspect of this field should be considered off-limits to older adults.

Reilly’s (2006, p. 7) challenge for civic engagement can easily be applied
to older adult-led health promotion: “In order for the civic engagement
movement to progress from success to significance, to become a major
significant social change event of the 21st century, a coordinated multi-
sector response is needed.” A multi-sector response, such as the one
being proposed in older adult-led health promotion, represents a viable
approach within the health promotion field. If civic engagement is to take
hold in a meaningful manner among older adults, and at no time is this
more relevant than when discussing consumer-led health promotion,
older adult leadership must play a prominent role in these efforts (Man-
ning, 2006).

The potential of older adults leading health promotion initiatives is
very much dependent upon organizations in a position to sponsor these
interventions being willing, and able, to do so. Endres’s (2005) research on
nonprofit organizations” preparedness to use older adults as volunteers
found them unprepared. Having older adult volunteers take on leader-
ship roles further raises questions of organizational capabilities. The
Gerontological Society of America’s (O, Neill & Lindberg, 2005, p. 1) first
priority issue of a report on civic engagement of older adults recommends
to “modernize the nation’s senior and civic service programs.” Older
adult-led health promotion responds well to this and other challenges by
older adult-focused professional and practitioner organizations.

One way of facilitating the engagement of older adults is to make
available a standardized training curriculum that will cut down on the
costs associated with training older adult volunteers. In the health pro-
motion arena, Schneider, Altpeter, and Whitelaw (2007), undertook a
meta-analyses of ten national evidence-based or best practice health pro-
motion programs for older adults that systematically utilized older adult
volunteers and explored the feasibility of a generic training program
for volunteers. The authors concluded that such a training program is
feasible and can contribute in multiple ways toward the goals of promot-
ing healthy aging. The importance of providing training to older adult
volunteers is recognized in the field of health promotion. No older adult
can be expected to be proficient in all aspects of health promotion, and a
similar conclusion can be applied to professional staff, too.

Huang and colleagues (2002), in a study of the effectiveness of health
promotion educational programs among older adults in Taiwan, found
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these programs to be quite effective in improving health-related knowl-
edge and behaviors among those aged sixty-five to sixty-nine years old,
married, having higher formal educational levels, and living with fam-
ily. This demographic group may well represent the most “attractive”
audience from a health promotion perspective. Nevertheless, modifying
interventions to take into consideration the social context of the older
adult participant is a fundamental principle of effective older adult health
promotion, regardless of the demographic profile of the older adult group
being targeted.

_

The emergence of civic engagement as a goal for all age groups in this
country has brought with it excitement and the potential of contributions
from all older adults, and not just those who are physically healthy and
sufficiently wealthy to volunteer. The construct of civic engagement, like
any other social construct, is fraught with challenges as well as rewards
for the fields of gerontology and health promotion. Nevertheless, the
continued growth of the older adult ranks as the nation’s baby boomers
enter retirement age must not be ignored by policy makers. However,
their engagement in civic actions will require bold new ideas about how
best to tap this reservoir of talent.

As the reader has no doubt realized, civic engagement is operational
based upon the social circumstances of the older adult contemplating
volunteering. The worldview and priorities of older adults with histories
of being undervalued by society will differ with their counterparts who
have been privileged. This observation, incidentally, is not unique to
older adults. Nevertheless, there is no escaping the fact that marginalized
older adults suffer from multiple sources of discrimination, such as race,
gender, income, and, in a high number of cases, various forms of dis-
abilities, along with ageism, a new form of discrimination. These social
circumstances must weigh in on how civic engagement can reach out to
include these groups of older adults. Civic engagement and health pro-
motion represent a natural alliance, particularly when health promotion
is older adult-led, as discussed in the following chapters of this book.

Rozario (2006-07) rightly observes that predicting the future of volun-
teerism among older adults is difficult because of the potential interplay
of numerous social, economic, and political forces. Nevertheless, there
is no controversy about the importance of this nation being able to tap a
largely untapped reservoir of talent or social capital found among older
adults. Also, there is no argument about the need and importance of
new perspectives and models of older adult civic engagement. It is im-
portant to end this chapter on civic engagement on a note that says that
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not every older adult must participate in civic ventures to be “worthy,”
as commented by Martinson (2006-07, p. 64): “Finally, the option of not
being involved in civic engagement as an older adult must be honored.”
It is important, however, to provide “genuine” and “meaningful” op-
portunities for all older adults who wish to engage in volunteerism. This
fundamental belief will provide options for older adult groups that have
historically not been available to them.
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Older Adult
Health Care Needs

“As a greater number of people reach old age, medicine is challenged to
develop new approaches to this population. Health promotion, not just
treatment of disease but improving the quality of life for older persons,
must play a role.”

(Fried, 2000, p. 1)

ddressing current and projected health care needs of older adults,

and particularly those who are low income/low wealth, urban
based, and of color, is bound to be a daunting task for any author, just like
it is in the field of practice (Policy Research Associates, 2006). Dynamic
changes in population, combined with the emergence of new research
findings specific to this population age group, is compounded by the in-
creased diversity found among older adults of color. This does not mean
that the field is not capable of meeting these challenges. However, it does
mean that the level of awareness and sophistication that is needed per-
taining to health promotion and older adults, particularly those of color,
must be heightened, along with flexibility and innovation in the design of
health promotion initiatives intended on reaching this population group.
Anything short of such an effort fails to maximize the potential of health
promotion reaching and helping this population group (Lang, Lawry, &
Anderson, 2005).

Loprest and Uccello (1997), for example, raise concerns about unin-
sured older adults over a decade ago. Not unexpectedly, the sixty-five-
years-and-older uninsured group is largely composed of Latinos and
African Americans/blacks in this country (Doty & Holmgren, 2005;
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Okoro, Young, Strine, Balluz, & Mokdad, 2004). Fronstin (2005) goes on
to note:

While 65.1 percent of the non-elderly population is white, whites comprised
48.1 percent of the uninsured. Individuals of Hispanic origin were more likely
to be uninsured than other groups (34.3 percent). . . . This may be due in part
to the fact that 52.4 percent of the Hispanic population reported income of
less than 200 percent of the federal poverty level. Also, a higher proportion of
Hispanics are immigrants and may work for small firms or be employed on a
part-time or part-year basis. However, even at high income levels, Hispanics
generally were more likely to be uninsured than other racial groups and were
less likely to have employment-based health benefits (p. 1).

Health promotion initiatives targeting the uninsured older adult group,
as a result, take on tremendous prominence, particularly when these
older adults are clustered in certain geographical areas of cities.

The value of immunization for older adults is probably the least contro-
versial form of health promotion because of their costs and effectiveness
in preventing deaths in this age group, and it is another example of how
older adult profile influences health promotion (Karuza, 2001). Lifetime
nonreceipt of immunization against influenza or irregular vaccination
among older adults is considered a critical factor in making older adults
more vulnerable to a range of illnesses. Sambamoorthi and Findley (2004),
however, found that a significant proportion of older adult Latinos (43
percent) and African Americans (45 percent), when compared with white
non-Latinos (28 percent), had never received influenza immunizations.
Gallagher and Povey (2006), in a study of older adult intentions to vac-
cinate against influenza based in England, advance a theoretical model
for better understanding, facilitating, and hindering determinants, with
implications for health promotion.

A number of researchers have issued the challenge or sounded the
alarm to the field that older adults of color face current and future se-
rious health issues because of their life circumstances (Committee on
Population, 2004a,b; Fronstin, 2005; Gold et al., 2006; Jackson & Knight,
2006; Kelley-Moore & Ferraro, 2004; Stewart et al., 2006). Race, ethnic-
ity, gender, income and wealth, and urban context, are all key factors in
shaping the health status of older adults of color. Older adults of color,
for example, have disproportionate rates of morbidity and mortality from
chronic diseases, such as blood pressure, cancer, heart disease, diabetes,
depression, anxiety, and obesity (Center on an Aging Society, 2004). The
proportion of adults age fifty and older with chronic health conditions
among older adults of color is quite high, with African Americans (77 per-
cent) having the highest proportion and Latinos (68 percent) having the
next highest percentage (Center on an Aging Society, 2004; Singal, 2006).



Older Adult Health Care Needs 51

Asian Americans, in turn, have the lowest percentage (42 percent) and are
also lower than white non-Latinos (64 percent).

It is a challenge, however, to be able to examine older adult health care
needs without forgetting that this population group also possesses incred-
ible strengths and assets. Birkhead, Riser, Mesier, Tailon, and Klein (2006,
p- S2), although specifically addressing youth assets, note the implications
of this perspective for other groups: “The approach of focusing on assets
and positive attributes in addition to risk may also be beneficial in address-
ing other public health problems in other population groups.” The mere
fact that these individuals have managed to surmount a tide of trials and
tribulations associated with oppressive forces in this society is a testament
to their resiliency and assets. Those older adults of color who died along the
journey, unfortunately, did not possess the assets and social navigational
skills of their counterparts who managed to survive and even thrive.

This chapter will be divided into three major health-related categories:
(1) high-profile health needs, (2) low-profile health needs, and (3) special
population group needs. The first addresses health needs that enjoy a good
degree of attention in the field as evidenced by the literature and invari-
ably get mentioned by both practitioners and academics when discussing
older adult health care needs (Schoeni, Freedman, & Martin, 2005). The
second category, in turn, refers to older adult health needs that have not
received the attention they deserve. This does not mean, however, that
this will always be the case. It does mean that low-profile older adult
health needs have not benefited from the funding, research, and scholar-
ship that high-profile health needs have received in this country. Finally,
the last category on special population groups attempts to highlight the
importance of three subgroups (the homeless; gay, lesbian, bisexual, and
transgender; and prisoners) that generally get overlooked when discuss-
ing health promotion and older adults. These three groups represent a
growing demographic trend and present the health promotion field with
a host of unique challenges (because of their social circumstances) that
counterparts without these circumstances do not.

The reader may disagree with the classification of some of these health
needs as either high- or low-profile, or with special population groups se-
lected, and that is to be expected. For example, Burbank (2006) specifically
identifies five groups of older adults that are particularly vulnerable and
thereby at increased risk for unhealthy consequences: (1) the incarcerated;
(2) the homeless; (3) gays, lesbians, bisexuals, and transgenders; (4) those
with HIV/AIDS; and (5) the frail. The reader will notice that three of these
five groups fall into the special groups category in this book and the other
two fall into the high-profile and low-profile groupings.

The classification of health needs is very much a judgment call on my
part. The reader, in addition, may take issue with some “missing” health
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needs, such as breast cancer, oral health, hearing and eye impairments,
arthritis, and pain, for example (Herr & Decker, 2004; Kiyak & Reich-
man, 2005; Oliver-Vazquez, Sanchez-Ayendez, Suarez-Perez, Velez-Al-
modovar, & Arroyo-Calder, 2002; Song et al., 2007). The presence of pain
increases with aging, and how it gets manifested and experienced differs
as well. When pain goes untreated or is poorly managed, it can result in
older adults experiencing cognitive difficulties and reduced activities of
daily living (Davis & Srivastava, 2003). The lack of space has necessitated
that certain needs, such as pain, either not get mentioned or only get men-
tioned in passing without due justice being done to them.

Further, high-profile, low-profile, and special population groups of
older adult health needs will be covered in a general overview manner
as a means of providing the reader with a grounding and appreciation
of how certain types of older adult health needs are viewed and ad-
dressed in the field of health and health promotion. Each of the health
issues touches upon data related to the importance of the condition and
highlights several challenges for the field, as well as examples of health
promotion efforts. Each of these health conditions is worthy of one or
a series of books based on its importance. Consequently, this chapter
highlights why these health conditions and special population groups
are high-priority areas for older adult health promotion, and it sacrifices
depth in order to achieve a higher degree of breadth.

These health conditions can also be found in other age groups, but their
interactions with older age groups bring an added set of challenges. In
reality, there is a tremendous amount of overlap between these catego-
ries, and the grouping of needs can be subject to debate, which is under-
standable. Viewing these health needs from a narrow perspective denies
the social context in which they occur. Nevertheless, my primary goal in
covering this material in this particular manner is to make it user friendly
and provide the reader with a substantial foundation upon which to de-
velop or facilitate health promotion initiatives. Every effort will be made
to point out the interaction of these health needs with each other and how
comorbidity brings with it a set of challenges for health promotion and
the need to take a comprehensive view of older adult health needs rather
than a highly focused, or specialized, perspective.

HIGH-PROFILE HEALTH NEEDS

Diabetes

There are certainly numerous perspectives that can be taken to examine
diabetes. The financial costs of diabetes, for example, can be extremely
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high. In 2002, it was estimated that the financial costs to the country were
$132 billion, of which $92 billion was in direct medical costs and $40 bil-
lion in indirect costs such as disability, work loss, and premature mortal-
ity (National Diabetes Information Clearinghouse, 2005).

It is estimated that the number of older adults over the age of sixty-
five with diabetes in the United States is 18.7 percent (American Medi-
cal Association, 2003; DeCoster & George, 2005). The seventy-five years
and older cohort, however, is projected to have the highest increases in
diabetes between the years 2000 (1.2 million women and 0.8 million men)
and 2050 (4.4 million women and 4.2 million men) (American Medical
Association, 2003). It is estimated that approximately 40 percent of adults
between the ages of forty and seventy-four, or 41 million people, have a
prediabetic condition that increases the risk for type-2 diabetes (National
Institutes of Health, 2005).

In 2000, diabetes was the sixth leading killer in the United States and
was responsible for over two hundred thousand deaths each year (CDC,
2001). This can be translated into a twice-the-risk factor for people with
diabetes when compared with counterparts without diabetes (National
Diabetes Information Clearinghouse, 2005). Further, diabetes and high
blood pressure are closely correlated, with 73 percent of adults who have
diabetes also having high blood pressure (National Diabetes Information
Clearinghouse, 2005).

Diabetes, as already noted in chapter 2, is disproportionately found
among people of color, particularly African Americans and Latinos
(Henry J. Kaiser Family Foundation, 2005). However, Native Hawaiians
are 2.5 times more likely to be diagnosed with diabetes than their white,
non-Latino counterparts (CDC, 2001). Among Latinos, there is consider-
able risk for type-2 diabetes that is almost twice as high (1.9 times) as
white non-Latinos. Among Mexican Americans, however, the risk is two
times higher (CDC, 2007c; Kaushik et al., 2007). It is estimated that two
million Latinos currently have diabetes, while 60 percent are overweight,
increasing their chances for contracting diabetes (Heller, 2007).

Environmental hazards (air pollution and extreme heat) can worsen
the health of individuals with diabetes, and this is particularly the case
with older adults, particularly those living in urban areas of the country
(Environmental Protection Agency, 2007). It should be noted that African
Americans (2 times) and Native Americans (2.6 times) have higher rates
of diabetes-related complications such as kidney diseases and amputa-
tions (CDC, 2007¢).

More than 10 percent of the Latino community has diabetes, and it is
also estimated that one-third of them are undiagnosed (PR Newswire,
2006a). Almost 21.4 percent of Latinos aged sixty-five and older have
been diagnosed with diabetes (NOVA, 2004), with almost 15 percent of all



54 Chapter 4

Mexican Americans having diabetes (Pearsey, 2007). However, diabetes
among American Indians and Alaska Native populations is considered
the highest in the world, with more than 50 percent of this population
group having this illness, and its prevalence is still increasing (Roubide-
aux et al., 2004). One study of Native Americans in Arizona, for example,
found diabetes to be the most common among older adults, with rates as
high as 74 percent among women (sixty-five to seventy-four years of age),
raising serious alarm among public health professionals.

Diabetes also can be found disproportionately in cities (Fountain, 2006;
Kleinfield, 2006a,b), and adherence to treatment regimen also differs ac-
cordingly. Rhea and colleagues (2005), for example, in a study of barriers
to diabetes education in urban patients, found that a host of socioeconomic
factors wield considerable influence on perceptions of barriers to partici-
pating in health education programs. Holder (2001, p. 204) notes that be-
liefs of African-American older adults concerning being overweight as an
indicator of good health make health promotion efforts targeting diabetes
quite challenging: “Negative beliefs may decrease this motivation and
promote a more fatalistic attitude leading to decreased dietary adherence.”
The family, however, has been identified as a key social support in helping
African-American older adults to a diabetic regimen that is effective.

The prevention and early intervention in diabetes is well recognized in
the field. A small reduction in weight and an increase in physical activ-
ity are effective in reducing the risk of diabetes for older adults. Lifestyle
interventions can reduce development of diabetes by up to 71 percent
among older adults (National Institutes of Health, 2005). However, life-
style health promotion interventions must be based upon a solid under-
standing of sociocultural context and how it influences diet and exercise.
Lack of cultural congruency and involvement of significant people in the
older adult social network will meet with minimal effectiveness, at best
(Fustes, 2002).

Hypertension

Heart disease and stroke are considered major health problems within
communities of color. Davison and colleagues (2007) note that among
Latinos, for example, these illnesses are considered the leading cause of
mortality among men (27.1 percent) and women (32.2 percent). The eco-
nomic consequences are far reaching, with an annual estimate of costs for
cardiovascular disease at $163 billion by the year 2050. Thus, to say that
hypertension is common among adults aged sixty years and older would
not be an understatement (Kostis, 2004).

It is estimated that almost 50 percent of all persons over the age of sixty
years have hypertension, making older adults at risk for a range of severe
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health consequences (Rigaud & Forette, 2001). However, it is estimated
that fewer than approximately 25 percent of older adults with high blood
pressure are receiving adequate care (Kostis, 2004). Hypertension is a
health condition that has serious consequences if left untreated. Among
older adults, hypertension is considered a fairly common condition that
significantly increases morbidity and mortality risk. Lloyd-Jones, Evans,
and Levy (2005), in a study of hypertension among the oldest of the old
(eighty years or older), found that 70 percent had hypertension and fewer
than 10 percent had normal blood pressure levels.

Adherence to antihypertensive therapies, in turn, is considered to be
low, increasing the importance of effective health promotion initiatives
on the topic, particularly in the case of older adults whose first language
may not be English and whose cultural values and beliefs may make com-
plementary and alternative medicine more attractive than conventional
medical approaches (Bell et al., 2006). In similar fashion to other health
needs covered in this chapter, African Americans report higher rates of
hypertension than white non-Latinos or Latinos. Rhoades and Buchwald
(2003), in a rare study of hypertension among older urban Native Ameri-
can primary care patients, found the prevalence of diagnosed hyperten-
sion to be 38 percent, and equally troubling, the possible undiagnosed
hypertension to be 23 percent.

Hypertension does not transpire within a cultural or emotional vac-
uum. Consequently, health promotion efforts seeking to reduce hyper-
tension among older adults must take into account a context to increase
effectiveness of interventions. In one study based in Japan, for example,
researchers found that older adults who lost a loved one but believed
in a “good afterlife,” were less likely to experience hypertension when
compared to those who did not believe in an afterlife (Krause et al., 2002).
Ostir, Berges, Markides, and Ottenbacher (2006), found a strong relation-
ship between high positive emotion and lower blood pressure among
older adult Mexican Americans. Hajjar, Frost, Lacy, and Kotchen (2006)
examine hypertension and older adults from the perspective of health
care provider beliefs in healthy behaviors. The authors found that those
providers with positive beliefs were better able to convey these beliefs
to older adults, increasing the likelihood of helping them adopt positive
health behaviors that reduce hypertension, such as exercise and proper
nutrition.

This context, in turn, influences help-seeking practices as well as efforts
to self-medicate. Neafsey (2001), in a study of older adults attending a
blood pressure clinic, found that 86 percent of the 165 subjects reported
taking at least two self-medications, creating an adverse reaction. Self-
medication, as a result, takes on greater significance in the case of older
adults with low health literacy levels and those relying on cultural-based
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medications. The implications for health promotion efforts to both bet-
ter understand self-care practices and develop interventions that are
grounded within a cultural context is self-evident, just like it is with the
other health needs addressed in this chapter.

Depression and Other Mental Health Needs

The mental health needs of older adults, including those of color, are
increasingly being recognized in the gerontological field, particularly the
major barriers that must be surmounted (Choi, 2005; Massanari, Barth-
Jones, Chapleski, Mahlmeister, & Smitherman, 2002). It is estimated that
70 percent of all primary care visits by older adults result from some form
of mental health need, such as generalized anxiety, depression, somatiza-
tion, stress, or adjustment disorders (American Psychological Associa-
tion, 2003). However, it is also estimated that 63 percent of older adults do
not receive the treatment they need. The percentage of older adults with
depression who do not receive adequate treatment is even higher, at 75
percent (American Psychological Association, 2003). Studies suggest that
only a very small percentage of older adults (3 percent) actually report
seeing a mental health specialist for their needs (American Psychologi-
cal Association, 2003). It is not unusual, for example, for depressed older
adults to have visited a general physician in the month prior to commit-
ting suicide, with 20 percent having seen a doctor on the same day and 40
percent within one week of a suicide (Brody, 2007).

Older adults’ not viewing or presenting their needs and symptoms as
being mental-health related has complicated the process of screening,
diagnosis, and treatment. Inadequate screening has resulted in older
adult mental health needs going undiagnosed and untreated for extended
periods of time, if at all, and this stage in the help provision process is in-
creasingly being identified as critical in the mental health of older adults.
Harris and Cooper (2006), not surprisingly, stress the importance of better
screening and treatment of depression among older adults living in the
community. Arean and Unutzer (2003), in turn, found that oldest of the
old, low-income adults of color experience inequities in depression man-
agement and raise barriers related to access to preferred treatments that
are culturally grounded. However, Kales and Mellow’s (2006) review of
the literature on racial differences in the diagnosis and treatment of late-
life depression concluded that physician bias based upon patient race
did not explain all diagnostic and treatment differences. Williams and
colleagues (2007) studied older adults who were poor and had a diagno-
sis of dementia and found that those who lived alone were less likely to
be diagnosed by their primary care physician than those who had active
caregivers.
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The topic of Alzheimer’s disease is one that probably most often comes
to mind in the general public when discussing older adults and mental
health in this country. However, it is not restricted to the United States,
as Canada, for example, also struggles to address the needs of an increas-
ingly older adult and ethnically diverse population (Luh, 2003). Alzheim-
er’s disease is closely related to age, particularly among the oldest of the
old. Two older adults out of 100 aged sixty-five have Alzheimer’s. How-
ever, by age eighty-five, the number increases to thirty to thirty-five out of
100 (Wygant, 2007). Health promotion efforts that delay the onset of this
disease by six or more months will have tremendous implications for the
field of health promotion (Clevenger & Quinn, 2007). Lack of information
on Alzheimer’s that targets older adults of color has been identified as a
key barrier in having them play more assertive roles in getting the aid that
they need (Ayalon & Arean, 2004).

Alzheimer’s strikes Latino older adults at an earlier age (67.6 years)
than their white, non-Latino counterparts (74.6), making the importance
of delaying the onset of this disease even greater among Latinos (Berger,
2005). C. M. Clark and colleagues (2005) conclude that the mean age for
symptom onset for Latinos is 6.8 years earlier when compared with white
non-Latinos. A low formal education level, combined with high rates of
vascular disease, particularly diabetes, increases the risk of Latinos con-
tracting Alzheimer’s at an early age when compared with other groups
(Elliott, 2001).

Older adults with inadequate diets can manifest a range of cognitive,
emotional, and behavioral symptoms, which can eventually result in
mental illness. Valcour and Paul (2006) address the emerging mental
health (dementia) problems associated with HIV and older adults, par-
ticularly the impact of long-term, highly active antiretroviral therapy
and immune reconstitution. The combination of HIV, advanced age, and
cognition is not fully understood and has tremendous implications for
health care delivery.

Love and Love (2007) note that screening for mental health problems
among older adults is generally not routine in health promotion programs
that are community based. Proper nutrition, as a result, has both physi-
cal as well as psychological benefits (Chernoff, 2001a,b; McCabe-Sellers
& Johnston, 2006). Ostir and colleagues (2006), as reported earlier in the
previous section of this chapter regarding hypertension, found a strong
association between high positive emotions and lower blood pressure
among older Mexican Americans (average age of 72.5 years old), increas-
ing the relevance of health promotion programs that are nonpharmaco-
logic in focus. Prince and colleagues (2007), in a review of the literature
on mental health, found that depression increases the risk for the onset of
type-2 diabetes.
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There are certainly a variety of approaches that health promotion pro-
grams can take toward addressing the mental health needs of older adults.
Health promotion programs that stress physical activity, for example,
have been found to not only improve physical health but also improve the
mental health of older adults (Lautenschlager, Almeida, Flicker, & Janca,
2004). Health education campaigns that provide older adults with a better
understanding of mental health symptoms and destigmatize treatment
open up the field for innovative efforts, particularly among older adults
of color.

Health promotion programs focused on improving and preventing the
onset of emotional problems among older adults, like the other health
conditions raised in this chapter, must endeavor to ground these inter-
ventions within the cultural context, definition, and interpretation of the
older adults being targeted (Cattan & Tilford, 2006). Early intervention
takes on prominent importance in the case of older adults and Alzheim-
er’s disease because of the early onset of this disease and older adults of
color.

Injuries from Falls

The association between falls and older adults is quite strong in the minds
of the general public. Commercials graphically describing an older adult
who has fallen and unable to reach a telephone have probably been seen
by countless millions of people in this country. Consequently, there are
few practitioners and academics who would not list injuries resulting
from falls as one of the key needs in the field of gerontology because of
the serious health consequences that can result from these events (Holmes,
2006; Pynoos, Rose, Rubenstein, Choi, & Sabata, 2006). The multitude of
health consequences resulting from falls makes prevention of falls among
older adults a high priority area for health promotion (Allen, 2001). Not
surprisingly, the importance of health promotion programs specifically
targeting falls has only increased in the past decade and will no doubt
continue to show greater prominence in the next decade.

Falls among older adults not surprisingly are considered one of the
major causes of hip fractures and hospitalization in the United States.
Stevens (2006), in an analysis of unintentional falls among older adults
sixty-five years of age or older from 1993 to 2003, and from 2001 to 2005,
found that this is a common occurrence among almost 30 percent of this
age group on an annual basis. The average hospitalization for older adults
with hip fractures was almost a week (Popovic, 2001). Baker (2001) notes
that falls in the home after hospitalization of older adults seventy years or
older occur with 14 percent of patients within the first month after hospi-
tal discharge. It is estimated that as many as 20 percent of hip fracture pa-
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tients die within a year of their injury (Leibson, Toteson, Gabriel, Ransom,
& Melton, 2002). In 2004, 14,900 older adults died from injuries involving
unintentional falls, 1.8 million were treated in emergency departments,
and 433,000 were hospitalized (CDC, 2006a).

Like other health conditions covered in this chapter, there are signifi-
cant differences between gender, race, and ethnicity. Falls were higher
among men (46.2 per 100,000) than women (31.1 per 100,000). Rates
also differed based upon race and ethnicity for men: white non-Latinos,
48.3 per 100,000; Asians and Pacific Islanders, 35.6 per 100,000; African
Americans, 22.3 per 100,000. White non-Latinas had the highest rates
among women with 32.8 per 100,000; Asians and Pacific Islanders, 23.2
per 100,000; and African Americans, 13.9 per 100,000.

The financial costs of unintentional falls can be considerable, with an
estimate of $200 million for fatal medical costs and $19 billion for non-
fatal injuries. Nonfatal falls’ medical costs are $12.6 billion (63 percent) for
hospitalization, $4 billion (21 percent) for emergency department visits,
and $3 billion (16 percent) for treatment in outpatient settings (Finkel-
stein, Chen, Miller, Corso, & Stevens, 2005; Stevens, Corso, Finkelstein,
& Miller, 2006). The CDC (2007a) estimates that the average cost of a fall
is $19,440, not including doctor’s services. The financial costs are higher
among older adult women when compared with men since they account
for almost 80 percent of all fractures (Stevens & Olson, 2000). Women are
responsible for 72 percent of all hip fracture hospitalizations (National
Centers for Health Statistics, 2006). One estimate of future costs puts the
figure at $43.8 billion (in current dollars) by the year 2020 (Englander,
Hodson, & Terregrossa, 1996).

Health promotion efforts targeting older adult unintentional falls gen-
erally are multipronged in nature: (1) exercise programs such as tai chi
and yoga, (2) medication reviews to reduce their side effects and interac-
tions, (3) eye examinations, (4) improvement of lighting in the home, and
(5) reducing hazards in the home (CDC, 2007a; Tummers & Hendrick,
2007). Some of these approaches will entail that health promoters col-
laborate with practitioners of other disciplines, such as fitness experts
(Marzilli, Schuler, Willhoit, & Stepp, 2004). Health promotion, as a result,
can involve some or all of these approaches and can transpire in a wide
variety of settings, community as well as institution based.

Obesity and Overweight

A disproportionate amount of attention will be placed on this section be-
cause of how weight is closely tied to a variety of other health problems
addressed. The impact of being either obese or overweight is widely ac-
cepted as a major national problem, with the United States accounting
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for one-third of the world’s fifteen-and-older population that is either
overweight or obese (B. Johnson, 2006). Since 1991, rates of obesity have
increased at a dramatic pace among all adults in the United States, widely
considered to be at epidemic proportions. However, it is likely to have
a disproportionate impact among older adults because of the challenges
associated with introducing new diets and potential mobility limitations
restricting physical activities (Flood & Newman, 2007; Center on an Aging
Society, 2003).

Mortality resulting from obesity in the United States, for example,
is disproportionately found among older adults (Flegal, Williamson,
Pamuk, & Rosenberg, 2004). Growing trends in obesity have resulted
in increases in diabetes among older adults and corresponding illnesses
such as kidney infection, glaucoma, cataracts, and peripheral neuropathy,
for example (Francoeur & Elkins, 2006). Recent estimates have obesity
(BMI equal to or greater than 30) and overweight (BMI equal to or greater
than 25) at rates of 33 percent and 67 percent respectively among adults
(Evans, Renaud, Finkelstein, Kamerow, & Brown, 2006). It is estimated
that over 50 percent of all African-American/black women between the
ages of twenty and seventy-four years are obese, compared with 31.5 per-
cent of white, non-Latina counterparts (Pearsey, 2007).

Like most health conditions, being obese or overweight is generally
the result of the interplay of poor eating habits and sedentary lifestyles
across all age groups, and not just among older adults. Physical exercise,
for example, is absent in the lives of a significant portion (40 percent) of
older adults, with only 10 percent participating in any form of “vigorous”
physical activity (Cohen-Mansfield, Marx, Biddison, & Guralnik, 2004).
There are, not surprisingly, gender, socioeconomic, and racial differences
for the levels and types of exercises that are considered acceptable (IN.
W. Burton, Turrell, & Oldenburg, 2003). Chernoff (2001a,b), in turn, ar-
gues that nutrition has an important role in health promotion and older
adults.

Health-related conditions resulting from obesity can take on great sig-
nificance when discussing older adults. Georgetown University’s Center
on an Aging Society (2003), in a report titled Obesity among Older Ameri-
cans: At risk for chronic conditions, notes:

Obesity not only affects the health of older adults, it also affects their day-to-
day lives. Older people who are obese report more activity limitations and
more feelings of sadness and hopelessness than those who are not obese. Dif-
ferences between obese and non-obese populations are particularly striking
for people age 51 to 69 (p. 1).

Symptoms of depression (sadness, worthlessness, and hopelessness) can
accompany obesity among older adults.
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The subject of obesity is one that can be addressed as a separate entity.
However, its close relationship to other subjects such as smoking and
depression, for example, necessitates that it be viewed within a broader
context from a health promotion perspective (Friedman & Parekh, 2007;
Roff et al., 2005). This section, however, will attempt to treat this subject
as a separate entity for the purposes of facilitating discussion, although
this is certainly not the way life is, so to speak.

Being obese or overweight brings a series of health consequences that
result from these weight conditions, and these consequences are not
restricted to youth or the young adult population in the United States
(Firdaus, Mathew, & Wright, 2006). There is general agreement that the
amount of people who are obese or overweight is reaching an epidemic
proportion in the United States (W. D. Evans et al., 2006). Burton (1999)
undertook a review of the literature on determinants for physical activity
initiation and maintenance among older adults living in the community
and concluded:

Not surprisingly, participation in physical activity declined with increasing
age, increasing disability, incident health conditions, poor self-rated health,
and symptoms of depression. Factors that favor an active lifestyle include
being young, white, male, married, having a higher educational level, no
emotional distress, overall better health and less disability (p. 1).

Zedlewski and Schaner (2006) highlight the importance of older adults
remaining active and engaged in helping to ensure better health. In
their review of the literature on older adults and volunteering, they con-
cluded that those who volunteer not only live longer, but are also better
physically and mentally than their counterparts who do not volunteer.
Zedlewski and Schaner (2006, p. 1) note: “Boomers’ volunteerism could
benefit society, boomers themselves, and potentially, government. But a
better understanding of who is volunteering today should precede efforts
to support volunteerism among aging boomers.” Bopp and colleagues
(2007) advocate for the use of spirituality, culturally specific activities,
and the use of social support within the church as a means of encouraging
physical activity such as walking, for example.

There are numerous challenges in health promotion efforts addressing
poor eating habits and limited physical exercise among older adults. An
increase in physical activity is often a key element in a large number of
health promotion programs targeting older adults, particularly among
older adults of color (Firdauset al., 2006; Hui & Rubenstein, 2006; Struck &
Ross, 2006; Wilbur, McDevitt, Wang, Dancy, Briller, Ingram, et al., 2006).
Attempts to create health promotion programs that are physical-activity fo-
cused have proved fruitful. Gordon (2004), for example, notes the prevalence
of cultural stereotyping as a major impediment in the creation of physical
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activity programs targeting older adults of color. One study of television
viewing and pedometer-determined physical activity among adults of color
found that average daily television watching was associated with reduced
pedometer-determined physical activity levels (Bennett et al., 2006).
Increased television viewing is associated with lower physical exercise
among youth of color, too.

Resnick, Vogel, and Luisi (2006), in a pilot program with a primary
goal of increasing motivation among older adults of color, concluded that
the theory of self-efficacy lends itself to encouragement to exercise, par-
ticularly when grounded within a culture-specific content. Self-efficacy
is considered one of the strongest predictors of physical exercise across
socioeconomic groups of older adults (Clark & Nothwehr, 1999). Wolf and
colleagues (2006) describe the use of tai chi training on physical perfor-
mance and hemodynamic outcomes among frail older adults. Adler and
Roberts (2006), too, advocate for the introduction of tai chi as an activity
for improving the health of older adults and note that this form of exercise
is “slow” and “gentle,” and thus particularly suitable for older adults with
chronic illnesses.

Schuler, Roy, Vinci, Philipp, and Cohen (2006) conclude that there are
few studies that have examined ethnic differences in motivation and
barriers to exercise among older adults. Belza, Walwick, Schwartz, Shiu-
Thornton, and Naylor (2004) examined facilitating and hindering factors
for older adults of color engaging in activities that promote physical ex-
ercise. They found that a number of factors can be successful in facilitat-
ing exercise, such as fostering relationships among participants, offering
programs at residential sites, involvement of the families of older adults,
collaboration with local social service organizations, provision of trans-
portation, and ensuring physical safety. These facilitating factors can be
grounded within a language/cultural context as a means of addressing
both structural and social barriers to participation.

Wyman (2001) notes that probably one of the greatest challenges fac-
ing the health promotion field is how to motivate those older adults
who are habitually sedentary to participate in regularly scheduled activ-
ity or exercise training programs. There are, however, highly creative
ways of introducing physical activity to older adults. For example, the
introduction of an organized game called “granny basketball” in Cedar
Rapids, Iowa, provides older adult women with physical activity that is
also recreational and social (Borzi, 2007). Six-on-six games, as part of the
Granny Basketball League, consist of women in their fifties and sixties
in organized activities that introduce social as well as physical activities.
One participant noted, “If we win, bonus. If we don’t, let’s have fun” (as
quoted in Borzi, 2007, p. C23). In Harlem, New York City, a synchronized
swimming group of adults aged fifty and older called the Harlem Hon-
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eys and Bears, started in 1979, is another innovative effort. Participants
practice every day and are attracted to this club as a result of health
concerns, but social interactions also play an important role in maintain-
ing membership (Robinson, 2007). These two forms of activity may not
be feasible for older adults who have various forms of disabilities that
limit their participation in organized activities. However, health promo-
tion and physical activity must be conceptualized along a continuum
from low functioning to high functioning. This opens up the possibility
for physical exercise to occur in different forms, depending upon the
circumstances of the older adult.

There is general agreement that health promotion efforts to increase
physical activity must be based upon a broadening of the context, or so-
cioenvironment, to increase exercise among older adults. Health promo-
tion strategies that include physician advice and monitoring and evalu-
ation by a professional were found to be important among 70 percent of
all participants in one study (Cohen-Mansfield et al., 2004). However,
several factors or considerations were also important, such as easy access
(close location), types of exercises, cost, and social comfort (similar in age
to other participants), making it essential for health promotion efforts
to take into account the perspectives and expectations of participants.
Health promotion programs such as Urban Motion: Movement and Mu-
sic for Health, based in Calgary, Canada, an eight-week program consist-
ing of a one-hour dance followed by one hour of socializing, combine fun,
exercise, and socializing, a powerful combination in any form of older
adult health promotion program (G. Harris, 2006).

Bickmore, Caruso, and Clough-Gorr (2005) report on a novel program
that tests the acceptance and viability of an animated conversational
agent that targets urban older adults of color. An animated agent serves
as an exercise advisor that interacts with participants through a touch-
screen computer provided as part of the study. A relationship ensues that
enhances participation in daily walking. The use of computers to reach
older adults in their homes represents one of the latest advances in the
use of technology to reach those who may have difficulty leaving their
homes to attend health promotion programs. The costs associated with
technology, however, must be weighed when computers and the Internet
must be made available as part of the intervention in the case of older
adults with low-income /low-wealth. Telewalk, a combined cognitive and
behavioral intervention, is another example of a health promotion pro-
gram to increase physical activity (walking) among older adults (Kolt et
al., 2006). This project is a home-based telephone motivational counseling
intervention that has shown positive results in New Zealand.

Finally, it is important to end with a challenge to the field of health
promotion, not to focus on obesity and overweight on an individual level,
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which would create prejudice, or blame the victim (Cohen, Perales, &
Steadman, 2005). A focus on the “O” word (obesity) shifts the causes of
this condition from an ecological (social and economic) perspective to
an individual lifestyle preference perspective. Increasing availability of
healthy foods in local supermarkets and schools, or campaigns to promote
walking, for example, typifies an ecological approach.

LOW-PROFILE HEALTH NEEDS

As noted earlier in this chapter, but certainly of significant importance to
be worth repeating, low-profile health needs among older adults, particu-
larly those of color, are still significant health needs for this population
group. The term low profile does not signify low importance or minimal
consequence. Rather, it signifies low awareness on the part of policy mak-
ers, practitioners, and academics. The low-profile health needs that follow
will hopefully not remain out of the nation’s consciousness, and may
eventually receive the recognition they deserve. This recognition trans-
lates into additional funding for research, service provision, and training,
and moving these health needs to high-profile status.

HIV/AIDS

The subject of infectious diseases is one that is invariably associated with
various forms of stigma and immorality, and this is certainly the case
when discussing sexually transmitted diseases such as HIV/AIDS. Health
promotion efforts to eradicate these diseases or treat them once they are
contracted cannot ignore the influence of morality and how it shapes
public opinion and policy in the United States, regardless of the age of
those who are infected. The first reported case of older adults with AIDS
appeared in 1984, when three cases of AIDS in patients over sixty years
old were presented and attributed to late diagnosis because testing was
not done until late in the progression of their illness (Inelman, Gasparini,
& Enzi, 2005). In what is probably the latest documented case, an eighty-
two-year-old in Washington, D.C., was diagnosed with HIV (“Birds, bees
and HIV for seniors,” 2007). Nokes (1996), in one of the earliest books on
HIV/AIDS and older adults, raised the need for society to shift its views
on broadening the category of who is at risk for contracting HIV to include
older adults.

A dramatic shift in prognosis for HIV-positive persons has resulted in
longer life expectancy (Kaiet al., 2006; Nichols, Speer, Watson, Watson,
Vergon, Vallee, et al., 2002). It was estimated that by the beginning of
2001, there were more than 60,000 individuals with HIV /AIDS over the
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age of fifty years. However, Kai and colleagues (2006) note that the preva-
lence is likely to be underestimated because of delayed screening and
recognition of the disease. Inelmen and colleagues (2005) reached similar
conclusions, and note that 10 percent of HIV infection is found in adults
over the age of fifty, and this may be an underestimate of risk because few
people in this age group routinely get tested. Hickey (2006) echoes a simi-
lar theme about the failure of policies to target those over the age of fifty,
and a similar conclusion can be drawn about health care workers ignoring
the potential of HIV in this age group. It is projected that 50 percent of the
nationally prevalent AIDS cases will consist of older adults by the year
2015 (Valcour & Paul, 2006), bringing a new dimension to any discussion
concerning health promotion and older adults in the United States.

The topic of HIV/AIDS is no longer one that is exclusively associated
with youth and young adults (R. Baker, 2005; Emlet, 2004a; Inelmen et
al., 2005; Kohi, Klein et al., 2006; Neundorfer et al., 2004). It is estimated
that one in six people with AIDS in the United States is at least fifty years
or older (Mack & Ory, 2003). Over 10 percent of new AIDS cases in the
United States transpire in people over the age of fifty (Health Watch,
2002). More specifically, AIDS among African Americans aged fifty years
or older accounted for 11 percent in this racial group through 2000 (Health
Watch, 2002). In Puerto Rico, those over the age of sixty years account for
3.9 percent of all AIDS cases reported through March 2004 (Santos-Ortiz,
Matte, Correa-Nivar, & Pintado-Diaz, 2004).

The topic of HIV/AIDS, as already noted in the introductory chapter,
is one that is usually reserved for youth and young adults and rarely has
been associated with older adults. However, this absence, or neglect, has
done a serious injustice to this population group and the field of health
promotion because it effectively eliminated a population group from
consideration of interventions meant to prevent HIV infection (Bassey,
2003; Emlet & Poindexter, 2004; Joyce, Goldman, Leibowtiz, Alpert,
& Bao, 2005; Sheth, Moore, & Gebo, 2006; Szerlip, DeSalvo, & Szerlip,
2005).

Poindexter and Keigher (2004), however, advance the notion that there
has been tremendous progress on knowledge and older adults with
HIV/AIDS since this initial period. The subject of HIV and older adults,
for example, was of sufficient importance and concern that the National
Association of Social Workers (2003) issued a publication titled The Aging
of HIV because of the increasing numbers of older adults, and particularly
those of color and the impact of this disease on their communities. Older
adult women, for example, are at particular risk for contracting HIV dur-
ing intercourse when compared with younger women. This is the result of
reduced vaginal lubrication and thinning of vaginal walls (estrogen loss)
and a weakening of the immune system.
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Sexuality is not supposed to be a topic that applies to older adults, and
therefore the possibility of contracting HIV and other STDs is nonexistent.
A relatively recent study counters this argument and finds that older
adults well into their sixties and seventies do engage in sexual activities
on a regular basis (Carry, 2007). Peale (2004) raises the misconceptions
nurses may have about older adult sexuality and the important role that
sexual health promotion can play in enhancing the lives of older adults.
Pangman and Sequire (2000), in turn, specifically address the subjects of
sexuality and the chronically ill older adult from a social justice perspec-
tive. The authors stress the potential role of health promotion for helping
address the devaluing of sexuality among older adults by society, and
respecting the rights of older adults and helping them to promote social
justice to enhance their quality of life through health education, counsel-
ing, and support. In 2007, New York City’s Department of Aging initiated
sex education classes for older adults, and New York City’s City Council
earmarked $1 million for HIV education and older adults (“Birds, bees
and HIV for seniors,” 2007).

Davies (2001) touches upon the role and importance of sexuality among
older adults and why the topic is rarely addressed in the professional
literature on health promotion with this population group. However,
with the increased numbers of older adults contracting various forms of
STDs, including HIV, this topic will only increase in visibility in the near
future, particularly in older adult retirement communities and areas of
the country where older adults are prominent in numbers. Canada, too,
is beginning to address the prevalence of HIV among older adults. It is
estimated that 10 percent of those testing positive for HIV are over the age
of fifty years (“Birds, bees and HIV for seniors,”2007).

Goodroad (2003) identified older adults as a group that society does not
perceive as being at risk for contracting HIV. However, this group is not
only at risk for contracting HIV but also for contracting a host of other
diseases that further comprise treatment of HIV. Fritsch (2005) identifies
the formidable barriers this group must surmount to receive services
that are age specific in a world that associates HIV/AIDS with youth.
Winningham, Richter, Corwin, and Gore-Felton, 2004, in turn, raise the
importance of older African-American women gaining greater awareness
of their vulnerability to HIV through intimate partner sexual relations.
Emlet (2004b) and MacLean (2001), too, raises challenges in meeting the
needs of this age group. Older adults with HIV may not feel comfortable
seeking spiritual support from religious institutions that they belong to,
thereby limiting support to close family and professionals (Poindexter &
Emlet, 2006). Willard and Dean (2000), and Vance and Robinson (2004),
stress how the interaction of the aging process affects HIV among older
adults.
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The impact of HIV on older adults goes far beyond health and social
factors and enters into the financial realm (Keigher, Stevens, & Plach,
2004). Older adults, particularly older adults of color when compared
with white, non-Latino older adults, are more likely to possess fewer
economic resources (Joyce et al., 2005). Crystal and colleagues (2003), too,
have arrived at similar conclusions. Older adults of color have generally
gone through a different exposure route (drugs and needle sharing) when
compared with their white, non-Latino counterparts.

Interestingly, D. R. Brown and Sankar (1998) almost one decade ago
recognized the challenge of HIV/AIDS in aging communities of color
and the implications this population group has for health care delivery,
health promotion, and caregiving by family. Smith, Levy, and Schensul
(2002), in a study of attitudes of older adults of color toward people with
HIV/AIDS, found that contrary to stereotypes, they did not have nega-
tive attitudes, particularly in cases where higher HIV knowledge, family
presence and level of education, and lower religiosity were prevalent.

Coon, Lipman, and Ory (2003), and Goodkin and colleagues (2003), note
that social and behavioral HIV/AIDS prevention interventions focused
on older adults are sorely lacking, particularly in the development of a
better understanding of risk-taking behaviors. Ageism, according to the
authors, is the primary barrier to development of these age-specific inter-
ventions. Coon and colleagues (2003), however, observe that the field of
HIV/AIDS must not neglect the lessons learned from work with younger
population groups but must consider important intervention lessons
learned from work with older adults in other health arenas. Outreach and
education campaigns have played an important role in helping to prevent
HIV among other at-risk population groups. However, lessons learned,
with requisite modifications to take into account the social context of age,
can still find success with older adults. Schrimshaw and Siegel (2003), too,
have identified ageism as one of the key barriers for older adults with
HIV/AIDS getting the support and the attention they warrant.

Shippy and Karpiak (2005), argue that older adults with HIV/AIDS
are largely disconnected from informal supports and must, as a result,
rely upon formal caregivers. Orel, Wright, and Wagner’s (2004) research
on state department of public health literature targeting older adults and
HIV/AIDS, however, found that only fifteen out of fifty states had such
publications. The importance of making HIV information age specific is
greater when discussing a population group that has low literacy overall,
and particularly in health matters (Orel, Spence, & Steele, 2005). Ham-
mond and Treisman (2007) raise concerns that the diagnosis of depression
among older adults with HIV/AIDS is a serious challenge in the field
because symptoms such as fatigue, decreased appetite and sexual urges,
and poor memory are also symptoms that appear in those individuals
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with HIV. One New York City study of older adults with HIV, for exam-
ple, found that they were thirteen times more likely to be suffering from
depression when compared with cohorts without HIV (Marcus, 2006).

Scandlyn (2000), in an analysis of when AIDS went from an acute to
a chronic disease, notes that AIDS, like most chronic diseases, carries a
stigma. This stigma, in turn, can be compounded by cultural factors, too.
Further, having a chronic illness tends to place increasing responsibility
on those who have the illness to care for themselves. This onus takes on
greater significance when the individual with the chronic illness has very
limited external options to get assistance because of sociocultural factors
such as race/ethnicity, income, documented status, and limited English-
speaking language skills.

Not surprisingly, AIDS-related deaths among African Americans fifty-
five years of age and older (17.00 per 100,000) were almost sixteen times
that of white non-Latinos (1.1 per 100,000), and almost fourteen times that
of Latinos (3.1 per 100,000) in this age group. AIDS, as a result, is the third
leading cause of death among African Americans ages forty-five to fifty-
four and fifty-five to sixty-four, respectively (Health Watch, 2002).

African-American women, who are estimated to represent an increas-
ingly higher percentage of all known AIDS cases as age increases, ac-
counted for 21 percent of AIDS cases among fifty- to fifty-nine-year-old
women, 22 percent for ages sixty to sixty-four, and 25 percent for those
over the age of sixty-five years (Health Watch, 2002). African-American
women, as a result, account for 48 percent of all known AIDS cases for
women over the age of fifty-five, compared with 34 percent for white non-
Latinas and 17 percent for Latinas through the year 2000 (Health Watch,
2002). HIV is the fifth leading cause of death among African-American
women aged fifty-five years or older, higher than the seventh leading
cause for African-American men in the same age group (Health Watch,
2002).

Increased survival rates for HIV-infected persons have played a signifi-
cant role in the steady increase of older adults with HIV/AIDS in the past
decade (Kohli et al., 2006). Increased survival rates, however, are not to-
tally responsible for the increased number of older adults with HIV, and
it would be a serious mistake to think so (Altschuler, Katz, & Tynan, 2004;
Williams & Donnelly, 2002). New cases of HIV/AIDS diagnoses among
the forty-five-years-and-older age group have also shown an increase
(Kohli et al., 2006). This increase makes the importance of prevention for
this age group that much more significant.

G. Brown (2002) notes that the problem of HIV/AIDS among older
adults has not received the recognition it deserves because of stereotyping,
lack of prevention strategies targeting this age group, misdiagnoses, and a
general lack of research. Further, health history taking rarely involves ask-
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ing questions about drug use in the past. Thus, older adults with histories
of injection drug use, for example, may have put themselves at high risk for
HIV, and since they are no longer doing so, may not think of themselves
as possibly being HIV positive. Older adults with HIV/AIDS experience
stigma that severely limits their access to needed services. The lack of age-
specific programs and services further limits their access (Fritsch, 2005).
Creation of public information campaigns that target older adults of color,
and do so within a cultural and language context, are very much needed.
Poindexter (2004) recommends increasing resources for older adults with
HIV. However, increased attention must stress the importance of support,
stigma, and social activism to increase resources.

Driver Safety

Old age is a period that is often associated with numerous losses that can
have a profound impact on well-being. However, giving up the “right”
to drive an automobile is probably one of the most controversial topics
related to driver safety and older age, and is a topic that rarely is consid-
ered when discussing losses associated with aging (Adler & Rottunda,
2006; Bedard, Stones, Guyatt, & Hirdes, 2001; Carr, Flood, Stegar-May,
Schechtman & Binder, 2006; Rudman, Friedland, & Chipman, 2006;
Transportation Research Board, 2004). Although the subject of older
adult driver safety is a national issue, it has particular relevance for older
adults living in areas of the country with inadequate public transporta-
tion systems, rural as well as urban. In cities where unmet transportation
needs exist, loss of a driving license can result in reduced well-being
(Peck & Hess, 2007).

The upsurge in older adult population addressed in chapter 2 has re-
sulted in the number of licensed drivers age sixty-five or older to increase
by 17 percent between 1994 and 2004, compared with 13 percent for the
total number of licenses issued during this period (CDC, 2007b). Con-
sequently, statistics related to older adult mortality and accidents must
be viewed within this context, in order to better understand why driver
safety is a health promotion topic worthy of attention. Older adult injuries
and fatalities from motor vehicles are very high. In 2004, according to the
CDC (2007b), there were 3,355 deaths of older adults resulting from mo-
tor vehicle accidents. Older adults over the age of eighty have the highest
crash fatality rate, only second to that of adolescent drivers. Older adult
drivers injured in motor vehicle accidents, in turn, are more likely to die
as a result than younger drivers. Men, when compared with women, have
higher rates for death and injuries from motor vehicle accidents.

There certainly is “life after driving,” but the loss of independence is
often considered one of the most significant losses resulting from giving
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up driving, particularly in cases of older adults with considerable dispos-
able income that can be spent on entertainment and dining out (Kim &
Richardson, 2006). Cessation of driving may lead to older adult reduc-
tion in socialization and fewer out-of-home activities (AGS Foundation
for Health in Aging, 2006). Bauer, Rottunda, and Adler’s (2003) study of
older women and driving cessation, however, found that adaptation was
easiest for older women who planned cessation voluntarily. Reliance on
others for transportation had the benefit of increasing social contact and
reducing loneliness.

Older adults and automobile driving are subjects that make the na-
tional news every few years or so. This national attention invariably fo-
cuses on an automobile accident that involves older adults as drivers and
results in fatal casualties. The headlines invariably stress the question of
whether older adults should be allowed to drive because of what their
age and potential impairments present to public safety. The discussions
that follow usually get quite heated about individual rights versus public
safety. Age-related medical or health conditions are often cited as a ma-
jor cause of this age group being considered a safety risk on the nation’s
roads (Odenheimer, 2006). Tuokko, Rhodes, and Dean (2007) found that
health-related symptoms such as those relating to the spine and lower
back stood out in influencing decisions to relinquish driving.

A number of health promotion programs have been advanced in the
past decade and no doubt will increase in frequency in the next decade as
the numbers of baby boomers enter retirement age (Classen et al., 2006;
Windsor & Anstey, 2006). Programs stressing self-regulation and involve-
ment of key actors in an older adult’s social network have shown promi-
nence (Rudman, Friedland, & Chipman, 2006). Physicians and nurse prac-
titioners have been targeted by some programs because of their contact
and importance in an older adult’s life (Carr, Duchek, Meuser, & Morris,
2006; Johnson, 2000; Odenheimer, 2006). Physicians can assist families
through provision of information and clarifying state regulations. Fur-
ther, some state departments of motor vehicles mandate that physicians
report specific medication conditions that can severely impair driving.
Nurse practitioners, too, have been enlisted in helping older adult drivers
in cases where they have forfeited their driver’s license, and helping them
cope with this loss.

Preretirement programs that help older adults not only transition to life
after work but also to a life less reliant on driving have also shown promi-
nence (Adler & Rottunda, 2006). Foley, Heimovitz, Guralnik, and Brock
(2002), however, stress the need for health promotion programs to take
gender into account. The authors found that women require more years
of support for transportation alternatives than their male counterparts
because of increased life expectancy.
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Driving in this society serves both practical and symbolic values (Free-
man, Gange, Munoz, & West, 2006). The freedom and independence
associated with driving automobiles is one that is deeply ingrained in
the national fabric, and as a result presents a unique set of challenges for
health promotion programs. Issues related to individual rights versus the
rights of the general public often strike at the heart of the tension related to
giving up one’s drivers license. Automatically terminating an individual’s
drivers license based upon age, however, opens the door to other groups
losing their rights to drive.

SUBSTANCE ABUSE

Substance use and abuse is a topic that is usually reserved to youth and
young adults but rarely raised when discussing older adults (Substance
Abuse and Mental Health Services Administration [SAMHSA], 2002). In
2002, 66,500 adults aged fifty-five or older were admitted to substance
abuse treatment programs, or 107 per 100,000, which is lower than the rate
of 801 per 100,000 for those under the age of fifty-five (SAMHSA, 2006a).
The number of admissions represents a 32 percent increase from 1995. Al-
cohol was the primary drug of abuse with 77.5 percent of those admitted.
In 2003, approximately 12 percent of older adults engaged in alcohol binge
drinking and 3.2 reported heavy alcohol consumption (SAMHSA, 2006a).

When the subject of substance abuse is raised pertaining to this age
group, it usually focuses on abuse of prescription drugs. Abuse of pre-
scription drugs is a major area of concern in programs serving older
adults (Torres, 2004). The high rate of abuse and misuse of prescription
medications should not come as a great surprise since an average older
adult takes 5.3 prescription medications per day; older adults on average
use psychotropic drugs two to three times more than younger age groups
and also have a higher probability of misusing these medications (Shibu-
sawa, 2006).

Older adult alcohol and drug abuse and misuse is considered one of the
fastest growing public health problems in the nation (Shibusawa, 2006).
As noted in chapter 2, older adults who have substance abuse problems
will increasingly tax current service delivery systems and require special-
ized programs and settings that take into consideration their age and
life experiences (Gross, 2008a). Older adult males are four times more
likely than females to abuse alcohol, with African-American and Latino
males having even higher rates than white non-Latino males; Latina older
adults, in turn, have lower rates than white non-Latinas and African
Americans (Shibusawa, 2002). There are estimates that the number of
substance-abusing older adults aged fifty years or older will double in
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size from 2.5 million in 1999 to 5 million in the year 2020 (Gfroerer, Penne,
Pemberton, & Folsom, 2003).

Morley (2003, p. M2) comments on an important different dimension
to this phenomenon: “It is now well established that older persons often
receive excessive numbers of drugs that are often responsible for a variety
of negative effects. . . . Nancy Reagan’s ‘Just say no to drugs’ campaign
may have produced more results if it had been aimed at seniors instead
of teenagers!” Thus, the abuse of prescription drugs is multifaceted and
must not be viewed solely from an older adult’s perspective, with the
medical and pharmaceutical establishment bearing some significant part
of the blame.

Prescription medication and alcohol misuse affects up to 17 percent of
Americans over the age of sixty-five; older adults use 30 percent of all
prescription drugs, yet represent approximately 13 percent of the total
population in this country (Sullivan, Lynch, Artesani, & Seed, 2007). As a
result, older adults are not immune to substance abuse problems (Barry,
Oslin, & Blow, 2001, p. 2): “Despite significant advances over the past two
decades in understanding of the aging process with its attendant health
problems, little attention has been paid to the intersection where geron-
tology, or geriatrics, and alcohol studies meet.” There are indications that
alcohol consumption continues with aging at a higher level than in previ-
ous older cohorts (Korper & Raskin, 2007). This problem has not escaped
total attention in the field, as evidenced by at least two books written on
this topic (Barry et al., 2001; Gurnack, 1999) in the past decade.

Hatchett (1999) studied alcohol misuse among older (aged fifty-five
to eighty-nine) African-American women and found the condition to be
under-reported and undertreated. Satre and Arean (2005), in their study
of the effects of gender, ethnicity, and medical illness on drinking cessa-
tion in older primary care patients, found that key demographic factors
such as gender wield significant influence. This is particularly relevant
in older women with physical illnesses. Kirchner and colleagues (2007)
studied alcohol consumption among older adults in primary care and
found that heavy drinking was associated with depression and anxiety
and less social support.

Excessive drinking of alcohol, for example, can increase health risks
related to liver disease, peptic ulcers, hypertension, heart disease, and
stroke among older adults (Blow et al., 2000). Andrews (in press) ad-
dresses substance abuse among older Latino adults and predicts an
increase in alcohol and drug abuse in this population group as Latinos
grow in numbers among older adults in the country. However, when ad-
dressing older adults of color with very distinctive cultural belief systems
that are very different from prevailing beliefs, such as the use of folk
medicine and how these beliefs and medicines interact with conventional
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medicines, prescription use takes on added significance, such as in the
case of older adult Latinos (Delgado, 2007). Very little formal information
is known about the interactions of folk medicines and prescriptions.

Public and professional perceptions of substance abuse as being a prob-
lem for the young and early adults but not one for older adults probably
remains the biggest challenge for the field of health promotion (Torres,
2004, p. 1): “Researchers are only beginning to realize the pervasiveness
of substance abuse disorders among people aged sixty and older. Until
recently, alcohol and prescription drug misuse—which affects as many
as 17 percent of older adults—was not discussed in either dependency/
addiction or gerontological literature.” Consequently, it becomes a chal-
lenge for the public and professionals to think about older adults as pos-
sibly being at risk for misusing or abusing alcohol and other drugs, and
not just prescription drugs.

Djousse, Biggs, Mukamal, and Siscovick (2007), in a study of alcohol
consumption and type-2 diabetes among older adults, found that light
to moderate drinking was associated with a lower incidence of diabetes,
regardless of the type of alcohol beverage consumed. Resnick’s (2003c)
findings from a study of alcohol use among older adults in a continuing
care retirement community stress the need for health promotion initia-
tives to be individualized to take into account the benefits and risks to
alcohol use. The complexity of the subject necessitates an individualized,
although more time-consuming, approach toward health promotion in-
terventions.

The need for new data sources specifically focused on older adults
and substance abuse will gain prominence as the baby boomer genera-
tion continues to enter retirement age (Korper & Raskin, 2007). Health
promotion providers, in turn, must be able and willing to engage in a
campaign to uplift this age group for funding and targeted interventions.
This will put older adults in competition for funds that have historically
been considered the exclusive domain of youth and young adults. Not
surprisingly, changing attitudes will present a far greater challenge than
developing new models for prevention and treatment of substance abuse
among older adults.

Smoking

Tobacco and its various manifestations, but particularly cigarettes, bring a
host of health-related problems for all age groups and not just older adults
(Eisner et al., 2000; Schiller & Ni, 2006). However, in the case of older adults
who have a long history of smoking, it brings serious health consequences
and challenges for the reduction or stopping of smoking. It seems like the
smoking cessation field has focused on youth and young adults and has
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largely ignored older adults. Smoking among low-income/low-wealth
older adults brings a financial dimension that is generally overlooked in
the literature. The cost of purchasing cigarettes takes on added signifi-
cance in situations where older adults must choose between purchasing
cigarettes and purchasing their prescriptions and healthy foods.

It is estimated that in 2003 there were 13.7 million persons aged fifty or
older who smoked cigarettes (SAMHSA, 2006b). In the early 2000s, there
were over 430,000 smoking-related deaths annually in the United States;
of these deaths, approximately 94 percent involved individuals over the
age of fifty years, with 70 percent of these deaths involving persons sixty-
five years or older (Center for Social Gerontology, 2001). Cancer, heart
disease, and stroke represent three of the major causes of death. However,
deaths resulting from tobacco-related fires, which are generally over-
looked in discussions of tobacco-related casualties, accounted for almost
440 deaths of persons over the age of sixty-five years in 1995 (Center for
Social Gerontology, 2001).

Roff and colleagues (2005), however, in a study focused on religiosity,
smoking, exercise, and obesity among Southern, community-dwelling
older adults, found no association between religiosity and the likelihood
of being obese. Like other researchers noted in this book, they recom-
mend faith communities as resources for delivering health promotion to
older adults. These institutions enjoy the trust of the communities they
serve and have long and often distinguished histories of serving these
communities’ physical, social, and psychological needs, as well as their
spiritual needs.

It is rare to see a public service announcement that targets smoking
among older adults. Like substance abuse, prevention and early interven-
tion in smoking cessations have been seen as the province of the young.
However, as noted earlier in this section, older adults and smoking is
quite complex a subject (Elena, Chen, Kim, & Abdulrahim, 2002). Harm
reduction strategies, particularly those involving innovative approaches
that incorporate less hazardous tobacco products, are finding their way
into health promotion programs (Meier & Shelley, 2006). Resnick (2001a),
in summarizing the literature on smoking and the old-old age group,
raises the importance of harm reduction, in this case reducing nicotine
intake rather than cessation, because of the unlikelihood of a goal of
stopping smoking being agreed to by older adults with long histories of
smoking.

O’Connell (2001) notes that older smokers generally have a much more
difficult time quitting smoking than their younger counterparts, primar-
ily as the result of a longer addiction period to nicotine. Beliefs that it is
too late to quit (health damages have already occurred) combine with
fears of consequences resulting from withdrawal, making health promo-



Older Adult Health Care Needs 75

tion cessation programs targeting older adults challenging. Nevertheless,
the lowering of smoking rates still results in significant numbers of lives
being saved, healthier lives, and reduction in health costs for the nation.
Arriving at health promotion goals regarding older adult smoking will
prove challenging for the field because of the tension between individual
rights and health-compromising behaviors. Hard reduction goals, as a
result, may be very attractive as a means of addressing the health conse-
quences of smoking while maintaining their rights to smoke.

Gambling

Gambling and older adult health and health promotion seems out of place
for most readers. Gambling, after all, is a form of entertainment or leisure
that is usually not associated with most forms of social intervention,
including health promotion. Nevertheless, gambling becomes a health
concern when it interferes with older adults having necessary funds to
purchase medications, affects consumption of healthy foods because of
costs, interferes with physical activities, and becomes an addiction.

Petry (2002) found that older adult women who could be classified as
pathological gamblers did not start gambling until after an average age of
fifty-five years, while their male counterparts reported a lifelong history
of gambling. Further, older adults constitute a small percentage of those in
treatment for gambling. Pietrzak, Mollins, Ladd, Kerins, and Petry (2005)
found that older adults with a gambling problem experienced increased
severity of health and psychosocial problems when compared with older
adults with no or infrequent gambling. Health promotion initiatives re-
lated to gambling, as a result, can be expected to increase in frequency in
the near future. However, like their smoking counterparts, those favoring
restraint will no doubt clash with those favoring restricting gambling.

Legalized gambling is a big business in this country with gross es-
timates of $50 billion annually being spent on this activity, and with
approximately two-thirds of the country’s adult population having par-
ticipated in some form of gambling in the past year (Desai, Maciejewski,
Dausey, Caldarone, & Potenza, 2004). The growth of the gambling indus-
try has been sizable over the past several decades, and this is reflected
in lifetime gambling participation increases in older adult participation
from 35 percent in 1975 to 80 percent in 1998 (Desai et al., 2004). Older
adults represent a significant portion of the nation’s gambling population,
even for those in residential and assisted-living facilities. One study, for
example, found that over 6,000 older adults indicated that gambling was
one of the most significant social activities that they participated in, with
23 percent attending in-house bingo games at least four times per week
(Potenza, Kosten, & Rounsaville, 2001).
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Patsdaughter, Christensen, Kelley, Masters, and Ndiwane (2002) report
on a study of gambling behaviors of African-American older adults and
perceived effects on health. Zaranek and Chapleski (2005) used activity
theory to guide their study of urban older adults and gambling and found
that gambling, although not a “favorite” activity, is part of a constellation
of activities. Preston, Shapiro, and Keene (2007) studied successful aging
and gambling among older adults who moved to Las Vegas, Nevada, and
found that those older adults who have integrated gambling as part of
their recreational outlets are four times more likely to develop a gambling
addiction than those who do not. Further, the likelihood of developing a
gambling problem increases when video poker is the primary gambling
activity.

Gambling, like the other low-profile health needs identified in this
chapter, suffers from a lack of recognition or awareness in public and pro-
fessional arenas as to its impact on the health of older adults. Gambling,
too, covers a wide range of activities, from bingo night in local houses of
worship and residential settings, to other venues such as casinos, state-
sponsored lotteries, and racetracks, for example. Consequently, the im-
portance of targeting health promotion interventions to specific settings
must be emphasized, along with specific gambling activities. Like smok-
ing, individual rights will take center stage in the development of health
promotion initiatives and the importance of creating positive alternatives
to gambling in order to engage older adults.

Violence

The subject of violence is not only complex but also heavily politically
charged in this society, regardless of the age group being discussed.
There are numerous perspectives that older adult health promotion can
take on violence. Exposure to violence brings with it health consequences
because of the fear it elicits, and the restrictions that older adults face in
socially navigating their community. Gray and Acierno (2002) have found
underreporting of older adult trauma victims as well as underdiagnosis
by clinicians, masking the consequences of criminal acts against this
population group.

The demographic increase in older adults brings with it an increase
in those who are subject to abuse, neglect, exploitation, self-neglect, and
victims of violent acts (Tomita, 2006). Being the direct subject of violent
acts such as street crime elicits a different response from that of elder
abuse by family members (Tatara, 1999). Nevertheless, it is impossible to
discuss urban living without also noting the potential of urban violence
on a population age group that is widely acknowledged to be vulnerable
to crime because of physical characteristics, such as lack of fast mobility
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or physical strength to ward off physical attacks. Cases involving older
adults who have been violently attacked often make national news.

There is little dispute professionally and publicly that older adults are
susceptible to various forms of violent crime, both outside and within
their families. Tomita (2006), for example, identified eight forms of older
adult maltreatment and neglect that necessitate different health promo-
tion approaches:

physical abuse

sexual abuse

emotional or psychological abuse
financial abuse

identity theft

undue influence

neglect

self-neglect

© NG RN

The complexities associated with each of these eight forms of harm neces-
sitates that health promotion assess the context and circumstances that
lead to these actions. A one-size-fits-all approach will prove unsuccessful
in preventing or minimizing the consequences of violence against older
adults.

Injuries and violence among older adults are considered a major cause
of disability and death (Stevens et. al., 1999). Chu and Kraus (2004), for
example, found that older adults have a higher risk of death resulting
from assaults by younger perpetrators. D’ Augelli and Grossman (2001),
in turn, studied lifetime victimization of sexual minorities sixty years
or age or older and found very high rates because of sexual orientation,
making this subgroup that much more vulnerable to verbal and physical
victimization.

Older adult health promotion specifically focused on violence is still in
its infancy, although its importance and prominence will grow as the field
starts to grapple with the extreme consequences to health as a result of
violence or the threat of violence. Special attention must be placed on the
social characteristics that make older adults vulnerable to various forms
of physical and psychological violence. Jasinski and Dietz (2003), for ex-
ample, argue that there are limited data on the extent of older adult physi-
cal abuse by spouse or partners. Bonomi and colleagues’ (2007) study of
intimate partner violence in older women sixty-five years or older found
that high lifetime partner violence among older women has long-term
adverse health consequences, resulting in a need for specialized efforts to
reach these women. Violence against older adults is a public health con-
cern that must find its way into any health promotion initiative targeting
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older adults in general, and specifically older adults of color residing in
the nation’s urban areas.

SPECIAL POPULATION GROUPS

The use of the label “special population groups” is arguably arbitrary, yet
it captures a particular social situation that often portrays neglect, or fear
of society, for a particular demographic group. When the label is applied
to an age group and health, as in the case of this book, it captures a social
situation whereby a group has suffered disproportionate harm that has
caused health conditions to be overlooked or poorly addressed by the
health field. The three groups covered in this final section are certainly
not monolithic, and it is possible to have an accumulation of factors such
as older adults of color who are gay or lesbian and imprisoned, for exam-
ple. Endless combinations of factors are not just possible but likely, and
result in poor health status. When these vulnerabilities are placed within
a lifespan context, the “specialness” of their circumstances takes on added
significance for older adult health promotion initiatives.

Lesbian, Gay, Bisexual, and Transgender (LGBT) Health Needs

Social context plays such an influential role in how health gets defined
and in help-seeking patterns, and this is so much the case when discuss-
ing older adults who are LGBT. The role and importance of urban areas
in the life of the LGBT community, particularly those who are older
adults with long histories of living in cities, is unmistakable (Finkelstein &
Netherland, 2005). Cities have historically been places of refuge for sexual
minority groups, and continue to be so even today. Health promotion tar-
geting these individuals, as a result, has a prominent place in urban-based
health promotion.

Donahue and McDonald (2005) conclude that relatively little empirical
knowledge can be found about older adults who are gay and lesbian, and
the same can be said about those who are bisexual and transgendered.
The health needs of older adults cannot be viewed through a narrow lens
with a focus on heterosexual older adults (Mail & Safford, 2003; Shankle,
Maxwell, Katzman, & Landers, 2003). The inclusion of a population group
that represents an alternative view of gender, sexual identity, and sexual
orientation, is a worthy and important subject to be included in this book.
However, LGBT older adults can be found in all communities, including
communities of color, and they, too, face health care challenges in having
their health care needs met in a culturally competent manner that affirms
their identity and beliefs!
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Chapin, Nelson-Becker, Gordon, and Terrebonne (2002), in a rare article
specifically devoted to this special population group, note that the group
will number about 4 million by 2030. One 2007 estimate has the gay, les-
bian, and bisexual fifty-five years and older population numbering 2.4
million, with same-sex couples numbering 416,000 (Gross, 2007). Butler
(2006) estimates that the nation’s gay, lesbian, and bisexual population
numbers between 1 million and 2.8 million, with a projected increase to
between 2 and 6 million by the year 2030. Transgendered persons are
estimated to number about 3 percent of all older adults. Not surprisingly,
estimates of LGBT populations are arduous to arrive at due to significant
bias in national population surveys, as reflected by the wide range of es-
timates presented above (Zodikoff, 2006).

Davies (2001), in examining the topic of sexuality and older adults,
raises what is probably the greatest challenge facing the field when dis-
cussing homosexual and lesbian health promotion:

If there are barriers to heterosexual contact in older people there are even
greater barriers to homosexual and lesbian relationships. It is relatively
recently that homosexual relationships have been made legal and for many
people they are still not acceptable, particularly to older people who grew up
when homosexuality was a criminal offense. Many older women form close
loving relationships with other women yet never transfer their feelings into
any form of physical expression. Overcoming these barriers should be a way
of providing affectionate touch or someone to share a bed (p. 89).

A front-page New York Times article titled “Aging and Gay, and Facing
Prejudice in Twilight” (Gross, 2007) makes aging and LGBT older adults
a public concern and not just for academics. This article raises the stigma
that these older adults face and the isolation and pain that result when
they “come out” in residential settings where the majority of the residents
are heterosexual.

LGBT older adults, due to social circumstances regarding long histories
of bias and discrimination, require health promotion initiatives that take
into account the unique place they occupy in the older adult population
(Davis, 2006). California is currently the only state in the nation with
a law that acknowledges that older adult gays have special needs that
necessitate group-specific targeting (Gross, 2007). In cases where they
also happen to be of color, their health status is further compromised,
and there is a need for concerted attention from the field. These special
initiatives will prove controversial, and this is to be expected. However,
the alternative—to continue to ignore the health needs of this popula-
tion group—represents an even more distressing stance for the field. The
emergence of older adult social clubs that are LGBT-specific represents an
effort to introduce an atmosphere for older adults to enjoy social contacts
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and reduce isolation, a key dimension in any LGBT health promotion
initiative (Gross, 2007).

Homelessness

It is impossible to discuss older adult health promotion within an urban
context and not recognize older adults who are homeless, nationally
and internationally (Bephage, 2006; Crane et al., 2005; Health Research
Resources and Services Administration, 2003; Hahn, Kushel, Bangsberg,
Riley, & Moss, 2006; Lee, Hanlon, & Ben-David, 2005). Although home-
lessness is not a phenomenon unique to cities, its manifestation in urban
areas brings forth vivid visual images that rural homelessness simply
does not. Concentrations of homeless older adults in certain public sec-
tors of cities such as parks, outside of major buildings, and under major
thoroughfares, are quite common. Homeless older adults, like their older
adult counterparts who are not homeless, can be quite diverse in com-
position (Bottomley, Bissonette, & Snekvik, 2001; Brucker, 2001; Crane &
Warnes, 2001; Downes & Channer, 2001). Like their incarcerated coun-
terparts, however, fifty years is considered the beginning of older age
(Cohen, Sokovsky, & Crane, 2001).

It is estimated that older adults fifty years or older constitute anywhere
between 14.8 and 28.0 percent of the homeless population in the United
States, but those estimates are quite dated (Garibaldi, Conde-Martel, &
O’Toole, 2005). O’Connell (2005) concluded that a homeless person is
three to four times more likely to die than the general population. IlI-
nesses can be spread quite easily among the homeless, and these can be
made more lethal by exposure to the elements.

Issues related to victimization of older adults who are homeless (Dietz
& Wright, 2005a,b), for example, place these individuals at increased risk
for violence. The prevalence of psychiatric illnesses (Bartles, 2003; Nabo-
nezny & Ojeda, 2005; Washington, 2005) and HIV (Emlet & Poindexter,
2004; Hwang et al., 2001) also further compound the lives of older adults
who are homeless. Garibaldi and colleagues (2005) found in their study of
homelessness in Pittsburgh and Philadelphia that older homeless persons
were 3.6 times more likely to report medical conditions, 2.8 times more
likely not to have some form of health insurance, and 2.4 times more
likely to be dependent on heroin than their counterparts under the age of
fifty years old. Kessell, Bhatia, Bamberger, and Kushel (2006), too, found
homeless older adults to have great health needs. In one San Francisco
study, homeless older adults had an asthma rate twice what it would nor-
mally be expected to be (White, Tulsky, Dawson, Zolopa, & Moss, 1997).

Quine, Kendig, Russell, and Touchard (2004), in a study of homeless
older men in Australia, identified a range of health promotion goals and
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service strategies that take into account the unique social circumstances
these men faced trying to survive in the streets. The setting(s) where
health promotion initiatives transpire must embrace innovation and a
willingness to venture into arenas that the field may be unaccustomed to
in order to be effective. Health promotion in city parks, alleys, and other
places where the homeless congregate, including day shelters, must be
part of any serious health promotion initiative.

Prison Health Promotion

The reader may be initially surprised by the possibility of health promo-
tion in prisons, let alone having it target older adult inmates. The image
of older adults who are inmates is probably not first and foremost in the
nation’s mind when discussing incarcerated inmates. As noted in chapter
1, older adulthood is generally defined as being fifty years and older for
the nation’s inmates. However, some researchers have started to recom-
mend that the age be lowered to forty-five years to better represent the
physical and emotional state of these inmates (Yorston & Taylor, 2006).

As a result of a number of significant forces that have been operating in
this country, the nation’s prison inmates are slowly undergoing transfor-
mation to the point that older adults are becoming an increasingly larger
portion of the prison population. Between 1990 and 2001, for example,
their numbers increased from 4 percent of the prison population to 8.2
percent, more than doubling in size (Yorston & Taylor, 2006). Further, the
period from 2000 to 2005, for example, witnessed an increase of 33 percent
in the number of inmates age fifty-five and older in the nation’s prisons,
which is faster than the 9 percent growth overall (Associated Press, 2007).
This transformation of prison inmates, however, is not restricted to the
United States.

The United Kingdom'’s prisons, too, are experiencing a fast growth in
the older adult (sixty years and older) inmate population, with this age
group being the fastest growing sector of the inmate population (“Pris-
on’s ageing population,” 2006). This group is not too dissimilar from its
U.S. counterparts, with 85 percent having at least one major illness and
83 percent reporting at least one chronic illness or disability (“Prison’s
ageing population,” 2006).

Not unexpectedly, morbidity and mortality are very high among older
adult inmates (Linder & Meyers, 2007). Aday (2006, p. 234) summarizes
a large number of health studies on older adults in prisons: “On average,
these studies found a significant incidence of chronic illness for ailments
such as arthritis (41 percent), heart disease (26 percent), menopause
problems (33 percent), prostate problems (18 percent), emphysema (20
percent), stomach disorders (17 percent), diabetes (12 percent), cancer (6
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percent), and stroke (8 percent).” Older adult prisoners on average have
three or more chronic illnesses and take even more medications.

Health promotion in correctional settings such as prison is a concept
that is almost thirty years old and originally appeared in the professional
literature in the middle 1980s (E. M. Gallagher & Beecher, 1987). Never-
theless, the widespread use of this intervention has not occurred, even
though prisons and jails are places where health promotion can make
a dramatic difference in the health of inmates. When older adult health
promotion efforts are launched within prisons, prisoner rights and ethi-
cal dilemmas often emerge due to the context of these total institutions
(Yorston & Taylor, 2006).

Loeb, Steffensmeier, and Lawrence (2008) found that there were no
significant differences between older adult men who were incarcerated
and those in the community, when examining self-efficacy for health
management or health status. There were, however, significant differ-
ences in participation in health promotion programs, and this may be the
result of a lack of availability or awareness of such programs. Loeb and
Steffensmeier (2006), in an extremely rare article on older male prisoners
and health promotion, stress the need for the field to pay closer attention
to this special population group and develop interventions that enhance
health knowledge and self-efficacy within prisons. Kuhlmann and Rud-
dell (2005) address older adults in county jails and advocate for health
promotion initiatives for this age group, but they acknowledge that jails
tend to be smaller than prisons and inmates stay for shorter sentences,
creating challenges beyond those normally encountered in prisons. Cor-
rectional context, as a result, necessitates that any health promotion ef-
forts be tailored to local circumstances.

_—

There certainly is a major difference between individuals who are of ill
health and population groups that are ill. Development of an understand-
ing of illness and disease that results from society’s actions or inactions is
much more than semantics. Actions needed to address the causes of these
illnesses must ultimately be a prominent part of any urban-focused health
promotion strategy that hopes to make a significant impact on the health
of marginalized older adults.

Older adults, particularly those from certain low-income/low-wealth,
ethnic, and racial backgrounds, face a wide range of well-recognized and
unrecognized illnesses and diseases in this society, making them a group
worthy of special attention from the field of health promotion. This chap-
ter stands as a testament to the health needs of this population group and
highlights the devastating consequences that result from long histories of
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being exposed to toxic environments and lacking access to quality health
care (Szczepura, 2005). These health needs, however, rarely stand alone
and very often are found in combinations of various types. Comorbidity,
as a result, further complicates the delivery of health services, including
health promotion.

Some of the health needs addressed in this chapter probably did not
represent any surprise to the reader, while others certainly did. Clearly,
there are other health needs that will emerge in the near future that will
come as a surprise to the reader as well as myself. In many ways, the field
of health promotion is entering uncharted waters pertaining to urban
older adults of color. As a consequence, the field must be prepared and
willing to entertain conditions that on initial observation may not be con-
sidered “health” related but upon closer observation do fall within this
category, particularly when placed within a socioecological context.

The older adult health promotion field will only continue to grow in
the next few decades as the numbers of older adults continue to increase
and the oldest of the old also increases. The field must become, as a result,
strategic in better addressing a wide range of health concerns, particularly
for special population groups that have suffered from even greater ne-
glect in the past. The creation of new methods for gathering and interpret-
ing data will be needed to inform health promotion efforts.






SECTION 2:
HEALTH PROMOTION
THEORY AND PRACTICE

“Transforming the aging of America will require new ideas and new
policies—and a new constituency for change—it will especially require
new institutions. If we can devise creative new roles and opportunities
at the community level, there is much reason to believe that people will
respond. . . . [There] is a deep hunger on the part of older Americans to
live lives that matter, to use their experience and knowledge in impor-
tant ways, and to continue learning and growing in the process.”

(Freedman, 1999, p. 23)
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“Indeed, aging is conceptualized as a problem and the paradigm of
midlife decline is well documented and reinforced daily through ad-
vertisements as well as in textbooks used to educate the next generation
of professionals. . . . The paradigm of midlife decline must be replaced
with one that creates expectation of continued growth and development
through all stages of life.”

(Chapin & Cox, 2001, p. 168)

Health promotion, as the reader will see in this chapter, is a highly
contextualized intervention strategy that often relies upon multiple
theories and not only seeks to empower older adults, but also seeks to
alter environmental circumstances that are detrimental to their healthy
living and that of their community. This perspective toward health pro-
motion is predicated on “unconventional” borders and settings, and its
strategies can cover a wide spectrum, which will often involve social ad-
vocacy and social action (Brown, 2007; Delgado & Staples, 2008; Kreuter,
2005; Quiroz-Martinez, Wu, & Zimmerman, 2005). Stokols (2000), as a
result, stresses the need for the field to broaden its reach to include strate-
gies that combine behavioral, organizational, environmental, regulatory,
and political initiatives as a means of more effectively fulfilling its mission
to society. This chapter is conceptualized in this tradition.

Health is no longer viewed as a physical state of being that is absent of
diseases and illnesses. This definition is too static and does not do justice
to the dynamic and richness of a concept. Further, it effectively looks at
health outside of any social context such as culture and spirituality, to list
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but two key factors. Galea and Vlahov (2005), for example, stress the im-
portance of cross-national research to develop greater knowledge about
the key aspects of cities and how urbanization influences population
health across groups as a means of grounding health promotion within a
specific urban social context.

HEALTH AND HEALTH PROMOTION ON
A NATIONAL AND INTERNATIONAL STAGE

In 2005, the World Health Organization established the Commission on
the Social Determinants of Health with a final report to be issued in May
2008, representing an important theoretical and political move toward
validating the contextualization of health in a broader social arena. Nu-
merous scholars have moved this area forward toward this goal with
progressive thinking. Rabiner (2005), for example, stresses the importance
of health promotion involvement consisting of a multidimensional con-
ceptual understanding of older adults within a social context. A social
context of health such as urban versus rural, for example, brings with
it an emphasis on social determinants. Further, as Burton and Whitfield
(2003) argue based on their study of urban low-income families and
comorbidity, there is a high level of familial comorbidity, necessitating
health promotion strategies that contextualize older adult health within a
familial, as well as community, context as a means of increasing its reach
and potential impact.

Roberta and Lee (2002), in turn, stress the need to understand the
complexity between race, individual socioeconomic status, and the social
environment in order to better understand racial differences in health
among older adults. The measurement of socioeconomic status of older
adults, a critical element in any effort to better ascertain health inequities
in this group, is not without controversy. Grundy and Holt (2001), for
example, have concluded that using educational attainment or social class
paired with a deprivation indicator holds the greatest promise for the
field to understand health inequities. Aneshensel and colleagues (2007)
make similar observations and recommendations, in this case involving
depressive symptoms among older adults. Social context, as a result, is
critical to making older adult health promotion relevant (Green, Lewis,
Wang, Pearson, & Rivers, 2004).

In addition, health promotion interventions must be sufficiently flex-
ible in design to take into account a wide range of local circumstances
(Galloway, 2003). Tannahill (1985), almost a quarter of a century ago,
conceptualized health promotion as consisting of three overlapping
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spheres that are still prevalent today: health education, disease preven-
tion, and health protection. Bunton and Macdonald (2002) observe that
health promotion’s rapid rise during the last two decades of the twentieth
century brought with it “ferment” and “debate,” leading to the title of the
“new public health.” The new public health title is meant to separate out
present-day public health initiatives from those of previous decades, and
it sets the tone for the need for innovative thinking that is both bold and
participatory in outlook.

Cookie-cutter health promotion interventions will not move the field
forward in a responsible way in addressing the needs of any age group,
let alone older adults (Delgado & Zhou, 2008)! Loeb (2006), for example,
in a qualitative (focus groups) study of African-American older adults
with chronic health conditions and their coping strategies, identified
seven primary strategies:

dealing with it

exercising

seeking information
relying on God

changing dietary practices
self-monitoring
self-efficacy

NGk ®ND =

The interplay of all or a combination of some of these strategies must be
taken into account in any design of older adult health promotion. Each
of these strategies brings with it a set of values, beliefs, or attitudes that
cannot be simply ignored in any health promotion effort.

Young and Hayes (2002), in their edited book titled Transforming Health
Promotion Practice: Concepts, Issues, and Applications, put forth a client/
consumer-centered model of health promotion that is holistic in character
and very much in line with the thrust of the older adult-led health promo-
tion advanced in this book. These authors, however, raise a series of chal-
lenges that the field must successfully navigate through in order to achieve
its potential. Freudenberg (2007), in turn, comments on the current state of
health promotion and issues a series of challenges for the field:

Health promotion provides a powerful tool for improving health in the 21st
century, but researchers and practitioners have yet to achieve consensus on
its scope. Globalization, urbanization, an aging population, and rising rates
of chronic diseases are creating new challenges throughout the world. How
can health professionals respond to these changing challenges? What are the
relevant paradigms for promoting health today? How can universities help
move health promotion into a new era? (p. 1).
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The International Union for Health Promotion and Education, with im-
portant support from the Canadian Consortium for Health Promotion
Research and the Public Health Agency of Canada, have promulgated
action recommendations that will shape how health promotion is con-
ceptualized on an international scale in the immediate future (“Shaping
the future,” 2008).

Buchanan (2000), in his book on health promotion, provides a scathing
critique of health promotion that reinforces many of the key arguments
made in this book:

Thinking in the field of health promotion is currently framed by the scien-
tific terminology of morbidity and mortality rates, risk factors, randomized
control trials, independent and dependent variables, null hypothesis, cost-
benefit analyses, and effective behavior change techniques. This book rec-
ommends a new direction marked by the concepts of well-being, integrity,
values, autonomy, responsibility, civility, caring, and solidarity (p. 3).

Altman and Sevick (2002, p. 137), in their review of Buchanan’s book,
agree with much of what the author advocates. However, they go on
to note the particular significance of the tension between public policy
and individual autonomy: “Although Buchanan presents his thesis as an
‘ethic” for health promotion, he fails to determine how much autonomy
we are willing to trade in order to achieve fairness or better health for
our citizens. . . . We also believe that science can help seed dialogue
about these issues.” The “harshness” of some of the critiques levied at
health promotion is probably the result of very high expectations for this
method; these critiques are meant to improve the profession rather than
get interpreted as “demeaning” the profession (Duncan, 2004).

This chapter seeks to ground the reader in the evolution, goals, quali-
ties, definition of health, theories, common strategies, and challenges,
as well as rewards found in this field of practice. There is a tremendous
imbalance between social investments in medical care when compared to
prevention, and McGinnis, Williams-Russo, and Knickman (2002) make a
case for more active policy attention to health promotion and older adults
as a means of shifting this imbalance in focus.

The reader will quickly discover the complexities and rewards of de-
livering health promotion in general, and particularly when addressing
older adults (Hartman-Stein & Potkanowicz, 2003; Minkler, Schauffler,
& Clements-Nolle, 1999; Richardson, 2006). One researcher noted the
importance of social context in the field of health promotion with older
adults within an urban context (News-Medical.Net, 2005): “So much of
our health-promotion activities have focused on the person and the in-
dividual characteristics that make it easier to be healthy. . . . But you can
only go so far talking about personal characteristics; you need to better
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understand the context in which people live so that you can have more of
an impact on their health behaviors.” This chapter has, as a result, a pri-
mary goal contextualizing health promotion in a manner that embraces
social causes of illness and diseases, and embraces a social and economic
justice perspective as a means of better understanding and addressing
the social inequalities that result in health disparities in the nation’s cit-
ies. This perspective, value, or bias, if you wish, must be made explicit
for readers to make their own determination of how one author’s view is
similar or dissimilar from their own views, and incidentally, is very much
in line with the current thrust of the field.

EVOLUTION OF HEALTH PROMOTION

There are probably countless numbers of interpretations for the birth
and evolution of the health promotion field (Berridge, 2004). Minkler
(2000), however, provides a concise summary of the dominant views of
health promotion in the United States and traces it back to the 1970s and
a profound disillusionment with medicine, efforts to curtail costs, and the
prevailing movement toward self-help and individual control over one’s
own health. The field of health promotion is over twenty-five years old,
complex, and with no “single driver” responsible for its evolution and
widespread acceptance (Catford, 2004).

The Canadian Ministry of Health and Welfare issued a report (Lalonde
Report) in 1974 titled A New Perspective on the Health of Canadians, and this is
widely acknowledged as the first introduction of the concept of health pro-
motion (Berridge, 2004; Macdonald & Burton, 2002). However, its interna-
tional origins have arguably been traced back to a historic World Health Or-
ganization (WHO) meeting at Alma Ata (Kazak of the former Soviet Union)
in 1978. This meeting resulted in a shifting of power from professional
providers to consumers and communities. This shift, in combination with
a general dissatisfaction on the part of some health providers concerning
an elitist approach toward service delivery, resulted in a conducive context
for the emergence of health promotion and the embrace of such concepts
and paradigms as capacity enhancement and empowerment (Catford, 2004;
Hsueh & Yeh, 2006; Freudenberg, 2004). “Ownership” is often the phrase
that is used to symbolize empowerment and the potential for capacity en-
hancement that results from participation in decision making (Baker, 2001).
Tilford (2000) notes that health promotion evolved out of earlier efforts at
health education; this evolution has broadened the health promotion scope
while managing to keep health education as a vital component.

In 1986, in Ottawa, Canada, the first International Conference on Health
Promotion was held; it was an historic occasion, and many in the field view
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this meeting as the “cradle” of health promotion as practiced throughout
the world. An encompassing definition of health promotion emerged as a
result (Ottawa Charter for Health Promotion, 1986):

Health promotion is the process of enabling people to increase control over,
and to improve, their health. To reach a state of complete physical, mental
and social well-being, an individual or group must be able to identify and to
realize aspirations, to satisfy needs, and to change or cope with the environ-
ment. Health is, therefore, seen as a resource for everyday life, not the objec-
tive of living. Health is a positive concept emphasizing social and personal
resources, as well as physical capacities. Therefore, health promotion is not
just the responsibility of the health sector, but goes beyond healthy life-style
to well-being (p. 1).

Collins and Hayes (2007), however, in commemorating the twentieth an-
niversary of the Ottawa Charter for Health Promotion, note that the contin-
ued persistence of health disparities and the conflicting political challenges
and ideologically driven resistance still exist. The race toward health pro-
motion goals must be conceptualized as a marathon rather than a sprint in
order to better appreciate the difficulties of eliminating health disparities.

On the national front, O’Neill (2002) traces the evolution of health
promotion through a series of federal government reports, such as the
1979 surgeon general report Healthy People: Health Promotion and Disease
Prevention, followed by the 1990s Healthy People 2000, and the most cur-
rent report titled Healthy People 2010. Haber (2007, p. 1) also considers
the 1979 surgeon general report to be extremely influential in moving
the field forward: “Over the years, this report was widely cited by the
popular media as well as in professional journals and at health confer-
ences. Many attribute to it a seminal role in fostering health-promoting
initiatives throughout the nation.” These federal reports have sought to
increase the quality and years of healthy life and also sought to eliminate
health disparities or inequalities.

The evolution of health promotion since shows no signs of slowing
in the early part of the twenty-first century (Acton & Carter, 2006; Alle-
grante, 2006; Buchanan, 2006). This can be exciting as well as a cause for
concern. However, the following are words of warning that must not be
ignored (Catford, 2004):

As we look over the horizon into the next century, the picture is getting big-
ger and the terrain more hazardous. Although we have much to celebrate
concerning the development of health promotion knowledge and practice
over the past two decades, we dare not be complacent. . . . Leadership de-
velopment coupled with a focus on the social determinants of health seem
to be key ingredients for the continued growth and well-being of health
promotion (p. 4).
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Catford (2004) raises important aspects of expansion that cannot be easily
ignored if the field of health promotion is to continue to wield tremen-
dous influence in the future.

Some in the field may call for greater use of economics to help continue
to fuel the expansion of health promotion in the early part of this century.
Whitehead (2006), in a review of the literature on health promotion and
nursing, concluded that health promotion continues to be conceptualized
as health education and disease-specific prevention, instead of embrac-
ing a broader social, economic, political, and ecological perspective. A
narrow and apolitical perspective on health promotion involving older
adults from marginalized backgrounds may not be viewed as relevant,
thereby seriously limiting who participates and the benefits they derive
from doing so.

Sindall (2002), in an editorial in the journal Health Promotion Interna-
tional, warns that although the field has progressed significantly in the
past two decades, it has not made comparable progress in articulating
moral and ethical standards. Mittelmark (2008) stresses the need to codify
ethics for the field for it to remain true to its mission. As addressed in
chapter 8, these standards have taken on greater importance as health
promotion has ventured out into new arenas and has embraced a multi-
faceted agenda to address social determinants of health. This challenge
complements the concerns raised by Catford (2004) above and adds a
dimension usually not discussed. Further, as the field embraces new
population groups such as urban youth of color and older adults of color,
for example, critical cultural and social considerations enter into decision
making, raising ethical dilemmas and the need for ethical standards and
decision making. This is not to say that the field has not been guilty of
overlooking important population groups, however.

Rimmer’s (1999) observations almost ten years ago about the absence of
health promotion efforts focused on people with disabilities are still prev-
alent today. Drum, Krahn, Culley, and Hammond (2005) raise the need
and importance of health promotion addressing the needs of those with
disabilities by helping these individuals become “joint managers” of their
own health care and engage in healthy behaviors. The authors go on to
note that a number of factors, such as economic costs and limited physi-
cal mobility, may hamper participation in conventional health promotion
programs. Changing demographics will require that the field change to
facilitate equitable participation by people with disabilities, particularly
those who are older adults (Pandya, 2005).

Charlesworth (2000), in examining disabilities from a caregiving per-
spective, found mortality rates to be high for older adults who cared for
spouses with disabilities. Health promotion programs targeting care-
givers of spouses with disabilities are almost nonexistent. The National
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Center on Physical Activity and Disability (2004) recommends that more
attention be paid to reaching people with disabilities using community-
based health promotion. The primary aim of health promotion with
people with disabilities is to reduce secondary conditions such as obesity,
hypertension, and blood pressure scores, for example, and to facilitate
functional independence, provide opportunities for leisure, and enhance
overall quality of life. Health promotion that is community based serves
to reduce environmental barriers to these goals.

The field of health promotion, too, will continue to expand into new
and unchartered waters, such as health promotion and heart failure,
prisons, long-term care facilities, gambling, sexually transmitted diseases,
and new settings such as beauty parlors, barbershops, community gar-
dens, parks, and health clubs, to cite but a few examples (A. P. Clark et
al., 2006; Orsega-Smith, Mowen, Payne, & Godbey, 2004; Pandya, 2005).
The move to “Health in All Policies” represents an important attempt to
integrate health into all policies addressing economic and social life as
a means of tackling health disparities (Kickbusch, McCann, & Sherbon,
2008). Levin and Ashton (2006) embrace a view of health promotion that
has its share of advocates. The promotion of health is too important to be
relegated to a small sector of society (health promoters) and must engage
all sectors of society. Further, health promotion must not corner itself
into focusing exclusively on lifestyle changes and thereby engaging in a
blaming-the-victim mentality.

Sirianni and Friedland (2001, p. 13) observe that citizen organizing in
the health care arena has not risen to its potential to effect significant so-
cial change, but the time may be right for this to change: “Innovative dem-
ocratic and community health approaches that mobilize civic networks
and engage citizens in collaborative public work with health profession-
als and institutions now offer important alternatives to the hegemony of
the medical model of acute care for improving the health of populations.”
Older adult-led health promotion represents one “innovative” approach
toward citizenry participation and empowerment (individual as well as
community), and brings with it the potential to also engage in citizen
organizing to address social justice environmental issues. Community
organizing for social change, as a result, is not restricted to younger age
groups or social issues that generate outrage on the part of undervalued
groups and their communities (Delgado & Staples, 2008).

Health education is often considered a very attractive and popular way
of implementing health promotion, but there can be significant differences
between health education and promotion. McKenzie and Smeltzer (2001,
p- 3) note: “Another term that is closely related to health education, and
sometimes incorrectly used in its place, is health promotion. Health pro-
motion is a broader term than health education.” There is no denying that
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there is a strong relationship between these two terms, as evidenced by
a book such as Principles & Foundations of Health Promotion and Education
(Cottrell, Girvan, & McKenzie, 2002) that combines these two areas. Sim-
ply stated, health education can stand alone, whereas health promotion
can encompass health education as well as a myriad of other strategies.

GOALS AND STRATEGIES OF HEALTH PROMOTION

Health promotion goals can best be thought of as inspirational. Goals that
are not inspirational generally fail to capture the attention and excitement
of a field. Health promotion and older adults refers to a way of thinking
and acting about health and this age group. Like its youth-led health
promotion counterpart, for example, health promotion and older adults
is not just about achieving a healthy state of being (Delgado & Zhou,
2008). Health promotion is also about challenging conventional thinking
and approaches toward health and older adults. This form of health pro-
motion embraces a set of values and strategies that are deeply grounded
within a social and economic justice perspective, viewing health from an
ecological vantage point, and seeing social change as a viable and essen-
tial goal of any strategy involving older adults (Liss, 2000). Older adult
psychological well-being is closely tied to housing quality, for example,
reinforcing the importance of an ecological perspective on health promo-
tion (Evans, Kantrowitz, & Eshelman, 2002).

The health promotion field, however, conjures up a variety of different
definitions and goals (Bunton & Macdonald, 2002):

To many social and political activists working to combat the social organiza-
tion of ill health, it was akin to a new social movement, and a rallying point
around which to fight for better health. . . . To others health promotion repre-
sented a new way of addressing contemporary health and social care policy
needs. ... For yet others, health promotion was an exciting intellectual devel-
opment that presented new theoretical challenges drawing upon a social, as
opposed to bio-medical model of health. The possibilities for empowerment,
participation, capacity building, and enhancing social capital were not sim-
ply a theoretical, values-driven endeavor, but one that had implications for
methodology, research, and professional practice (p. 1).

Thus, the “broadness” of health promotion lends itself to a variety of
goals depending upon the perspective of those in this field.

Three key factors have been identified as extremely influential in affect-
ing health in the nation’s cities: (1) the physical environment, (2) the social
environment, and (3) access to health and social services (Galea & Vlahov,
2005). Each of these factors, in turn, takes on greater significance when



96 Chapter 5

applied to older adults who are undervalued because of low-wealth/low-
income, race/ethnicity, sexual orientation, and beliefs, thus influencing
the goals and strategies of health promotion.

Onge, Rogers, and Denney’s (2004) study of obesity within the con-
text of neighborhood, for example, found that racial and socioeconomic
composition are positively associated with risk for obesity. Zenk and
colleagues (2005), too, raise the deleterious health consequences of racial
and class segregation (Detroit) and how the lack of access to supermar-
kets increases the likelihood of diet-related diseases. Yeh and colleagues
(2008), in turn, advocate for health promotion strategies increasing access
to fresh fruit and vegetables as a means of helping to fight certain cancers
and reduce morbidity and mortality from heart disease and obesity. Thus,
health promotion initiatives targeting obesity cannot single out older
adults without also taking into account the role of neighborhood. In es-
sence, one’s place of residence affects obesity status (Lopez, 2007).

Freudenberg (2007), in reporting on some of the outcomes of the 2006
Meeting of the National Expert Panel on Community Health Promotion,
noted that concerns were raised about the limitations of an approach to
health promotion that fails to take into account key determinants of life-
style. Further, conventional approaches that blame the victims and do not
address changing policy are doomed to fail. An increase in age is often
associated with an increase in certain types of illnesses and diseases, mak-
ing the case for harm reduction interventions that are specifically targeted
to certain health conditions. For example, it is estimated that 60 percent of
cancer occurs in people over the age of sixty-five years (Penson, Daniels,
& Lynch, 2004). Further, treatment of cancer in this age group is compli-
cated when other illnesses co-occur. Sahay, Ashbury, Roberts, and Root-
man (2006), in an extensive review of the literature on nutrition, found a
strong relationship between cancer and nutrition, for example.

Hertzman (2004, p. 150), like a number of other scholars, strongly ad-
vocates for the use of life-course factors as a means of creating a better
understanding of general well-being and physical and chronic diseases
among older adults: “Exposure to both beneficial and adverse circum-
stances over the life-course will vary for each individual and will consti-
tute a unique ‘life exposure trajectory’ that will manifest itself in different
expressions of health and well-being.” Moody-Ayers, Lindquist, Sen,
and Covinsky (2007), in turn, found that childhood socioeconomic status
affects health status through midlife, but the consequences may weaken
in late life, offering some degree of hope concerning slowing of the long-
term consequences of early lifetime illnesses.

The understanding of the influence of community or neighborhood
on health, as a result, has increased in significance this past decade, par-
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ticularly for health promotion, when examining and addressing health
disparities among older adults in low-wealth and low-income circum-
stances (Mendes, de Leon, & Glass, 2004; Morenoff & Lynch, 2004). This
ecological-focused approach has made health promotion as an interven-
tion more attractive to academics and practitioners who embrace em-
powerment and participatory values and principles for practice. Urban
neighborhoods that are severely under-resourced highlight the negative
influential determination role of social environment on health (Vlahov
et al., 2007).

Nevertheless, the quest to “conquer” the new frontier of community for
the field of health promotion brings with it both joys and frustrations as-
sociated with the entry into a “new” arena that we are often ill-prepared
for (McKnight, 1994):

The dilemma we face is lack of familiarity with the real community. We have
great professional skills in managing and working within our systems, but
our skills are much less developed once we leave the system’s space and
cross over the frontier into the community. Indeed, many professionals are
confused and frustrated when they attempt to work in community space,
which seems very complex, disoriented, unstructured, and uncontrollable.
And many health professionals begin to discover that their powerful tools
and techniques seem weaker, less effective, and even inappropriate in the
community (p. 24).

Older adult health promotion can also encompass other goals that may
not be directly tied to health behaviors and outcomes. Saving funds, for
example, may be a goal, particularly in government-sponsored initia-
tives. Goetzel (2007) concluded that older adult health promotion not
only increases their well-being, it can also result in saving the federal
government Medicare funds because of increased health benefits result-
ing from these interventions. Ozminkowski and colleagues (2006) stress
the potential of saving medical costs and advocate for the federal govern-
ment to undertake randomized trials. Health promotion takes on added
significance for older adults since it is estimated that 30 cents of every
dollar spent on Medicare is devoted to end-of-life care (McCabe-Sellers
& Johnston, 2006). However, saving taxpayer money through health
promotion is considered to be a misguided use of economics, according
to Cohen and Hale (2002, p. 178): “Economics provides the framework
for considering how efficiently health promotion achieves its objectives
and how health promotion resources can be used most cost-effectively.
Economics also provides an analysis of health-promoting behaviours and
of the incentives that exist to prevent ill health or to engage in activities
that damage health.”
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The Ottawa Charter of 1986 identifies five primary strategies to pro-
mote health and highlights a range of possible approaches to health
promotion:

1. build healthy public policy through legislation, fiscal measures,
taxation, and organizational change

2. create supportive environments that generate optimal living and
working conditions

3. strengthen community actions that empower communities to own
and control their own endeavors and destinies

4. develop personal skills that enable people to learn and cope with
chronic illness and injuries

5. reorient health services through research, professional education,
and training, to create and sustain healthier individuals and com-
munities

The goals often associated with health promotion initiatives can be
conceptualized as either “achievable” or what I like to think of as “the
impossible dream.” The former are realistic. However, critics argue that
these goals sell the profession far short of its potential. The latter, in turn,
are not achievable but represent the ideals that motivate or inspire us to
do better. Critics, however, argue that impossible goals set the field up
for guaranteed failure. The reader must ultimately decide which side they
subscribe to: those goals that are feasible and most likely to be achieved,
or those that serve as a motivator but will not see fruition in our lifetime.
Regardless of where we stand, health promotion goals must seek to better
the health of all people, and particularly those who are most vulnerable to
disease and illness in our society.

HEALTH PROMOTION SETTINGS

There are certainly numerous perspectives on how best to appreciate and
understand health promotion settings. Health promotion settings can best
be appreciated and understood as an extension of context, or as a specific
entity within context. Wenzel (1997) provides a definition of settings that
is sufficiently dynamic to accommodate the broad and encompassing
aspects of health promotion: “a frame of face-to-face, social interaction
among human beings, the meaning of which is socially and culturally
shared within the particular group of people being a part of the setting
for a certain period of time. That is, this particular meaning of the setting
may vary among different social groups at different points in time; it may
even be non-existent for other social groups at the same time.”
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McQueen (2000), among others, states that “settings” are critical to
grounding health promotion theory and practice, making it impossible
to fully conceptualize health promotion as a field without paying due at-
tention to the role settings play in helping the field carry out its mission.
However, health promotion settings, like health promotion itself, have
evolved over the past few decades and have slowly encompassed places
and spaces that have historically not been associated with health pro-
motion and older adults. Primary settings (Allen, 2001), however, have
enjoyed considerable popularity within the field. Nakasato and Carnes
(2006), in turn, advocate for greater attention in primary care settings to
be paid to health promotion, particularly since these settings are familiar
and experience high levels of contact with older adults. Health promotion
targeting older adults, nevertheless, can transpire in a variety of settings,
formal and informal.

McWilliam and colleagues (1999), for example, see health promotion
as playing an important role in helping recently hospital-discharged
older adults make a successful transition home, with health promotion
transpiring in the home. The authors concluded (McWilliam et al., 1999,
pp- 37-38): “Health professionals can proceed to refine person-centered,
health-centered, participatory approaches to care. . . . Health care delivery
strategies which include care focused on health, as opposed to illness, are
clearly warranted, as are efforts to convey more consciously professional
attitudes which recognize shared authority on care.” Residential settings
(Squire, 2001), however, have historically not been the focus of health pro-
motion initiatives, although that is starting to change. This may, in part,
be the result of a fundamental and very biased and dated belief that older
adult residents could not benefit from health promotion.

Clift and Morrisey (2001) in many ways typify how the field of older
adult health promotion has outgrown its conventional boundaries and
reached out into new areas of practice:

As the older population of Western societies continues to grow, and assumes
a greater proportion of the total population, so the number of older travelers
will increase, with an increasing need for primary health care professionals
to provide support and sound practical advice to help people to realize their
remaining dreams of travel (p. 142).

Health promotion in this arena, for example, does not have to be restricted
to where it can transpire. Airports and other travel arenas such as train
and bus stations, for example, can be settings for older adult-targeted
health promotion. Just like shopping malls have increased in prominence
as places to provide a wide variety of services for older adults and other
age groups, travel-related settings, too, can be seen as viable places and
spaces for health promotion to be provided.
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The emergence of cafes in not-for-profit settings has started to draw older
adults in a nonstigmatizing manner and offer a wide variety of activities
that are health education focused (Gross, 2008b). Linnan and Ferguson
(2007) advocate for the use of beauty salons as health promotion settings for
outreach to African-American women. These settings provide easy access
within the community and are considered ideal for outreaching to women.
Delgado (1999) labeled these types of community settings as “nontradi-
tional” settings, or places in a community where residents can purchase a
product or service, or simply congregate, and while doing so receive some
form of human service. This service, in turn, is viewed as nonstigmatizing
because the person or persons who provide it are valued and trusted by the
community. As will be addressed in chapter 9, barbershops, for example,
too, represent a vast untapped resource for reaching out to older adult men
of color (Delgado, 2006). These establishments, however, present the field
of health promotion with a different set of challenges when compared with
their female counterparts in beauty parlors. Men, for example, spend less
time in barbershops when compared with women in beauty parlors, making
delivery of health education and screening more difficult to accomplish.

QUALITIES OF EFFECTIVE HEALTH
PROMOTION PROGRAMS

Perkins, Simmett, and Wright (1999a,b) in their book on health promo-
tion and evidence-based practice, highlight the rewards, challenges, and
tensions of utilizing best practice evidence in the design, implementation,
and evaluation of health promotion interventions. Raphael (2000) echoes
many of the themes raised by Perkins, Simmett, and Wright (1999b), but
also emphasizes the importance of ideology, values, and principles, shap-
ing health promotion activities and efforts to measure their success and
the need to be open to new ways of learning:

In conclusion, it is important to recognize that the quality of evidence is in-
fluenced by a range of conceptual and technical factors. To date, it has gener-
ally been believed that only traditional or instrumental forms of knowledge
are valid. Alternative forms of knowledge are as valid as—or even more
valid—than traditional approaches for the kinds of issues health promoters
deal with. It is important that various forms of evidence be collected, docu-
mented and shared with others in health promotion (p. 365).

Bunde-Birouste (2002, p. 6) summarized the current debates on health
promotion effectiveness and concluded that they covered a wide range of
topics: “Current debates about evidence encompass a broad range of ques-
tions: They range from debates on what sort of evidence is most relevant to
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different situations, capturing both qualitative and quantitative methods in
health promotion programs and their implications, to the types of research
methods used when compiling evidence.” Bunde-Birouste’s list is quite for-
midable in composition and serves notice to the field of health promotion
not to be complacent and rest upon its laurels, significant as they may be.

Murphy (2005), in a comprehensive review of the international lit-
erature on health promotion, identified eleven recommendations for
designing effective programs that resonate with much of what has been
addressed in this book:

1. be specific in defining the health problem to be addressed and the
key stakeholders at every relevant level
utilize behavioral theories as a guide
3. develop an in-depth understanding of the reasons for the health
problem, with particular attention to barriers and vulnerabilities to
achieving goals
4. involve stakeholders and community throughout all facets of an
intervention
5. develop appropriate collaborations and pay close attention to prac-
tical aspects of planning
involve local role models in the programming
7. engage in capacity enhancement and be willing to involve and co-
ordinate sector efforts
plan for a multifaceted intervention
9. work to increase the likelihood of sustainability by identifying and
building upon community
10. evaluate using participatory and qualitative methods; this must be
an integral part of programming
11. create participation and build a foundation to help ensure adapta-
tion for future efforts

N
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Each of these eleven recommendations brings with it a unique set of
sociopolitical considerations with far-reaching implications for the field
of health promotion, regardless of the characteristics of the population
group it targets.

Kahan and Goodstadt (2001), for example, have raised a perspective on
health promotion best practices that rarely gets raised. The authors argue
that health promotion effectiveness can only be achieved through a reflec-
tive or interactional model and must build upon many of the concerns
raised by Boutilier, Cleverly, and Labonte (2000):

Within health promotion, practice is not fixed by any rigorously defined dis-
cipline, and is said to be practiced by individuals in diverse organizations,
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training in a multiplicity of disciplines. Thus, what actually constitutes practice
in health promotion will differ according to the practitioner’s institutional loca-
tion and discipline-related training, i.e., his or her “arena” of practice (p. 257).

Consequently, health promotion practice, like other forms of interdis-
ciplinary practice such as youth development, is faced with a “moving
target” of what constitutes health promotion (“Evidence in health promo-
tion,” 2003).

DEFINING HEALTH

There is a strong cultural dimension to any definition of health that must
be taken into consideration in conceptualizing health promotion interven-
tions (Benisovich & King, 2003; Garroutte, Sarkisian, Arguelles, Goldberg,
& Buchwald, 2006). Gordon (2004) notes that race and ethnicity play a
powerful role in shaping culture, as do other factors. However, the field
must endeavor to avoid stereotyping as an expedient means of incorpo-
rating cultural factors into interventions. Simply noting the racial and
ethnic background of older adults is insufficient to take into account how
these factors influence their definition of health. This approach simply
reinforces conventional stereotypes and does little to inform health care
providers as to the actual meaning of health and the manifestations it
takes on a daily basis in the life of older adults and their significant social
networks.

As a result, health promotion interventions must take into account the
sociocultural context upon which health is defined if these interventions
are to be effective, particularly in the case of newcomers to the United
States. This cultural dimension, however, goes far beyond conventional
viewpoints that focus on culture as it relates to race and ethnicity. Gural-
nick (2003) rightly stresses the need for the field to develop greater aware-
ness and skill in integrating cultural factors into interventions:

Although opportunities to improve health promotion interventions for older
adults abound, cultural differences can and do present major barriers to
effective health care interventions. This is especially true when health prac-
titioners overlook, misinterpret, stereotype, or otherwise mishandle their
encounters with those who might be viewed as different from them in their
assessment, intervention, and planning process. . . . (p. 2).

Garroutte and colleagues (2006) found in their study of older adult
Native Americans that they often perceive their health status differently
from that of their providers, raising the need for the field to reconcile
these discordant perceptions. A. M. Miller and Iris (2002) found in their
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study of older adult definitions of health that four elements influence
older adult perceptions of health: (1) functional independence, (2) self-
care management of illness, (3) positive outlook on life, and (4) personal
growth and social contribution. Each of these dimensions of health, in
turn, influences health behaviors and shapes health promotion strategies
for maintaining health. It is not unusual to find, as the reader will see in
the following material, older adults, particularly those from the nondomi-
nant groups, who emphasize a holistic view of health.

Armer and Radina’s (2002) study of Amish definitions of health and
health promoting behaviors, for example, found that their religious and
cultural beliefs influence how health is defined and addressed, highlight-
ing significant differences between this group and the dominant Ameri-
can cultural views of health. The Amish use self-care practices such as
liniments, vitamins, reflexology, midwives, therapeutic touch, and “Pow
wowing,” which is the use of sympathy curing utilizing words, charms,
and physical manipulation. The authors uncovered six key themes, or
dimensions, to defining health among the Amish: (1) the importance of
achieving health, (2) an ability to work hard, (3) a sense of freedom to en-
joy life, (4) family responsibility, (5) physical well-being, and (6) spiritual
well-being.

Maddox (1999), in a study focused on older women and the social
construction of health, identifies five themes related to the meaning of
health for these women: (1) interactions with a greater being (spiritual);
(2) acceptance of self; (3) possession of a sense of humor; (4) flexibility in
life; and (5) being other-centered. Maddox (1999) concluded that it was
essential that partnerships between providers and consumers were neces-
sary to improve the quality of health care:

Perhaps it is time to encourage older adults to become more of a partner in
their care. . . . Health care professionals must continue to ask older adults
about their view of health and encourage their partnership in health-related
issues . . . by including older adults in the decision making process, this part-
nership should be strengthened (p. 32).

McVittie and Willock (2006), in turn, bring a different dimension to cul-
ture and health when they examine how health, ill health, and the concept
of masculinity among older men influence a definition of what constitutes
health. The authors, like their counterparts who studied women, con-
cluded that social constructions of masculinity influence perceptions of
health and help-seeking patterns. Clearly, gender brings an added dimen-
sion to any discussion of culture and older adults of color.

The National Research Council (Bulatao & Anderson, 2004), in a book
titled Understanding Racial and Ethnic Differences in Health in Late Life: A
Research Agenda, highlight four general ways how health promotion could
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result in different outcomes depending upon racial and ethnic cultural
backgrounds of older adults:

1. health promotion influences help-seeking patterns

2. patient responses and perceptions of interventions may differ

3. the role of social environment/social network may enhance or de-
tract from an intervention

4. alternative therapies such as folk medicine, which is heavily grounded
within a cultural beliefs context, may produce different health out-
comes

Finally, Falk, Sobal, Bisogni, Connors, and Devine (2001) approach
health from an eating perspective and stressed the need for developing
a definition of healthy eating by utilizing a multideterminant, context-
dependent grounding that employs psychological, social, and cultural
perspectives. A propensity to use simplified heuristics to deal with
complex situations such as classification of foods into “healthy” and
“unhealthy” categories is seriously deficient. Belief systems influence eat-
ing habits, like the broader construct of health, and must be understood
in order to develop health promotion efforts and reduce professional
role confusion. Falk and colleagues go on to emphasize that most health
education campaigns are often based on professional definitions and not
those of consumers, thereby undermining any efforts to achieve positive
changes in healthy behavior.

Recognizing that there are major differences among older adults of color
is an important initial step in making health promotion efforts group spe-
cific. However, Gelfand (2003) notes:

Health promotion literature recognizes the importance of differences among
the ethnic aged . . . but fails to provide substantial advice about techniques
that are needed for effective health promotion with different ethnic groups. It
is thus difficult to determine whether a therapeutic health program . . . which
proves to be effective with African American elderly, would be equally effec-
tive, without revision, for elderly from other ethnic backgrounds (p. 147).

McMullen and Luborsky (2006) conclude that self-rated health appraisal
among older adult African Americans is a complex process that is greatly
influenced by the “sociohistorical content of individual assessments of
well-being.”

Use of self-rated health measures among Latino older adults as a means
of better understanding definitions of health is also complex and must
take into account acculturation level. Finch, Hummer, Reindi, and Vega
(2002), for example, conclude based upon their study of the validity of
self-rated health among Latinos that the use of self-rated health to assess
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physical health must control for levels of acculturation. Somatization of
emotional/mental health, for example, is influenced by acculturation
level. Health promotion efforts targeting Latino older adults, as a con-
sequence, cannot ignore the interaction of acculturation and self-rated
health.

The complexity of a cultural construct is intertwined with the com-
plexity of health, particularly when it is defined to take into account the
interplay of social, cultural, and economic systems. McCarthy, Ruiz, Gale,
Karam, and Moore (2004) explore the cultural meaning of health among
older Latina and white non-Latinas. Their qualitative study’s findings
highlight the vast differences in how these two groups define and per-
ceive “functional” health. The authors stress the deleterious consequences
of ethnocentrism in expectations of health and help seeking and, indi-
rectly, health promotion practice.

The subject of acculturation and Latino older adults has generally been
overlooked in the field, although acculturation measures have much to
offer health promotion initiatives (Chiriboga, 2004). Yamada, Valle, Bar-
rio, and Jeste (2006), in a rare article specifically focused on acculturation
measures and Latino older adults, conclude that this population group
has generally been overlooked in the research literature and is worthy
of having acculturation measures specifically developed for them. The
authors identified four specific contexts in which aging and acculturation
intersect, with implications for research and service delivery to Latino
older adults: (1) impact of aging on acculturation, (2) degree of pressure to
assimilate during late life, (3) impact of the role of older Latinos on accul-
turation, and (4) opportunities for assimilation or biculturation. Gonzalez,
Haan, and Hinton (2001), for example, found a higher level of depression
among the least acculturated older Mexican Americans (aged sixty to one
hundred), and this represents one of the many ways that acculturation
can be systematically applied to multiple arenas with implications for
health promotion.

It is not unusual to associate a list of health problems, or ailments, when
discussing health promotion and Latino older adults. As already noted
in chapter 4, they certainly face a range of challenges in narrowing the
gap in health disparities. Nevertheless, in the case of Latino older adults,
there are significant forces operating that result in positive health out-
comes, resulting in health promotion initiatives identifying these forces
and incorporating them in interventions. There is a longevity difference
between Latino older adults who are newcomers to the United States
and those born and raised in the United States or who have resided in
the country for a long period of time. This difference persists even when
the newcomer is of lower socioeconomic status and received less formal
health care over their lifetime (Kolata, 2007). Not surprisingly, there has
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been an emerging debate about what is referred to as the “Hispanic health
paradox.” This debate, however, has implications for health promotion
that go far beyond academic interests and touch upon a variety of im-
portant factors related to the Latino older adult community, health, and
health promotion.

Haywood, Warner, and Crimmins’ (2007, p. 93) study of native-born
Mexican Americans found that connectivity does not translate into less
likelihood of being disabled when compared with white non-Latinos:
“On the whole, we do not find much evidence to support the idea of an
Hispanic paradox with respect to disability among native-born Mexican-
Americans. While Mexican-Americans and whites share life chances,
they have different disability experiences over their lifetimes.” Markides
and colleagues (2007), however, found no immigrant advantage over
native-born Mexican Americans in lower rates of either premature or
incidence of disability among Latinos in the United States. Pulloni (2007)
argues that the Hispanic health paradox is a “scientific” problem that is
unsolvable at this point in time because of structural and methodological
shortcomings.

R.J. Martinez’s (1999) ethnographic research on the health of older Lati-
nos in Southern Colorado found three important cultural domains related
to definitions of health: (1) health is creating balance in life by living one’s
beliefs, (2) health is maintained by successfully fulfilling one’s obligations
to others, and (3) health is faith that one will be cared for by God, family,
and community. Martinez (1999, p. 1) goes on to note: “Participants held
holistic views of self and spiritual aspects of life played a major role in
their health. Caring for self was lived through caring for others for whom
one has responsibility.” The degree of interconnectedness with others
clearly was central to how this group of older Latinos viewed health.

The construct of spirituality is often found alongside that of culture
for very good reasons. These two constructs are closely intertwined and
wield great influence on one another. Wycherley (2001) and Nash (2001)
contribute a different perspective than the one usually associated with
the topic of religion and health. The spiritual self, or holistic self, brings a
dimension to older adult health promotion that is not necessarily tied to
a “greater being” but does connect them to the “greater good.” A holistic
perspective brings the field of older adult health promotion an opportu-
nity to expand conventional views, and it allows the introduction of in-
novative strategies that capitalize on these constructs. How spirituality or
a holistic perspective is viewed may well differ among and within older
adult racial and ethnic groups, necessitating that every effort be made to
identify this definition before development of a health promotion effort.

King, Burgess, Akinyela, Courts-Spriggs, and Parker (2005) examine
the role of spirituality in shaping health beliefs among African-American
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older adults and found that it has significant influences in defining health.
Polzer and Miles (2007) found spirituality to be an important factor in how
African Americans self-manage their diabetes. Almqvist, Hellnas, Stefans-
son, and Granlund (2006), in turn, examine perceptions and definitions
of health from a young child’s (four to five years old) perspective and
address the role of play in child engagement in health promotion efforts
targeting young children. Innovative efforts such as this are also needed at
the opposite end of the age continuum. Incentives to participate in health
promotion efforts must be created that are culture bound and sensitive
to the beliefs and attitudes of older adults from non-Western European
backgrounds.

Damron-Rodriguez, Frank, Enriquez-Haass, and Reuben (2005) exam-
ine similarities and differences of definitions of health among different
older adult ethnic groups (African Americans, Chinese, Eastern Europe-
ans, and Latinos) and concluded that cultural aspects wield a tremendous
amount of influence in shaping older adult perceptions of their health.
They note (2005):

Biopsychosocial and spiritual dimensions of health are not routinely part
of how most health professions frame health promotion for older adults.
Additionally, older adults” perceptions of health appear to be based on a
strengths model, while assessment by health professionals is founded in a
problem-based model (p. 15).

Consequently, the importance of health promotion strategies” taking into
account how a group defines health, and the multifaceted set of factors
that enter into this definition, take on prominence and raise the impor-
tance of culture in dictating definition and interventions.

Henderson and Ainsworth (2003), for example, in their qualitative
study of older African American and American Indian women and their
perceptions of physical activity, found that most perceived themselves
to be very active physically and that these perceptions were greatly in-
fluenced by personal and cultural values. Tudor-Locke and colleagues
(2003), in turn, stress the importance of tapping the voices of African
American and Native American women in defining and interpreting
what is meant by physical activity. For example, the concept of “leisure”
may be interpreted as “laziness.”

Armer and Radina’s (2002) findings pertaining to the Amish, like the
others presented in this section, highlight the multifaceted dimension of
health among nondominant groups in this society. Healthy well-being
goes far beyond a physical state or the absence of illness and disease. The
sociocultural dimensions of health require the field of health promotion
to develop interventions that systematically tap a group’s definition of
health. This obviously complicates the process and makes it both labor
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and time intensive. It also highlights the advantages of older adults them-
selves playing a critical role in both the conceptualization of the goals of
health promotion and also the most appropriate methods for delivering
content. Older adult-led health promotion, as a result, has the philosophi-
cal underpinnings for taking into account group-specific conceptions of
health and health promoting behaviors.

Culturally grounding health definitions and actions represent a critical
step in making health care, including health promotion, contextualized to
take into account the definitions and perceptions of health held by histori-
cally undervalued groups in this society. Definitions and interpretations
of perceptions, as a result, are socially and culturally constructed and
must be taken into account in the development of any health promotion
initiative targeting older adults, particularly those of color (Henderson
& Ainsworth, 2000). The voices of those being targeted need to influence
how health, as in this case involving physical activity, gets defined. Older
adult-led health promotion is fundamentally based upon empowering
older adults, and this can only be successfully accomplished when their
voices (beliefs, perceptions, desires) are systematically taken into account
in the construction of this social intervention.

COMPLEMENTARY AND ALTERNATIVE MEDICINE

Any discussion of older adult health promotion would not be com-
plete without a discussion of complementary and alternative medicine.
Becker, Gates and Newsom (2004), although referring to self-care, make
an important observation and provide an important rationale for why
complementary and alternative medicine exists, and why they wield such
tremendous influence within circles of older adults of color:

Underlying culturally based self-care practices are important not only in gen-
eral; they give rise to the development of illness-specific self-care schemes for
chronic illnesses. However, regardless of the sophistication of biomedically
influenced self-care schemes that people may evolve, cultural approaches to
self-care are ongoing and an intrinsic part of daily life. Those approaches not
only form the precursor to the incorporation of biomedically derived self-
care approaches, they offer a complementary philosophy that both enhances
the incorporation of these approaches and interacts with them, as others
have also found (p. 2072).

Cherniack, Senzel, and Pan (2001) found complementary and alterna-
tive medicine to be highly prevalent among a sample of New York City
older adults, particularly among females and those with higher formal
levels of education. One recent study, however, found that middle-aged
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adults are more likely to utilize complementary and alternative medicine
than their older adult counterparts (Middle-aged adults, 2007). Conse-
quently, the use of complementary and alternative medicine should not
be considered the exclusive purview of low-income older adults with lim-
ited access to quality health care. Use of self-prayer, however, is a method
used almost exclusively by older adults.

Montalto, Bhargava, and Hong (2006) recommend that the field of
health promotion undertake more qualitative studies to develop further
insights into the use of complementary and alternative medicine use by
older adults. R. J. Cohen, Kirsten, and Pan (2002) recommend that infor-
mation on complementary and alternative medicine be systematically
gathered by physicians in order to help ensure quality service delivery
and to enhance our understanding about drug-herb/drug-supplement
interactions. Arcury and colleagues (2007), for example, found that herbs
played a central role in health self-management among older adults, with
use being greatly influenced by cultural and personal resources. Ford’s
(2000) study of older African-American women and their natural health-
helping resources, found that religious institutions, extended family and
friends, and complementary and alternative medicines were instrumental
parts of this network. Bell and colleagues (2006), in turn, found comple-
mentary and alternative medicine use high among older adults with
hypertension.

There certainly are a variety of ways that health promotion programs
can take into account and possibly integrate indigenous healing into
programming and activities. R. J. Martinez (1999), for example, makes an
important recommendation for the role of health providers/promoters
regarding how best to approach and assess the role of remedies among
older adults, particularly in the case of those who do not share a Western
view of the world, such as Latinos:

Many of these care providers were Hispanics, from the region, and able to
discuss remedios openly with patients they served. While remedios allowed
people to care for themselves and each other in a convenient, affordable,
and culturally acceptable way, it is important to recognize the possibility of
adverse drug interactions when patients use both remedies and prescription
medications. There is a potential danger that some patients, fearing that the
doctor will ask them to stop, or that their traditional treatments will be deval-
ued, may not inform their doctor about use of remedies. As more knowledge
is gained about the herbs that are used in folk medicine, pharmacists should
be able to advise doctors in this area (p. 47).

Hill (2003), based upon a study of health promotion and complemen-
tary and alternative medicine providers, concludes that collaboration
between these two perspectives on health care was not only possible but
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also highly advisable, if they both embrace education and empowerment
models. Health promoters who are committed to social action, however,
offer the greatest promise for achieving this form of collaboration. Com-
plementary and alternative medicine is closely associated with cultural
conceptions and definitions of health and represents a critical way in
which older adults practice self-care. It would be foolish to ignore this
perspective in any serious effort at development of culturally competent
forms of health promotion.

THEORIES OF HEALTH BEHAVIOR

Health behavior theory, simply stated, represents an integrated set of
propositions and beliefs that seek to explain a phenomenon—in the case
of this book, older adult health. The role and importance of theory guid-
ing how health promotion gets conceptualized and implemented is well
understood in the field. Nutbeam and Harris (1999), however, make the
observation that theories used to build health promotion initiatives are
often more implicit than explicit in how they shape an intervention.

S. C. Jones and Donovan (2004), in their review of health promotion
theories used in Australia, found that a wide mixture of theories could be
found in the field, with precede-proceed and the transtheoretical (stages
of change) models being used by almost one-third of all sampled practi-
tioners. Cottrell and colleagues (2002, p. 101) rightly surmise that “good”
health promotion programs are not the result of luck: “Good health pro-
motion programs are not created by chance. They are the result of much
hard work and are organized around a well-thought-out and well con-
ceived model.” McKenzie and Smeltzer (2001), in turn, bring a different
dimension to the discussion of health behavior theories by stressing the
importance of planning:

The effectiveness of health promotion programs can vary greatly. However,
the success of a program can usually be linked to the planning [theory in-
formed] that takes place before implementation of the program. Programs that
have undergone a thorough planning process are usually the most successful.
As the old saying goes, “If you fail to plan, your plan will fail” (p. 4-5)

Health promotion theories of behavior not only guide practitioners and
academics in implementing and evaluating programs, but they also help
move the field forward by facilitating communication about activities and
serve as the basis for introduction of innovative thinking on how health
promotion should evolve in the future. Theories of health behavior are
often considered the foundation for any health promotion initiative, and
as a result, are considered pivotal in conceptualizing health promotion
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regardless of the group being addressed. In the case of older adults, how-
ever, these theories take into account development/life span dimensions
and seek to ground experiences about health within a social context.

Bandura (2004), for example, advances a multifaceted causal structure
that highlights how self-efficacy beliefs and actions affect personal health
habits. Purdie and McCrindle (2002) explore self-regulation (purposeful,
strategic, and persistence in undertaking action), self-efficacy, and human
behavior change in older adults, and conclude that there is a strong rela-
tionship between self-efficacy (confidence) and self-regulation (action) in
addressing health and health behaviors among older adults. This relation-
ship, in turn, must be systematically integrated into health promotion ef-
forts that specifically target this population group. Health promotion pro-
grams that rely heavily upon messages and tactics that stress vulnerability
and severity tend to also negate self-efficacy and thereby are destined to
be of limited effectiveness in reaching older adults (Murphy & Bennett,
2002). As noted in the following chapter, self-efficacy and self-care are also
strongly associated and bring an important cultural dimension to older
adult health promotion that offers the potential for innovative ways of
increasing consumer participation in this form of health promotion.

There are certainly no absences of theories of behavior informing health
promotion interventions (Perkins et al., 1999a). Bandura (2004) argues,
like many other scholars, that human health is a social matter and not just
an individual matter, thereby opening up numerous interpretations and
approaches toward addressing ill health. Nutbeam and Harris’s (1999)
conclusions concerning theories of health promotion represent my own
views, as well as those of countless others in the field:

There is no single theory or model that can adequately guide the develop-
ment of a comprehensive health promotion program intended to influence
the multiple determinants of health in populations. Practitioners need to use
local knowledge and experience, and available research information to make
judgments about community needs and the determinants of health that are
most amenable to change at any particular time (p. 75-76).

It is clear that the field does not subscribe to any one theory concerning
health and health promotion. However, health promotion theories gener-
ally fall into three categories depending upon the emphasis they place on
individuals, organizations, and communities (Health Promotion Agency,
2007). This book, as the reader no doubt surmises, bridges all three arenas
in how older adult-led health promotion conceptualizes health promo-
tion. This section will only provide the reader with a brief summary of the
most relevant theories that guide older adult-led health promotion.

(1) Theories that focus their attention on explaining health behaviors by
focusing on individuals have wielded considerable influence in guiding
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most health promotion theories, and this book on older adult-led health
promotion is certainly no exception. Theories such as health beliefs theory
of reasoned action, transtheoretical (stages of change), and social learning
theory probably represent the most significant examples. However, social
learning theory is arguably the most prevalent theory, and that is why it
is highlighted in this section.

Social Learning Theory: The importance of social learning theory is
well established. However, it takes on great significance when applied
to urban communities because of the close proximity of living arrange-
ments and the concentration of people who live within a prescribed geo-
graphical boundary. Social learning theory places great importance on the
observation and modeling of behaviors and attitudes (Galea & Vlahov,
2005). Thus, health promotion initiatives and programs predicated on
contagiousness of ideas and social examples generally have social learn-
ing theory as a strong foundation. Belyea, Pierce, and Lamwi-Keefe (2003)
note that social learning theory lends itself to engaging participants in
more effectively overcoming obstacles and better appreciating their suc-
cess in doing so, by addressing three critical dimensions:

(1) personal factors, such as attitudes and value; (2) environmental influ-
ences, such as social relationships and physical environment; and (3) factors
associated with the behavior itself, such as perceived capability to perform
the behavior and outcomes expected for performing the behavior (p. 737).

Social learning theory, not surprisingly, has played a highly promi-
nent role within health promotion, particularly when viewed from a
peer-to-peer intervention perspective (D. L. Baker, 2001). However, this
theory has largely been devoted to setting a foundation for peer-driven
health promotion involving youth. Its applicability, nevertheless, is not
restricted to youth and can also be applied to older adults and other
population groups. For example, the use of older adults as peer providers
of health promotion and other services is not new to the field of gerontol-
ogy, as already noted in chapter 1. The concept of peer educator/coun-
selor has a long history within the health promotion field. However, peer
education has generally been limited to select age groups with particular
emphasis on youth. Nevertheless, the use of peer education is not inher-
ently restricted for use with older adults.

The 1970s and 1980s, for example, evidenced a substantial body of
scholarly literature on older adults as “peer counselors.” This literature
highlighted older adult contributions in the areas of nutrition, loneliness,
bereavement, nursing home care, and recovery from illness, for example
(Chapman & Pancoast, 1985; E. M. Gallagher, 1985; Ho et al., 1987; Lynde,
1992; Milligan, Maryland, Ziegler, & Ward, 1987; Sutherland, Cowar, &
Heck, 1988; Weinrich, Weinrich, Stromborg, Boyd, & Weiss, 1993). An
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eleven-page annotated bibliography on this early period literature attests
to the popularity of the concept (Peer Resources, n.d.). Most of this litera-
ture, unfortunately, did not address older adults of color, with notable
exceptions. More recently, the Texas Cooperative Extension (2006) reports
on an older adult peer education program. Gordon (2004) recommends
hiring older adults as consultants to programs as a means of both increas-
ing the likelihood of success for these programs and empowering older
adults in the process.

In summary, Nutbeam and Harris (2003) are not surprised by the popu-
larity of social learning theory and health promotion:

Not surprisingly, a review of health promotion literature in the past decade
reveals a large number of health promotion interventions that combine edu-
cational programs with modification of the social and physical environments
based on social cognition theory. This continuous “field testing” adds further
confidence to the usefulness of this theory to guide practice (p. 22).

Social learning theory lends itself quite well to being integrated into
comprehensive health promotion programs, such as the one being advo-
cated for in this book.

(2) Theories that focus on communities and community actions have
also increasingly gained popularity as the field of health promotion has
expanded its reach into macro-arenas; community mobilization (social
planning, social action, community development) and diffusion of inno-
vation best typify the approaches toward health promotion taken by this
genre. These theories stand out in importance regarding older adult-led
health promotion, explaining why they are the focus in this book.

Erben, Franzkowiak, and Wenzel (2000) argue that the Ottawa Charter
effectively aimed at various levels of collective action intended to im-
prove health at both the individual and collective levels. Laverack (2004,
p- 33) argues that empowerment is “at the heart of the ‘new’ health pro-
motion, and power is at the core of empowerment.” Empowerment is a
critical concept central to the vision of health promotion embodied by the
Ottawa Charter. ]J. L. Collins, Giles, and Holmes-Chavez (2007, p. A42),
reporting on the recommendations of the National Expert Panel on Com-
munity Health Promotion (Centers for Disease Control and Prevention’s
National Center for Chronic Disease Prevention and Health Promotion),
offer a number of recommendations, with one being “to increase the ef-
fects of public health programs by seeking expanded skills and expertise
in the theory and practice of social change and working to integrate that
expertise into public health practice.”

The role and influence of social environment on health, particularly in
cases where social structure systematically undermines health through ex-
posure to toxic substances, lack of access to quality care, and introduction
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of stress, must be instrumental in any concerted effort to address health
in economically marginalized urban communities. Our ability to balance
individual needs without losing sight of the broader social forces and their
impact on health and help seeking will no doubt remain a perennial chal-
lenge for the field of health promotion. These change-oriented theories seek
to combine individual and community-focused empowerment. Empower-
ment with the purposes of achieving public policy changes to enhance
health invariably involve three critical components (Nathonson, 1999):

1. the emergence of a scientifically and socially recognized threat to
public health,

2. the ability to identify and mobilize a constituency that involves mul-
tiple organizational and community entities

3. the mergence of political opportunities with target-group vulner-
abilities

Theories on change in communities bring to health promotion three per-
spectives that are complementary with each other but also support social
learning theory (Nutbeam & Harris, 2003, p. 25): “1. Introducing new ideas
into communities (diffusion of innovation); 2. Identifying key approaches
by organizations and workers to bring about change in local communi-
ties (community organization); and 3. Making communities more central
in decisions about their futures (community building).” The relationship
between health promotion, empowerment, and community development
has its share of advocates in the field, including myself (Chappell, Funk,
Carson, MacKenzie, & Stanwick, 2006). Goodstadt (2007), for example,
advocates for the merging of community development and health promo-
tion constructs as a means of improving the health of communities and
increasing their capacities to do so in the future as well.

Delgado and Zhou (2008), in their book titled Youth-Led Health Promo-
tion in Urban Communities: A Community Capacity-Enhancement Perspective,
stress the use of theories on community change to argue for the impor-
tance of health promotion being viewed from a lens that goes far beyond
the individual to include families, communities, and the organizations
within communities. Mobilizing communities not only define their assets
and health problems, and thereby shape the nature of interventions, but
also play decision making roles in how interventions are to be conceptu-
alized and evaluated and applied to youth, adults, and older adults, as
in the case of this book. Theories on community change actively seek to
increase participation and integrate empowerment goals. The process of
arriving at a health promotion strategy that is culturally competent is as
important, and some would argue more important, than the actual deliv-
ery of health promotion.
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Margen and Lashof’s (2000, p. 699) charge to the field of public health,
and health promotion as a significant part of this field, resonates well
with the central thrust and goals of this book and makes a fitting theo-
retical foundation for older adult-led health promotion: “As public health
professionals, we must not isolate ourselves from society, rather, we must
become activists for social change that will result in equity for all while
still acknowledging the uniqueness of each individual. This must be our
goal for the millennium. How far we can progress depends on how well
we learn to work together.”

The reader has every right to ask what makes the model of older adult-
led health promotion so different, if at all, from that which was practiced
over twenty years ago when peer-led models pertaining to older adults
were popular across the United States. As already noted in chapter 1, the
answer lies in the emergence and configuration of a set of values, prin-
ciples, strategies, and activities that place older adults front and center
in this intervention, and the significance of social context in shaping this
form of health promotion. Central to older adult-led health promotion is
an embrace of social and economic justice values and perspectives, as the
reader will see in the next chapter. This element, unfortunately, was not
a critical element in most forms of peer counseling involving older adults
in the 1970s and 1980s. Older adult-led health promotion, as noted in the
following chapter and previous sections of this book, targets individuals,
organizations, communities, and social policies. As a result, such an ap-
proach toward health promotion must draw upon multiple theories to
guide actions.

This section has hopefully provided the reader with an understand-
ing of several different theoretical approaches that older adult-led health
promotion relies upon to shape assessment, intervention, and evaluation
of efforts. These and other less well-known theories have started to gain
increasing applicability when applied to older adults and the unique cir-
cumstances and challenges that they face.

HEALTH LITERACY

Health promotion, as the reader has no doubt surmised by now, comprises
a multitude of dimensions, perspectives, and subjects. However, the role
of health literacy invariably plays an influential role in any way health pro-
motion gets defined because of the central role that language plays in this
subject matter (Aspinalla, 2007; Lloyd, Ammary, Epstein, Johnson, & Rhee,
2006). In fact, it is rare for any serious discussion of older adult health pro-
motion to take place without the subject of health literacy emerging as an
important dimension of any health promotion initiative.
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There certainly is no shortage of how health literacy has been defined in
the field. However, older adult health literacy can be simply defined as the
abilities of older adults to “obtain, interpret and understand basic health
information and services, and the competency and motivation to apply
generalized information to personal situations” (Dorsett, 2004, p. 1). Lit-
eracy generally gets classified as prose, document, or quantitative. Health
literacy, in turn, is viewed from three domains or dimensions: (1) clinical,
(2) prevention, and (3) navigation of the health care system (Kutner, Green-
berg, Jin, & Paulsen 2006). The relationship between health promotion,
health literacy, and cultural competency is quite evident in any serious ef-
fort to effectively disseminate intended messages (Dorsett, 2004). This sub-
ject matter increases in significance when discussing older adults of color
who do not have English as their primary language (Aspinalla, 2007).

A 2003 study of health literacy of America’s adult population found
that adults age sixty-five years and older had lower average health lit-
eracy than younger adult age groups (Kutner et al., 2006). Wallace (2004),
in turn, challenges the field to develop health promotion materials that
are both linguistically and culturally appropriate for older adults with
low formal education and English not their primary language. Sudore
and colleagues (2006) concluded that limited literacy is common, but its
prevalence increases with age and is independently associated with a 200
percent increase in mortality among older adults.

Low health literacy among older adults, for example, predicts higher
mortality rates (D. W. Baker, Gazmararian, Sudano, & Patterson, 2000),
higher mortality cardiovascular deaths (D. W. Baker et al., 2000, 2007),
higher hospitalization rates (D. W. Baker et al., 2007), severe health con-
sequences due to poor adherence and inappropriate use of medications
(Roth & Ivey, 2005), and poor physical functioning and mental health
(S. Y. D. Lee, Gazmararian, Arozullah, & Brown, 2006; Wolf, Gazmara-
rian, & Baker, 2005). Consequently, health literacy is not restricted to any
one facet of health promotion or setting but has particular applicability to
older adults, particularly those with limited English proficiency.

McCray (2005), in an extensive review of the literature on health lit-
eracy, advocates for greater attention being paid to this subject in an
effort to develop greater knowledge of the complex interactions between
“general literacy, health-literacy, information technologies, and the exist-
ing health care infrastructure.” Health literacy, as a result, must be highly
contextualized to the population group being targeted by health promo-
tion in order to utilize cultural symbols and language to better reach older
adults with overall low literacy rates.

The older adult health promotion effort described by Valle, Yamada,
and Matiella (2006) captures the spirit and need for innovative approaches
to increase health literacy from a culturally competent viewpoint. The au-
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thors utilized fotonovelas (soap operas) to reach Latino older adults and
increase their knowledge of Alzheimer’s disease and related disorders. A
soap opera format taps into the popularity of novelas as an entertainment
medium among Latinos.

SOCIAL JUSTICE AND ENVIRONMENTAL HEALTH

The emergence of environmental social justice has managed to capture
the attention and imagination of various groups, most notably youth (Del-
gado & Zhou, 2008; Quiroz-Martinez et al., 2005). Schulz and Northridge
(2004) conclude, based on their study of social determinants of health
and environmental health promotion, that interventions must anticipate
political and economic challenges and unintentional consequences. The
authors also issue a call for broadening and engaging those “outside of
the health sector” to enter into collaborations to improve the health of
communities exposed to toxic environmental pollutants. Bringing atten-
tion to the social determinants of health regarding environmental factors
has expanded the field of health promotion to encompass the broader
community and shifted focus away from individual risk factors (Brown,
2007; Howze, Baldwin, & Kegler, 2004; Kreuter, Rosa, Howze, & Baldwin,
2004; Schulz & Northridge, 2004). Nevertheless, environmental justice is
not restricted to youth and can find relevance across the life cycle, includ-
ing among older adults.

Older adult-led health promotion transpires with a keen understanding
of how environment shapes health. Environmental hazards affect older
adults of color in a variety of ways depending upon geographical location.
Markey (2003) provides three such examples that illustrate how ethnicity/
racial and geographical context relates to environmental health:

Older African American residents of West Oakland, Calif., may not know
what vinyl chloride is, but many were relieved when the Red Star Yeast/La-
saffre plant in their neighborhood closed last April. American Indian elders
in California’s Pitt River Region are worried about high levels of inorganic
mercury poisoning dating back to the California Gold Rush when mercury
was used for mining, as well as deposits from batteries, thermometers and
other devices currently dumped in their area. Low-income Latino elders in
the Central San Joaquin Valley community of Peterson are not only con-
cerned about pesticides, but they also report that their grandchildren must
wear high boots on rainy days because the sewage system is so old it leaks
raw effluent into the streets (p. 1).

The above three case examples come out of a qualitative study spe-
cifically focused on older adults of color in California and environmental
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health. The study sought information on three critical items (Markey,
2003, p. 4): “1. Prioritize and study environmental health threats to older
people. 2. Examine the effect that a rapidly growing aging population
might have on our environment. 3. Encourage older adults to volunteer
in their own communities to help reduce hazards and protect the environ-
ment.” The uniqueness of this study and the findings reported make the
subject of environmental health and health promotion highly relevant,
with considerable potential to be an active form of older adult-led health
promotion (Markey, 2003):

1. Participants want leadership training for community advocates.

2. Participants have a lack of trust in corporations and government of-
ficials.

3. Participants want an easy and accessible venue for lodging complaints
against polluters, available in multiple languages.

4. Participants want more information about the environmental effects on
health.

5. Participants believe the government should improve and enforce envi-
ronmental regulations that are in the interest of residents.

6. Participants believe the polluting companies should be responsible for
any medical expenses incurred as a result of environmental hazards.

7. Participants want improved warning times and devices for companies
who discover there has been an environmental leak, explosion, etc.

8. Many participants work under illegal and unsafe conditions. They are
not provided with the safety gear required to work in hazardous work
environments.

9. Participants want young people to become involved. They say that
younger people are usually less aware of problems than the older adults
so there is an opportunity for older adults to teach young people.

10. The majority of community elders seemed willing to be involved in vol-
unteering provided there was strong leadership to motivate them.

11. Some participants had other important issues to deal with, such as chil-
drearing, other financial and health problems, volunteer commitments,
etc., and did not believe that putting their energies towards fighting
environmental injustice was a priority (p. 16).

The findings from the California study were reported to the Environ-
mental Protection Agency. However, the implications go far beyond one
governmental agency and highlight the potential for older adult partici-
pation and leadership in environmental health change efforts. Challenges
were also uncovered. Competing demands, the need for leadership, and
their own pressing health, economic, and social needs, for example, are
not unique to this particular group of older adults. Not every older adult
will see environmental health as a priority, and that is no different than
any other age group. Nevertheless, there are some older adults who see
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it as a priority, and this group is ideal for engagement in older adult-led
health promotion. The high percentage of older adults of color who have
worked in industries where they have been exposed to toxic conditions
and safety threats will see great value and meaning in environmental
justice and health.

COMMUNITY HEALTH EDUCATION

Strategies can be defined as methods that have proven to be effective at
achieving intervention goals across multiple interventions and replica-
tions (Brounstein, Gardner, & Backer, 2006). When examining strategies
often found in delivering health promotion to urban-based older adults,
the role and prominence of community health education stands out. The
history of health education is one that predates health promotion, and it
is one that reflects an embrace of a wide set of values and principles that
make community health education an integral part of most health promo-
tion definitions and strategies.

Health education that is community centered (namely, delivered within
a community-based setting) is often an integral part of any older adult
health promotion initiative. There is considerable flexibility in how health
education gets conceptualized and implemented. It can take the shape of
a one-time event, or it can be a series of educational events covering one
or multiple topics. Further, the event can cover a relatively short time pe-
riod or an extensive period with multiple breaks. This flexibility in how
to conceptualize community health education makes it quite appealing to
include this activity as part of a broader health promotion strategy.

States and colleagues (2006) report on the success of a series of com-
munity health education workshops targeting older adults of color in
Brooklyn, New York. These workshops were titled “Understanding De-
mentia,” “Living with Memory Changes,” “Understanding Depression,”
and “Strategies for Change” and were designed to stand alone, be offered
in multiple languages, and be based upon the cultural values of older
adults in the community. Community health education workshops can be
quite successful in achieving health promotion goals when conducted in a
culturally competent manner. This, in turn, does require these workshop
sessions to be conducted in community-based settings that are easily ac-
cessible geographically, operationally, psychologically, and culturally.

_

The social context of health and health promotion serves to increase the
importance of health and health promotion being grounded within a
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cultural context that takes into account older adult perceptions. These
expectations systematically incorporate values and belief systems to in-
crease the likelihood that an intervention is welcomed. Having said this,
however, means that academics and practitioners understand and em-
brace a socioecological perspective on health promotion targeting older
adults, and more so in cases where this form of intervention is focused on
marginalized older adults of color.

Healthy aging must be conceptualized as the rule rather than the excep-
tion (Himes, 2002). The potential of health promotion to prevent certain
illnesses or minimize complications when these illnesses occur provides
the field with a wide range of possibilities for constructing interventions
across a spectrum of social arenas. Older adult-led health promotion, in
turn, brings with it the potential to empower older adults and enhance
community capacity in the process. A multifaceted vision of health pro-
motion, as a result, facilitates the creation of partnerships between con-
sumers, professionals, and indigenous providers.



6

_—

Older Adult-Led
Health Promotion

“It is often said that we live in an aging world. This fact represents one
of the major success stories of the 20th century, but simultaneously
presents the 21st century with one of its major challenges.”

(Beck, 2000, p. 424)

here is a general understanding that an increase in life longevity is

often a criterion used to determine the health and progress of a society
(Breslaw, 2000; Nakasato & Carnes, 2006). However, with an increased life
expectancy comes a host of challenges for all fields, particularly the health
field because of its potential role in helping to prevent and treat illnesses
and diseases that can shorten a life span and increase well-being (Beck,
2000; CDC, 2005; Duxbury, 2000; Resnick, 2001a). This criterion also brings
increased expectations for social interventions such as health promotion to
help older adults live a healthier and better life (Beattie, Whitelaw, Mettler,
& Turner, 2003). Values pertaining to the importance of increased health
well-being may, in part, be fueled by concerns about escalating costs of
medical care for this age group. However, bringing economic concerns to
the forefront rather than concerns about quality of life for older adults may
be a serious strategic mistake on the part of the field.

Richardson (2006) makes the observation that health promotion cannot
simply be applied across the life span without making necessary changes
to reflect the unique needs of different age groups and their social cir-
cumstances:

Promoting the health of older adults is not simply a matter of taking existing
guidelines and extrapolating them. . . . Older adults [present unique needs].

121
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... Because of these factors, health promotion and disease prevention activi-
ties are forgotten or overlooked. On the other hand, overzealous healthcare
professionals sometimes inappropriately apply recommendations developed
for young or middle-aged adults to frail older adults with limited life expec-
tancy (p. 1).

Richardson’s (2006) call for age-group specific programming will not
come as a surprise to the health promotion field, or any other field of
practice, for that matter. Nevertheless, such a call may be considered la-
bor intensive and, as a result, costly by policy makers because of the need
to “individualize” initiatives to take into account age and, one might add,
local social context as well.

Ruffing-Rahal (1991), in an article dating back to the early 1990s,
specifically puts forth a model of health promotion for older adults that
is multifaceted and multisetting focused, and can be considered ahead
of its time because of how it stresses local context in setting a health
promotion agenda: enhancement of self-care skills, emotional and spiri-
tual integration, and social integration. The elements advanced in this
model can easily be considered quite innovative by today’s standards,
and highlight the importance of taking a socioecological view of older
adult health. Clearly, the importance of taking a holistic perspective
(social, economic, political, and spiritual) enhances what is meant by a
healthy state of being for older adults, and is very much in tone with
the most progressive models on older adult health promotion being
advocated in present day. The case study of Older Women’s Network
presented in chapter 10 typifies how a holistic perspective becomes
operational.

As already noted in chapters 1 and 5, the health promotion field has
expanded dramatically over the past decade to encompass a variety of
perspectives, strategies, settings, and population groups. The very nature
of how fast this field of practice has expanded attests to its potential and
ability to dramatically alter health conditions in communities nationally
and internationally (Delgado & Zhou, 2008; Saskatchewan Health, 2003).
However, as to be expected with any rapid expansion of any social inter-
vention, questions pertaining to nature, applicability, effectiveness, and
boundaries are bound to emerge.

When research findings are available and can be translated into prac-
tice, it does not occur at the pace that both academics and practitioners
want it to (Glasgow, Lichtenstein, & Marcus, 2003). Questions also arise as
to who are, and who are not, benefiting from these interventions. Further,
the question of who is “best” qualified to undertake health promotion
with this population group has started to surface in both academic and
practice arenas. This questioning has led rise to the possibility of older
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adults playing critical roles in shaping and carrying out health promotion
initiatives.

PRINCIPLES

I have always found that subscribing to a set of principles for practice
facilitates the integration of theory into the complex world of practice and
makes engaging different parties and constituencies easier to accomplish.
Principles do not originate out of thin air and can be considered represen-
tations of key values and theory, thereby acting as a bridge between the
academic and practice worlds. The principles that follow are not by all
means the only principles out in the world of health promotion and older
adults. Minkler and Checkoway (1988), twenty years ago, articulated a set
of ten principles that stressed empowerment and strengths, and not just
needs, that should be the foundation of older adult health promotion. En-
dres and Holmes (2006-07), too, outlined a set of ten principles related to
older adults. Their principles focused on older adult civic engagement, and
like those of Minkler and Checkoway (1988), have found their way into this
section and throughout this book in various forms and depth.

The following principles represent one individual’s view; the reader, as
to be expected, may agree with some or many of these principles and, of
course, have other principles that they bring to this field. Having clarity
about “what is important” facilitates collaboration across disciplines and
with consumers. Consumers, too, will bring a set of principles to practice,
although the wording of these principles will not be similar to that of
academics. This does not mean that there cannot be overlaps as well as
differences. A total of ten principles are presented. These principles are
not presented in any order of priority, however, and it is left up to the
reader to decide their priority based upon the local circumstances within
which they are practicing.

1. Health promotion efforts must be grounded within the social context
and operative reality of older adults. “One size” does not fit all, and
local circumstances must dictate interventions and necessary modifi-
cations to national and international models of older adult-led health
promotion. Flexibility in the conceptualizing of older adult health
promotion must be encouraged in order for efforts to be tailored in a
manner that is culturally affirming, thereby increasing the likelihood
of acceptance by older adults and their communities.

2. Social and economic justice, and empowerment, must serve as the
guiding forces in the design and implementation of older adult-led
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health promotion. An ecological perspective on health and health
inequities cannot be divorced from issues related to oppression of
marginalized older adults. Empowerment, though an elusive and
not universally defined construct, must still take a prominent place
with older adult-led health promotion. Its definition and operations
must be dictated by older adults and supported by organizations
and staff.

Older adult-led health promotion must be multifaceted and address
health at an individual, family, community, and societal level. This
does not mean that efforts at addressing health promotion cannot
start with the individual older adult. However, this represents a
starting point rather than a destination. Ultimately, other levels must
be addressed if the forces resulting in the health condition(s) being
addressed are grounded upon discrimination based upon the beliefs
and demographic characteristics of the older adults being targeted,
necessitating an emphasis on social and economic justice values and
principles guiding health promotion interventions.

Older adults and their respective communities must have their ca-
pacities enhanced throughout all facets of older adult-led health pro-
motion since it is insufficient to have health promotion just focus on
health. Community capacity enhancement represents a key element
of healthy well-being, and as a result, must be a goal of any health
promotion program. The broader community that older adults are a
part of can, and should, be expected to benefit from health promo-
tion led by older adults.

Older adult-led health promotion must actively seek to provide
necessary educational, financial, and social support to facilitate
participation of older adults regardless of their beliefs and social,
economic, and physical circumstances. Inclusivity rather than exclu-
sivity must be a central goal. Health, according to Given and Given
(2001), needs to be conceptualized to include independence and
function, and not just disease-free/illness-free status. This more en-
compassing perspective challenges the field of health promotion to
develop strategies that systematically address a multitude of factors
and levels that influence health and health-seeking behaviors.
Organizations sponsoring older adult-led health promotion must
systematically integrate older adults into the fabric of the organi-
zation and not relegate them to select areas of programming. This
entails a flexible way of viewing potential older adult contributions
to the organization and community, including leadership.

The goals of older adult-led health promotion are best addressed
through active and meaningful collaboration between consumers,
providers, community, and academics. These partnerships should
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always be led by older adults, with appropriate and requested sup-
port on their part. Goals related to older adult health promotion go
beyond narrow definitions of what constitutes health, and therefore
require broad and encompassing representation in health promo-
tion interventions.

8. Definitions of health in health promotion are not universal and,
as a consequence, must be shaped by the sociocultural values and
beliefs of the intended recipients of the intervention, namely, older
adults themselves. This necessitates that time and effort be priori-
tized to the development of a definition of health that is centered on
how older adults define health. Age is but one factor that will enter
into this definition. Other factors, such as gender, sexual identity,
ethnicity/race, socioeconomic status, and religious beliefs, to men-
tion but a few, are also part of how health is defined.

9. Active efforts to disseminate the results and findings of older
adult-led health promotion should represent one of the goals of this
type of intervention. This is an unusual principle, and it does not
mean that dissemination must be exclusively “scholarly” in nature.
Presentations by older adults to older adult-serving organizations,
other older adults, newspaper articles, and organizational news-
letter articles, for example, represent important forms of dissemina-
tion.

10. As touched upon in principle 4, older adult-led health promotion
must not be narrowly defined to reach only older adults. This form
of health promotion can also be conceptualized to reach audi-
ences across the entire life cycle, as well as lending itself to inter-
generational efforts. Older adult-led health promotion, similar to
youth-led health promotion, must benefit more than the age group
leading the effort; although specific age groups can be the primary
beneficiaries of the intervention, they are certainly not the only
beneficiaries.

SELF-CARE

There are certainly numerous points of view on how to bring older adult
health promotion to life. Self-care has emerged as a multidimensional
construct with important implications for how to conceptualize older
adult-led health promotion and how to target people of color across the
life span. However, its value is further increased when discussing older
adults of color in urban contexts, since the role of cultural belief systems
and past experiences with formal health care may shape their views of
health care for themselves and their families.
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Self-care has emerged as a critical element in older adult-led health
promotion from both an assessment and a programming perspective. It
is important to emphasize, however, that self-care is much more than an
individual’s response to symptoms, since it also entails the representa-
tion and interpretation of self (Dill, Brown, Clambrone, & Rakowski,
1990). McDonald-Miszczak, Wister, and Gutman (2001), for example,
examined self-care among older adults from the perspective of their be-
haviors involving arthritis and conclude that objective factors and illness-
specific beliefs are better predictors of health behavior when compared to
illnesses, such as heart problems and hypertension, which tend to draw
upon general beliefs.

The representation and interpretation of self increases in prominence
among older adults of color because of their long history in undertaking
self-care due to a reluctance to trust health care systems that have histori-
cally discriminated against them, resulting in disparate care of low qual-
ity. Self-efficacy, as already noted in the preceding chapter, is also closely
tied to self-care beliefs and practices. This close association lends itself
quite well for incorporation into older adult health promotion strategies.

My interest in self-care and health can be traced back to the mid-1970s
as a result of research and scholarship on Latino folk healing (Delgado,
1977, 1979). It became quite evident to me that Latino older adults were
the primary providers of self-care knowledge and practice within the
Latino community in the United States, and this knowledge and practice
could be traced back centuries and were an integral part of the culture
(Delgado, 1995, 2007). I found self-care knowledge and practices to be
well integrated within cultural traditions and beliefs, affirming and
representing indigenous efforts to address health care needs within the
community, and as a counter to a health care system that was at best un-
responsive and at worst deadly.

Becker and colleagues’ (2004, p. 2067) observations pertaining to Afri-
can Americans can also be made for other groups of color such as Latinos,
Native Americans, and Asian and Pacific Islanders: “African Americans
have a long tradition of health and healing practices that shape, in part,
what they do to care for themselves in the present day. African Ameri-
cans’ traditional medicine can be traced back beyond enslavement in the
United States to their native cultures in Africa.” The authors’ conclusions
touch upon the integral nature of self-care and culture and their impor-
tance in the lives of older adults of color and their communities. Older
adult health promotion, as a result, must assess the nature and extent of
self-care, and attempt to incorporate where possible the values and beliefs
accordingly.

Marks and Allegrante (2005) stress the importance and role of self-
efficacy enhancing health promotion practice. Fuzhong, Fisher, Harmer,
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and McAuley (2005) examined self-efficacy as a mediator of older adult
(seventy to ninety-two years of age) fears of falling during tai chi exercis-
ing. The results showed the importance of health promotion initiatives
designed to improve fall self-efficacy as an integral part of an exercise
intervention. Easom (2003), too, stresses the role of perceived self-efficacy
as a facilitating and hindering factor in self-care activities.

SOCIAL AND ECONOMIC
JUSTICE AND EMPOWERMENT

As already noted in chapter 3, it is artificial to disassociate or divorce civic
engagement from the social reality of older adults, and Marks and Shive
(2007) bring this very point to the fore:

In the present-day heterogeneous world, as well as in the United States
where wide disparities in health and social conditions continue to exist,
achievements in health are not uniform for all. Because of the pervasive and
continuous impact of poverty on health and the prevailing economic and
educational inequalities that flow from this, a concerted effort is needed
to prevent widening or stagnant health inequalities, despite commendable
progress in many areas of the United States (p. 30).

Older adults who are marginalized because of social characteristics, cir-
cumstances, or belief systems view their immediate world, life, and health
through that lens (Angel & Angel, 2006). Conversely, older adults with
privileged backgrounds, too, will engender civic engagement through
their experiences and worldview. The former may view volunteering as a
privilege; the latter may view it as a right. Priorities for engagement, as a
consequence, will be shaped accordingly. This necessitates viewing older
adult-led health promotion through a social and economic justice lens
because of how this book has focused on urban older adults of color and
the role of empowerment as a vehicle for achieving this goal.

The emergence of a social determinant of health perspective in the
field of health promotion, along with a wider corresponding acceptance
of an ecological viewpoint that places the health of individuals within
a broader social context, necessitates an articulation of how values de-
termine how health within context is viewed. Seeman (2000), in a study
of health-promoting effects of family and friends on health outcomes of
older adults, found further evidence of why an ecological perspective, in
this case social network—focused, has a valuable place in any conceptual-
ization of older adult health promotion practice. The clearer these values
are promulgated, the easier it becomes for the field to accept or debate
their presence and scope. This chapter grounds older adult-led health
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promotion, particularly in the case of urban older adults of color, within
a social and economic justice value stance. As noted earlier in this book,
social and economic justice values guide how health is defined and con-
sidered and how health promotion initiatives are guided.

The reader may initially react with puzzlement as to why the subject
of social and economic justice enters into a book on health promotion
and older adults. However, not addressing this very critical point in an
open manner would effectively limit the potential of health promotion
with this population group, particularly when discussing socially and
economically marginalized older adults of color in this society. All social
interventions, regardless of their nature and the target group, are based
upon a set of values and principles. Sometimes they are explicit; other
times, they are implicit. The more explicit they become, the easier it is to
analyze and comment upon them. Older adult-led health promotion is no
exception to this line of reasoning.

Health promotion and older adults can be guided through the use of
a variety of principles, as already addressed earlier in this chapter. This
guidance, so to speak, seeks to aid practitioners and academics alike in
better conceptualizing and implementing health promotion strategies
with this age group. A significant number of scholars in the fields of
public health and social work, for example, have effectively argued for
a health promotion agenda that is deeply rooted within a social and
economic justice foundation, as a means of fighting against ageism and
a number of other forms of social oppression. Grounding health and
health promotion within such a context will naturally lead to efforts to
better understand and address social determinants of health. Chapin
and Cox (2001), for example, have argued that a shift in paradigms from
deficits to strengths and empowerment are natural connections that will
serve all older adults well, particularly those who are frail, and one can
add, low-wealth/low-income older adults of color. The perspective that
emerges through the use of a social and economic justice lens grounds
consumer-led health promotion with older adults within a value base
that stresses equality of opportunity, regardless of the sociodemographic
background. This universal quality is quite attractive because it strives
to acknowledge discriminatory experiences that these older adults have
had in their lifetime. However, it takes on even greater appeal when
the older adult group being targeted is severely marginalized or under-
valued in this society because of some set of social factors such as gen-
der, socioeconomic status, sexual identity, or race and ethnicity. Some
academics or practitioners may argue that this “politicizes” health. How-
ever, it would be naive to think that “politics,” or social context, if you
wish, does not influence how health is conceptualized and treated in all
sectors of this country.
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The concept of social and economic justice, simply referred to as social
justice, is one that can be found in virtually any helping profession’s
credo or mission statement and code of ethics. This concept has found
particular viability when used to describe social interventions targeting
marginalized or undervalued groups in this country. These groups, as
a result of an interplay of social factors such as race, gender, abilities,
sexual orientation, and socioeconomic class, find their existence compro-
mised in this society. This compromised state translates into some form
of disparity—in the case of this book, health related.

Readers can rightly question whether older adults in this society fall
into an undervalued category. For the most part, older adults have ac-
cess to health and income, are a powerful voting constituency, and in the
eyes of many, are a “privileged” age group. However, when examining
particular subgroups, this so-called “privileged” state quickly disap-
pears, exposing certain groups of older adults to a wide range of social
challenges, including access to quality health care, as noted in chapter
4. Limited health care options increase the health risks of older adults
(Burgener, 2004).

Ageism is probably the most popular construct used to describe social
issues related to social and economic justice and older adults (Cameron,
2006). Wilson, Steele, Simson, and Harlow-Rosentraub (2006) note that
terms such as grey peril, greedy geezers, and the hippopotamus in the living
room, typify the prevalence of national concerns and fears about how
the increasing number of older adults will use more than their share of
natural resources. None of these terms seek to empower older adults in
their quest to achieve health and well-being. In fact, they seek to achieve
the opposite goal of disempowering them by making them feel shame for
achieving the status of old age.

EMPOWERMENT AS A HEALTH PROMOTION VEHICLE

Empowerment is a critical component of most health promotion models,
and this is particularly the case in any consumer-led health promotion
effort such as the one advocated in this book. Squire (2001), in a succinct
review of the literature on empowerment and older adults, concludes
that empowerment is a central ideology and practice of health promo-
tion, and that it must extend beyond the individual older adult to also
encompass their family and community. Romero (1999), as cited in Story
(2007), identifies a series of strategies for recognizing the main tenets of
empowerment that have applicability to older adults, such as increasing
knowledge base, identifying interpersonal, cultural, social, and economic
barriers, developing competencies, and developing a plan of action.
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As noted in chapter 1, older adult-led health promotion is best appreci-
ated and understood within the broader context of consumer-led health
care in the national and international arenas (Lette, 2003; Nelson-Lye,
2007; Tomes, 2006). Nelson-Lye (2007) rightly equates consumer-led
health care with consumer empowerment:

Consumer empowerment within health has sought to empower patients
with the right and ability to maintain their health by “doing their home
work” and becoming more knowledgeable as well as becoming more ac-
tively engaged in managing their health care and making better health care
decisions. This process as such has required health care providers to become
more transparent, more ethical, with a greater degree of quality assurance,
advocacy and inclusivity (p. 6).

Young and colleagues (2005) conclude that consumer-led interventions
serve to improve provider competencies in domains that are necessary
for high-quality care. Advocates of the consumer-led health movement
stress the important role consumers can play in educating providers to
better understand and address health care from a cultural and linguistic
perspective (Multicultural Mental Health Australia, 2003). Consumer-led
health promotion is a movement that is not bound by national boundar-
ies, age groups, or health topics, and effectively serves to ensure that
services reflect the priorities and perspectives of consumers.

Older adults face a unique set of social circumstances that effectively
result in a loss of power and influence, with the loss of independence
and privacy being two of the greatest losses (Mahoney & Zooda, 2006).
Minkler (2000, p. 355), too, notes that the field’s embrace of concepts
such as community empowerment and participation reflect a commit-
ment to such precepts as the common good and shared responsibility
for health: “Acting on these concepts means enabling communities to
participate, in equal partnership with health professionals, in setting the
health agenda defining their health problems and helping to develop
the solutions to address those problems.” Such a perspective on health
promotion, incidentally, fits well with definitions of health that are cul-
turally grounded, as often found in many African American, Asian, and
Latino communities. Values of interdependence, for example, bring a
broader view of the “social good,” and in the process are also culturally
complementary.

The social context that older adults operate within is of critical impor-
tance in determining how they view their health and the options that they
have to exercise control over it. A community that is disempowered, as
a result, will make it arduous for the older adult to become empowered.
Empowerment of older adults must occur concomitantly with empower-
ment of community. The emphasis placed on consumer empowerment
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in consumer-led health care, for example, translates quite well to older
adult-led health promotion and to increasing older adult participation in
the decision-making process surrounding their health and the health of
their respective communities.

The concept of empowerment has enjoyed tremendous popularity the
past twenty years and, not surprisingly, has also enjoyed a wide range of
definitions. The emergence and universal appeal of empowerment has
been extraordinary. However, it is a concept that remains quite arduous
to define, even after all of these decades, since it emerged in the profes-
sional literature. Empowerment is probably best defined as a vision for
self-improvement and self-determination (Fetterman, 2003). There are
a multitude of perspectives on empowerment, such as a philosophical
stance, a goal, a process, and an outcome. Consequently, this multifaceted
perspective further clouds what is meant by empowerment and how it
becomes operational in the research and practice arenas.

The reader can no doubt discern that the definition of empowerment
provided here has a number of primary goals imbedded within. Empow-
erment has three primary goals:

1. increase capacity to achieve change (individual, group, and commu-
nity levels)—process objective

2. achievement of specific outcomes in shaping the environment—
output objective

3. creation of group and community leadership and shared community
collective experiences that can be mobilized to address other social
and economic injustices—impact objective

When empowerment is viewed from this multilevel perspective, it is not
unique to any one sociodemographic group, and it can be considered uni-
versal in appeal and applicability. Nevertheless, it takes on added appeal
and significance in situations where the individual and their community
have long histories of being disempowered and not having their voices
heard by people in authority.

Empowerment can occur in a variety of settings and ways. Tjia, Giv-
ens, Karlawish, Okoli-Umeweni, & Barg (2007), for example, recom-
mend greater use of educational messages promoting patient-physician
dialogue to increase older adult shared decision making with physicians
in type 2 diabetes treatment. However, their recommendations have im-
plications that go far beyond this disease. It would be unreasonable to
expect older adults, particularly those with histories of not having been
encouraged to share their opinions on their health care, to simply and ef-
fortlessly enter into patient-initiated dialogue or shared decision making
with physicians. An educational campaign that stresses shared decision
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making can be an initial step in bringing about a greater role in health
care delivery for older adults. This can be accomplished in a variety of
ways. However, the showing of a video in multiple languages modeling a
patient-physician interaction that stresses decision making can be shown
in a waiting room, for example.

Raeburn and Corbett (2001, p. 3) comment on the attractiveness of com-
munity development for promoting community health: “Nowhere are the
issues more dramatically represented in the domain of community devel-
opment as applied to HP. For us, and for many, community development
and its cousin empowerment, represent the true heartland of HP. And at
the heart of CD and HP . . . is the concept of “people-centredness.” C. D.
Austin, DesCamp, Flux, McCleland, and Sleppert (2005), however, argue
that although community practice has a relatively long history in social
work, it has been overlooked regarding older adults, and it is time that
this method of intervention be used by gerontological social workers.
Such an approach effectively shifts the traditional focus in gerontology
from disability and dependency to one that is empowerment and com-
munity-capacity-enhancement oriented.

The reader may well raise the important question, where does health
promotion begin and end when placed within a community and commu-
nity development context? The answer to this question is at the crux of
community development and health promotion. The answer is not static,
making a consensus on the “boundaries” of health promotion arduous
and, some would argue, impossible to make. Nevertheless, a challenge
such as this will not prevent the development of community-focused
initiatives, even though they may be challenged by critics and will be
arduous to evaluate (Moxley & Hyduk, 2003).

The construct of empowerment has found its way into the gerontologi-
cal field into such diverse areas as

1. women (Browne, 1995; Narushima, 2004)

2. the frail (Huemann, McCall, & Boldy, 2001)

the incarcerated or institutionalized (Delgado & Humm-Delgado,
2008)

4. LGBT (Domahue & McDonald, 2005)

5. evaluation (Hurworth, Harvey, & Rutter, 2002)

6. spirituality (King, et al., 2005)
7
8

©»

. HIV/AIDS (Poindexter, 2004; Poindexter & Krigher, 2004)
. alternative therapies (Arcury, Bell, Vitolinas, & Quandt, 2005)
9. strength training (Katula, Sipe, Rejeski, & Focht, 2006)
10. education (Ginsberg, 2001)
11. diabetes self-care (DeCoster & George, 2005), and
12. health promotion (Wieck, 2000)
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As the reader can no doubt discern from this list, there is virtually no area
where empowerment cannot or should not play a prominent role with
older adults as a central focus.

A number of other constructs can find a place within empowerment.
Thus, empowerment becomes an “umbrella” in similar fashion to com-
munity capacity enhancement. For example, according to Chapin and
Cox (2001), empowerment and strength-based practice share certain basic
assumptions and place older adults in a central role in shaping and car-
rying out interventions. Bullock and McGraw (2006), in a project focused
on breast and cervical cancer screening among older women of color, too,
stress the importance of enhancing informal support networks in the pro-
cess of conducting screening. Active participation (empowerment) in the
decision-making process is often the hallmark of capacity enhancement
practice at the individual, group, and community levels (Delgado, 2000).

Assertiveness training for older adults, for example, has been recom-
mended as a means of empowering them to fight against age discrimina-
tion (Vann, 2006). This form of training, however, has generally not been
offered to older adults. Supporting older adults in assessing their circum-
stances and situation, evaluating their feelings and needs, and planning
appropriate actions are all transferable skills. However, these skills take
on greater significance in the case of older adults of color who must fight
not only age discrimination but racial discrimination as well.

McWilliam and colleagues (1997), in a study specifically focused on
empowerment and health promotion and chronically ill older adults,
identify five health-promoting strategies for creating empowering mean-
ing for this group of elders: (1) building trust and meaning, (2) connect-
ing, (3) caring, (4) mutual knowing, and (5) mutual creating. Each of these
elements or dimensions, in turn, seeks to tap an aspect of older adults’
lives that is affirming of their experiences and potential, as well as setting
the necessary groundwork for action, as in the case of older adult-led
health promotion. Some of these elements were addressed specifically to
a subgroup of older adults; their applicability to other older adults, such
as low-income/low-wealth older adults of color, is quite strong.

OLDER ADULT HEALTH PROMOTERS AS
QUASI-VOLUNTEERS AND STAFF

The field may raise questions or even concerns about changing what is
meant by civic engagement. Is civic engagement synonymous with vol-
unteering, or are we talking about a totally new role, particularly in the
case of low-income/low-wealth older adults as health promoters? There
is no denying the need for low-income/low-wealth older adults to earn
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an income to help offset the costs associated with volunteering. Conse-
quently, concepts are expected to be dynamic in quality to be able to adapt
to changing circumstances. Civic engagement, as a result, is not immune
from these forces, as noted in chapter 3.

Economic incentives, such as scholarships for children or grandchil-
dren of their choosing, reduced costs for prescriptions, stipends, and
special discounts for local purchases and entertainment, are often found
to be significant motivators to get older adults to volunteer, especially
when they have limited financial means (Saint Paul Foundation, 2007).
Providing economic incentives in no way diminishes the volunteering
experience. In fact, it enhances it. Volunteerism resulting from economic
incentives represents a serious attempt to value the “wealth” and impor-
tance of their contributions. Older adults as health promotion consultants
and project advisors, for example, have been reported in the literature
(Haber & Looney, 2003).

Civic engagement involving low-income/low-wealth older adults, as a
result, must be broadened to include participation that historically would
not “qualify” as volunteerism. This is particularly important in the case
of older adult women who, because of histories of pay inequality, have
smaller retirement savings compared with their male counterparts (Haw-
thorne, 2007).

The emergence of the concept of “paid volunteerism” helps to capture
both the spirit of volunteerism as well as the reality of older adults with
low-income/low-wealth backgrounds receiving monetary compensation
for their efforts. The New York Times recently published an article titled
“For Love and a Little Money,” addressing a new status called paid vol-
unteerism (Deutsch, 2007). The benefits of receiving compensation for
“volunteering” go beyond payment, since there is the added bonus of
having the work appreciated by the host organization. Paid volunteers re-
ceive monetary compensation that is significantly lower than the market
rate for comparable services.

OLDER ADULT HEALTH PROMOTION FRAMEWORK

The relationship between theoria (knowledge) and praxis (action) is quite
close, with each relying upon the other to maintain relevance in social
interventions, and with frameworks being the “glue” or “connector” be-
tween these two concepts. Glanz, Lewis, and Rimer (1997), in discussing
health education and promotion, rightly note that theory and research
are not the exclusive domains of academia, and practice is not solely the
domain of professional practitioners. Consumers of health promotion,
too, need to weigh into the theory and practice equation! Frameworks not
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only help theoreticians and practitioners, but they also assist consumers
in their participation in health promotion initiatives. In essence, use of
frameworks is a win-win for all of the different parties that are involved
in health promotion.

Analytical frameworks help gather data and dictate interventions and
should be thought of as a tool to assist in the building of a program or
project. Practitioners, consumers, and academics need a tool that can help
them place health promotion efforts within a constellation of programs
and projects that can be found in the field and literature. Like any tool,
however, it is only as good as the individual’s skill that is using it. In the
hands of a skilled person, it is wonderful; in the hands of an unskilled
practitioner, it is useless. The framework on older adult health promotion
that follows only represents one of countless different ways of conceptu-
alizing the field and its incorporations, or lack thereof depending upon
where on the framework one focuses, of older adults in the planning,
implementation, and evaluation of programs. The youth development/
youth-led field, for example, has its share of “continuums” and “frame-
works” that play important roles in helping to create a better understand-
ing and shaping of interventions focused on youth. However, the older
adult field has not benefited from this type of attention.

The reader may take issue with how I have characterized the various
viewpoints and stages. The field can certainly entertain other frame-
works, particularly those that are empowering of older adults and their
communities. The following continuum represents an initial attempt at
better understanding the role and importance of older adults in shaping
health promotion efforts that target them.

Table 6.1 provides a visual representation of seven ways of viewing or
categorizing health promotion and older adults. Each of these stages or
steps represents both a view of older adults and a role they can play in
a health promotion project. At one end of the framework (service-focus),
they play the conventional role as consumers, and the health promoter
(professional) is the ultimate decision maker. This is a very traditional
perspective that can also be called deficit driven. At the opposite end of
the framework (older adult-led) is the most progressive, or radical, view of
older adult health promotion, which places them in the ultimate position
of power and is community-capacity-enhancement driven.

The framework presented in table 6.1 helps organizations sponsoring
older adult health promotion to conceptualize organizational values per-
taining to empowerment of older adults, community-capacity enhance-
ment, and their interventions involving partnerships with the commu-
nity. As the reader has no doubt noticed, each stage of this framework can
be viewed from one of six perspectives, ending in how evaluation gets
conceptualized and carried by older adults. Organizational movement
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across the framework can probably best be viewed developmentally,
though cases where organizations started out at the two farthest ends of
the framework no doubt exist. It is safe to say, however, that most orga-
nizations sponsoring older adult health promotion efforts are not at the
most progressive end of the continuum, unfortunately.

How best to conceptualize and categorize health promotion and older
adult efforts is a constant challenge in the field, not dissimilar from efforts
involving other age groups such as youth (Delgado & Zhou, 2008). The
following brief description of all of the stages covered in table 6.1 pro-
vides the reader with more details than those provided in the table.

1. Older Adult Services Focused: This stage is characterized by the
conventional view of older adults as consumers or clients. Older
adults, as a result, do not wield decision-making powers over the
programs and projects that target them. In addition, they are not
generally viewed as possessing strengths or considered as assets in
the community. In essence, older adults are in need of having their
health promoted and are expected to be passive consumers because
they are not the experts of their own health. This stage is without
question the most disempowering stage in the framework because it
makes older adults passive recipients of health services.

2. Older Adult Development Approach: This stage is characterized
by seeking to build on older adult competencies and making them
more independent on health matters. The emphasis of this stage,
however, still remains very much on service provision (health
education) versus development or enhancement, although there is
a reluctant acknowledgment that older adults do possess strengths
that can be mobilized in service to themselves—but not their com-
munities. This stage, as a result, takes a very a narrow view of older
adult strengths and who can benefit from them, and still places
professional providers in the position of being the experts on older
adult health.

3. Older Adult Leadership: This stage provides older adults with op-
portunities to assume limited leadership roles within organizations
and projects because it explicitly acknowledges their assets and
potential for positive contributions to the organization and the com-
munity. This stage, however, is still individual older adult focused,
rather than reflecting a programmatic or mission-driven agenda to
systematically involve older adults in leadership positions. Thus, this
stage is dependent upon the “exceptional” older adult, rather than
a concerted effort to move older adults into leadership positions. As
already noted, there is an acknowledgment that older adults have
assets and can play leadership roles within a circumspect arena, and
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organizations are prepared to explore older adult civic engagement
in this manner.

Older Adult Civic Engagement: Stage four encourages and pro-
vides opportunities for older adults to assume high profile leader-
ship positions within organizations and communities. Decisions on
who participates and the nature of the roles assumed are determined
on a case-by-case approach. Nevertheless, unlike the previous stage,
this stage reflects a programmatic thrust based upon a mission of
the organization sponsoring the health promotion project. Structural
mechanisms, in turn, are in place to provide necessary training and
staff support that is required for older adults to make important and
sustained contributions. These resources are viewed as an invest-
ment in social capital development and enhancement.

Older Adult Engagement with Active Staff Support: Stage five
places older adults in key decision-making roles with active staff
support to assist them throughout the entire process, and represents
the continuation of an empowering perspective. The organization
sponsoring older adult-focused health promotion projects sees
meaningful older adult engagement as central to their mission and
the health of the community, and as a result, is prepared to provide
meaningful staff support and any other resources that are needed.
There is a systematic assessment of the skill and knowledge sets
that older adults possess. This action is critical in order for organi-
zations to be strategic in their actions involving older adults. This
assessment is built into how the organization recruits, screens, and
provides support for older adults.

Older Adult Engagement with Consultation as Needed: Unlike
stage five, this stage envisions older adults playing key decision-
making roles but involves staff in consultative roles as needed and
recommended. The mission guiding older adult health promotion
efforts requires older adult leadership. Organizational support, in
turn, can be manifested through a variety of mechanisms, one of
which is having staff act as consultants on an as-needed basis to
be determined by older adults. However, older adults may request
other forms of support in order to carry out their mission to enhance
the health of older adults and/or other community members. At-
tendance at workshops and conferences, for example, to enhance
competencies in various areas may be requested and facilitated by
host organizations. Field visits to organizations utilizing older adults
in key decision-making roles may also be requested.

Older Adult-Led Health Promotion: This stage conceptualizes older
adults as carrying out all of the key decision-making roles in the
creation and implementation of projects. This form of older adult
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engagement is the most significant and empowering in older adult
health promotion. Organizational supports can be available when
requested and can take on any form that older adults request. Stage
seven can be considered the most progressive and empowering of
all of the stages in this framework and can be an organizational goal
that sponsoring entities strive to achieve.

The seven stages of older adult health promotion presented above pro-
vide the older adult health promotion field with a tool that helps catego-
rize efforts and identify potential goals for organizations to strive for in
the course of engaging and serving this population group. In review, the
continuum presented in table 6.1 consists of seven stages that can be con-
ceptualized from an empowerment perspective. Each progressive stage
increases the degree of influence that older adults exercise in conceptual-
izing and implementing health promotion projects. The first stage (Older
Adult Services Approach) is the least empowering, and the last stage
(Older Adult-Led Health promotion) is the most empowering. Each of
these stages, in turn, comes with the requisite analytical and interactional
forces and considerations.

The slow but increased attention paid to older adults in this country
has taken a variety of manifestations, with health promotion targeting
this age group being but one example (Resnick, 2001a). Rabiner (2005)
provides a conceptual framework for assessing the determinants and
consequences of engaging older adults in health promotion interven-
tions. This framework takes into account a variety of individual as well as
community-wide outcomes. Most of the literature concerning older adult
health in a social network of family and friends has viewed the health-
promoting effects on older adults (Seeman, 2000). However, it is rare to
see the reverse, namely, the effects of health promoting that older adults
have on family, friends, and their respective communities.

OLDER ADULTS AS COMMUNITY AND
HEALTH PROMOTION ASSETS

Older adults, particularly those who are marginalized because of income,
race/ ethnicity, gender, and abilities, have managed to live long lives. Their
abilities to socially navigate their way through society’s barriers should
never be underestimated by policy makers, academics, and funders.
Interestingly, cumulative psychosocial risks have received greater at-
tention than cumulative resilience (Myers & Hwang, 2004). The concept
of resilience, after all, is not age-restricted to youth and young adults.
Yet it is rarely discussed from an older adult perspective. The American
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Psychological Association (2004) has specifically issued a paper with the
goal of fostering resilience on the part of older adults. In this instance, it is
response to terrorism. This is an important area based upon the times that
we live in. However, there is a need to broaden our perspective of how
resiliency gets manifested and fostered in older adults.

Older adults of color in low-wealth/low-income circumstances have
“survived” to get to this age. Consequently, much more research and
attention needs to be placed on how they got so resilient rather than fo-
cusing on their health issues and social circumstances. Mind you, this per-
spective on resiliency does not mean that older adults do not suffer from
various illnesses and diseases, as already noted in great detail in chapter
4 and elsewhere throughout this book. It does mean, however, that prior
to examining health needs, it is necessary to start with their assets as a
background to better understanding needs.

Is the glass half full or half empty? The reader may look at this ques-
tion and say it is all semantics. I do beg to differ, however. A resiliency-/
assets-first perspective effectively broadens the horizon of what informa-
tion is important. An assets-first perspective influences the terms and
vocabulary that older adults use to characterize their life circumstances
and situations, and dramatically alters any conversation regarding older
adults and health.

Society has been slow in shifting a prevailing view of older adults as
not possessing strengths or assets. Showkeir (1974), well over thirty-five
years ago and in probably one of the earliest scholarly articles on older
adults as community assets, argued for society to shift its views toward
older adults. The American Society on Aging (2007, p. 2) makes a similar
argument for this shift: “While more and more adults are experiencing
longer periods of healthy retirement, our society still predominantly
sees old age as a time of problems and time of letting go: of jobs, friends,
strenuous recreation, and life itself. Whether that age does bring loss, less
recognized is the potential of elders to lead full contributive lives.” Expe-
riencing losses or changes does not automatically translate into not hav-
ing strengths or assets. Life, after all, is never one or the other. No other
age group suffers from such a one-sided perspective, and why should
older adults?

Freedman (1999) traces the emergence of older adults as an “incurable
disease,” or deficit perspective, to the later part of the nineteenth century
and the influence of human service professionals:

The new purveyors of antiaging nostrums were not evangelists but an
emerging group of professionals—social workers, sociologists, management
experts, and, most significantly, physicians—who positioned themselves as
authorities on aging. Incapable of arresting or treating age-related maladies,
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these frustrated medicine men belittled the older generation and character-
ized aging as an incurable, ever-worsening disease. No longer were the
elderly seen as simply as older versions of younger people (p. 42).

Aging is a natural process rather than a diseased process with all of the
connotations associated with this negative perspective.

A review of the literature on older adults as possessing strengths or
assets will uncover a number of articles on the subject dating back to the
mid-1980s (Gallagher, 1985; Milligan, Maryland, Ziegler, & Ward, 1987).
From a cultural perspective for many groups of color, if not all, there has
been an understanding and appreciation of older adults as providing in-
strumental, experiential, and informational services, as well as transmis-
sion of cultural values and historical information that shape ethnic and
racial identity from a positive perspective. Unfortunately, the concept
of older adults as being community assets and possessing strengths did
not receive the attention that it warranted in both scholarly and funding
circles. Fortunately, communities of color did not read or subscribe to this
literature! All older adults, regardless of their present circumstances and
level of functioning, have the potential to contribute. They have abilities
and potential to contribute to their families, community, and society.
Health promotion, particularly one that is led by the older adult him- or
herself, must provide an affirming and empowering avenue for them to
contribute (O’Neill, 2002).

There is still much to be learned about what factors motivate older
adults to participate in healthy behaviors, particularly those persons who
are not of the dominant culture (Miller & Iris, 2002, p. 250): “Therefore,
the key to identifying appropriate markers of successful health promo-
tion is to ascertain the components of health and well-being that are
most relevant and meaningful to older adults. It is equally important to
elucidate strategies and motivating factors that are most likely to impel
older people to participate in such programs. This implies use of an emic
approach which explores meanings, values, and goals from the perspec-
tives of older adults themselves.”

Cleak and Howe’s (2003) study of social networks and use of social
supports of older adults of color in East Harlem (New York City) found
that the importance of urban social networks in health and well-being
cannot be underestimated, particularly in the use of informal support.
Locher and colleagues (2004) found that social isolation plays an impor-
tant role in increasing nutritional risk, and they stress the importance of
creating active social networks as part of health promotion interventions.
Greenwald and Beery (2001) found it possible to design interventions
to reduce older adult isolation. Buijs, Ross-Kerr, O’Brien, and Wilson
(2003), in a Canadian study of health promotion participation on the part
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of older adults with low incomes, conclude that fun, program flexibility,
autonomy, social interactions among participations and staff-participant
relationships all played critical roles in participants developing a sense of
comfort with the program and increasing participation. Thus, the benefits
derived from socialization and social support can be a powerful motiva-
tor for participation. Assessment, as a result, becomes an important step
in older adult-led health promotion. This assessment, however, must
involve both assets as well as a multifaceted (social, physical, and emo-
tional) perspective on the needs of older adults.

OLDER ADULT-LED HEALTH PROMOTION

As already initially addressed in chapter 1, older adult leadership and
active involvement in shaping and delivering health promotion services
is certainly not a new concept in the field (Ho et al., 1987; Lynde, 1992;
Sutherland et al., 1988; Weinrich et al., 1993). However, older adult-led
health promotion, with all of the symbols and consequences associated
with this paradigm, is relatively new in the fields of health promotion and
gerontology, although its legacy can be traced back several decades.

Gordon (2004, p. 28) notes that “health promotion is often portrayed
as a matter of individual responsibility and personal choice. But access to
culturally appropriate programs and facilities must exist for the projected
20,000,000 older adults of color to embrace personal responsibility and enjoy
good health promotion choices.” When choices are severely limited, the op-
tion of exercising choice is an illusion. One size of health promotion, older
adult-led or the more conventional type, is not what the field needs to be
relevant in the lives of all older adults and not just the privileged. Further,
the field is in need of new roles for older adults that are enriching for them
and benefit the community in general, and not just other older adults.

Miller and Iris (2002) identify the need for health promotion programs
attempting to reach older adults to provide socialization and social sup-
port as central features in encouraging participation. The importance of
social relationships is often mentioned in the literature as a key motivator
for engaging older adults of color. Health promotion programs must, as
a result, also provide flexibility in choice of activities and structures to
increase participant sense of control over their participation. The issue of
“control” over the goals, nature, and extent of participation in health pro-
grams becomes prominent when the target group consists of older adults,
although the same considerations should apply to all groups.

Tension between health promoters and consumers can manifest itself in
a variety of ways, with degree of older adult participation being but one



Older Adult-Led Health Promotion 143

of the critical measures. Older adult-led health promotion shifts control
from professionals to consumers and, in the process of doing so, necessi-
tates professionals’ reconceptualizing their roles to ones of facilitators and
consultants, as opposed to managers, coordinators, and supervisors. This
shift, incidentally, is easier said than done because very few professional
education programs prepare professionals to assume roles as support-
ers of health promotion programs, as opposed to designers and decision
makers. Further, such a shift in roles requires considerable scholarship
and research to provide the requisite documentation often required be-
fore a novel idea eventually works its way into a curriculum.

RECRUITMENT OF OLDER ADULT HEALTH PROMOTERS

Finding community settings for recruitment and training of older adults
to conduct health promotion represents one of the initial and, some would
argue, one of the biggest challenges facing the field of health promotion.
Locating and gaining the support and legitimacy of community settings
often represents the initial and, arguably, the most challenging step in
older adult-led health promotion. Consequently, the finding of settings
within a community that have a large cadre of older adult volunteers, and
an atmosphere conducive for volunteering, is the most logical first step in
recruiting older adult health promoters.

Since houses of worship are probably the most common places for vol-
unteer activities among older adults, these settings represent ideal places
for older adult-led health promotion initiatives to transpire, and as a
possible resource for older adult health promoters. Older adult health
promoters are in the advantageous position of knowing their congrega-
tions and enjoying their trust. Further, they will probably be most com-
fortable in these settings. This does not mean, however, that they cannot
expand beyond that setting in conducting health promotion. Starting in
these settings provides an excellent initial point to gain experience and
confidence before moving out into the broader community and into new
settings.

Health professionals gaining entry into houses of worship will present
a series of challenges that must be addressed if the initiative or project is
to succeed in a timely manner:

1. Religious leaders may be very suspicious of nonmember outsiders.

2. Health providers must be cognizant of the cultural values and be
sufficiently bilingual to engage in dialogue in cases where English is
not the primary language used by the congregation.
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3. The process of engagement and commitment may be labor and time
intensive since religious officials may not share the same time frames
as professionals (grant deadlines, for example).

4. Providers must be prepared to enter into a form of dialogue that
necessitates self-disclosure about their own definitions of God and
religious practices.

5. Organizations sponsoring these types of initiatives must be prepared
to be flexible with staff assigned to the roles as facilitators.

6. Data gathering pertaining to evaluation of initiatives must be modi-
fied to take into account the uniqueness of the setting.

The potential of houses of worship playing an influential role in older
adult-led health promotion has been addressed earlier in this book,
with numerous scholars singing the virtues of this setting for reaching
older adults of color in a place where they feel comfortable and trusting.
Nevertheless, the path toward fruitful health promotion collaboration is
fraught with potential limitations and barriers, although the rewards are
plentiful for the right sponsoring organization and staff. Organizational
settings and staff with the commitment and capability of initiating health
promotion efforts must also be prepared to assist others in exploring col-
laboration with houses of worship by acting as a bridge between these
institutions and other formal health and social service organizations.

Community gatherings such as health fairs, health home parties, and
health festivals provide both a place and space that is nonstigmatizing
and celebratory, a place to both socialize and engage in health-promoting
activities. These types of gatherings represent alternatives to houses of
worship to both conduct health promotion and recruit older adults to de-
liver health promotion. Sadler and colleagues (2006), for example, strongly
advocate the use of health parties as a viable recruitment strategy because
it is a supportive and relatively inexpensive way to reach African Ameri-
cans. These parties are sometimes referred to as “Tupperware parties
without the sale” (National Cancer Institute, 2007). These types of gather-
ings provide ample opportunities to share health information, including
where screenings can take place, as well as address fears participants may
have that act as a barrier to health promotion participation. Most impor-
tantly, these events are held in people’s homes and are therefore accessible
geographically, psychologically, culturally, and operationally.

Resnick (2000b), in a study of health promotion focused on the old-old
(ninety years or older), utilized a “Wellness Day” approach in a continuing
care facility, and found that an individualized approach with each recipi-
ent proved the most effective method. An individualized focus has allowed
health promoters an opportunity to connect with participants and tailor both
their presentation efforts and follow-ups accordingly. A group approach,
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though less labor intensive, does not facilitate the relationship-building
process and individualized attention often favored by older adults, old-old
or otherwise. Old-old adults as a group have been found to be less likely
than other older adult age groups to have their stools checked for occult
blood, skin checked for lesions, or to have a recent mammogram, Pap test,
or prostate examination (Resnick, 2003a). Consequently, this age group ne-
cessitates health promotion programs that take their unique circumstances
into account when designing interventions (Resnick, 2000a, 2001b, 2003b,c).
These types of activities can serve both as a strategy for delivering health
promotion and recruitment of older adult health promoters.

OLDER ADULT-LED HEALTH PROMOTION ROLES

The broadness or expansiveness of the field of health promotion neces-
sitates the creation of a wide variety of roles to carry out this form of
intervention. Roles for older adults in older adult-led health promotion,
for example, can consist of some or all of the following types: (1) advo-
cate, (2) enabler or facilitator, (3) educator, (4) mediator, (5) researcher,
(6) trainer, (7) administrative/logistical supporter. No one older adult is
expected to carry out all of these roles or to do so with equal abilities and
enthusiasm, just like no youth or adult would be expected to do so. Older
adults are not super human beings who can assume any role at a drop of
a hat. Each of these roles, in turn, requires different skill sets in order to
achieve maximum results.

The question of the amount of time older adults devote to older adult-
led health promotion efforts is bound to enter into any discussion of this
type of experience, and the answer is very much determined by the role(s)
they will undertake in the project and the organizational resources at their
disposal. Time commitment to a project can consist of combinations until it
becomes operational: (1) short but more intensive period of activity or (2)
longer duration but shorter periods of intensity. Training, however, is gen-
erally outside of this time period. The amount of effort (time and resources)
devoted to enhancing the skills and knowledge of older adults in health
promotion will naturally vary according to local circumstances. Neverthe-
less, the resources invested in training and organizational support are criti-
cal to the overall success of any older adult-led health promotion project.

PROVIDER AS FACILITATOR

The emergence of new ways of thinking about older adult participation
in leading health promotion efforts requires innovative ways of thinking
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about how this participation gets realized. The term volunteer manage-
ment practices has been used to describe both the formal and informal ap-
proaches toward organizations and their professional staff working with
volunteers. However, this term does not do justice to what will be needed
on the part of staff and organizations to initiate and support older adult-
led health promotion programs, such as the one this book is devoted to.
The concept of “older adult led” is one that is rarely found in professional
educational programs or even in professional conferences. Consequently,
staff will have to learn as they go, so to speak.

Practitioners may wonder aloud about what role, if any, they have in
older adult-led health promotion. The role of expert as facilitator pro-
vides professionals with an important role in helping consumers carry
out health promotion initiatives. Hirschhorn (1979) almost thirty years
ago advocated for the reconceptualization of provider-consumer rela-
tionships. This meant reconstituting conventional views of providers as
experts and decision makers in the provision of services. A communal
dialogue with facilitation serves as an educational, reflective, and em-
powering method for all participants in this inquiry (Kennedy, 2004).

Adlong (2006) places participatory inquiry into a facilitation/
empowerment model. The shifting of power away from providers to
consumers does not mean that providers cannot, and should not, play
a meaningful role. It does mean, however, that consumers dictate the
role and when it gets carried out. Being available to assist or facilitate is
critical in consumer-led health promotion, older adult or youth-centered
(Delgado & Zhou, 2008). Syme’s (2000, p. 95) advice for the field of health
promotion has profound implications for how we view our potential role
in older adult-led health promotion: “The key lesson we health profes-
sionals should learn from the mistakes of the past is to be creative and
inventive enough to become experts in the role of not being an expert.”
Older adults are the experts of their own lives and circumstances. We
as professionals can best think of ourselves as collaborators with older
adults.

Shifting from an expert to a collaborative role can be called many dif-
ferent terms. A “facilitative” or “reflective” role can also be called “par-
ticipatory collaborative” (Sutton & Kemp, 2006). All of these terms and
others not mentioned, however, capture an emerging perspective that is
egalitarian in values, principles, and actions. The expert as facilitator is
enjoying attention in the scholarly literature. Koch, Selim, and Kral (2002)
specifically examined the health field and concluded that a facilitative or
reflective process can enhance people’s lives at both the individual and
community level. Kakabadse and Kakabadse (2003) stress the importance
of contextual relevance of experiential knowledge and the role providers
can play in facilitating this discovery process. Fischer (2004) raises the role
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of expert as facilitator in the creation of meaningful social change. Mash
and Meulenberg-Buskens (2001), in turn, note that facilitative or coopera-
tive inquiry is a form of participatory action research for the development
of health educational material and is relatively new but with tremendous
potential for the field.

Adlong (2006) advances the use of a “collaborative inquiry group” as
a vehicle for creating a context for both learning and working together to
develop strategies for social action. These groups provide participants,
in the case of this book, older adults, to construct “habits of thoughts”
and form new collective ideas. “Respectful learning” fosters democratic
interactions and creation of mutual trust, which are both conducive to the
development of innovative solutions to local issues and priorities, such
as older adult health. The group process and experience takes on greater
significance than individual experiences, thereby reinforcing a sense of
group and community connectedness.

In a literature review of barriers to older adult health education, four
challenges were identified: (1) the decline in health literacy, (2) learning
styles necessitating a multifaceted approach to conveying information, (3)
belief systems (folk wisdom, traditions, spiritual practices, and customs),
and (4) cultural barriers. Each of these barriers can exist in various mani-
festations, in combination with each other, and isolated, to make health
education, and also health promotion, challenging for reaching older
adults, particularly in the case of those who are not from the dominant
culture (American Society on Aging, 2001). Lyle and Kasi (2002) highlight
the educational gains of experts as facilitators for both consumers and
providers. The process of “reflection” benefits all participating parties
(Koch, Mann, Kralik, & van Loon, 2005). Tensions regarding the role as
facilitator are not restricted to the provider-consumer relationship. Bur-
gess (2006) provides a case example of how this tension can also be found
in graduate school between student and professor.

Bandura and Schunk (1981) bring a complementary perspective that
adds further depth to how staff can support older adults in their leading
of health promotion efforts. The authors identified four primary sources
of self-efficacy: (1) performance accomplishment, (2) vicarious experi-
ence, (3) verbal persuasion, and (4) emotional arousal. Health promotion
staff must play instrumental roles in helping older adults, particularly
those with histories of being marginalized and not having their voices
heard, to increase their self-efficacy in order to undertake older adult-led
health promotion. Although all four sources can be marshaled in ser-
vice to this form of health promotion, verbal persuasion and emotional
arousal are probably initially the two most important sources of support.
Performance accomplishment and emotional arousal will naturally follow
initial efforts at instituting projects.
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Health promotion is far from being a monolithic strategy, as noted ear-
lier in this chapter. Achieving health, as a result, lends itself to the use of a
variety of concrete approaches that lend themselves to modifications that
take into account local circumstances and goals to improve health and
the conditions that cause illness. The complexity of health translates into
the need for health promotion to adopt a multifaceted and, some would
argue, complex approach that does justice to the importance of the topic.

Older adult-led health promotion brings a unique perspective to the
fields of gerontology and health promotion, and in the process of doing
s0, also serves to bring other fields under its umbrella. Community social
action and community development, for example, find a comfortable
niche within this perspective as well. When social and economic justice
and empowerment are front and center in steering this brand of health
promotion, it seeks an inclusive rather than exclusive function.

Older adult-led health promotion is not static in conception, and as a re-
sult, holds much promise for helping to shape future models of this form
of social intervention for older adults as well as other age and population
groups. Consumer-led interventions have gathered momentum since the
beginning of the millennium. Although these movements have taken
particular shapes based upon the themes or constructs of the issues they
address, they also share much in common when discussing marginalized
groups; an ecological perspective helps connect these disparate fields.
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New Arenas and
Settings for Older
Adult Health Promotion

“Over the past 10 years, ‘settings” based health promotion has become a
central figure of efforts to promote health that recognize the significance
of context. Emerging in part from a perception of an over-reliance on
individualistic methods, the approach was built on a profound belief
in its value and deployed a range of novel theoretical resources. . . .
This initial enthusiasm has been maintained within policy directives,
in the professional literature and . . . amongst health promotion prac-
titioners.”

(Whitehead et al., 2001, p. 339)

he health promotion field has maintained its relevance and vibrancy

through its creative approaches to how best to reach underserved
population groups in this country, including the effective use of research
findings in a timely manner. The process of putting into practice research
findings is called “translational research.” Translational research, accord-
ing to the National Institutes of Health, “is the process of applying ideas,
insights, and discoveries generated through basic scientific inquiry to the
treatment and prevention of human disease.”

Translation, in turn, is best conceptualized as consisting of two phases
(Gartfield et al., 2003, p. 2670): (1) “bench to bedside,” or lab research to
clinical research application; and (2) clinical research to “real-world” prac-
tice. However, each of these phases encounters potential barriers such as
“behavioral impediments, cultural misunderstandings, poor diffusion of
knowledge, underutilization of information technology, inefficient orga-
nization of care, financial disincentives, lack of insurance, and ineffective

149
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public policies.” Although these barriers to translational research apply
to a clinical setting, most of these barriers, with modifications, are also
applicable to health promotion.

Swerissen and Crisp (2004) apply the concept of sustainability to health
promotion and stress the need for the field to think creatively about what
is necessary to help ensure that successful interventions continue to re-
ceive funding. Jamner (2000, p. 7), in turn, challenges the field of health
promotion to embrace a desire to introduce innovations in exploring
potential new settings within which the field may be practiced: “In addi-
tion to mobilizing political will, another strategy with great potential for
enhancing the translation of scientific expertise into wellness promotion
is a greater reliance on nontraditional methods in both community and
clinical settings.” Fortunately, this call for innovation is being heard in
the field as evidenced by the following two examples. Carson, Chappell,
and Knight (2007) report on the use of the arts within health promotion
programs as a means of reaching a wider community-based audience.
Cornisa and Ghosh (2006), in their study of a community-led health
promotion on HIV prevention in a red-light district of Calcutta, India,
also represent an innovative approach. This project reached out to sex
workers in men’s clubs and brothels, health promotion settings that have
historically not been considered as part of conventional approaches to
HIV prevention. Panter-Brick and colleagues (2006), too, embrace a so-
cioecological approach and report on the success of songs as a vehicle for
social change.

Health promotion settings are no longer viewed within a narrow inter-
pretation, and as a result, new settings for health promotion have emerged
that contextualize this social intervention within a community (Baum,
2002). New ways of encouraging local development of health promotion
initiatives have also emerged that combine both health promotion and
community-capacity enhancement (Higgins, Naylor, & Day, 2008).

Health promotion and older adults, as a result, has benefited from inno-
vative approaches and energy. As addressed in chapter 8, the development
of new research models and considerations to create a better understand-
ing of the effectiveness of health promotion has also served to reinforce
this newfound attitude toward older adults and their health. This is an
attitude that can probably best be categorized as an emphasis on wellness,
disregarding the impact of illness and disease on their well-being.

Health promotion and older adults can be practiced in a wide variety
of settings that specifically focus on older adults. Health settings, senior
centers, and assisted living facilities, for example, have witnessed greater
attention as places where health promotion can be delivered. These are
certainly important settings based upon the high percentage of older
adults who make these places their home. However, there is a range of
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informal settings, otherwise referred to as nontraditional settings, that
also lends to health promotion initiatives (Delgado, 1999). These settings
take on greater significance in the case of community- and urban-based
older adults.

The following arenas or settings for health promotion typify the kind of
thinking and creativity that will be needed for the field of health promo-
tion to reach out to underserved older adult subgroups. Although there
are countless urban community settings for health promotion to transpire,
only four have been selected because of their importance and potential ac-
cess for health promotion staff: (1) houses of worship, (2) beauty parlors
and barbershops, (3) food establishments (restaurants, grocery stores, and
bakeries), and (4) community gardens.

Each of these settings brings with it a set of rewards as well as chal-
lenges for the field of health promotion. Which of these settings is utilized
is very much dependent upon local circumstances and the abilities and
willingness (attitudes) of health promotion staff. Further, these types of
settings are not monolithic in structure. The field, as a result, must be suf-
ficiently flexible to take into account how local circumstances may shape
each of these types of settings.

Houses of Worship

Religion and religiosity are subjects that the field of health promotion has
historically understood the importance of and continues to do so as evi-
denced by the number of projects based in this setting. These projects, in
turn, have addressed a wide variety of health concerns and have varied in
the degree to which older adults have played instrumental roles in these
types of interventions. Houses of worship provide important community
settings that facilitate outreach to a number of underserved populations
(Gelfand, 2003; Krause, 2004). This is particularly the case when discuss-
ing health promotion and African American and Latino urban communi-
ties across the country (Petterson, Atwood, & Yates, 2002). Cnaan, Boddie,
and Kang (2005) argue that since a large proportion of older adults are
affiliated with religious congregations, there is a built-in social care net-
work that can be mobilized to provide a range of interventions such as
social services and, we might add, health promotion. Religion and houses
of worship represent, in essence, a largely untapped area for health pro-
motion and communities of color.

The importance of religiosity is well recognized in the field, and not
just around older adults. Duan, Fox, Derose, Carson, and Stockdale (2005)
view houses of worship as possessing yet-unrealized great potential
for provision of health education and the conducting of health-related
research. Chen, Cheal, Herr, Zubritsky, and Levkoff (2007), in turn,
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conclude that religious participation is positively associated with older
adults’ mental health status and treatment effects. Religion among Latino
and African-American older adults, for example, has been found to influ-
ence a wide range of attitudes and behaviors that clearly fall within an
ecological view of health. This finding not only increases the number of
possibilities for houses of worship to become partners in health promo-
tion efforts, but it also brings with it a set of challenges for practitioners
and academics alike.

However, research into the pathways that influence religious-health
interconnectedness among African Americans still has a considerable
distance to travel before there is widespread acceptance and recognition
of the potential of these settings for conducting effective health promotion
strategies (O’Neill, 2002; Sternberg, Munschauer, Carrow, & Sternberg,
2006). DeHaven, Hunter, Wilder, Walton, and Berry (2004), for example,
examined health programs in faith-based organizations and their effec-
tiveness and concluded that these settings can improve health outcomes.
However, they also stress the need for innovative means of evaluating
these types of programs.

Sternberg and colleagues (2006) review the literature on faith-based
cardiovascular health promotion and identify a number of rewards and
challenges associated with health promotion in these types of settings.

Trinitapoli (2005), in turn, found that religious congregations in general
offer services for elders at lower levels than previous studies have shown,
and even fewer services related to health promotion. Levin, Chatters, and
Taylor (2005), in turn, caution the field not to foster unrealistic expecta-
tions of faith and spirituality in health and health-enhancement behavior.
Jang, Borenstein, Chiriboga, Phillips, and Mortimer (2006) caution using
religiosity across all African-American older adults who attend church.
Instead, they found that religiosity and adherence to traditional culture
influenced life satisfaction (psychological well-being).

Aaron, Levine, and Burstin (2003) conclude based upon their research
that church attendance is a critical correlate of positive health care prac-
tices among African Americans. Idler (2006), in a review of the literature
on religion and religiosity, found this construct to be multidimensional
and quite complex, with different dimensions resulting in different health
outcomes. Koenig (2003), in turn, found a strong relationship between
health and faith, particularly for high-risk groups. This relationship ex-
tends beyond health seeking to include eating habits, exercise, smoking,
alcohol use, drug use, sexual practices, sleep patterns, and driving safety,
to list a few. Each of these behaviors has considerable consequence for a
healthier lifestyle and health outcomes.

Not surprising, houses of worship have shown increased prominence
as health promotion settings (Anderson, 2004; Lauder, Mummery, &
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Sharkey, 2006; Tagilareni & King, 2006; White, Drechsel, & Johnson, 2006;
Wilcox et al., 2007). Yanek, Becker, Moy, Gittelsohn, and Koffman (2001)
report on the success of a cardiovascular program focused on African-
American women. One study of urban women of color (Latina and Afri-
can American) attendance at health clinics versus church-based exercise
programs found that women aged fifty to seventy years old were twice as
likely as any other age group to participate. Houses of worship, particu-
larly in the case of Latinas, offered a viable setting for programs. Bullock
(2006), in turn, highlights the potential of African-American churches in
helping parishioners with advance directives, a topic rarely discussed in
the literature. Waters (2000, 2001), too, stresses the potential of this setting
to aid African Americans with end-of-life directives.

In the mid-1990s, Castro and colleagues (1995) reported on the use of
Protestant churches to launch a peer-led health promotion program titled
“Comparieros en la Salud” (Partners in Health). Peer-led health promotion
programs such as this offer great potential, like their African-American
counterparts, to reach Latino older adults with significant health care
needs and limited access to bilingual and bicultural health information.
Exploration of various points of entry into older adult communities of
color provides the field with an expanded horizon for reaching them
where they congregate and feel most comfortable and safe. In addition,
these settings also provide health promoters with an opportunity to widen
their initiatives to reach the family members of these older adults. These
relatives are in an excellent position to reinforce the central goals of health
promotion efforts.

Houses of worship have also been found to be an excellent resource
for recruiting volunteers for various types of health initiatives (O’Neill,
2006-07). Zedlewski and Schaner (2006) found a strong relationship be-
tween formal volunteering and attendance in houses of worship. Houses
of worship in urban communities of color rely quite heavily upon volun-
teers from their congregation to help carry out many of the social service
activities often found in these settings. Thus, they also provide a strong
base to find volunteers for health promotion projects, too.

Nevertheless, Ammerman and colleagues (2003), in a rare article on
African-American church leaders and how they view church-university
collaboration, raise the potential challenge of high pastor expectations in
establishing collaborations based on research. Nevertheless, these high
expectations may also be present in health promotion programming col-
laboration, making these types of initiatives challenging for health promot-
ers wishing to engage these institutions. Koenig (2003, p. 963) concludes
that houses of worship should not be overlooked by the field: “Yes, the
faith community has a lot to contribute to the health and health care of
our patients. How to sensitively and appropriately take advantage of this
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resource in terms of health education, disease screening, and health promo-
tion will no doubt be a major challenge for our health care system in the
21st century.”

Beauty Parlors and Barbershops

The use of beauty parlors and barbershops represents a new frontier in
health promotion and human services in general. These institutions are
often very well located within their communities, increasing physical ac-
cess for urban older adults. Further, these settings are nonstigmatizing
and are often staffed by community residents themselves who share the
same cultural backgrounds as the clientele. These establishments meet the
criteria that Delgado (1999) established for optimum urban nontraditional
settings: (1) high volume of traffic, (2) time to actively engage a consumer,
and (3) an atmosphere that is conducive for providing services.

Delgado (1997b), in a series of studies of Latina-owned beauty par-
lors, found these settings to be conducive for providing a wide range
of psychological and social services that fall under the rubric of health
promotion. Delgado (1999) also reports on a case study of Diana’s Hair
Ego (Columbia, South Carolina) of how a beauty parlor catering to a pre-
dominantly African-American customer base provides extensive health
promotion services related to HIV/AIDS in this community, through
public education and outreach. The American Society on Aging (2006)
recommends that beauticians provide five-minute motivational talks on
the virtues of proper diet and exercise for customers to address diabetes
and other health concerns.

Hess and colleagues (2007) conducted two randomized feasibility
studies involving barbershops and African-American/black males. The
authors concluded that barbershops can function as effective hyperten-
sion detention, referral, and follow-up centers. Delgado (2007), in a study
involving Latino barber shops as potential community sites for provision
of a wide range of health and social services, found these settings to be
ideal for reaching Latino males, particularly those who are older adults.
Barbershops, like their female counterparts, can engage in health promo-
tion activities targeting older adult males.

Food Establishments

The importance of proper diet within urban communities of color is well
borne out in the research and scholarly literature, as noted in chapter 4.
D. Gonzalez (2005, p. A25) comments on the consequences of poor health
habits in New York City:
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The devastating results of poor diet, no exercise and lots of stress are increas-
ingly scaring health advocates in poor communities across the city. Diabetes
is now the city’s fourth leading cause of death. In neighborhoods where
homicide or AIDS were the leading killers among young men and women a
decade ago, heart disease and obesity are claiming ever more lives.

The lack of easy access (geographical and financial) to fresh produce
and fruit, for example, is a critical ingredient in any social ecological ap-
proach to reducing overweight and obesity in the country (Galvez et al.,
2008). Consequently, it cannot be considered a major stretch for health
promotion initiatives to target these settings. In addition, food establish-
ments within urban communities of color fulfill a wide variety of func-
tions that are deeply steeped in cultural norms, beliefs, and attitudes,
making these establishments of critical importance in the life of older
adults and their families.

Grocery stores and restaurants, for example, can be found in virtually
any urban community, regardless of the socioeconomic status of this
community (Delgado, 1996). Their presence and easy geographical access
make these institutions critical actors in health promotion initiatives that
stress the importance of proper diet. Information pertaining to proper
diet, for example, can be disseminated through these institutions. When
this information is made available in the language and cultural back-
ground of the consumers, it takes on greater significance.

The high rates of diabetes in communities of color such as Latino com-
munities, as already noted in chapter 4, have led Latino-owned bakeries
to start making healthier versions of traditional Latino foods. Mi Vida-
My Life Bakery, Santa Ana, California, for example, provides healthier
variations of traditional Mexican baked goods, such as jalapefio tortillas,
spinach tortillas, sweet concha pastries, and flaxseed bread, that are
sugar-free and have lower carbohydrates, fat, and sodium (Benavides,
2005). Examples such as this can be found in increasing numbers across
the country and open up the door for health promotion efforts to become
even more community-centered by entering key institutions in the lives
of urban residents.

Community Gardening

The reader again may be surprised by the inclusion of community gar-
dens as a setting for older adult-led health promotion:

1. Gardening is usually not associated with urban areas.
2. Gardening is usually thought of as a means of beautifying sections of
communities that have been consumed by “urban blight.”
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3. If and when community gardening is undertaken, it invariably is
associated with a younger population group.

4. Gardening provides both a place and space for community-centered
activities and interventions.

Consequently, the emergence of community gardening as a health pro-
motion project has only recently in the last decade started to receive the
attention it deserves from the field.

Urban planning and public health both share a primary goal of improv-
ing human well-being (Corburn, 2007; Fusco, 2007; Helwig, 2006; Hooker,
Cirilli, & Wicks, 2007; Kochtitzky et al., 2006; Richard, Laforest, Dufresne,
& Sapinski, 2004). Tzoulas and colleagues (2007) advance the concept of
a “health ecosystem” (freedom from distress and degradation, maintains
its organization and autonomy over time and is resilient to stress) and
the importance of a relationship between green space and self-reported
health. Cunningham and Michael (2004), in turn, in a review of the litera-
ture on the impact of the built environment on physical activity and older
adults, found that the environment-behavior interaction in neighbor-
hoods and this age group is still in its infancy, and inconsistent findings
have made conclusive statements arduous. Nevertheless, the relationship
between urban environment and older adult health has tremendous po-
tential for the field.

The community gardening or greening movement provides the fields
of public health, education, and human services, including health promo-
tion, with a wealth of avenues for utilizing this vehicle to achieve goals
related to well-being (Vasquez et al., 2007, Wakefield, Yeudall, Taron,
Reynolds, & Skinner, 2007). Gearin and Kahle (2006) examined adolescent
and adult perceptions of urban green space in Los Angeles and found
differences in perceptions based upon age. Youth showed interests for
socializing and relaxing while adults thought of green spaces as fulfilling
recreational needs. E. N. Austin, Johnston, Yvonne, and Morgan (2006)
advocate for the use of community gardening in senior centers as a means
of increasing exercise and as a setting for developing community-based
collaborations to encourage healthy lifestyles among older adults.

Heynen, Perkins, and Roy (2006) have found that greenery, in this case
trees, positively affects the environment and is more often found in urban
areas than in more affluent sections of a city, which tend to have lower
percentages of people of color. Sullivan, Kuo, and Depooter (2004), in turn,
come to the conclusion that trees and grass may be one of the key compo-
nents of a vital community by facilitating social contact among neighbors.
Baum (2002) recognized the potential of “greening” as a vehicle for help-
ing older adults in health promotion. Residents living in relatively barren
buildings and communities report greater incidents of anger and violence
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(Kuo & Sullivan, 2001). Heynen and Lindsey (2003) use the concept of
“urban canopy cover” as an indicator of the extent of greenery within a
community. High indicators of greenery represent assets for urban com-
munities.

Kweon, Sullivan, and Wiley (1998) specifically examined the potential
role of green common space as a vehicle for socially integrating inner-city
older adults and found that communities with green common spaces
increase older adult social ties and create a positive sense of community.
Although the movement toward creating greater green space in the
nation’s cities can be traced back over thirty years, the value and benefits
of green space, and more specifically community gardening, is only now
being fully appreciated within the health field.

_—

The health promotion settings addressed in this chapter represent but the
tip of what can be considered a sizable iceberg from a health promotion
perspective. Embracing an assets perspective toward older adults and
their communities represents the first significant step for the field for
identifying potential health promotion settings for older adults and other
population groups. The field is only limited by its imagination, and this is
quite exciting and bodes well for its future. Further, the nature of health
and its importance in the lives of older adults facilitate the emergence of
initiatives that are not only consumer-created and led but also offer end-
less possibilities for a multidisciplinary collaborations pursuit of health
from a social and economic justice perspective.

Some of these settings may hold great appeal for health promotion
staff and the organizations that employ them; yet others may cause
great trepidation and represent incredible challenges for which graduate
school does not adequately prepare health promoters. That is natural. No
one organization and staff can consider themselves to be in a position to
try and engage all community-based health promotion settings that are
“informal” in nature. Nevertheless, these nontraditional urban settings
are quite conventional from a community perspective. Namely, they are
organic or natural to the basic social fabric of the community and the
world of older adults.
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Research and

Evidence-Based Older
Adult Health Promotion

“The health promotion best practices literature is imbued with hope for
knowledge mobilization, enhanced practice, and improved population
health . . . health promotion is key to reducing the significant burden of
chronic disease. However, we have seen little evidence of change.”

(K. L. Robinson, Driedger, Elliott, & Eyles, 2006, p. 467)

he quote by Robinson and colleagues (2006) opening up this chapter

highlights one of the key areas that will prove a formidable challenge
for the health promotion field: the ever-increasing diversity found among
older adults living in the United States. Barry and colleagues (2001), note,
although referring to alcohol-related services but still applicable to other
health-related topics, the importance of best practices for the field of
health promotion:

We have moved into the 21st century with mandates to provide “best prac-
tice,” guideline-driven care and at the same time to manage care in a cost-
effective manner. Helping older adults who are at-risk drinkers to reduce
or discontinue their use of alcohol is an excellent opportunity to improve
practice care (p. ix).

The emergence of a best practice mindset and older adults brings with it
much-needed attention to this field and age-population group, but also car-
ries with this attention many of the challenges associated with better under-
standing what “best practices” ultimately means in the field of practice.
There is little disputing that health promotion is a complex topic that
is made even more complex or challenging when applied to older adults.

161
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This complexity, however, must not take away from the field’s willing-
ness, and ability, to conduct older adult health promotion. As noted in
chapter 2, the health (economic, social, and political) of the nation rests in
the balance as baby boomers continue to rapidly join the ranks of older
adults. Concerted efforts to increase the health of older adults bring many
benefits, including potential reduction of health costs and a potential vol-
unteer force that can make significant contributions to their communities
and to the nation as a whole. Probably most importantly, however, there
is a positive qualitative change in quality of life for older adults who have
historically been marginalized and suffered health ills throughout a major
portion of their life.

Curry and Jackson (2003) argue that in order for scientific knowledge
to advance regarding health disparities and older adults of color, these
groups must be specifically targeted and systematically included in health
research. Much progress has yet to be achieved in this area, however. Fur-
ther, new models for both recruitment and active consumer involvement
in health research are much needed to both increase our understanding of
health disparities and result in the creation of health promotion interven-
tions to address these disparities in a culturally competent manner. How
best to capture this diversity and draw important implications for shap-
ing older adult-led health promotion is no small issue.

Research will play an important role in helping the field to achieve
the goal of making health promotion culturally competent (L. B. Wilson
& Rymph, 2006). Further, as the field continues to expand its reach into
new arenas to address health issues, such as many of those mentioned in
chapter 4, it will need research that both captures emerging health issues
for an increasingly diverse older adult population and documents suc-
cessful strategies, activities, and tactics that can help develop new models
that can be tested in multiple arenas. Nevertheless, this will necessitate
coalitions and collaborations between academics, practitioners, and most
importantly, consumers. Jamner (2000), as a result, strongly advocates for
the introduction of innovative methods of research and program evalua-
tion in community-based health promotion in order to fully capture the
significance of this work in the community.

SAMHSA’s Older Americans Substance Abuse and Mental Health
Center (Blow, Bartels, Brockmann, & Van Citters, 2006) and the John A.
Hartford Foundation (2005) note that evidence-based health promotion
programs have played influential roles in shaping programming for
older adults, and this bodes well for the field and the nation as a whole.
Evidence-based health promotion has found its way into numerous areas
such as smoking cessation (Abdullah & Simon, 2006), gambling (Desai et
al., 2004), and alcohol and substance abuse (Barry et al., 2001). The list of
subject areas will only increase in the foreseeable future, too, as the field
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of health promotion continues to expand its reach into previously over-
looked health issues and problems among older adults.

The health promotion field has evolved over the past twenty-five
years, and the importance of evidence-based practice has also evolved
in parallel fashion to what has been experienced in other fields (Bunde-
Birouste, 2002; Chwalisz, 2003; C. C. Collins & Benedict, 2006; J. Green,
2000; Koelen, Vaandrager, & Colomer, 2001; McNeill, 2006; Pynoos et al.,
2006; Tagliareni & King, 2006). J. Green and Tones (1999), however, note
that there has been a heavy influence of a biomedical agenda on evidence-
based health promotion, and there is, as a result, a need for “judicial prin-
ciple” (assembly of sufficient accumulated evidence) for assessing what
constitutes evidence.

Evaluation of health promotion programs for older adults is very much
guided by evidence-based principles and practices (Bryant, Alpeter, &
Whitelaw, 2006). Bunde-Birouste (2002), for example, observes that the
field of health promotion research and evaluation has made significant
strides since its inception. However, it has not been able to maximize its
potential because of an inability to influence key decision makers in the
health arena. This argument can also be applied to the field as a whole
and is certainly not restricted to one age group, such as older adults.

Valente (2002), in addressing health promotion evaluation, notes that
four important factors need to enter into any research or evaluation effort:
(1) an existing evidence base is utilized, (2) resources for the evaluation
are available, (3) highly detailed characteristics of the health problem be-
ing addressed have been identified, and (4) characteristics of the target
population are well developed. Valente’s outline of the four key factors
may seem straightforward to the uninitiated. However, each of these
factors is fraught with complexities and challenges for the field of health
promotion. When these factors are combined, the challenges facing
academics and practitioners alike are formidable and not for the faint of
heart. Yet, the most important step in addressing these complexities and
challenges is recognizing them as such.

REWARDS AND CHALLENGES OF
HEALTH PROMOTION RESEARCH

Syme (2000) has recognized the charge often presented to the field of
health promotion to be more innovative and rigorous in research design.
However, this will require the field to improve on the current definitions
of key concepts, in addition to improving measurement and assessment
methods. One of the major barriers to this goal, however, is the manner
in which “disease” is defined and classified, meaning the tremendous
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influence of a clinical model of disease. Rawson (2002), in turn, notes
that health promotion is not a field that enjoys clarity and agreed-upon
objectives, making technical application of scientific theory arduous to
accomplish and creating a significant theory-practice gap: “For health
promotion theory to be regarded as progressive it must be shown to
accomplish all that rival approaches claim to plus it must uncover new
possibilities for improving health or at least our understanding of what
constitutes health. . .. This will be the most difficult aspect to establish but
it would also generate the most powerful indicator for continued confi-
dence in health promotion.” In essence, extraordinary claims necessitate
extraordinary results and documentation for the field, and older adults
are not exempt from this challenge.

The rewards, challenges, and complexities associated with any form of
evidence-based practice can also be found in the field of health promo-
tion, including those focused on older adults, and particularly in cases
where there is active engagement of program and community stakehold-
ers (Bryant, Altpeter, & Whitclaw, 2006; Connell, 1999; Kahan & Good-
stadt, 2001; Saskatchewan Health, 2003). However, N. Jackson and Waters
(2005) comment on these challenges:

Systematic reviews of public health interventions are fraught with chal-
lenges. Complexity is inherent; this may be due to multi-component inter-
ventions, diverse study populations, multiple outcomes measured, mixed
study designs utilized and the effect of context on intervention design, imple-
mentation and effectiveness. . . . This necessitates expanding the traditional
evaluation of evidence to incorporate the assessment of theory, integrity of
interventions, context and sustainability of the interventions and outcomes
(p. 368).

Thus, not surprisingly, the movement toward evidence-based practice in
public health/health promotion has not escaped dilemmas, challenges,
and debates (Ansari, 2005; Bunde-Birouste, 2002; J. Green, 2000; J. Green
& Tones, 1999).

Allison and Rootman (1996), well over a decade ago, raised these chal-
lenges and debates pertaining to scientific rigor and health promotion
research. More specifically according to Tilford (2000), debates have
centered on two aspects: (1) what are the kinds of evidence utilized to
determine effectiveness, and (2) what are the appropriate methodologies
for developing such evidence? The content of these debates very often
involves the role and degree of decision making that the consumer will
have in dictating what information is important and what actions should
transpire once answers are identified. The variety of health promotion
goals also complicates the process of research and evaluation. ]J. Green
and Tones (1999, p. 135) go on to comment: “Health promotion concerned
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with social and environmental change will clearly have different goals
and different outcome indicators from those focused on individual be-
haviour change and or empowerment.” Thorogood and Coombes (2004)
note that the field has made significant progress over the past decade to
address a variety of challenges, including the acceptance of a multifaceted
approach toward evaluation of practice that stresses both quantitative
and qualitative methods.

Tilford (2000) notes that the evolution of health promotion out of health
education has been accompanied by a “time lag” in changing the propor-
tion of evaluation interventions specifically focused on social determi-
nants of health, rather than individual determinants usually associated
with health education evaluation. Further challenges result from mistrust
on the part of older adults of color regarding research of any kind, and
more specifically, that focus on health (Moreno-John et al., 2004). Past
negative experiences will shape current and future expectations.

Merzel and D’ Afflitti (2003) undertook an extensive review of the lit-
erature on the evidence of community-based health promotion and con-
cluded that the field faces significant challenges:

The evidence from health promotion programs employing a community-
based framework suggests that achieving behavioral and health change
across an entire community is a challenging goal that many programs have
failed to attain. . . . Methodological limitations, particularly issues related
to low statistical power, impair the ability to detect significant differences,
given the smaller-than-expected effect sizes typically obtained. These meth-
odological challenges compound the difficulty of observing significant
community-level changes in health behaviors when similar trends also are
occurring in society at large (p. 571).

Kuller (2003), although acknowledging the challenges identified by
Merzel and D’ Afflitti (2003) and others, still stresses the need for the field
to be able to achieve and document reduction of incidence or mortality of
disease, or significant changes in risk factors, to be seriously considered
as a viable intervention. McLeroy, Norton, Kegler, Burdine, and Sumaya
(2003), in turn, argue that the field must adopt a widely accepted defini-
tion and typology of what is meant by the term community-based if it hopes
to advance theory and knowledge on promoting health. The quest for
consensus remains even though there are many in the field who would
argue that it is and will remain elusive for the foreseeable future.

Finally, Nutbeam and Harris (1999, p. 64) put forth a perspective that is
often overlooked in heated discussions about how best to support health
promotion evidence-based practice: “Even the most causal observer of
healthy public policy can see that there is often a poor relationship be-
tween what is known about factors that cause or could prevent illness
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and disability and the policies in place about these issues.” “Evidence”
as a critical factor in shaping health promotion is insufficient to move the
field forward. The sociopolitical considerations wield tremendous influ-
ence on the extent to which evidence is considered sufficiently important
to influence health promotion policy. As noted in chapter 5, health and
illness are not apolitical constructs in our society.

CRITIQUE OF EVIDENCE-BASED
PRACTICE AND BIOMEDICAL RESEARCH

The upsurge in interest concerning evidence-based practice has not oc-
curred without considerable debate or tensions over its evolution (Kahan
& Goodstadt, 2001; Thorogood, 2002). Differences of opinion concerning
how best evidence has been conceptualized and carried out can be seen in
most, if not all, fields that have embraced this perspective. Critiques have
generally fallen into various categories, with age-specific evidence being
one of the most prominent. Bulatao and Anderson (2004), for example,
recommend that health promotion research help inform interventions to
more effectively reach the less-educated and low-income older adult of
color. Delgado (2007), in turn, raises concerns about how best-evidence
research has sought to homogenize Latino groups with very different
sociocultural backgrounds and generalize findings to an entire group.

As with its youth-centered health promotion counterpart, differing
ages within age groupings may respond differently to an intervention
(Vasquez et al., 2007). Thus, the more specific the research concerning
older adults, the more beneficial the results, and this necessitates that
every effort be made to be group specific whenever possible to maximize
health promotion initiatives. Consequently, when examining evidence-
based practice, and the research that has effectively guided this social
intervention, and marginalized communities, questions must be raised
about the value of research findings based on one population group being
generalized to other groups, such as older adults of color.

Koelen and colleagues (2001), in an extensive review of dilemmas and
challenges related to biomedical-focused health promotion research, con-
clude that there are many limitations of using such designs in community-
based health promotion because of the participatory philosophy inherent
in most health promotion models. Biomedical-influenced health promotion
research is based upon assumptions (clearly defined variables, measurable
outcomes, and use of control groups) that effectively neglect meaningful
community involvement in decision making. Further, the complexities as-
sociated with a socioecological perspective on health, as already addressed
earlier in this book, necessitate the use of other methods or combinations
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of methods not normally used in biomedical-type research and evaluation.
Consequently, knowledge gained on best practices using a biomedical
paradigm is counter to what most progressive academics and practitioners
say is needed to capture health promotion efforts that are consumer-driven
or influenced.

However, this is not to say that counter arguments cannot be found in
the field of health promotion. Sterman (2006), for example, argues that
even though complexities hinder the field’s ability to better understand
interventions and unintended “side effects,” this should not dissuade
professionals from using systems theory and simulation modeling to
broaden our options to generate and learn from evidence. Rosen and col-
leagues (2006), in turn, offer a strong defense of the virtues of utilizing
randomized controlled trials in health promotion research. Although they
acknowledge the widespread criticism of randomized trials, they contend
that the limitations often associated with this research approach can be
surmounted with “minor design” medications.

On a final note, Raphael (2000, p. 361) reminds the field that “evidence”
is grounded within ideology, values, and principles and needs to be
examined within this context: “Ideology, values and principles strongly
influence what is accepted as valid evidence. Ideology is the world view
or frame of reference that one uses to interpret a phenomenon.” Thus, it is
imperative that these elements be brought to the foreground in ascertain-
ing what constitutes evidence and for whom. An embrace of evidence-
based practice brings with it an implicit, if not explicit, acknowledgment
that context must and needs to be made clear for evidence to be gathered
and generalized for the field.

SELF/LOCAL KNOWLEDGE

Older adult-led health promotion is predicated on the value that older
adults possess special knowledge of their situation or circumstance, which
prepares them to better address health care needs. Unlike critiques involv-
ing youth self and local knowledge, older adults have had considerable
years of experience that have provided them with a context upon which
to judge and decide (Delgado, 2006). The concept of self/local knowledge
brings older adults into direct conflict both with the prevailing wisdom of
professionals and with who has the right to call themselves “experts” on
older adults.

The devaluing of self or local knowledge by professionals can occur
in a multitude of ways. However, it is probably most frequently done
under the guise of the subject matter being addressed. The reader may
be familiar with the argument that is often raised about how complex
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health is as a subject and the need for extensive formal education to bet-
ter understand it. In essence, health care is best left to the “experts,” or
the “professionals.” This argument, unfortunately, can be found in most
learned gatherings. Nevertheless, that perspective, or belief system, cre-
ates a significant barrier between provider and consumer. Fischer (2003)
notes:

Many experiences from both social movements and institutionalized deliber-
ative practices show citizens to be much more able to deal with complicated
social and technical questions than the conventional wisdom generally as-
sumes. . . . No case, for example, better illustrates such capabilities of citizens
than the gay movement'’s struggle against the spread of AIDS (p. 148).

Older adult local and self-knowledge can be tapped in a variety of
ways. For example, the use of a research advisory group composed of
intended respondents has been used to assist in both the conceptualiza-
tion of research methodology and questions, and the interpretation of
findings among an urban-based group of Latino older adults (Delgado,
1997a). According to Delgado (1997a), the respondents were able to play
a critical role in helping researchers better understand findings that were
counterintuitive and thereby totally unexpected.

The construct of self /local knowledge is one that is particularly relevant
when discussing older adult-led health promotion. Local or self-knowl-
edge can be defined as “popular, or folk knowledge that can be contrasted
to informal or specialized knowledge that defines scientific, professional,
and intellectual elites in both Western and non-Western societies” (Brush,
1996, p. 4). Delgado (2006, p. 112) defines it thus: “In an age where exper-
tise has become such a critical factor in determining social interventions,
it is not surprising that the emergence of local knowledge as a key source
of expertise has created such debate.”

The concept of self-knowledge can be found in the professional literature
in a variety of forms. In the case of older adults, not surprisingly, “wis-
dom” has emerged to capture this perspective. Edmondson (2005) notes
that although the concept of wisdom and aging has been neglected in the
twentieth century, its origins can be traced back to the Hebrew and Greek
civilizations. Staudinger, Kessler, and Dorner (2006) advance the construct
of wisdom (highest level of insight) among older adults, which represents
a different way of looking at local knowledge or self-knowledge. Levy and
Pilver (2006), however, caution about using this construct without engag-
ing in stereotypes about older adults.

Local knowledge in its various manifestations requires that practitio-
ners and academics develop a willingness and mechanisms for systemati-
cally tapping the voices and wishes of older adults regarding what it is
that they want to get from health promotion initiatives, for example. Ex-
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amples of this approach can be found in professional literature. Cousins
(2003), for example, developed research that sought to uncover the “au-
thentic views” of older adults on how they perceived physical activity,
and found that promoting lifestyle changes is arduous to achieve without
positive past-mastery experience. Greater understanding of older adult
“self-talk,” positive as well as negative, must be actively sought and taken
into account in health promotion programming. Dunn and Riley-Doucet
(2007) advance the use of discussion groups among older adults as a
means of better grasping how lifestyles impact the physical, psychologi-
cal, social, and spiritual health of this age group.

Fischer (2003), in his book on community and the environment and the
politics associated with the debate between local knowledge and expertise
(educational), brings to the fore the importance of citizens being actively
involved in shaping policies and the barriers that they must overcome to
have their voices heard and validated. Sirianni and Friedland (2001), in
turn, also raise the need for communities to be empowered to shape pub-
lic policy and the importance of the movement for civic renewal. Fischer
(2003) has concluded that there is a tremendous need for active participa-
tion of citizenry in shaping environmental policy:

Towards this end . . . experts have already innovated numerous techniques
for facilitating the citizen’s role in inquiry processes. The more critical ques-
tion is how to bring these practices together in the professions. One of the
most important points in the discussion of participatory inquiry has been
the recognition that this involves more a question of attitudes and practices
than matters of scientific methodology. Here we confront a matter of power
relations as much as an issue of knowledge production (p. 260).

Sutton and Kemp (2006) advocate for the use of multidisciplinary knowl-
edge and active community participation, which results in what they call
“collective knowledge” and collective capacity to take action. Use of visu-
alization tools, for example, helped community participants to better assess
and understand local pressing issues and envision “novel solutions” to
these issues. Professional-community collaboration efforts are not without
challenges related to use of language (technical versus common), conceptu-
alization of etiology, priority setting, and time intensity. Nevertheless, this
should not serve as a detriment to collaborative efforts because of the inher-
ent potential these efforts bring to health promotion and older adults.

Thus, if the means are there, then it is only a question of the political
will to do so. In older adult-led health promotion, local knowledge shaped
by years, if not decades, of experience with environmental justice issues
(working within toxic environments as well as possibly living in toxic
environments) can shape the will and the means for initiatives targeting
environmental health issues. Older adults are in key positions to fill in
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the blanks on local history and events that have long gone unnoticed by
the general public outside of the community. Their view of these events
provides researchers with valuable insights into how the community
views environmental justice issues, and can serve as catalysts for bringing
about significant community involvement in addressing these sources of
ill health.

PROMISING APPROACHES

It is appropriate to start this section with a quote by McLeroy and col-
leagues (2003) that, although it refers to public health in general, has
particular meaning for the promise of health promotion:

Public health is more than a body of theory and intervention methods. We
cannot separate how we do public health from why we do public health.
Whether we talk about changing behavior, changing community structures,
or building community capacity, these changes cannot be separated from our
ideals about what constitutes a good community or a good society (p. 532).

The concept of good community and good society captures the mission
and goals encapsulated by older adult-led health promotion and the
countless other promising approaches that have emerged in the past few
years concerning the field of health promotion.

For example, the health promotion field has started to make important
progress in developing research and evaluation methods that serve to in-
crease older adult responses and participation in these endeavors. These
advances, not surprisingly, have systematically sought to tap older adult
voices in a manner that is empowering and culturally competent, and in
the process of so doing, have provided important data for health promo-
tion initiatives. Fischer (2003) notes:

Indeed, distance has become the source of strident disagreements over the
definition of the client’s social situations, as well as over who should have
the responsibility for determining the issue. Such struggles invariably raise
the question of social control, typically leading to acrimonious polemics
about the professional’s role in the delivery of services (p. 183).

The report issued by the National Expert Panel on Community Health
Promotion cited earlier in chapter 5 (J. L. Collins et al., 2007) recommends
an increased commitment to community participation in public health re-
search as a means of generating innovative health promotion programs.
Control, in effect, equates into power and decision making. In the case
of conventional provider-consumer relationships, power rests in the
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hands of the provider. In older adult-led health promotion, it rests in the
hands of the consumer. Abma (2005) puts forth the concept of responsive
evaluation with values involving all stakeholders, including consumers,
as a means of health promotion being able to address ambiguous con-
texts, as an example of power resting with the consumer. The emergence
of the concept of “story harvesting” represents one qualitative method
that has been successful in researching older adult women as used in the
case study of the Older Women’s Network presented in chapter 10. Pinn,
Hill, Whitecross, Lloyd, and Pearce (2006, p. 19) note: “Using storytelling
as a health promotion tool can take diverse forms. . . . The act of being
involved in storytelling often provides a positive, healing and transfor-
mative experience, as well as the possibility of social change.” Thus, this
qualitative method not only informs practice with older adult women,
but it can also result in social change brought about by participants, ef-
fectively eliminating the disconnect between research and action.

Cook (2007) advocates for the use of ethnography in health promotion
as a means of decreasing the distrust of researchers and increasing the
relevance of the findings for action. Goldman and colleagues (2003), in
turn, strongly advocate for the use of a life history interview method to
help capture the nuances associated with cultural belief systems for use
in constructing health promotion initiatives targeting communities of
color. This method, in addition, has particular relevance in the case of
older adults of color because of the role and importance of oral history
within many of these communities. This approach, although labor inten-
sive and costly, will generate important information that would normally
not emerge in a more conventional approach to data gathering. Further,
it actively seeks to empower the older adult respondent in the process of
gathering important information that is often either overlooked or com-
pletely lost in most conventional forms of research.

T. A. Baker and Wang (2006), too, stress the potential role of ethno-
graphic (photovoice) participatory research methods. They used this
method (photographs and narratives based upon their experiences with
pain) to explore how chronic pain is experienced and dealt with by older
adults. The use of photography and narrative taps into strengths that
older adults possess in helping to shape interpretations of local conditions
and circumstances from a historical perspective. Photovoice as a research
method has been extensively used with youth (Delgado, 2006; N. Wilson
et al., 2007). However, it is a method that is not age or group bound.

Hurworth, Harvey, and Rutter (2002) advance a model of evaluation
involving older adults that is very attractive for the field of health promo-
tion, particularly when initiatives are designed to be older adult led. This
is a model that has been advocated for in youth-led health promotion
(Delgado, 2006; Delgado & Zhou, 2008). However, it is rare in the case of
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older adults. Older adults can and must play an active and meaningful
role in helping to shape evaluations of interventions that target them as
beneficiaries. The field of health promotion with older adults has much
to learn and gain from its youth-focused counterparts. Hurworth and
colleagues (2002, p. 1) build upon the work of other scholars that stresses
self-determination and enlightenment as key components of evalua-
tion and apply them to older adults: “As a result of these aims of self-
determination and enlightenment, empowerment evaluation is usually
either for programs that assist disenfranchised or marginalized groups or
for programs developed around social justice issues.”

These authors identified eight key benefits that older adults derived
from an application of empowerment evaluation in New Zealand-based
projects:

1. Although initially suspicious, older adults eventually became active
and meaningfully engaged.

2. The process of participating in interviews and training turned out to

be more meaningful and enjoyable than initially expected.

Participants learned new skill sets.

4. Confidence and equality resulted from older adults working closely
with evaluators.

5. Older adults accepted that they had a valuable role to play and con-
tributions to make to the evaluation process.

6. A new strength of purpose resulted from teamwork.

7. Participants experienced new confidence in their abilities to under-
take research and evaluation.

8. Participants played an instrumental role in lobbying local stakehold-
ers regarding issues that were salient to them.

©»

The case study presented in chapter 10 mirrors many of these and
shows additional gains made by the women participants of the Older
Women’s Network.

The goal of using research and evaluation in empowerment approaches
has been supported by the “democratization of science” movement. This
movement has resulted in social activists across the entire life span influ-
encing policies and funding of a range of public health issues related to
environmental health such as asthma and breast cancer (P. Brown, 2007).
“Lay” or consumer-professional partnerships have helped to expand the
knowledge base on health and the environment, and also have resulted in
health promotion initiatives that have been highly innovative.

The challenges related to undertaking research involving older adults
of color are well understood in the field. Lack of trust in researchers is
often the primary reason cited by experts, and this necessitates that trust
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building be integral throughout all phases of any research or evalua-
tion endeavor (Lloyd et al., 2006). Development of trust is complex and
reflects years of suspicion and negative experiences with having outside
researchers enter their homes and draw conclusions that are detrimental
to their community (Gamble, 1997). Once findings are uncovered, rarely
does this information return back to the community in a manner that is
affirming and of practice use.

Evaluation of older adult-led health promotion initiatives requires the
development and use of culturally appropriate designs and methods to
measure health-promoting behaviors, particularly in the case of groups
that bring unique historical and cultural perspectives to definitions of
health (Armer & Radina, 2002). Making comparisons across racial and
ethnic groups utilizing “global” measures of health is not recommended,
as noted throughout all portions of this book (Menac, Shooshtari, & Lam-
bert, 2007).

Schensul, Disch, Vazquez, Radda, and Jepsen (2006) report on an in-
novative health promotion project that focused on urban older adults
of color and their involvement in flu vaccination, with implications for
research and program evaluation. Participants expressed a general will-
ingness (90 percent) to inform other residents about flu vaccination op-
portunities. Further, 92 percent also indicated a willingness to participate
in a flu surveillance project if requested to do so. The importance of flu
vaccination has already been addressed earlier in this book (chapter 4),
and this project attempts to overcome some of the barriers associated with
such programs in urban areas with high numbers of older adults who are
low income and of color. The peer influence of older adults informing
other older adults addresses the potential they can play in health promo-
tion education.

Last, Weitzman and Levkoff (2000), although specifically referring to a
health dementia research study with elders of color, echo a theme found
in most of the literature related to research of marginalized communities
such as those of color, and that is the merit of combining qualitative and
quantitative methods as a means of overcoming theoretical and recruit-
ment problems. The complexities of the circumstances these groups find
themselves in cannot possibly be understood and appreciated through
exclusive use of one methodological approach. Multifaceted methods
help increase the likelihood of the development of a comprehensive and
in-depth understanding of health issues and the solutions that have the
highest likelihood of achieving success.

On a less intensive level, there are interesting and innovative ap-
proaches that have started to find their way into the professional litera-
ture. The use of telephone and the mail system to track and reach urban
population groups that are highly mobile have been found successful and
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offer potential for health promotion activities (Duffy, Goldberg, & Buch-
wald, 2006; Napoles-Springer, Santoyo, & Stewart, 2005). These methods
are relatively inexpensive and address very specific health promotion
goals. Nevertheless, there are circumstances where older adults are home-
less or do not have access to telephones, making these methods of limited
use, particularly when taking into account literacy levels of older adults
with limited formal educational backgrounds. The embrace of flexibility
as a theme in health promotion programming allows the use of these and
other unorthodox methods for the right circumstances. The same prin-
ciple can also be applied to health promotion settings.

_

Older adult-focused health promotion, and particularly a model that
stresses consumer-led leadership, places tremendous importance on
listening to consumer voices and then systematically developing inter-
ventions that build upon their cultural values, hopes, and expectations,
and actively, and it meaningfully involves them throughout the entire
process. The journey of gathering data is always fraught with challenges
in any form of research. However, when discussing marginalized older
adults, these challenges only increase in significance. Mistrust of outsid-
ers, particularly those based in universities and representing dissimilar
sociodemographic backgrounds to those being researched, have been
well recognized in this chapter and countless other books related to re-
search and communities of color.

These challenges or barriers, fortunately, can be surmounted through
the embrace of participatory models that help provide venues for the
voices of older adults to be heard and acted upon. Further, participatory
models are not restricted to having older adults shape questions, meth-
ods, and findings; they also can involve older adults playing the role of
researcher in the process. This role has not received the attention that it
warrants, but it does receive this attention in older adult-led health pro-
motion.
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Ethical Dilemmas and

Health Promotion with
Older Adults

“‘Health for all,” the universal vision that has guided health promotion
efforts for the past two decades . . . envisages the attainment of a health
level that permits all people to lead socially and economically produc-
tive lives. Yet we continue to live in a world with enormous health
disparities.”

(Marks & Shive, 2007, p. 28).

Social interventions are predicated upon decisions and alternatives that
influence people; they necessitate value judgments to be exercised
on what is perceived to be the “proper ethical” course of action that
individuals and society must undertake. There is certainly a moral or
philosophical basis to this form of decision making. In the case of health
promotion, this judgment relates to what constitutes health and what
are the “best” avenues to take to maintain it and rectify ill health when
present (Naidoo & Wills, 2000). This perspective raises the importance of
ethics and ethical dilemmas involving health promotion in general, and
particularly when discussing marginalized older adults (Cribb & Duncan,
2002). The question at the heart of any ethical stance should be, “is what
the field is promoting the ‘best’ that can be provided?” If the answer is
no, then a series of ethical challenges can be levied that will challenge the
very foundation upon which health promotion stands.

As the field of health promotion has gained national and international
prominence, there has been a corresponding call for the introduction and
greater prominence of ethics and ethical decision making into the field. The
emergence of the Internet as a major source of information on self-care, for

175
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example, represents one of the latest advances in the field. However, with
it there is a corresponding concern about the quality of health information
that is available and the ethical issues this raises for those practicing self-
care (Castiel, 2003). The emergence of technology and new ways of looking
at health bring with it questions about ethics and ethical conduct, and this
questioning is to be expected and encouraged across all facets of health
promotion, including to what extent the ultimate beneficiaries of health
promotion are playing a decision-making role.

In 2007, there was what might be arguably the first international con-
ference specifically devoted to ethics and health promotion. “Setting an
Ethical Agenda for Health Promotion” brought together an interdisciplin-
ary gathering of academics and practitioners to examine the major ethical
issues confronting the field and setting an agenda for better preparing
the field to tackle these issues (Ghent University, 2007). This conference
probably marks the first of countless other conferences to follow regard-
ing health promotion and ethics and the need for all sectors, including
consumers, to be a part of these types of deliberations.

The call for the recognition of ethics to play a more prominent and in-
tegral role in health promotion has been the result of concerns from the
field, academia, and consumers about how ethical conduct must be sys-
tematically addressed as part of any aspect of health promotion practice
and research. Coughlin (2006b, p. 827) for example, raises the constructs
of hope and hopefulness applied to the area of ethics and health, with
important implications for older adults who may be dying: “Although
instilling false hope should be avoided, considerations of hope and hope-
fulness should figure more prominently in ethics frameworks and other
conceptual models of public health practice. Sustaining or fostering hope
among people and communities is consistent with the virtuous conduct
of public health.” Hope, as a result, enters into health care in a variety of
ways that have ethical implications for social interventions such as health
promotion (Simpson, 2004).

A number of important perspectives have recently emerged regard-
ing ethics and health promotion. Marks and Shive (2007) have raised
concerns about the existence and persistence of health inequalities in
societies that have the requisite resources to eliminate these inequalities.
Lewis (2001), in turn, uplifts the importance of definitions of “health” and
“disease” in helping in ethical deliberations. Resnick (2007) notes that
most of the attention in bioethics and health promotion has focused on
society’s obligations to provide health care. However, greater attention
needs to be placed on strategies for addressing other dimensions related
to health such as lifestyles. Lifestyles wield a tremendous influence on
health, raising the importance of a social-economic perspective on ethics
and health promotion. There certainly are no aspects of health promotion
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that are exempt from ethical decision making. Pauline, Pauline, Johnson,
and Gamble (2006), for example, address the role of ethics and ethical
issues related to exercise and health promotion, a topic that is generally
not associated with ethics. Thus, there is no form of health promotion that
does not touch upon some aspect of ethics and decision making.

VALUES AND ETHICAL DECISION MAKING

There is general agreement that any discussion of ethics and health
must first require a discussion on what values underpin ethical decision
making. Values such as freedom (autonomy), doing good (beneficence),
doing no harm (nonmalfeasance), fairness (social and economic justice),
and being true/honest (fidelity), for example, will quickly find their way
into any serious discussion of ethics and health promotion (Castiel, 2003;
MacDonald, 1998; O’Neill, 2002). These values, however, do not exist in a
social vacuum, and this why ethical decision making is arduous: some of
these values may conflict with each other from an institutional or practi-
tioner point of view. Further, none of these values is more important than
the others. These values, in addition, need to be grounded with a cultural
context, increasing the importance of relativity depending upon the eth-
nic or racial group adhering to these values. Not surprisingly, these val-
ues do not share universal meaning and acceptance, and as a result, will
engender great discussion and debate.

Minkler (2000), in addressing key values that wield tremendous influ-
ence in this nation, raises the challenges that they present to health pro-
motion in its quest to embrace an expanded vision for the field:

The dominant American self-image stressing individualism, self-reliance,
and progress, and the “ethical individualism” to which it predisposes us
makes our starting point on the road to a broader approach to health promo-
tion a difficult one indeed . . . the time is ripe for considering broadening the
ways in which we think about and approach health promotion (p. 372).

Ethical decision making, in essence, cannot be separated from the basic
values that guide this nation and society, and as a result, the field of
health promotion. The recent emergence of a journal titled Public Health
Ethics (Oxford University Press) represents an example of how ethics has
been elevated in importance in the field.

Ethics and ethical decision making and older adults have received
increased attention in the health field. End-of-life care, for example,
has probably generated the greatest discussion and scholarly attention
regarding older adults (Raybould & Adler, 2006). Values pertaining to
autonomy and informed consent, for example, often figure prominently
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in health care at this stage of life. Nevertheless, values based on autonomy
and self-determination, like other values, are culture bound and often
reflect an ethnocentric perspective that stresses individualization and less
family and community-centered considerations.

Raphael (2000, p. 365) summed up quite nicely the value and impor-
tance of health promotion that integrates ethical principles: “There can
be no better argument for health promoters to justify their activities than
to state that not only is health promotion an ethical and principled dis-
cipline, but it is because of its value-based approach that it is effective.”
Thus, the clearer and more explicit the field is about the values that un-
derlie urban-based older adult-led health promotion practice, the easier it
will be to articulate the findings of these efforts.

Cribb and Duncan (2002) make the case for the importance of the field to
systematically engage in debates about ethics and health promotion. The
process of debating raises the likelihood that ethical decision making will
be elevated to the point where ethics is discussed on a routine basis and
integrated into everyday practice rather than relegated to special trainings
and when circumstances dictate that time is set aside to address an ethical
dilemma. Callahan and Jennings (2002), however, touch upon many of the
challenges facing the field, including the importance of teaching ethics to
professionals. The field of public health cannot take a perspective that is
precise, particularly when it embraces a participatory approach toward re-
search and program decision making, as noted throughout earlier portions
of this book. However, many of the issues the field addresses do not lend
themselves to this way of thinking about health and interventions.

ETHICS IN AN URBAN CONTEXT

It is impossible to examine health promotion and ethics without taking into
consideration the context in which it occurs. A number of scholars in the
fields of public health and health promotion have examined ethics, in this
case bioethics, within an urban context. Blustein and Fleischman (2004) note
that urban bioethics differs from traditional bioethics in two key ways:

(1) examine[s] value concerns in a multicultural context, including issues re-
lated to equity and disparity, and public health concerns that may highlight
conflict between individual rights and the public good, and (2) broaden(s]
its primary focus on individual self-determination and respect for autonomy
to include examination of the interests of family, community, and society (p.
1199).

This grounding within an urban context effectively opens ethics and ethi-
cal decision making to take into account themes of diversity, density, and
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complexity, which are often associated with urban living, and brings into
any dialogue the importance of a social justice grounding and how the
field must not shy away from such a sociopolitical perspective.

Fleischman and Barondess (2004) observe that the increased mortality
among the urban poor has less to do with violence and substance abuse
and more to do with diseases such as asthma, cardiovascular disease, dia-
betes, and kidney disease. The causes of these diseases have a great deal
to do with racism, classism, and the lack of quality health care. As a result,
these causes cannot be ignored in any meaningful discussion of ethics and
health promotion. Health promotion interventions that ignore these causes
of illness, in effect, can and should be questioned on ethical grounds.

Galea and Vlahov (2005, p. 341) pose provocative questions concern-
ing health within an urban context, with implications for ethical decision
making: “What then is urban health, and why should we concern our-
selves with urban health as a specific subject of inquiry?” The responses
to these two questions will undoubtedly vary from health promoter to
health promoter and setting to setting. Nevertheless, regardless of the
response, there is no denying that urban context profoundly shapes the
health of city residents, and no more so than when discussing the most
undervalued residents such as low-wealth/low-income older adults of
color. Urban areas bring with them density, diversity, and complexity
of living, and these three dimensions must be taken into account in any
discussion of health promotion and ethics (Vlahov et al., 2007). Urban
areas differ dramatically from rural areas of the country, and these differ-
ences get manifested in a multitude of ways. This geographical context,
however, is further expressed when the population groups also differ
dramatically based upon race and ethnicity.

The broad expanse of health promotion has necessitated that ethics and
ethical decision making be taken out of a narrow focus on individuals and
applied to more ecological environments. The influence of coalitions in
urban-focused health promotion, for example, is a result of the shift that
the field has experienced that has emphasized an ecological perspective
on community and population groups. Wilken and Walker (2003), as a
result, propose a ten-step decision making model that helps the field of
health promotion in ethical decision making, in response to this need
to view ethics beyond a focus on individuals. Adams and White (2005),
however, raise a series of ethical concerns when a populations approach
puts the health of easily identifiable individuals at risk.

The diversity found within urban areas in the United States must natu-
rally weigh heavily on how ethics and ethical decision making gets con-
ceptualized and carried out on a daily basis in health promotion programs
targeting undervalued groups. Krumeich, Weijts, Reddy, and Meijer-Weitz
(2001) stress the risk of ethnocentrism in undermining health promotion
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efforts targeting society’s nondominant groups. The biases that emerge
from an ethnocentric approach toward how health is defined and interven-
tions conceptualized accordingly raise ethical issues for the field. Cultural
bias is undeniable in any form of social intervention, and health promotion
is certainly no exception. An ethical perspective, however, must enter into
any dialogue about what is best for a population group that may not share
a dominant worldview.

HEALTH PROMOTION ETHICS AND OLDER ADULTS

Health promotion’s reach into specific population subgroups such as
those who are youth, urban, low income/low wealth, and older adults,
for example, has resulted in a realization that these and other population
groups pose universal, as well as unique, ethical challenges for the field.
Health promotion with older adults, for example, presents the field with
a unique set of challenges or ethical dilemmas that can fall into many dif-
ferent categories or groupings. However, cultural bias against older adults
from nondominant backgrounds such as those found in urban areas of the
country that are low wealth/low income severely limits the effectiveness of
health promotion (Bennett & Flaherty-Robb, 2003). The disconnect it causes
regarding trust and communication, for example, often represents but the
tip of the iceberg, so to speak, in barriers to effective health promotion.

There is a consensus that health promotion practice is complex and
necessitates balancing scientific knowledge and participatory policy mak-
ing, creating ethical dilemmas and a need for systematic ethical decision
making (Weed & McKeown, 2003). Some of these ethical dilemmas are
inherent in any type of health promotion effort, as already noted. How-
ever, some are very unique to the population group being addressed,
as is in the case of low-wealth/low-income urban older adults of color.
These older adults have significant barriers to overcome in achieving a
healthy state of being. Consequently, extraordinary and innovative efforts
must be carried out. Nevertheless, in the process of doing so, they both
encounter and create ethical dilemmas for the field of health promotion
that cannot be ignored.

Bennett and Flaherty-Robb (2003) conceptualize four issues affecting
the health of older adults with implications for ethics and health promo-
tion: (1) lack of resources, (2) scarcity of providers, (3) financial barriers,
and (4) cultural barriers and biases. Each of these areas in isolation and
in combination with each other is very applicable to urban-based, low-
income/low-resource older adults. Ethics and ethical decision making,
in turn, can also be viewed from each of these perspectives, providing
the field a framework from which to better address ethical dilemmas and
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older adults. The four issues identified above share the need for the field
to address discrimination as a central part of any intervention regarding
marginalized older adults.

Coughlin (2006a), in an extensive review of the literature on ethical is-
sues in epidemiologic research and public health practice such as health
promotion, argues for the importance of the field paying greater atten-
tion to ethical issues in order to facilitate planning, implementation, and
development of programs and research. Coughlin (2006a) goes on to dif-
ferentiate between public health and medical ethics because the former
has, among other differences, a broad emphasis that involves ethical and
social issues such as those found in most forms of health promotion.

A focus on groups rather than individuals brings with it a perspective
on ethics that generally stresses utilitarian decision making, such as the
importance of aggregate or collective benefits to communities. Utilitarian
theories that actively seek to incorporate principles of social and eco-
nomic justice, as in the case of older adult-led health promotion, represent
a natural way of viewing ethics and ethical decision making and cast this
form of health promotion within a social backdrop that takes into con-
sideration all of the forces that impinge on older adult health, including
those that fall into a social justice viewpoint. Schroeder (2007), however,
argues for a broader context beyond social justice as an ethical framework
for health promotion and public health because reliance on this perspec-
tive is too narrow in focus and casts a multitude of factors that simply are
not related to social justice into this category, thereby simplifying a very
complex topic.

Hendricks, Hendricks, Webb, Davis, and Spencer-Morgan (2005) ad-
vance the notion that the field of health care has an ethical mandate to
foster self-efficacy as part of its mission, although it brings with it a host
of challenges. Older adult-led health promotion, too, seeks to foster self-
efficacy, or empowerment, as a central goal. Hendricks and colleagues
(2005) note:

The continuous ethical challenge for health care providers, health promo-
tion advocates and researchers is to remain mindful of the complexity of the
opportunity to empower others, the privilege to improve the quality of life
for others and the responsibility to remain true to the ethical principles at all
times. Consideration of self-efficacy as an ethical mandate remains a vital
element within health promotion practice and research (p. 1).

Consequently, practitioners who subscribe to this viewpoint have ethical
obligations that can well be met through consumer-led health promotion
efforts.

Lifestyle preferences bring an added and controversial perspective to
health promotion and ethics, and unlike the issues raised with youth,
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older adults can engage in a wide variety of legal activities such as smok-
ing, drinking, and gambling, for example. These activities, however, as
already addressed in chapter 4, bring to the fore the role of responsibility
and preferences to the field, and ethical challenges as a result. These and
other activities can, and often do, have profound health consequences for
older adults.

_

The field of health promotion has steadily made progress in introducing
the subject of ethics as an integral part of the field. The subject of ethics,
as a result, is no longer marginalized to the fringes of the field, although
critics would argue that much more work in this area needs to transpire,
particularly when addressing marginalized or undervalued groups in
society. Bringing ethics and ethical decision making into a prominent
part of any health promotion discussion is bound to cause tension and re-
duce the speed of any conceptualization and implementation of a project.
However, this deliberation also helps to ensure that older adults of color
are not relegated to second- or third-class status when discussing their
rights and the benefits of participating in an intervention such as health
promotion.

As this field continues to grow in importance and as health promotion
ventures into generally unchartered waters involving new arenas, popu-
lation groups, strategies, techniques, and settings, ethics will also evolve
in helping the field navigate through turbulent waters. Ethics and ethical
decision making specifically focused on older adults who are marginal-
ized in this society will uplift universal ethical dilemmas associated with
social interventions and undervalued groups. However, unique sets of
ethical dilemmas will also appear regarding older adults.

The ethical dilemmas that were raised in this chapter, and the chal-
lenges that they pose for health promotion, can best be considered a start-
ing point that will eventually evolve into the need for an entire book on
the subject matter. Probably nothing less than a book can be considered
satisfactory on a topic of such importance for the field of health promo-
tion. Further, ethics and ethical decision making do not belong to any one
group or arena, necessitating that all facets of the field of health promo-
tion come together to develop and enforce ethical conduct by practitio-
ners and academics alike.



SECTION 4:
REFLECTIONS FROM
THE FIELD

“Towns and cities should consider organizing large-scale, volunteer-
based efforts that reach out to various sectors of their community in
an inclusive way to identify and respond to the community’s most
pressing problems. The success of such efforts—involving individuals
of all ages—is likely to depend on a leadership cadre of volunteers who
are prepared to make it their principal activity. Once initiatives are de-
signed with broad input, leaders can offer other volunteers a continuum
of opportunities for involvement, ranging from episodic to regular and
from causal to intensive.”

(Center for Health Communication Harvard School of
Public Health, 2006, pp. 3-4)
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Case Study

“We must embark on a major marketing effort communicating that the
aging of America is a great opportunity for individuals and society, a
massive call to action that replaces the long-standing message that older

adults are superfluous . . . with one that conveys to these individuals
that they are not only needed but also have an essential contribution to
make.”

(Freedman, 1999, p. 233)

reedman’s quote sounds a call to action that effectively changes para-

digms for how society views older adults and, in effect, how it needs
to view the aging process. Such a call is nothing short of revolutionary in
nature; make no mistake about it. There is little dispute that there often
exists a formidable divide, or barrier, between the world of theory and
academics and the world of practice. This lacuna has played a significant
role in keeping fields from achieving their maximum potential since these
two worlds must come together in order for practice to advance. The
fields of gerontology and health promotion are certainly no exception.
The emergence of the concept of “translation” has captured the impor-
tance of research findings being translated into practice in a timely and
practitioner-friendly manner (Best et al., 2003; Oldenburg, Sallis, French,
& Owen, 1999).

As noted throughout earlier portions of this book, concerns have been
raised about how health promotion theory and research have been too
slow in achieving this worthwhile goal. Case studies, however, have often
served as field-based examples that lend themselves to translating theory
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and research findings into practice in a timely and effective manner. Some
readers may even go so far as to start reading a case study in a book be-
fore reading all of the material leading up to this practice illustration. In
these instances, the reader misses important foundation material leading
up to the case study because of fears that the theory and research findings,
particularly statistics, simply do not have relevance to their particular cir-
cumstance or situation. Most importantly, it also reflects a critical discon-
nect between academia and the practice world that effectively limits the
field of health promotion from making significant inroads into marginal-
ized urban communities and integrating cultural beliefs and attitudes that
have historically been alien to this society and the field.

CASE STUDIES AND PRACTICE

Case studies have historically enjoyed a special place in the field of prac-
tice and continue to do so now. Case presentations, for example, are often
utilized in the field as a mechanism for teaching and provision of consul-
tation to organizational staff, and as a means of increasing the relevance
of time spent on staff development. From an academic perspective, case
studies have not enjoyed this appeal because of the interplay of a variety
of key factors, particularly related to the generality of the findings. This
limitation notwithstanding, case studies offer both academics and practi-
tioners a domain where these two separate worlds can meet.

Case studies, however, have enjoyed some degree of acceptance in
academic circles because of the “user-friendly” nature of the content be-
ing addressed. In essence, case studies facilitate translation of research
into practice. This accomplishment takes on added significance in fields
where social interventions are considered important. Case studies, as a
result, are a mechanism or tool that can effectively weave together theory,
research findings, and practical knowledge in a manner that is much
more easily consumed by practitioners, although their value can also
apply to consumers. Further, they serve as excellent teaching tools in the
classroom. Thus, the reader can certainly appreciate why a case study has
a prominent place in this book.

CASE SELECTION RATIONALE

There are tremendous amounts of considerations in the selection of a case
study. The case must be significant for illustrating a particular concept or
set of concepts; the availability of written documentation often facilitates
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the writing of a case study because it reduces the amount of time that goes
into “recreating” history; the willingness of the participants to engage in
dialogue is often a hindrance, particularly in cases where there is suspi-
cion about academics; costs can be prohibitive; and finally, even though
a case is particularly exciting for an author, that does not mean that this
excitement is automatically translated into excitement for the reader. In
essence, selection of case studies is both an art and a science, and like
any subject that encompasses both of these spheres, there is considerable
“wiggle room” in the selection process.

As a general rule, I always include a series of case studies in the books
that I write. Such a goal is quite rewarding because it requires me to ven-
ture out into the field in an attempt to make a book as relevant and reader-
friendly as possible. However, I often struggle with finding the “perfect”
formula for presenting case studies in a book. A principal struggle often
centers on the number of cases selected for inclusion. Presenting multiple
cases provides the reader with an opportunity to examine theory and
practice from a variety of perspectives and settings. This enriches a book
because it allows an author to highlight the breadth of a field. However, in
doing so, depth is often sacrificed for breadth. Presenting one case study,
in turn, allows an author to provide a wealth of information and allows a
reader a chance to fully appreciate the multitude and magnitude of factors
or circumstances, as well as the context of the case being presented. How-
ever, the breadth of a field is sacrificed in the process.

I have elected to go the route of selecting one case study to highlight
in this book. The significance of the case that was ultimately selected will
not be lost on the reader. The wealth of written information and evalua-
tion data combined with the cooperation of the participating parties, even
though they were almost halfway around the world in Australia, made
the decision easy to make. As the reader will see, the Older Women's Net-
work (OWN) provides richness in detail, and their perspective on health
and wellness within a social and economic justice context brings attention
to the plight of women as they enter old age.

Although every effort was made to find a case study of an urban-based
older adult-led health promotion program in the United States, I was not
successful in doing so. In fact, I had to leave the country and hemisphere
to find an older adult-led health promotion program that provided the
necessary richness in history, structure, and documentation for inclu-
sion in this book. Mind you, this is not to say that there are no such type
programs in the United States that were equally worthy of this attention,
because there no doubt certainly are. Unfortunately, I could not find one.
Nevertheless, the selection of OWN for this book, I am confident that the
reader will agree, is quite special.
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OLDER WOMEN’'S NETWORK,
NEW SOUTH WALES, AUSTRALIA

History/Rationale for Establishment

The birth of OWN can be traced back over twenty years (1986) as an indig-
enous effort to develop a support group for and by older women. OWN
was originally established in New South Wales, Australia. New South
Wales is Australia’s most populated state with almost seven million inhab-
itants. Sydney is the capital, with almost 63 percent of the state’s popula-
tion calling it home. The impetus for the development of this organization
was the self-help movement and its potential to enrich the lives of older
adult women and their communities. Like other self-help movements, it
actively sought to empower participants and challenged stereotypes of
older adults and their capabilities to effect change in their lives and their
surrounding world. Self-help groups such as OWN undergo an evolution
in how the group or organization views itself and its relationship to the
external world. However, it never loses sight of the impetus for its estab-
lishment.

Mission

The Older Women’s Network mission statement provides the reader
with a vision of the organization’s values and purpose (Older Women’s
Network, 2006b):

The Older Women’s Network (OWN) works to achieve a caring society in
which older and midlife women have the opportunity to live in security and
with dignity; to participate in the choices affecting their lives; to give mutual
support and share creative interests and activities; and to realize their poten-
tial. OWN is a VOICE for older and midlife women in our changing, diverse
[Australian] society; one which changes discrimination on the basis of age,
gender, sexual orientation, race, ethnic origin, religion or disability. OWN is
an EDUCATIONAL ORGANIZATION which embraces a feminist perspec-
tive in order to empower women to overcome injustices and inequities in the
home, in the workplace and in the large society.

This mission statement provides a socioecological perspective that ad-
dresses the key barriers that older women often face in seeking wellness,
as well as the multiple levels of discrimination that older women who are
not white or heterosexual face in having their needs met in society in a
manner that is reaffirming of their identity. The importance of empow-
erment in achieving a healthy state of being, as addressed throughout
early portions of this book, is critical in shaping how participants view
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the organization and, in this case, the role of gender and how older adult
women are undervalued and stereotyped by society. This sociopolitical
context cannot and should not be ignored by older women if they wish to
seek to maintain an identity that is affirming and brings hope of a state of
well-being that takes into account their unique circumstances in society.
A feminist and social justice perspective effectively grounds all facets of
how health is defined and successfully addressed in a society that consis-
tently marginalizes women, particularly those who are older adults.

OWN Definition of Health

The definition of health that follows effectively serves to ground the
OWN mission within a broad and multifaceted understanding of health,
or wellness, which is social, cultural, economic, and political in nature,
and highlights this from a gender, or feminist, perspective. OWN’s defini-
tion of what constitutes health captures how health is defined in this book
quite eloquently, as noted in chapter 5 (Pinn et al., 2006):

The OWN Model of Wellness is a concept of health promotion designed by
older women for older women to increase and develop the wellness of older
women. Wellness emphasizes lifestyle and well-being rather than illness.
The aim of wellness activities is to give back to older women a sense that
they can live with fullness and richness in their life. Wellness is about having
a balance between the physical, emotional, social, intellectual, and spiritual
aspects of life. It implies a positive attitude, strength of mind, and captures
the essence of women participating, playing, acting, working, contributing
to and enjoying life (p. 5).

The multifaceted perspective on defining wellness, or health, reinforces
the central tenets of OWN and reinforces many of the key themes raised
throughout this book on the need for older adult health promotion to
ground interventions based upon how older adults view and define the
meaning of health. It is no mistake that OWN'’s embrace of an ecological
view of health grounds this definition within a social and economic con-
text, and how ecology influences health and provision of quality care. The
introduction of spirituality into this definition reflects a growing trend in
the field of gerontology and stresses the need for a definition of health
that goes far beyond the traditional boundaries associated with a medical
definition of health.

Guiding Principles

OWN’s eleven guiding principles cover a wide range of areas and serve
to both embrace and express a core set of values and beliefs that guide
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the organization’s activities and empower participants. These guiding
principles bear a tremendous resemblance to the older adult-led prin-
ciples identified in chapter 6. The guiding principles that follow are well
grounded within the existing literature on social and economic justice
and ecologically focused health promotion (Older Women’s Network,
2006b):

1.

Recognition of Older Women: Older women have the right to be valued
and recognized for their contribution to the political, social, and cultural
areas of life. Older women should have the opportunity to participate in
all aspects of decision making that could affect their well-being.

. Our Environment: The Older Women’s Network understands that the

environment is not just a physical issue. The environment is an all-
encompassing concept that influences, and is influenced by, economic,
social, cultural, and psychological factors such as housing, transport,
health, social justice, education, and the mass media.

. Health: Health is more than just the absence of disease. Health also in-

cludes a personal sense of well-being. Socioeconomic, emotional, social,
cultural, and physical factors influence health and well-being. The Older
Women'’s Network believes that priority must be given to the mainte-
nance of health and the prevention of illness.

. Violence and Abuse: The Older Women’s Network believes that free-

dom from violence and abuse is a basic human right. Violence and abuse
includes: neglect; physical assault; psychological, emotional, and verbal
abuse; sexual assault and abuse; financial and economic exploitation;
and social abuse.

. Home, Community, and Residential Care: The rights of older women

to define their own needs and to choose appropriate care and support
services are essential to their dignity and well-being.

. Discrimination: The Older Women’s Network is committed to the

elimination of all forms of discrimination but particularly discrimination
based on age, gender, and race.

. Transport: Affordable and accessible public and private transport is

essential for older women to maintain their independence and to avoid
social isolation.

. Education: Older women learn and develop a wide range of skills

throughout their lives. It is vital that older women have access to learn-
ing activities that enable them to keep pace with change to enhance self-
fulfillment and to continue their contribution to community life.

. Income Security: The Older Women’s Network recognizes that a major-

ity of women throughout their lives are disadvantaged in making provi-
sion for their financial security in later life. In addition, government poli-
cies can impact adversely on the incomes of older women. To maintain
quality of life, health, and well-being, it is vital that older women have a
base of retirement income that is adequate to their needs.
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10. Housing: Older women have a right to safe, secure, appropriate, and
affordable accommodation.

11. Carers: The Older Women’s Network recognizes the importance of ongo-
ing support services that address a variety of needs an[d] issues relevant to
voluntary carers’ lifestyles and particular needs. These include adequate
financial assistance, access to quality respite care, information, education
and training, emotional support, and community involvement.

The eleven principles outlined above provide the reader with a com-
prehensive understanding of how the health of one older adult group, in
this case one that is female, can encompass social, economic, political, and
psychological dimensions. In addition, these principles reflect a keen un-
derstanding of how social and economic justice forces have shaped how
older adult women have seen their state of health compromised by social
and economic environmental factors. Each of these principles addresses a
particular aspect of health, but when combined, they provide a powerful
view of how health must be defined and addressed by society when spe-
cifically focusing on a marginalized group such as older women.

OWN Management

OWN’s self-help philosophy wields a tremendous amount of influence
on how the program gets managed on a day-to-day basis. In 2007, twenty
groups or chapters, each with a volunteer coordinator serving an elected
term of office, comprised OWN NSW (New South Wales). OWN NSW,
in turn, is managed by a team of thirteen members, six of whom are from
outside of the metropolitan area. Day-to-day coordination is done by a
coordinator group that is composed of three members from the manage-
ment team. Participatory democracy principles guide the selection of
managers and their decision-making process and actively seek to broaden
leadership opportunities.

Membership

Membership characteristics, not surprisingly, vary considerably according
to the location of OWN’s Wellness group or center. The most diverse center
had a membership of 57 percent with cultural and linguistic backgrounds
other than white. The average age of members also differed, with one cen-
ter having an average age of 78 for its members. OWN activities, as a result,
are available in a variety of languages such as English, Arabic, Greek, and
Vietnamese, for example. One center, for example, found that over half (52
percent) of its members spoke a language other than English at home.
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Programming and Activities

The importance of programming being flexible, consumer driven, and
sensitive to socioecological forces has been stressed throughout this book,
particularly in chapters 5 and 6. OWN’s Wellness programming or ser-
vices to older adult women are characterized by flexibility in level and
type of participation. Wellness groups are formed around a variety of
consumer-driven activities, most notably physical movement; film discus-
sion groups; health information sharing; group discussion of a variety of
subjects, speakers, creative opportunities, and structured social relations.
Activities such as attendance at rotating different local restaurants; cruises;
quilting; bingo; African drumming; music concerts; anniversary group
celebrations; celebrations of International Woman’s Day and Mother’s
Day; community tours of radio stations, town halls, libraries, and botanical
gardens; support groups for cancer survivors and those with depression
or anxiety; swimming; aqua-aerobics; tai chi; feldenkrais; drumming; danc-
ing; and singing typify physical activities that cater to different participant
interests and abilities. Media coverage is important as a means of both
increasing the visibility of OWN to attract new members as well as increas-
ing public awareness and support of organizational activities.

Participants also can take part in lunch and coffee exchanges. Social
opportunities, in addition, transpire during the planning of events and
activities outside of the group such as movies, theater, and worship ser-
vices. Participants can engage in any of the above planned activities or as
many as they feel comfortable doing or as their schedules permit. It is not
unusual, for example, to have new members start with one activity and,
as they increase their comfort level, expand to include other activities and
possibly positions of leadership.

OWN also publishes a monthly newsletter titled OWN Matters, which is
available in paper form as well as online through OWN’s web page. This
newsletter provides OWN with an opportunity to share with members
and those outside of the organization information regarding projects,
activities, and schedules. It also provides members with a venue to share
narratives, poems, and stories. One section titled “OWN Advocacy”
shares reports and information on social activism undertaken by OWN on
behalf of women and health. An annual conference is held that members
from all OWN groups to attend.

Civic engagement opportunities, as addressed in chapter 3, can also
take on a variety of manifestations, with OWN members engaging in local
politics, speaking at conferences, assuming membership on boards and on
the management team, reflecting well on members progressively increas-
ing the nature and extent of their participation. Social activism represents a
natural extension of civic participation and empowerment and the embrace
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of a socioecological view of health (Pinn et al., 2006, p. 59): “For many their
activism began with their Wellness group. They were concerned with more
than their own wellness and were advocates for the wellness movement
and for securing the sustainability of groups by obtaining funding. They
were advocating the need for more government support, to maintain what
exists and to expand Wellness groups and activities.” This activism, how-
ever, also extended beyond the confines of Wellness groups and encom-
passed community health-related issues and concerns.

There has been a concerted effort to expand the traditional base of
membership. Although OWN is composed of older adult women, the or-
ganization has established a Younger Older Women’s Group for members
as young as fifty years of age in an attempt to provide support for women
in this age grouping. The Aboriginal Support Circle (ASC) represents a
major initiative on the part of OWN to address the needs of women of
color. This diversity initiative/programming was established in 1994.

A socioecological perspective toward health and health promotion
requires a deep understanding of the origins and causes of health dis-
parities. ASC’s origins are based upon an understanding of the deleteri-
ous consequences of social and economic injustices perpetuated by the
“invasion of Australia by white people [and how] the indigenous people
of Australia have been subjected to seizure of their land, attempted
genocide, loss of diversity, persecution and gross discrimination”(OWN,
2006a, p. 2.) The ostracism of Aboriginals, like the experiences of people
of color in the United States, has resulted in health and social inequalities.
Greater awareness of Aboriginal history, customs, and cultures repre-
sents an initial and important step toward achieving reconciliation and
wellness.

The aims of the ASC are as follows (OWN, 2006a):

The overall aim of the OWN Aboriginal Support Circle is to study Aborigi-
nal history, customs and culture with a view to extending this knowledge
to family and friends so that a better appreciation of Australian indigenous
people will be gained. Our specific aim is to use this knowledge and under-
standing to cultivate a better relationship and friendship with older Aborigi-
nal women so that we can work together to add value to the lives of older
women in Australia (p. 1-2).

ASC activities are multifaceted:

use of Aboriginal women as guest speakers
participation in reconciliation events

visits to Aboriginal communities

organized trips to important Aboriginal sites

LN =
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attendance at cultural Aboriginal events

participation in events sponsored by the Council for Reconciliation

use of music, poetry, and humor to convey serious messages

monitoring of discriminatory practices by media and in policy

documents

9. undertaking research to enable members to understand broader

issues

10. supporting Aboriginal organizations through attendance at meet-
ings and rallies and lobbying on behalf of Aboriginal people

11. supporting Aboriginal organizations and events with financial

contributions

® N oG

These activities address the importance of increasing public awareness
of the plight of Aboriginal women, but they also encourage advocacy on
behalf of and social action involving Aboriginal people.

Funding

The challenge of finding funding sources that bring with them minimal
political and administrative “strings,” particularly documentation of
services demands, is a perennial challenge in Australia as well as other
countries throughout the world. Self-help efforts invariably function with
low budgets and, as a result, rely heavily upon volunteers and in-kind
contributions, and OWN’s funding base represents this position quite
well. OWN funding comes from a variety of sources such as membership
fees (these fees represent a very small percentage of the annual operating
budget), the NSW Department of Aging and Disability Department and
Wellness Project, and the NSW Department of Health. The City of Sydney
provides space for OWN in a variety of sites. Bequests are also solicited.
A shift toward “conventional” sources of funding, in turn, necessitates
greater emphasis on evaluation documentation to be provided that high-
lights the success of a program, as noted in the following section.

Evaluation

In the spirit of older adult empowerment, the Older Women’s Network
relied heavily upon a participatory approach toward evaluation of its
programs, and this entailed having organizational members play a central
role in all facets of the evaluation process. The evaluation was character-
ized as being with, rather than on or of, program participants, different
from conventional evaluations that do not actively involve the beneficia-
ries of the services in decision-making roles.
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1. Main Focus of Evaluation and Coordinating Team: The evaluation
of OWN focused on three critical programmatic themes (Pinn et al.,
2006, p. 21): “the wellness groups and their activities, what wellness
means to the participants, and personal stories of developing well-
ness.” These three areas of focus provided both process and outcome
data that not only served to gather data on program performance
but also empowered participants in the process.

The coordinating evaluation team consisted of fourteen members
(twelve women and two men), with older women program partici-
pants consisting of half (seven members) of the team. The remaining
team members consisted of five health professionals and two uni-
versity researchers. Evaluation fulfilled a variety of key functions in
addition to providing data on the success of the Wellness groups.
Evaluation also served as an empowering mechanism for OWN
women to take greater control over their own destinies within and
outside of their participation in the program.

2. Training and Support of Participants: A participatory evaluation
undertaking usually involves a large number of program partici-
pants to fulfill a wide range of roles, and the OWN evaluation was
no exception. This necessitated that careful planning and requisite
resources be devoted to preparing participants to play active and
meaningful roles in the evaluation effort. Evaluation staff consisted
of twenty program participants and health professionals.

The training covered a two-day period and addressed the follow-
ing (Pinn et al., 2006, p. 21): “Provide an overview of story harvest-
ing as an approach to evaluation; allow for collective design of the
guiding questions to be used in harvesting stories; provide an oppor-
tunity to learn about, and practice, semi-structured interviewing and
the facilitation of group storytelling; and allow people to understand
the application of ethics to this form of evaluation.” Harvesting of
stories was undertaken through one of four approaches to maximize
flexibility in older women telling their stories in a manner that best
suited their individual talents:

i. a recorded conversational approach based on a one-to-one for-
mat utilizing semi-structured interviews
ii. recorded group discussions
iii. use of creative methods such as poetry, painting, songwriting,
and collages
iv. use of e-mail and other written forms of expression for those
who preferred to share their stories while alone

This flexibility in approaches touched upon an important theme related
to older adult-led health promotion by recognizing the myriad of ways
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that older adults communicate their perspective on health based upon
their cultural backgrounds and how they, in turn, conceptualize health. In-
terestingly, only two participants submitted visual expressions and three
submitted poems. Nevertheless, the option of utilizing unconventional
approaches to eliciting responses is important in all facets of older adult-
led health promotion, including evaluation. A willingness to explore in-
novative approaches is exciting, and this is contagious and opens up new
venues for data gathering that is highly sensitive to contextual setting.

Training also emphasized ethical conduct and decision making, includ-
ing the use of a consent form, protection of data, confidentiality and ano-
nymity of the participant stories used to illustrate key themes, and review
of the evaluation process by an institutional review board (Sydney Health
Ethics Committee). Ethical considerations, as a result, were an integral
part of the evaluation effort and stressed participation and decision mak-
ing on the part of participants.

3. Data Analysis: Analysis of data, too, followed a collaborative and
participatory process by actively engaging older adult participants
playing a role in all facets of data coding and analysis over a two-
month period. The analysis uncovered seven key themes. Each
theme that follows, in turn, was manifested along social, emotional,
physical, mental, spiritual, skill, and participatory dimensions, tak-
ing into account an emphasis on empowerment principles (Pinn et
al., 2006, pp. 77-83):

i. Wellness groups provide a gateway for older women'’s journeys
into wellness.
ii. Wellness activities enable women to challenge stereotypes of
older women.
iii. Wellness groups’ culture of acceptance and self-direction is cen-
tral to wellness.
iv. Support for lifelong learning is a vital aspect of wellness activi-
ties.
v. Social action, advocacy, and active citizenship develop through
wellness activities.
vi. Epiphanies lead to transformative understandings about well-
ness.
vii. Expressions of wellness are complex and often paradoxical.

The findings of OWN'’s evaluation effort reflect well on the organi-
zation’s attractiveness to participants’ operative reality as it pertains to
health in context. Further, the findings stressed the importance of lifelong
learning and the role it can play in helping participants better understand
and appreciate their abilities to learn, grow, and share in a collective and
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interdependent manner. Last, social activism has the potential to involve
participants along a continuum of activities that facilitate participation
according to the goals and comfort levels of members. Self-determination
is a powerful mechanism for engaging members and helping them deter-
mine their individual and group goals.

Future Plans

The future potential of OWN goes far beyond the original geographical
boundaries of Australia and the English-speaking world. The principles
upon which OWN is founded are universal with equal applicability to
other parts of the world. Thus, its potential for expansion across coun-
tries and hemispheres is limitless, particularly when it can adapt to local
circumstances.

It is fitting to end this section of the OWN case study with a quote by
Renate, an OWN evaluation team member talking about the promise
of collaborative research, and a central theme of this book (Pinn et al.,
2006):

I always wondered whether true collaborative research was somewhat of
a pipe dream. One could get close to it, but there had to be a little hint of
hierarchy. Now I know it can happen and I am so lucky to be part of it. The
miracle has happened on both sides—the fact that the bureaucrats, the aca-
demics and the consumers could be so completely and excitedly on the same
wavelength seems like the most amazing part of the experience (p. 30).

_

Case studies fulfill such important functions in bringing together theory
and practice. The case of OWN, I believe, does a wonderful job of il-
lustrating the potential of the field of older adult-led health promotion
to make significant contributions both nationally and internationally.
Further, it opens the door for other innovations such as older adult-led
research and community organizing, for example, which allow the field
to continue its reach into population subpockets that have suffered as a
result of a history of neglect, with health disparities being but one dimen-
sion of the consequences.

OWN has evolved over the years to encompass a more comprehensive
perspective on older adult women’s health and health promotion, and this
is clearly the mark of a successful program. Further, the program has not
been satisfied to rest on its accomplishments and has instead pushed the
boundaries of what constitutes an older adult health program, in the pro-
cess making important contributions to other consumer-led health program
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initiatives. Most importantly, OWN has shown the world (policy makers,
academics/researchers, and consumers) what is possible when health is
defined in a holistic fashion and interventions are conceptualized as broad
and multifaceted. Older adult-led health promotion involving collabora-
tion between consumers, practitioners, and academics is not only possible
but also highly recommended. An embrace of participatory democracy and
empowerment principles effectively serves as a bridge or Rosetta stone for
facilitating communication between different worlds, so to speak.

Finally, it is fitting to conclude this chapter and case study with a quote
from one of the OWN members (Pauline), since the organization is all
about and for its members (Pinn et al., 2006):

Even just the discussions we’ve had I've quite enjoyed. . . . I must admit now,
while it isn’t a physical activity, as far as I can see the communication skills
are just as much part of your physical [wellness]. They're more your spiritual
and emotional well-being—to hear what other people have to say, to hear
what their lives have been like as well. I think I value too the openness of
most of the women that I've met, the general acceptance (p. 36).

Older adult-led health promotion is about connectedness, empowerment,
and having a sense of purpose, and not just physical health or the absence
of disease and illness. Pauline’s observations of what OWN has meant to
her brings this important point to the fore, and it is one that must not be
forgotten by the field!
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Future Rewards and
Challenges for the Field

“Finally, the development of effective health promotion will require
health professionals with new skills. These skills include an ability to
analyze health problems at various levels of social organization, re-
frame health problems to engage diverse constituencies in the health
promotion process, advocate for policy change in the face of opposition
by special interests, and evaluate the success of health promotion inter-
ventions that seek changes in fundamental determinants.”

(Freudenberg, 2007, p. 2)

As is customary in my books, the final chapter provides me with
an opportunity to both reflect on key themes that emerged during
the writing of the book and raise important challenges that remain un-
addressed by the field and are, as a result, inherently tension producing.
There are tremendous opportunities as well as challenges for the field
of older adult-led health promotion. The rewards and challenges that
follow represent the most important ones facing the field. Of course,
they represent the views of just one individual and there are, no doubt,
countless other perspectives on what are the most pressing rewards and
challenges.

The Ottawa Charter for Health Promotion (1986) uplifts the value of a
healthy citizenry to a society.

Health is created and lived by people within the settings of their everyday

life; where they learn, work, play and love. Health is created by caring for
oneself and others, by being able to take decisions and have control over
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one’s life circumstances, and by ensuring that the society one lives in creates
conditions that allow the attainment of health by all its members (p. 3).

The rewards of health promotion for individuals, communities, and soci-
ety, are self-evident. However, reading the following challenges may re-
sult in feelings of hopelessness or even anxiety. The challenges, however,
must be viewed as opportunities for the field to make significant and
lasting strides in the future.

The eleven points that follow, I believe, uplift for dialogue the major
rewards and challenges facing the field of health promotion as it contem-
plates its future in the early part of the twenty-first century and how well
it will embrace or reject older adult-led interventions. The following is-
sues touch upon theoretical, social, economic, political, and methodologi-
cal forces that all converge to challenge the field of health promotion to
better address the needs of marginalized urban-based older adults, and to
do so in a manner that is participatory and empowering in the process.

1. Who Owns Health Promotion?

Clearly, no profession should “own” this field. The complexity of the field
has only increased this past decade, and there are no reasons to suspect
that it will stop in complexity in the next decade. This multidisciplinary
view of health promotion, when combined with a participatory set of
values and principles, means that a partnership between professions (aca-
demics as well as practitioners) and community, in this case older adults,
is not only necessary but critical in importance. The importance of health
in the lives of individuals and their communities is such that a nation
with a large proportion of its citizenship unhealthy is a nation in serious
decline globally. Further, the richness resulting from the interchange of
disciplines is simply not possible when one discipline dictates how health
promotion is conceptualized, implemented, and evaluated.

Rather than having a discipline/professional ownership discussion or
debate, it is recommended that we view this from a consumer perspective,
having older adults, in our case, decide who is able and willing to col-
laborate with them on health promotion. Mind you, I am not naive about
the political and funding importance of a particular discipline “owning”
health promotion. Prestige and resources are part of the important gains
that result from such ownership. Lobbying for funds is often one of the
critical functions of a profession. However, the community ultimately loses
in the case of low-wealth/low-income urban older adults. Their needs and
circumstances are great, and so are their assets. The type of health promo-
tion advocated for in this book necessitates a team/coalition approach
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that places older adults front and center in decision making. What better
goal is there than to decide who is allowed at the table to work with older
adults and to have these older adults set the agenda? Consumer-led health
promotion is just that—the ultimate beneficiaries decide who they want to
collaborate with, how, and when.

2. Evidence-Based Practice, but Whose Evidence?

Health promotion, older adult-led or otherwise, will need to come to
grips with the power of evidence in moving forward in the next decade.
Evidence-based practice has achieved incredible momentum this past
decade, and it would be foolhardy to ignore its importance in academic
and funding circles. However, this does not mean that we naturally as-
sume that “others” or “experts” are in the best position to decide what is
“worthy” practice from a research or evaluation perspective. The process
used to determine what measures are indicative of “best practice” is even
more important than the actual outcomes because they ultimately decide
what is, and is not, important to know.

How can older adults help move this discussion forward? I believe that
they are the ultimate judges of what evidence is important in their lives,
and we as providers and academics must follow suit and develop mea-
sures that help capture what older adults believe is important. The reader
who adheres to a set of values and principles that reinforce the impor-
tance and authority associated with educational expertise legitimacy (uni-
versity degrees) will surely disagree with this recommendation. Older
adult-led health promotion stresses the importance of experiential exper-
tise (living the experience or walking the walk) versus learning about the
experience in a classroom. These are certainly two different worldviews
that must be reconciled if we are to agree on what constitutes evidence
in older adult-led health promotion! In many ways, this represents the
process associated with a journey rather than a destination.

3. Diversity Brings with It Rewards and Challenges

The field of health promotion has embraced the importance of context,
with culture being one key element, and this embrace has also opened up
a complex set of challenges. The increasing diversity found among older
adults (racial, ethnic, geographical, sexual identity and orientation, accul-
turation level, etc.), is exciting for the field because it opens the door for
the introduction of innovation in how to conceptualize and deliver health
promotion. At the very least, it certainly brings the need for variety and
flexibility into health promotion activities. However, it also brings with
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it the potential for tension and strong differences of opinions concerning
where and how health promotion targeting older adults can and should
transpire. Mind you, this tension is not limited to older adults and can be
found in other age groups, too.

These tensions and differences must be viewed as normalized and thus
part of the process of designing and implementing older adult-led health
promotion. Thus, older adults harbor attitudes that can be considered
racist, classist, and homophobic, for example. Growth is an ongoing pro-
cess and does not stop at any particular age, and lifelong learning is not
limited to academic-related knowledge and can also apply to attitudes.
Consequently, it would be foolhardy to think that older adults do not
have strong biases that effectively limit their engagement of adults from
disparate backgrounds. This acknowledgement becomes important and
presents an opportunity for older adults to expand their vision of other
individuals who are different from themselves.

4. Specificity Is the Name of the Game

Terms and concepts play such an important role in the field of health pro-
motion. Terms such as “older adult,” “people of color,” “marginalized,”
“undervalued,” “urban resident,” and “minorities,” are too general in
nature to be effective categorizations of people for health promotion. All
but the last term has been used throughout this book to facilitate delivery
of content. In “real life,” however, it is necessary to be much more specific
about age, socioeconomic status, gender and sexual orientation, accul-
turation level, and religious affiliation and practices, to list but a few key
factors in the planning and delivery of older adult-led health promotion.

This perspective on specificity leads to clarity concerning intent and
outcomes of health promotion initiatives, but it will also do wonders for
facilitating development of measures for assessing outcomes when evalu-
ation occurs. Terms often enjoy different meanings within and between
professions, even in different parts of the country, and this diversity
of opinion can also be found among consumers. Consequently, older
adult-led health promotion, like many of its counterparts involving other
sociodemographic groups, must strive to arrive at a consensus whenever
possible on the key concepts and terms that are integral to this movement.
The process of arriving at a consensus and greater clarity can serve many
important purposes beyond facilitating research and evaluation. This pro-
cess will undoubtedly also uncover different assumptions, or biases, into
which those practicing in the field probably had little insight. Further, the
process is probably as important as the outcome and thereby should not
be short-circuited for the purposes of expediency.
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5. Aging as a Normative Process

Older adults, regardless of their social circumstances, must not be cat-
egorized as a “social problem” for the nation, and must also resist being
relegated to having their “problems” solved through “medical” interven-
tions in the process. C. D. Austin (2005, p. 307) sums up this challenge
quite well in the following assessment. “My view is that the biggest chal-
lenge we face is the medicalization of aging, the continued transformation
of growing older into a series of diagnostic categories, organ systems,
diseases to be conquered, and drugs to be administered; the dominance of
curing over caring.” The “medicalization” of aging, incidentally, will put
older adults of low income/low wealth at a distinct disadvantage when
compared with their wealthier counterparts, further increasing health
disparities because of limited access to quality health care.

Growing old is a privilege rather than a curse. If older adults internal-
ized a view of themselves as being cursed, then it would be a monumental
challenge to see themselves as possessing the necessary skills to bring
positive change to the field of health promotion, or any other field. Older
adults are their own best advocates and are in the best position to change
attitudes. At the very least, they are instrumental members of teams and
coalitions; preferably, they are key decision makers. Their worldly ex-
periences should be tapped by succeeding generations and society as a
whole. Unfortunately, we live in a society that systematically segregates
its population based upon age. There are very few places in a community,
other than houses of worship and possibly libraries, where multiple gen-
erations can attend together. This is in sharp contrast to many different
cultures where older adults are integral parts of families and institutions.
The debate about old age, as a result, must shift and embrace terms and
symbols that are affirming and empowering.

6. Older Adults: Can’t Live with Them and Can’t Live without Them!

Society can ill-afford to cast aside a significant portion of its population
(and an ever-increasing proportion at that) and not suffer severe economic,
political, and social consequences. When a society actively marginalizes
another age group, as in the case of youth, for example, it is destined not to
last. In the case of older adults, unlike their youth counterparts, they have
the right to vote in public elections and, in the case of a select subgroup,
control a great deal of wealth. These two so-called considerations wield a
considerable amount of influence in helping to shape how elected leaders
view this constituency.

Thinking of older adults as a national resource or, dare say I, treasure,
helps reshift society into thinking of this age group as a social capital to
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be nurtured and utilized effectively and efficiently. The emergence of a
construct such as civic engagement provides both a conceptual under-
pinning and “currency” for many of the nation’s leading think tanks to
promote ways that older adults can continue to be productive citizens in
innovative ways, as noted in chapter 5. Participation on the part of older
adults, however, must not be measured solely by the increased numbers
of participants but also by the quality of the opportunities made available
to them to lead and engage in active decision making. Participation by
itself is an important criterion, but assessing the quality of that participa-
tion has far-reaching implications.

7. Academics: Can’t Live with Them and Can’t Live without Them!

There is no disputing that academics have historically been viewed with
great suspicion by marginalized urban communities, and for very good
reason. We have reputations of entering these communities and gathering
the information (data) that we and our funders believe to be important,
and then leaving without any direct and immediate benefit to these com-
munities. Further, to add insult to injury, we have relied upon deficit
paradigms and written scholarly publications casting aspersions on many
undervalued groups, particularly those of color. Consequently, raising
the question, “Is there a role for academics in older adult-led health pro-
motion?” is not without merits.

Although it may be difficult for some practitioners and consumers of
health care to appreciate, academics can have an important role to play in
older adult-led health promotion, as noted by Freudenberg (2007, p. 2): “By
framing health as an economic, environmental, social justice, and moral
issue, health professionals can enlist more stakeholders in the process.
Academics can contribute to this goal by studying the process of health
mobilization and identifying the characteristics of effective strategies.”

Freudenberg’s (2007) assessment of the academy and health promotion
may appear foolhardy from a practitioner’s perspective based upon their
experiences with academics doing work in undervalued communities.
However, health promotion addressing any age group necessitates a
team approach, including having the consumer be a key member, and in
the case of older adult led, a principal decision maker. Galea and Vlahov
(2005) stress the importance of cross-disciplinary collaborations in any
effort to address urban health. “Urban health promotion,” for example,
provides an opportunity to create a common language that facilitates
collaboration that seeks to marshal complementary skills. Collaboration
must be broadly defined to go beyond professionals and disciplines to
also include consumers and communities.
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Academics, it should be emphasized, often have the time, funding,
and access to institutional resources that can be marshaled in service to a
community. When discussing undervalued or disenfranchised communi-
ties in this society such as older adults of color with low wealth/income,
all resources that can be tapped must be tapped, including those in aca-
demia. We in academia, in turn, must be able to join forces with practi-
tioners and consumers without attitudes of superiority, which is so often
the case, and even in professions that ostensibly seek to provide social
assistance to those in greatest need.

8. Social Justice versus Economic Imperative

Older adults are often mentioned as potential detriments to society’s
economic well-being. The great debates pertaining to how the country’s
social security system will be bankrupted in the next twenty or so years
are rarely countered by a social justice perspective concerning the rights
and privileges of older adults. If society can systematically and structur-
ally find avenues for incorporating older adults into its basic fabric, then
this debate becomes superfluous, so to speak. The so-called “burden of
support” is erased to one of shared responsibilities and mutual concerns.
The future, after all, is not the exclusive domain of any one age group. If
you are alive, then you are part of the future!

No sector of society should be relegated to its margins for any reason,
least of all a developmental phase that most human beings secretly strive to
achieve if they are lucky. Aging is a natural phenomenon that is not unique
to our society and culture, and our society must reshift its thinking about
older adults. Our society has much to learn from cultures that revere the
older adult members of their community. Strictly viewing the value of a
human being based upon their economic abilities to produce highly valued
goods and services is a very narrow view. The social climate of a society
that embraces all age groups will have tremendous implications for health
well-being, not to mention social well-being. The case example presented
in chapter 10 is illustrative of the importance of social and economic justice
serving as a context and guide for better understanding health and illness.

Social and economic justice is premised on the importance of human
rights being validated and protected. The oppression of any one group,
such as older adults, for example, effectively means that any group is ca-
pable of being oppressed because of their social characteristics or values.
Consequently, an open and affirming embrace of social and economic
justice principles necessitates that older adult-led health promotion inte-
grate social activism into the fabric of any intervention. Social activism,
in turn, can take on a wide variety of formats depending upon local goals
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and circumstances. Embracing social activism, however, will have a di-
rect consequence on the nature of organizational funding that is sought
because of potential political backlash on the organization.

9. The Case for Urbanized Health Promotion

The importance of context in the form of geography and culture, for
example, in shaping older adult health promotion is well established in
the field, although there still is much more progress to be accomplished
in this area. This approach, however, does have its critics who may favor
not separating out older adults based upon a host of sociocultural factors
for fears that doing so undermines their political influence and negates
their commonality in the process. Nevertheless, urban older adults who
are of color and low income/low wealth bring to the field a unique set of
rewards and challenges that their rural, white, non-Latino counterparts
do not.

The high concentration of older adults in cities provides the field of
health promotion with an excellent opportunity to initiate programs that
reach out to countless numbers of older adults who are clustered, or are
segregated as the case may be, within communities. Further, the field is
able to initiate programs that cut across different ethnic and racial groups
that can serve as models for reaching other age groups. Urbanized health
promotion will eventually evolve into its own specialty group, so to
speak, that can be found in journals, conferences, workshops, and fund-
ing streams, just like it has in the broader field of public health and social
work. This will probably occur in the next decade as the field continues
to evolve into subspecializations that are geographically or population
bound. Developmentally, this will bode well for the field because it will
serve to attract scholars and practitioners with this particular context as
their primary site for delivering health promotion. This does not mean
that the field will become segmented or fragmented to the point where
subspecialties go their own way. It does mean that annual conferences on
health promotion, for example, will have universal as well as specialty
tracks that address the general field as well as special interests.

10. Wellness Promotion

The emergence of a “wellness” or “successful aging” construct represents
a shift in conventional thinking about health promotion from a deficit
(disease and illness) to one of enhancement and opportunities (Albert,
2004; Jamner & Stokols, 2000). Although the concept of wellness has
achieved broad if not universal appeal, its definition, like that of health
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promotion, is still ambiguous (Breslow, 2000, p. 41): “Wellness as a health
goal is still a relatively crude concept. It has not yet become sufficiently
explicit and standardized to permit clear delineation in a person or mea-
surement in a population.” Nevertheless, disease prevention and well-
ness promotion are considered the two critical aspects of a positive health
strategy (Breslow, 2000).

This lack of consensus on what wellness means has facilitated the use
of this concept in a multitude of ways. Wellness promotion, for example,
is often associated with older adults (Brewer, 2004; C. A. Miller, 2003) and
stresses activities and interventions that are nonstigmatizing for partici-
pants. Nevertheless, the concept of wellness seems to be very closely tied
to higher socioeconomic groups, and its potential to reach undervalued
older adults such as the ones discussed in this book remains to be fully
realized in the field. In essence, is “wellness” a construct that explicitly
or implicitly refers to the “worthy” older adults or can it also be applied
to those older adults for whom a wellness construct is simply out of the
question? Unfortunately, the axiom that wealth buys health is very much
a part of the wellness movement as it is now conceptualized, although the
reader may disagree with this assessment.

In the Older Women’s Network’s embrace of wellness represents a
political discussion that emphasizes the need to better understand what
this term means within a sociocultural context and gender. Wellness is a
multifaceted construct that can and must be grounded within a social and
economic justice set of values and also grounded within a social determi-
nant of health perspective.

11. Older Adult-Led Health Promotion Is Great, but Who Is Going
to Fund It?

The value of health promotion across the entire life span is pretty well
established from a well-being perspective. The economic value in sav-
ings to employer and government (tax payer) is also is increasingly less
debatable. Thus, if everyone is in general agreement that health promo-
tion, and in the case of this book, that targeting older adults, is a win-win
for older adults and society, then why is it so difficult to find a source of
public funding that can sustain and even enhance this movement? There
is no secret that the prevention field has historically found it difficult to
find a steady source of funding. After all, it is so much easier to document
the solving of problems rather than the preventing of problems, and this
is certainly the case when examining marginalized communities such as
low-income/low-wealth older adults of color concentrated in the nation’s
inner cities.
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Health promotion’s primary goal of saving the tax payers’ dollars is
misguided but still has value (Cohen & Hale, 2002):

Economics provides the framework for considering how efficiently health
promotion achieves its objectives and how health promotion resources can
be used most cost-effectively. Economics also provides an analysis of health-
promoting behaviour and of the incentives that exist to prevent ill health or
to engage in activities that damage health (p. 178).

However, it would be foolish for the field to place cost saving as the pri-
mary goal because an increase in quality of life cannot be measured by
dollars alone. Healthy older adults do not live in isolation from other age
groups. The increase in well-being in one age group will undoubtedly
have a ripple effect upon other groups (close friends, family, and com-
munity). Measuring the impact of a healthy state of being in older adults
must not be narrowly conceptualized.

Funding, as evidenced by the Older Women's Network case, is a peren-
nial challenge. The source of the funding becomes of greater importance
than the actual amount of funding. Funding that severely restricts ac-
tivities or necessitates extraordinary efforts at maintaining documenta-
tion (paperwork) can severely curtail the potential of the organization’s
seeking to redress the consequences of oppression. Development of a
multifaceted funding base in which less than one-third of all funding
comes from a highly restrictive funder, in turn, necessitates organiza-
tions” developing the capacity to undertake this type of funding. This is
certainly not an easy challenge for any organization, least of all one that
is self-help oriented.

_

There are numerous lessons that have been learned over the decades per-
taining to older adults, health, and peer-led health promotion efforts. First
and foremost, it is important to note that older adult-led health promotion
should not be viewed as a panacea for all of the health needs confront-
ing this age group. Chapman and Pancoast (1985), almost twenty-five
years ago, raised the important conclusion, which is also applicable to the
model put forth in this book, that older adults providing services cannot
be a substitute for formal services. In essence, older adult services, in this
case health promotion focused, must be conceptualized as part of an array
of services, some conventional or traditional with professionals providing
the leadership, and others more innovative with varying degrees of older
adult leadership, including older adult-led.

No field worth its salt, so to speak, can be considered significant without
its share of challenges and controversies. Insignificant topics do not war-
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rant close scrutiny, and as a result, debates. Older adult-led health promo-
tion is sufficiently challenging to warrant serious discussion of what this
model means for the fields of health promotion and gerontology, as well
as the nation. Thus, it is appropriate to end this book on the importance of
debate in the field. Some readers may not like this. However, the field of
older adult health promotion, and in this case, older adult-led, is too im-
portant to avoid possible tensions. The benefits of this attention will spill
over into health promotion and other population groups. These groups,
too, will benefit, and so will the nation!
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