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In fewer than one hundred years, human beings made greater gains in life expectancy than in the preceding fifty centuries. From the Bronze Age to the end of the nineteenth century, life expectancy grew by only an estimated twenty-nine years—from about twenty to just under fifty years. But since the beginning of the twentieth century in the industrialized world, there has been an unprecedented gain of more than thirty years of average life expectancy from birth to over seventy-seven years of age. The aging of populations is occurring rapidly throughout the world. By 2025, the number of people in the United States age sixty-five and older will nearly double. Old age, once seen in 2 to 3 percent of a population, is now common and favors women, who outlive men by over five years in America today. Moreover, nearly 20 percent of the gain in life expectancy now applies to those sixty-five years of age.

I call this unprecedented demographic transformation the Longevity Revolution.1 Once the privilege of the few, longevity has rapidly become the destiny of the many in both the developed and developing worlds. How did it come about that the fulfillment of ancient hopes to extend life—with genuine possibilities of more to come—has not been welcomed with total enthusiasm?

People of good will and deep concern over the future of our country, and other nations, have asked tough questions about the impact of the aging of our population and its advancing longevity. Can we afford old age as a society? Will Social Security and Medicare collapse under the pressure of growing numbers of retirees? It is altogether good that corporate  leaders, economists, politicians, and commentators are raising these crucial issues. However, the unfortunate outcome of such criticism has been the spread of fear and gloom among the general public.

Despite this pervasive ambivalence, I remain optimistic. We have the tools to take advantage of this exceptional demographic shift. But it will require nothing less than a total transformation of both the personal experience of aging and of cultural attitudes.

I wrote The Longevity Revolution for the thoughtful public. Its central purpose is to describe the origins, challenges, and adjustments to advancing longevity and the aging of populations and to question contemporary assumptions about late life. Because I believe in the activism of an enlightened citizenry, the general thrust of this book is toward an agenda for action and the presentation of a body of knowledge to support it.

The book is divided into six sections. The first part describes the origins of the Longevity Revolution. Part II outlines the major challenges of a longer life, including ageism, the changing nature of the family, and the various disorders of longevity.

Part III offers a detailed overview of biomedical science related to aging. But doing science takes money, lots of money, so we will begin with a discussion of the pressing need for funding. The devastating reality of Alzheimer’s disease is one of the greatest challenges facing scientists today. Despite advances in neuroscience, we do not know the causes of this disease nor have we discovered how to curb its progression in any meaningful way. We must launch a colossal public-private research initiative to combat Alzheimer’s disease if we are to realize the full potential of a longer life. Finally, this section covers the basic biology of aging and longevity, from the evolutionary theories of aging to the discoveries that appear so promising.

Part IV is the heart of the book. Here I will offer a range of solutions to the challenges raised in previous chapters. I will discuss how societies can improve health promotion and health care as well as how they can finance these added years of life. The United States has a long way to go. Although Americans are living longer than ever, having reached 77.9  years on average, American life expectancy has slipped over the last two decades from eleventh place to forty-second. This puts the richest country in the world behind Jordan, Singapore, and the Cayman Islands, among other countries. The United States has not made a research investment in ageing. Only eleven American medical schools out of 145 have geriatrics departments; in England geriatrics is the number two specialty. Americans need a health program rather than a disease program.

All of this, to be sure, is an enormous undertaking and will require the development of a vigorous politics of aging and longevity. In particular, the baby boomers must exercise their political power to force changes in policy.

In Part V, I discuss some necessary cautions. There is a staggering inequality of longevity around the world, which is a serious obstacle to globalization. In Sierra Leone, a child can expect to live to be about thirty-four years old. In Japan, which has the world’s highest life expectancy, a person will likely live to be eighty-two. Moreover, unless we deal with significant threats—from industrial pollution to diseases ranging from tuberculosis to AIDS to the epidemic of obesity—we could lose the longevity we have gained.

The final part of the book discusses quality-of-life issues and the future of longevity. If we continue to add years to our life span, will we make good use of them? Will the added years bring about greater maturity in our personal relationships and our relationship to the world?

Through this book, I hope to contribute to cultural, scientific, and social thought and, most of all, to encourage a national discussion about the challenges posed by the Longevity Revolution. My intentions are immediate and practical. The so-called baby boomers—the seventy-six million Americans born between 1946 and 1964—are, by some counts, the largest generation in American history. Their numbers surprised everyone, and consequently there were not enough diapers for them as babies, not enough schools for them as children, and not always enough good jobs for them as adults. In 2011, the oldest of this generation will turn sixty-five, and many worry that there will not be enough resources for them in old age.

I believe that the baby boomer generation is both a generation at risk for unhappy old age and the key to transforming the character of old age in America. The baby boomers are discovering old age through their parents, and they want a financially secure, vigorous, and healthy final chapter to life. They want to age better than older people do today.2 And, since the fields of medicine and biological science, among others, helped create the Longevity Revolution, they must contribute to and make the adjustments necessary to accommodate and take advantage of this new phenomenon.3


The baby boomers are an enormously influential interest group. They can transform what it means to live a long life. The American penchant for crisis management rather than foresight and design will be challenged, I hope, by a thoughtful analysis of the risks and potential rewards of meeting longevity head on, and sooner rather than later. The baby boomers should not have to turn gray of head before we notice that we haven’t made room for them in America’s land of old age. At the same time, society must also prepare for generations X and Y, who in turn must do their part. (See Table 1.)

If we are to successfully meet the challenges of the Longevity Revolution we must have the audacity to question conventional wisdom. This book refutes many long-held beliefs about the effects of an aging population on society. It is not true, for example, that:
• Decreased birthrates are disadvantageous.

• Welfare state-type social protections are unsustainable.

• The aging population accounts for rising health costs.

• Excessive medical costs are associated with the end of life.

• The AARP is the most powerful lobby in Washington.

• Age prejudices have been ended by laws and legal actions.

• Older workers are unproductive.

• Old people receive more public and private support than children and youth.





While there are radical social transformations to be made if we are to make good use of the extra thirty years granted us, there has also been a healthy growth in science. It is what got us here, and it promises still greater longevity. Scientific advancements should and will add vigor and health throughout life, and not just at its end. The aging population increasingly consists of active, vigorous, robust older people. We must not take them for granted, but the trend can continue and it should be celebrated. Above all, I hope that this book will help convince people that our increased longevity constitutes a supreme achievement.






PART I: INTRODUCTION





 CHAPTER 1

WHAT IS THE LONGEVITY REVOLUTION?


 



 



 



 



In a state of nature . . . no Arts, no Letters,
 no Society; and which is worst of all,
 continual fear, and danger of violent death;
 and the life of man, solitary, poor, nasty,
 brutish, and short.



 



Thomas Hobbes (1588-1679)
 Leviathan, Part I, Chap. XIII (1658)


 



 



 



 



Life through much of human history was indeed brutish and short—humans lived barely long enough to reproduce themselves. For the mere survival of the human race, a proportion of individuals had to live long enough to give birth and rear their young (Figure 1.1). Yet, it is sobering to note that, according to archeological estimates, half of all Neanderthals (the archetypal caveman living one hundred thousand to thirty-five thousand years ago) and Upper Paleolithic homo sapiens (beginning forty thousand years ago and including Cro-Magnon man) died by the time they were twenty, with only a few living beyond age fifty.

The Cro-Magnon era brought longer life expectancy for some, with the rare individual living beyond age sixty. This fledgling longevity, sporadic as it was, became possible as humans began to work together to create a better standard of living. Although they were less muscular, Cro-Magnons eventually replaced the intellectually outpaced Neanderthals. However, like their predecessors, the vast majority of Cro-Magnons continued to die at an average age of eighteen to twenty.

Before I continue, it is important to define the terms life expectancy  and life span and distinguish between them. Life expectancy is based on the average number of years that each sex can expect to live, under specific conditions. Life span is the genetically determined length of life of a specific animal species under the best of environmental circumstances. It probably increased during early hominid development but has not, in all likelihood, increased since that time. Life expectancy is more malleable and is dependent upon a variety of factors that can change quickly, such as the conquest of diseases. For example, between 1900 and 2000, life expectancy in the United States increased over thirty years.1



Figure 1.1—Average Length of Life from Ancient to Modern Times
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Although early humans had bodily defenses, their immunities were probably specific to local pathogens, so when our forebears traveled they were exposed to new infectious diseases to which they lacked immunity. Illness was largely a mystery to be accounted for by spirits, gods, evil, and retribution, or, as Euripides wrote in Medea, “A throw of chance—and there goes Death bearing off your child into the unknown.” Nature or the gods were blamed for accidents, plagues, pestilence, famine, and even wars.

The prospects for health and survival brightened a bit as hunting, fishing, and food gathering progressed to include the cultivation of plants and the domestication of animals during the Neolithic era. The Fertile Crescent was the site of the first technology essential to public health. Reliable fire-making techniques made cooked food and heated water possible. The development of pottery in the Neolithic period advanced more hygienic and convenient storage of food and water and the disposal of waste and garbage. Permanent population sites became common, and the overall number of human beings greatly increased. Nonetheless, the length of life that could be expected by any individual changed little, even though many more people were alive.

The Bronze Age opened the door to the first real improvements in human longevity, such as the manufacture of metal tools and weapons made of bronze, the rise of urbanization, the specialization of labor, the exploration and colonization of new territories in search of raw materials, and undoubtedly the production of surplus food. These developments provided the social and environmental supports for increases in life expectancy. The Iron Age (around 1200 BC) continued the trend toward permanent settlements, laying the foundation for social organization and advancing agriculture through the use of iron implements.

Imperial Rome at its height brought a relatively high standard of living and health to its more than one million inhabitants. Life expectancy was twenty-five years; however, it is important to note that this number includes a very high infant mortality rate. Those who survived beyond childhood had an average life expectancy of forty.2 But by AD 180 Roman culture began its decline, and nothing remotely like it appeared again until the eighteenth and nineteenth centuries in Europe. Scholars believe there was a dip in life expectancy after the decline of the empire.

As humankind moved from prehistory to the early modern era of Western civilization,3 life continued to be fragile. Infant and childhood mortality and the random and frequent deaths of adults—especially of women during childbirth—from infections, disease, and accidents were the norm. These commonplace and expectable deaths were punctuated by the devastations of plagues, failed harvests, famines, and scourges like scurvy and beriberi that seemingly sprang from nowhere. Typically, epidemics broke out as people became so weakened by hunger and malnutrition that they were predisposed to disease.

Although plague was first recorded in Athens in 430 BC, and five thousand died daily in Rome in an epidemic in the third century AD, the most infamous plague occurred in the late Middle Ages. The Black Death, as the bubonic form of the plague was known, began in Constantinople in 1334 and spread throughout Europe from 1348 until 1351. In fewer than twenty years, it is estimated to have killed perhaps three-quarters of the population of Europe and Asia.

It was not until Shibasaburo Kitasato and Alexander Yersin discovered the plague bacterium in 1894 that it became clear that the disease was carried by fleas from rats to humans and proliferated in dirty, garbage-strewn living situations. Plague continued into the nineteenth century in Europe; the last was in India in the early twentieth century, resulting in ten million deaths.

Epidemics continued into the twentieth century. Tuberculosis, known variously as consumption or the white plague, was particularly rampant and deadly. As late as 1930, eighty-eight thousand people in  the United States died of tuberculosis. Although Robert Koch, a German physician and bacteriologist, discovered the tubercle bacillus in 1882, the disease was not controlled until the 1940s when streptomycin and other drugs became available.

Many scholars consider smallpox to have been more significant in its effect on populations and political developments than even the Black Death, because it struck all classes of society. Edward Jenner, an English physician, demonstrated how it could be prevented by a vaccination with cowpox virus. His discovery laid the foundation for the sciences of modern immunology and virology as well as the eventual elimination of smallpox. The last outbreak occurred in the 1970s in Somalia, where it was quickly suppressed. In May 1980 the World Health Organization officially declared its global eradication, marking perhaps the world’s greatest public health achievement. Smallpox, a scourge throughout history, is now extinct in nature.


Polio could be the second disease of epidemic proportions to become extinct worldwide. As with smallpox, humans are its only known natural host. During its peak, from 1943 to 1956, polio infected some four hundred thousand Americans and killed about twenty-two thousand. The disease began to decline rapidly in the United States in 1955, after a mass immunization program with the Salk vaccine, followed by the Sabin vaccine in 1961.

Influenza, an old enemy, made its most spectacular showing between 1917 and 1919, killing at least twenty-one million worldwide and infecting half the world’s population. Twice as many people perished in a few months’ time as had been killed in World War I, with people dying faster than from any other disease. Half a million died in the United States. Eventually, the pandemic ended, probably because most survivors developed antibodies, producing what might be called a herd immunity and leaving few people for the virus to attack.

In assessing the impact of disease over the centuries, or even over the first half of the twentieth century, it is important to remember that death was not the only consequence. Permanent disability was widespread in children who survived the so-called children’s diseases, such  as whooping cough and German measles, and disability hastened death. In addition to the physical trauma, one can only imagine the emotional anxiety and fear that families felt, especially for their children, when diseases of mysterious origin, and for which no treatment was known, struck at random or with chilling predictability during epidemics. The life of a child was precarious; that of an adult only somewhat less so.

Nonetheless, the Industrial Revolution and the wealth it generated brought significant increases in longevity.4 Beginning in the middle of the eighteenth century in England, Europe was transformed from a rural, agricultural, and handicraft economy to one dominated by mass production of manufactured goods, improved agriculture, and wider distribution. It became possible to feed a much larger population, many of whom were now working in urban areas. The significance of this transformation cannot be overstated. Robert Fogel, economist and Nobel Prize winner, estimates that prior to the Industrial Revolution in France and England, about one-fifth of working class people had a calorie intake that was inadequate to sustain them and that during the eighteenth and even the nineteenth century there was widespread and chronic malnutrition.5 Fogel notes that the increase of longevity and stature6 over the past two hundred years was due to the availability of more food, and he introduced the concept of “technophysio evolution” to describe these changes.7


In response to epidemics of yellow fever, cholera, smallpox, typhoid, and typhus, communities began to recognize the benefits of organized efforts to address health issues. Predating the germ theory of disease, social reformers, motivated by moral concern, contributed critically to public health measures.8 In 1866, New York created the first state health department, with local boards in each town mandated to monitor serious health problems and attend to unsanitary living conditions. Other states followed, and organized public health efforts began.

Another element that contributed to the Longevity Revolution really began in the bedrooms of Europe (first, notably, in France) in the nineteenth century, when couples started to limit the number of children they conceived by purposefully abstaining from sexual intercourse  in order to save the women from dying in childbirth. The resulting decline in birthrates produced two very important changes: the proportion of older persons and other age groups in the population increased and the longer time between births as well as fewer pregnancies per woman contributed to increased health and survival of both infants and mothers.

Meanwhile, by the beginning of the nineteenth century, another major element of the Longevity Revolution was taking shape, namely a revolution in medical science. In 1846, the general structure of the human body was almost fully known when an American surgeon, William Morton, opened the way to the field of surgery by using ether as a general anesthetic. At the same time, it was becoming clear that specific organisms caused infections. John Snow, a physician, unraveled the basis of contagion when he demonstrated that contaminated water flowing through a Broad Street pump was the cause of the 1866 London cholera epidemic. Subsequent improvements in water supply and sewage systems reduced both water-borne and food-borne diseases.

The real breakthrough came in the late nineteenth century when Louis Pasteur and Robert Koch developed and demonstrated the germ theory of disease, beginning a dramatic decline in death rates. With this discovery, health professionals and the general public finally understood how some diseases and infections were communicated. The work of Pasteur, a French chemist, led directly to pasteurization and the protection of millions of children and adults from disease transmitted through milk. At about the same time, Koch developed ingenious techniques for the study of bacteria that are still in use today. He established criteria, referred to as Koch’s postulates, for proving the bacterial cause of a disease. In the process he discovered the microorganism causing tuberculosis as well as those causing wound infections and Asiatic cholera.

By the end of the nineteenth century, proof of the germ theory of disease began to transform medical care and hospital practices. Decades earlier, Hungarian physician Ignaz Semmelweiss was driven to insanity and suicide after his peers ridiculed his pioneering belief that midwives  and other medical personnel delivering babies should thoroughly wash their hands and wear clean clothes to prevent “childbirth fever” (puerperal fever),9 a major cause of death among women giving birth. Skep-tics were unconvinced even by the evidence of greatly reduced deaths from infection in the Viennese hospital where Semmelweiss worked.10  In 1865, the very year of Semmelweiss’s death, English surgeon Joseph Lister demonstrated that heat sterilization of surgical instruments and the use of antiseptic agents on wounds could dramatically reduce infection. Cleanliness during childbirth and in medical care in general was adopted by the 1890s, unfortunately too late for Semmelweiss to know that he had been vindicated.

The developing science of endocrinology, the study of the body’s hormonal system, also brought dramatic changes, exemplified by the important discovery of insulin by Frederick Banting and Charles Best, both Canadians, in 1921. Practically overnight, diabetics were saved from almost certain death and given the prospect of reasonably long and healthy lives.

Other drug discoveries led to seemingly miraculous cures, and Alexander Fleming’s discovery of penicillin in 1928 was perhaps the most dramatic of all. Prior to penicillin, even minor cuts and bruises could have dire consequences. Many Americans past the age of sixty still clearly recall the days of childhood ear infections and other miseries that quickly became curable when penicillin came into general use in the 1940s. Young military personnel in World War II were among the first to benefit from its lifesaving effects.

The Industrial Revolution changed the world and touched nearly every aspect of life—from the social and cultural to the political, economic, and ecological—much of it without precedent. Wealth became more widely distributed and contributed to the growth of the middle classes, the famous bourgeoisie.11 Political power reflected the shift in wealth and the needs of an industrializing society. Cities grew and workers organized, spawning labor movements and universal public education. The economic foundation for the modern Western welfare state was laid, and it, in turn, contributed to longevity.

It is sheer foolishness to imagine that we can extend life or sustain complex modern societies without substantial governmental participation. Many European countries realized the necessity of developing protections as well as social programs and services for the workers who were crowding urban areas. Laissez-faire capitalism slowly gave way to welfare capitalism. Worker compensation and safety were promoted in Germany, Austria, and Great Britain in the late 1880s, and by 1920 most of the United States had passed some form of relevant legislation. Unemployment benefits were made available in Europe in the latter part of the nineteenth and the first part of the twentieth century but were not legislated in the United States until the Social Security Act of 1935.




 THE MODERN WELFARE STATE 

In many countries the underlying purpose of social programs is not to be humane or altruistic. It is understood that death, accidents, and disease and their timing are unpredictable. Moreover, it is implied, if not always directly stated, that social supports and a floor of security for all are necessary to produce a healthy, educated, and productive workforce capable of maintaining economic productivity and buying power, and of making any necessary adjustments to changing economic conditions and technology. And as Otto von Bismarck so shrewdly recognized in the late nineteenth century, they protect against civil unrest and are potent vote-getters in democratic societies. Eventually, this long-term and essentially enlightened self-interest may penetrate the general American consciousness.

The success of post-1945 European welfare was due to social-democratic principles and policies and, interestingly, to the success of capitalism. Although the socialism and its electoral successes helped regulate capitalism humanely,12 prosperity after World War II made implementation of social protections possible. Thus, although it was the strength of capitalism, not its failure, that brought us the welfare state,  its failure could bring down the infrastructure of social support, as unemployment and dwindling prosperity put the taxation base of social protections at risk, ultimately jeopardizing our increased longevity.

At present, the industrialized world appears to be moving toward a five-legged stool of support for social protections. First, much more is expected of individuals. They are being called upon to alter measurably their health habits and to prudently save for the future. Second, the family is expected to take on more caregiving responsibilities, at the same time as some nations have instituted pro-family policies that provide family assistance and respite programs. Third, in the United States the civil society continues its important role and is continuing to grow. Philanthropy and volunteerism are gaining more support by the community at large.13 Fourth, despite its continuing resistance to them, the business enterprise, too, along with labor, continues to provide some social protections. Finally, the government itself is endeavoring to reduce its vulnerability in times of social and individual financial crises, while retaining at least some measure of responsibility for the health and well-being of the people.

The United States was the twenty-eighth country to adopt a social security system,14 specifically the beginnings of the guarantee of income maintenance in old age. But it was not until 1939 that the United States moved toward a family-oriented, life-course social protection system that eventually included disabled workers and survivors of deceased workers.




 THE TWENTIETH AND TWENTY-FIRST CENTURIES 

By the mid-twentieth century, the Longevity Revolution spawned what could be called the new longevity (Tables 1.1 and 1.2). Life expectancy after age sixty-five to age ninety tripled between 1940 and 1980. In 1940, only 7 percent of Americans had a chance of living to the age of ninety; by 1980 that percentage had risen to 24 percent. People over eighty are usually referred to as the fastest-growing age group of significant size, growing at 3.8 percent annually. In fact, centenarians  are the most rapidly increasing age group. There are some seventy-two thousand centenarians today, and one Census Bureau projection predicts nearly one million by the middle of the twenty-first century! And we’re not only living longer, we’re living better. There has been a 60 percent drop in deaths from cardiovascular disease and stroke since 1950, as well as significant decreases in disability rates.15 From 2000 to 2001 alone there was an overall decline in deaths of 1.7 percent, with a decline of 4.9 percent in those resulting from stroke and 3.8 percent from heart disease.

In the 1990s, the United States was in a “population lull,” with a relatively small number of persons in their fifties and early sixties waiting to move into old age. This was because older women had relatively few children.16 Influenced by the difficult years of the Great Depression in the 1930s, these older persons limited the number of children they produced—20 percent of women now over seventy-five had had no babies, and 20 percent had only one. But then came the baby boom generation, born after World War II. Now middle-aged, this generation will soon begin reaching old age, conventionally defined as beginning at sixty-five. (There is, however, nothing magical or scientific about this or any other number in defining old age.)

In the twentieth century we were offered realistic opportunities for health promotion and disease prevention through public health measures, healthy lifestyles, education, rising wealth, and workplace regulation, in addition to application of new knowledge, such as in understanding hypertension and atherosclerosis. The advent of possible means to delay  aging and extend longevity and the growing encouragement of health promotion/disease prevention converge to offer a strategy that could be adapted by individuals and by society in the twenty-first century.

Progress made thus far creates rising expectations of still more profound advances in medical technology and in life expectancy. Coronary bypass grafts, balloon angiography with stents, drugs that lower blood pressure and cholesterol, knee and hip replacements, and cataract extractions with lens implants simply whet the appetite.

Indeed, some believe that humans can master their evolution. Among  them is Aubrey de Grey of Cambridge University, who suggests a life expectancy of five thousand years by 2100.17 The philosopher John Harris of Oxford views extraordinary longevity from another perspective when he considers the possibility of immortality and its consequences for humankind.18





 A NEW SENSE OF THE LIFE CYCLE 

For the first time in recorded history we are beginning to see the entire life cycle unfolding for a majority of the population in developed nations. Infancy, childhood, adolescence, early adulthood, middle age, and old age have become expectable stages in the lives of nearly all. The special characteristics, responsibilities, and needs of each stage, as well as the transitions that carry individuals from one stage to the next, are revealing themselves. Names have evolved. The term “adolescence” was introduced in 1904 by G. Stanley Hall, “teenager” in the United States in the 1920s, and “youth” as a special appellation in the 1960s by Kenneth Kenniston. “Empty nest” was coined in the 1960s to refer to the period somewhere in parents’ midlife when children grow up and leave home. Also, from the 1960s, the term “prime of life generation” was applied to those fifty to sixty-four. “Young-old” and “old-old,” terms originally intended by gerontologist Bernice Neugarten to differentiate among healthy and less well-functioning older persons, gradually evolved in common usage to mean persons sixty-five to seventy-five (the young-old) and seventy-five and above (the old-old).

We are beginning to get a grasp of the nature and complexities of old age itself. It is already clear that it is not a fixed and unchangeable condition. Nor are older people a homogeneous group. In fact, there is increasing variability among people as they grow older. Children are much more like one another than are “the elderly.” This tremendous variability among the old is a function of the combination of genetics, health habits, health care, life styles, personality, personal history, occupation, chance, and, in some measure, luck or the lack thereof.

The concept of old age itself is undergoing constant redefinition; it is not the same as it was, nor will it be. As an example, the last third of life has typically been equated with decline and illness. But the aging population in the past few decades is increasingly represented by vigorous, robust older people. There has been a growing, “active” life expectancy with a reduction of disability. To be sure, this is not yet universal, but it is a portent of the future as we now see it. Already, over half of the “oldest old,” the eighty-five-plus group, report no significant physical disability whatsoever. They can go about their everyday activities without any personal assistance.19 Illness and disability rates among older people declined by 5 percent between 1982 and 1989, according to Manton et al. (1993), who used data from the National Long Term Care Survey.20


There has been a modest decline in the life expectancy differential for men and women. Two new factors have become influential: men’s survival rates are increasing somewhat more rapidly than women’s, probably reflecting a decrease in deaths from heart disease, and lung cancer rates are increasing faster for women, reflecting the greater numbers of women who began to smoke some thirty and forty years earlier. However, around the globe, women still live longer than men except in ten countries including Pakistan and Bangladesh, in part due to female infanticide. (See Table 1.3.)

Gender differences in life expectancy disappear at age 105, at which point both men and women have an equal chance of living on. The apparent reason is that those sturdy men who managed to reach 105 represent the fittest (and perhaps the luckiest) of their sex and thereby have outlived the disadvantages of being male. Eighty-five percent of centenarians are women, but the men in that group are in better shape physically and cognitively.




 THE IMPACT OF RACE AND CLASS ON LONGEVITY 

Social class (measured by income and education) is a major factor in how long we can expect to live. Urban, middle-class, salaried individuals  have the longest life expectancy. Many more whites fall into this category than do persons of minority ethnic and racial backgrounds. Differences in life expectancy between blacks and whites narrowed from 7.6 years in 1970 to 5.6 years in 1983 and 1984. Since that time the difference has begun to widen again. In 1984, black life expectancy began declining steadily for the first time in eighty years. The gap in life expectancy remains significant across racial lines. In 2003, life expectancy for blacks (at birth) was 72.2 years (the average for males and females combined), compared to 77.7 years for whites (at birth).

Black men, on average, will not live to retirement. The mortality rate of a black man in Harlem is currently higher than that of a man in Bangladesh, one of the world’s poorest nations. In Bangladesh, 55 percent of men live to age sixty-five, while in Harlem, only 40 percent do. The main causes of such “excess mortality” (a statistical term that hardly conveys the human dimension of the situation) are cardiovascular disease, cirrhosis of the liver, homicide, tumors, and drug dependency. Violence (a homicide rate six times greater among blacks than whites), substance abuse, AIDS, and poor health care underlie this shocking state of affairs.

Overall, blacks are disproportionately among the 47 million Americans who do not have health insurance coverage and who therefore often do not receive health care until they develop some acute problem that brings them to an emergency room. This means that much injury and disease that could be treated easily in early stages becomes full blown before treatment is given. One study reported in the International Journal of Epidemiology found that blacks, who number only 13 percent of the population, account for nearly 80 percent of what are considered “premature deaths” in the United States. In that study, deaths occurred between the ages of fifteen and forty-four from disorders that are normally not fatal if treated early, such as appendicitis, asthma, bladder infections, and pneumonia.




 THE LONGEVITY REVOLUTION IS WORLDWIDE 

Growing longevity is a global geopolitical force. Japan took only twenty-four years to become an “aged society” (defined by the UN as one in which more than 14 percent of a population is over sixty). This is a faster pace than that in either Europe or the U.S. For instance, it took Germany forty-five and France 130 years to accomplish what Japan achieved.

As developing countries evolve, they will experience population shifts unique in the history of national development. In the past, countries have typically seen their first great gains in life expectancy occurring from improvements in infant, child, and maternal mortality, as well as from the control of infection and disease in the general population. For example, water purification and vaccination of children have been inexpensive and effective. And with the recent gains in prevention, treatment, and control of the illnesses of older people, the developing world will witness the increased survival of at least a proportion of the old who have access to such care at the same time that survival among the young is improving. We anticipate seeing simultaneous survival booms among the young and the old. By 2025, it is anticipated that 80 percent of all persons over sixty-five will be living in the developing world.

With the Longevity Revolution, the world enters a new and unprecedented stage of human development—the impact of which has been made greater because of its rapidity. We are no longer limited to a life view that must accommodate itself to the historic brevity of life, to random and premature illness and death, as Thomas Hobbes described it. The Longevity Revolution is a great intellectual and social as well as medical achievement and an opportunity that demands changes in outmoded mind-sets, attitudes, and socioeconomic arrangements. Many of our economic, political, ethical, health, and other institutions, such as education and work life, have been rendered obsolete by the added years of life for so many citizens. The social construct of old age, even the inner life and the activities of older persons, is now subject to a positive revision.

As Thomas Jefferson said, “Our laws and institutions must move forward hand in hand with the progress of the human mind.” Just as societies have not yet adapted fully to the Industrial Revolution, with its pollution, unemployment, displacement, and other unsolved social and environmental issues, so too we have not yet fully adapted to the Longevity Revolution. But the revolution is fully launched. Adjustments are well under way. What will the twenty-first century bring?






PART II: CHALLENGES
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 THE NEW LONGEVITY IS THE BIGGEST CHALLENGE

 



 



 



 



The improved standards of living, social protections, and health conditions brought about by the industrial-scientific revolution have helped make abundant what was once scarce: older people. Notwithstanding the challenges to government, business, and individuals presented by the increase in the disorders of longevity, such as dementia, physical frailty, and poverty, the vast majority of older persons and their families experience these extra years as a joyous and precious gift, and their contributions to society that follow are beyond estimation.

The world at large is now gaining an additional one million older persons each month. Both the proportions and absolute numbers are growing remarkably, and while the percentage of them is advancing more slowly in the developing world, because of its huge population it is outdistancing the developed world.

If the growing numbers of older persons were all financially independent and enjoying good health, there would be no challenge. A significant minority, however, is not so fortunate. The challenge is to assist those in need and to help people and society plan better. Were the United States to enjoy the strong economic growth it had in the 1950s and 1960s, there could be enough private and governmental revenue to support the new longevity.

But the United States and the world’s governments will be saddled with a staggering amount of unfunded pension liabilities and massive health costs that will absorb the value of the economy’s annual output. Lester C. Thurow, the economist, called America’s old a “revolutionary class.” By seeking advantages for itself, this class, Thurow believes, presents a danger to society.1





 CHRONIC ILLNESS: CURSE AND COST 

Chronic illness both saps productivity and drives up health costs. “Chronic conditions affect all ages,” Catherine Hoffman and her colleagues have written.2 Older people, however, require fewer resources than one might expect. “While the elderly were far more likely to have a chronic condition than other age groups, they actually accounted for only about a quarter of all people living in the community with chronic conditions. Working-age adults 18 to 64 years old accounted for 60 percent of all non-institutionalized persons with chronic conditions.”3


Over 30 percent of Americans reported chronic conditions in 2000, but they accounted for more than 75 percent of medical cost: $1 trillion of $1.4 trillion.4 They were also responsible for 96 percent of home care visits, 88 percent of prescription drug use, 76 percent of days spent in hospitals, and 72 percent of doctor visits.5


Over 90 percent of persons in nursing homes suffer from chronic conditions  6 and account for one of the most rapidly rising costs. About 43 percent of people over sixty-five will have at least one nursing home admission during their lifetime.7 In 2002, the U.S. nursing home bill was $103.2 billion,8 with public funding accounting for 64 percent and private funding for 36 percent of payments. Medicaid was the largest payer, paying for almost half of all nursing home services. While medical costs overall continue to increase faster than inflation (9.6 percent, more than twice the 3.6 percent increase in the GDP), nursing home expenditures grew more slowly than expenditures for other health services.

Annual growth in expenditures for nursing home care provided by  freestanding facilities slowed to 4.1 percent in 2002, following growth of 5.7 percent in 2001. This correlates with slow growth in nursing home capacity, and a deceleration in the costs of supplies and services.9


By 1996, the Medicare Hospital Insurance Trust Fund (Part A) was in trouble. It was projected, erroneously, that it would be exhausted by 2001 unless significant reductions were made in payments to providers, new funds were made available, cuts were made in benefits, delivery of care was streamlined, or breakthroughs were made in research. But costs continue to advance. Moreover, it is anticipated that staggering numbers of victims of Alzheimer’s disease and other dementias will overwhelm services in the twenty-first century unless prevention and treatment are found.

In 2002, persons over sixty-five accounted for $544 billion out of $1.6 trillion in health care expenditures.10 Medicare outlays have increased from $191 billion in fiscal 1996 to $256 billion in 2004. Between 2003 and 2013, Medicaid and Medicare outlays for long-term care are projected to increase by 83 percent for nursing homes11 and 105 percent for home care.12





 OLD AGE, INCOME, AND WEALTH 

Our society believes in two opposing myths regarding the financial situation of older persons: Old people are very rich and very poor. These contradictory views are due to the significant wealth inequality within the older population and to how researchers define wealth. It is true that Americans over the age of fifty (mostly those between fifty and sixty-four) control 70 percent of the nation’s disposable income; however, like the rest of the country, where the top 1 percent control one-third of the nation’s wealth and the richest 5 percent hold more than half of total wealth, the percentage of wealthy, older Americans is small. In 2002, of the employed individuals over sixty-five, only 7.9 percent earned more than fifty thousand dollars, and 24.7 percent earned more than twenty-five thousand; 31.5 percent of this group reported earning  less than ten thousand dollars. The median income for an individual American sixty-five and older was $14,251 in 2002.

In 2000, the U.S. census reported that the median net worth of households with a householder aged sixty-five or older was $109,885 versus $55,000 for the total population, primarily as a result of higher home ownership among older persons (78 versus 66 percent). Home ownership is the largest asset for households with a householder over the age of sixty-five, accounting for $85,516 or 78 percent of their median net worth. However, these numbers do not reflect the lower median income of $23,486 for older households, compared to $50,010 for households whose primary householder is under the age of sixty-five.

The challenge of aging primarily affects women, who outlive men decisively. Most of the 30 percent of older persons who live alone are women, and they suffer from the greater risk of poverty, chronic illness, institutionalization, abuse, and vulnerability to crime. One-third of all women age seventy-five and older are financially dependent and need assistance in daily living. About 75 percent of nursing home residents are women.




 CAN SOCIETY ADAPT? 

Some people are pessimistic about the growing numbers of older persons. There are reasons for concern. Unlike other nations, the United States does not enjoy a national health program, and about forty-seven million children and adults (15.8 percent of the population) do not have insurance coverage. Hospital emergency rooms are an expensive and unpleasant place for the poor and uninsured to get health care. Furthermore, costs have escalated beyond inflation largely due to technology, administrative costs, and insurer profit, and only minimally, so far, from population aging. Health care, especially long-term care, is difficult to provide and is costly. It will remain a controversial and refractory challenge for years to come.

Baby boomers are not saving enough for their later years, and  alarmists were claiming as early as the 1980s that Social Security was in a crisis. Reforms are necessary and the sooner they are set in motion the better. Many state and municipal pension systems are also in trouble. The private pension system is in an even greater crisis. Defined benefit private pensions are disappearing and are being replaced by defined contribution plans—401(k)s—which ultimately depend upon the stock market, with its inherent risks. These challenges are solvable but politically difficult.

Of course, we could face a public health and financial crisis if we do not solidify private pension plans and make Social Security sounder, if we cannot prevent or slow the progression of diseases, if we are unable to develop more effective methods of health care, and if we do not offer more appropriate living arrangements. The governmental and private sectors must collaborate quickly and effectively since the velocity of change adds to the demographic challenge.

As older persons increase in number, other notable societal and demographic changes complicate the adaptation to population aging. So-called big government is diminishing, and private enterprise for services is growing.

The need to assist those unable to care for themselves raises many issues. For one, women entering the workforce leave fewer caregivers behind, just as older persons are expressing the need to maintain their independence and not live with their families until and unless it becomes absolutely necessary.

Already, some industries are gearing up in response. Home care and the assisted living parts of the long-term care industry, for example, are growing rapidly. Of the nearly five million persons over eighty-five in the United States in the year 2000, many needed some help with one or more of the activities of daily living (ADLs), such as walking and bathing, or with instrumental activities of daily living (IADLs), such as paying bills and buying groceries. Since there are so many women in the workforce, paid and volunteer caregivers have become necessary. There will be new jobs in the “silver industries.” How rapidly will the for-profit and not-for-profit service industries respond to the looming caregiving crisis?

And there are other challenges:
• Can we afford older persons? Are they a burden, given pension and health care costs? How much can and should society and the individual bear? How can individuals and societies finance longevity and not outlive their resources?

• Will costly physical and financial dependency take away resources from the young, creating intergenerational conflicts? How can we achieve an equitable distribution of resources across the generations?

• Will the overall aging of the population, with its burdens and costs, cause stagnation of the economy? And society at large? A weakening of the national will? In war and in peace? Or does increasing longevity and health create wealth?

• Will societies be overwhelmed by decrepitude and dementia? Or can the dementias and frailty be conquered?

• Will there be an excessive concentration of power in the hands of older persons? Will we live under a gerontocracy? Or will older people help reform government and be productive citizens?

• Will growing numbers of older people worsen the overpopulation of the already overpopulated globe? Or will concomitant declines in birthrates balance out the generations?

• How do we supply a full measure of independence and active choice throughout life and in late life?

• How can we avoid saddling future generations with burdens and liabilities while simultaneously creating a lasting infrastructure for the use of future generations, a legacy of value?

• How can we reorganize the health care system to be generous, yet affordable, while offering access and achieving outstanding performance standards?

• How can we promote the decline in disability rates through health promotion, accident prevention, worker safety, and greater access to health care?

• How can we assist paid and family caregiving? And build a long-term care system?





These and related questions require thoughtful answers and wise policies. Policymakers must consider the fact that it is not the revolution of longevity per se but other societal, technological, and economic factors that, from time to time, have caused economic stagnation. It is generally accepted that wealth generates health. I argue that the reverse is true. Health, longevity, and aging engender wealth.13


Some pundits exaggerate the costs that arise as a result of population aging—specifically pensions and health care. They present disturbing actuarial studies and appeal to the political establishment to avert an “aging crisis” by reducing public pensions and containing health care costs. By way of solutions, they offer added taxation, benefit cuts, and partial or complete privatization. They recommend greater individual responsibility, the competitive marketplace, and pronatalism (policies promoting the increase in birthrates) and immigration as ways to avert the so-called catastrophe of aging.

The work of some economists of diverse schools of thought, including those at the University of Chicago, Harvard, Yale, UCLA, the RAND Corporation, the University of Belfast, and the International Longevity Center, offer a different, more optimistic view.

David Cutler and Mark McClellan, for example, write, “The benefits from just lower infant mortality and better treatment of heart attacks have been sufficiently great that they alone are about equal to the entire cost of insurance for medical care over time.”14


David Bloom and David Canning have demonstrated that nations that have a five-year advantage in life expectancy show significant increases in gross domestic product. It is revealing to reexamine the concept of the gross domestic product and to incorporate within it the advantages of improved health, conceptualized by economist William Nordhaus as “health income.”15 Nordhaus measures what he calls the “real output” of the health care industry and estimates the range of the dollar value of preventing an individual fatality at between $600,000 and $13.5 million. He settles on three million dollars as a reasonable figure.

Currently, conventional measures of national income and output exclude the value of improvements in the health of the population. Nordhaus developed a methodology to show how standard economic measures would change if they adequately reflected improvements in health status. He posits that the “value of increase in longevity in the last 100 years is about as large as the value of growth in non-health goods and services.”

James Smith of the Rand Corporation has explained the role of health in creating wealth this way: He imagines someone who remains healthy all his life. This person does not miss school or work, he saves and invests, and he can remain productively engaged late in life.16


A second major reason that health creates wealth resides in the existence of the so-called silver industries. (See Table 2.1.) Older people constitute a powerful and growing market, variously called the silver industries, the mature market and the senior market, which are all as significant as the youth market of the baby boom 1960s. Indeed, they are more so. Longevity affects the entire life course, including the amount people spend on health and in the financial services industries. Optimism about the future encourages people to save and invest. The existence of life insurance and annuities illustrate how the future can be a powerful spur. People also seek medicines and surgical interventions to preserve their health and augment their longevity. And there is “luxury” spending—on grandchildren, and travel and recreation. Many states and cities in the South recruit older persons because of their value to the local economy.17


Robert Fogel writes,18 “Public policy should not be aimed at suppressing the demand for health care. Expenditures on health care are driven by demand, which is spurred by income and by advances in biotech that make health interventions increasingly effective.” He continues later, “The increasing share of global income spent on healthcare expenditures is not a calamity; it is a sign of the remarkable economic and social progress of our age.”

Fogel argues that large expenditures on health care are a boon to the economy, and that the care industry will lead industry, just as railroads, automobiles, or computers did. If there are difficulties with the funding of health care, or with Social Security and pension schemes that were predicated on a lower life expectancy, the problems lie only with a “clumsy system of financing,” Fogel argues.19


The fact that health and longevity generate wealth helps offset the fears of those who believe we cannot afford old age. But beyond concerns about maintaining productivity, we must address the underlying terror and distaste for aging, replete as it is with hysteria and anger, which ultimately becomes a self-afflicting prejudice. There is a related, seeming contradictory fear of longevity and boredom, and we must come to understand the personal and cultural denial of aging and the age prejudice that grips us.

We need new attitudes and policies to manage the new longevity. We could start by revaluing older persons, giving them productive roles in society, and acknowledging their value in the marketplace today no less so than the value of the youth market in the 1960s. Further, we need an alliance among the generations that confronts reality: The goals of older people and their children are similar. Instead of blaming older people for health costs, we must remember the underlying reason for them—happily, we have postponed the high morbidity and mortality that commonly occurred among women in childbirth, their newborn and young children. All else follows, including the better design of health care and pension systems and the support of medical research to end senility and frailty, and other scourges of old age, among other policy initiatives. When these are achieved, we will still face the challenge of  the maturation of society itself, the construction of new attitudes and societal structures, to demonstrate the values of the new longevity. For why live longer if we cannot live well, enjoy the good life, and continue to contribute to society?

The new longevity is entering the national consciousness through the slow growth of provident thinking. While neither society nor the baby boom generation is prepared for their old age, is it too late to begin planning?20


Throughout the twentieth century there have already been myriad, effective societal adjustments to the increasing numbers and proportions of older people; in America, there is Social Security and Medicare. In addition, there are private pension programs such as 401(k)s, social service agencies, senior centers, the federal Administration on Aging, and the research programs of the National Institute on Aging (NIA). There is much to be done, but what has been accomplished gives us hope for eventual success.





 CHAPTER 3

 “THE GREEDY GEEZER”: THE MANUFACTURED CLASH OF THE GENERATIONS

 



 



 



 



Intergenerational conflicts are part of world history. In 1968, worldwide youth uprisings marked the beginning of modern generational politics. Since then, politicians and journalists periodically have warned that a new and awesome clash of the generations is in the making because older people are draining society’s resources at the expense of the young. In 1988, the cover of The New Republic depicted angry “greedy geezers” with garden trowels, golf clubs, and fishing rods in hands marching down a nameless hill in unison, presumably poised to attack and exploit society (see Figure 3.1).

If such a confrontation should indeed arise, it will result from poor planning, economic disparities, political manipulation, or media hype. So far there is no evidence of significant intergenerational conflicts in American society or elsewhere. Polling data from major survey companies such as Harris, Roper and Yankelovich bear this out.1 Children and youth are not the natural enemies of old people. A few thoughtful observers, such as Robert Binstock, political scientist at Case Western Reserve University, predicted that “compassionate ageism” expressed in benefits and programs for older persons might backfire and lead to scapegoating of the old. Binstock also shrewdly refers to the dangers of “apocalyptic demography.”2


Some politicians have worked especially hard to push the idea that the old are benefiting at the expense of the young. Begun in the 1980s, the Americans for Generational Equity (AGE), led then by former Senator David Durenburger (R-Minn.), former Congressman James Jones (D-Okla.), and former Colorado Governor Richard Lamm, expressed deep concerns for the baby boom generation and posterity. In a story in  The Washington Post, Lamm said, “Simply put, America’s elderly have become an intolerable burden on the economic system and the younger generation’s future. In the name of compassion for the elderly, we have handcuffed the young, mortgaged their future, and drastically limited their hopes and aspirations.”3 Could it be that the leaders of AGE would use their organization as a political vehicle to exploit the concerns of the baby boomers in order to win votes? Another small organization, the Third Millennium, which speaks for Generation X (those born between 1965 and 1978), wants to cut Social Security and “stop paying the greens fees for well-heeled retirees.”


Figure 3.1—Greedy Geezers Permission by The New Republic
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The central objects of these intergenerational attacks are Social Security and Medicare, which enjoy great popularity among Americans, including young people. Moreover, we cannot trust the motives of those who perpetuate Social Security scare stories and declare that it is a state-run Ponzi operation. Paranoia has provoked many to believe that they will not receive their Social Security benefits when their time comes. In The Return of Thrift: How the Collapse of the Middle Class Welfare State Will Reawaken Values in America,4 Phillip Longman envisioned the “imminent collapse of the middle-class welfare state.” This was twelve years ago, in 1996!


Although the public does not generally realize it, Social Security serves younger people—through its life insurance, disability, and survival provisions. For example, nearly four million children and four million disabled persons receive Social Security. Moreover, the value of life insurance under Social Security for a 20-year-old is well over $200,000. Boomers and Generations X and Y (Generation X was born between 1965 and 1980 and Generation Y between 1981 and 1995) would do well to fight to preserve Social Security and Medicare rather than lament their presumed bankruptcy.

Although genuine issues of equity in our society have not been resolved,  5 it is not clear why and how they would be solved through attacks upon the old or by the reduction of what has been achieved on their behalf. The underlying issues are the allocation of a society’s resources and the responsibilities of its constituents; that is, the private, nonprofit, and governmental sectors. The actual clash is not between the generations but, in the extreme, between positions taken by advocates of social protections and those of a pure laissez-faire system. The growing disparities of wealth and income are most disturbing.




INTERGENERATIONAL EQUITY AND ACCOUNTING 

Discussion of intergenerational equity must be based on facts, not emotions. To discover if it indeed exists, all resources that go to the young and old must be placed on the accountant’s table, including public and private resources. Public resources that derive from federal,  state, and local taxes need to be differentiated. Having made such a tally, Merton Bernstein, a professor of law at Washington University, found that public funds for children and those for older persons are about equal. However, he did so in 1991 when $362 billion was spent on the aged, $392 billion on the young.6 The costs of education, social security, and health care (through Medicaid) provided for children just about balanced the costs of health care (Medicaid and Medicare) and the Social Security that older persons received.7 These calculations should be periodically updated. This is not to suggest that society is providing enough for either children or old people. But the necessary discussions and decisions must be based upon the same data.

Even excluding inheritances, most intergenerational transfers of money flow from older persons to their adult children. This is true of services as well.8 Eventually, of course, children (and governments) inherit all remaining resources, including the intellectual infrastructure (such as museums, libraries, schools and universities—knowledge and, of course, the physical infrastructure such as buildings and bridges) created by the previous generations.9 Besides its debts, we must also consider that the older generation saddles posterity with much that is good.

Generational accounting ought to be included in the U.S. budget, but only if it comprehensively integrates public and private resources—capital investments and the material, social, and intellectual landscape—in a serious effort to analyze intergenerational equity that includes society’s obligations to the unborn. We must address the ancient question of what responsibility the rich have to the poor, and the healthy to the ill. How level is the playing field? Is each newborn given the opportunity to build a good life and contribute to society? What are the advantages of the universal risk pool?

To counter the potential for age divisiveness, the Gerontological Society of America sponsored an excellent book-length study, “Ties That Bind,” that emphasized intergenerational interdependence.10 In addition, the National Council on the Aging and the Child Welfare League of America formed Generations United, a coalition actively promoting the common interests of children, youth, families, and older persons.  The Children’s Defense Fund joined in. Older persons are parents and grandparents, after all, and they share what burdens exist. There are over 2.42 million grandparents in midlife and older who are already providing primary care for their grandchildren. The majority of grandparents raising grandchildren are between the ages of fifty-five and sixty-four. But about 8.1 percent are seventy and older. About five million children are the financial dependents of grandparents.11


If funds such as Social Security are taken from the old, it is unlikely that they would be transferred to children. In fact, it would be illegal to do so directly without a countervailing reduction in Social Security income taxes. But if help for children were coupled with reductions in entitlements for the old by congressional action, there would be a retrogressive and undesirable return of many older persons to the impoverished status so many experienced only a few decades ago. Social class, income, ethnicity, and race adversely affect American children and American society in general. Growing economic disparity is highly undesirable for a variety of obvious reasons, among them business reasons, since prosperity depends upon consumer power.

As will be discussed in Chapter 14, the need to reform Social Security is realistic, as is the addition of a new program of mandated or voluntary supplementary private investments and savings to augment income in the later years. But there are dangers in replacing universal entitlements by means testing. Whatever is saved is not worth the political weakening of Social Security, risking its transformation into a program for the poor and making it, thereby, a poor program. Those who resent the millionaires who receive Social Security which they “don’t need” can work to ensure a more effective and fair progressive taxation of millionaires. Income testing (i.e., taxation) is preferable to means-testing and less humiliating. Moreover, the well-to-do themselves who do not need or want the money could voluntarily donate their Social Security payments to their favorite charitable activities, to the government, or to Social Security itself.

However, it should be understood that inherited wealth will not be evenly distributed but will rather reflect the growing economic disparity  in our society. The second wave of baby boomers (born in 1955 and beyond) and the succeeding cohorts (Generations X and Y) potentially face a lower standard of living than have their parents. The majority of working Americans earn annual family incomes of fifty thousand dollars per year.12


Another deeper, psychological element driving the alleged generational rebellion against the old is the dread of aging. Ageism and a youth quest are prominent in our society. Even older people are seeking corrective cosmetic and medical procedures. Do they hate themselves? Have they been driven to do so by a society hostile to the accompaniments of age? “Old is beautiful,” says Maggie Kuhn of the Gray Panthers. Kathleen Woodward, director of the Stimpson Center for the Humanities at the University of Washington, has observed that our very language polarizes youth and age, yet each person is “multi-aged” because of their memories.

Traditionally, the old annoy the young and vice versa. The Wall Street Journal has reported that older people in Beijing were irritating the young, presumably creating a “generational gap” by reviving the “Yang Ge” folk dance brought to the nation’s capital by the Communist People’s Liberation Army in 1949. The decibel level was driving the young mad.13 On the other hand, the decibel level of rock and roll may madden the old.




INTERGENERATIONAL DEPENDENCY 

A dependency or support ratio is much discussed in the context of intergenerational relations. It is usually defined as the ratio of persons sixty-five and over per one hundred between eighteen and sixty-four. This number is extraordinarily misleading because the notion that all persons over sixty-four are dependent upon those between eighteen and sixty-four is false. More accurate is the overall total dependency or support ratio. This is the ratio of persons under eighteen and over sixty-five per hundred who are between eighteen and sixty-four. In the  United States this ratio is actually declining to less than it was in 1970 because of declining birthrates (see Table 3.1). Because not all persons between eighteen and sixty-four are employed—some may be pursuing their education or unemployable due to physical and mental illness—the dependency ratio should include all those who are working and those who are not. In 1964, there were seventy million working and 124 million not working. In 2004 there were 139.6 million working and 108.2 million not working.14 Therefore, in the 1960s, as economist Richard C. Leone points out, “the worker to non-worker ratio was actually worse than today.”

Older persons in society provide major support to their adult children and grandchildren in the form of direct financial assistance or the sharing of housing and providing child care and other services. Many older persons have savings and pensions or they still work. Economic and policy analyses ought to tell us how much an older person and a child (through maturity) costs on average.15 We should examine personal needs at different stages of the life cycle. Society would be better served if more financial help were available to young persons during family formation and career development. Payment structures could better fit the stages of life. Clearly, we do need generational economics.  But of a very comprehensive kind.


The crucial factor underlying the so-called dependency ratio is productivity.  The idea that only so many jobs exist is a myth, for history has demonstrated otherwise. Women, for example, have been absorbed into the labor market.


 International Comparisons 


Table 3.2 informs us that nations that are not as wealthy as the United States have much higher percentages of older persons. Nonetheless, some are able or choose to provide even more generous programs for their older citizens.16 I do not want to be like the journalism major who wrote beautifully about a soccer match but forgot to include the score. While Europe’s welfare states are undergoing reevaluation in the light of  changing economic conditions, I have been impressed by the near absence of ad-hominem attacks upon the unemployed and older people.

To help offset granny bashing, the Greedy Geezer image, and other forms of scapegoating, the United States should embark on a bold effort to bring the generations closer. One way to do this would be to inaugurate a children’s initiative. Organizations such as AARP (formerly, the American Association of Retired Persons) and the Alliance for Retired Americans (formerly, the National Council of Senior Citizens) could lead the way. A national children’s initiative is an undertaking older people should consider.

In a Grandpeople’s Children’s Initiative, older persons could responsibly focus on the multiple and increasing medical, social, and educational needs of children of all social, economic, racial, and ethnic groups of society. They could spend time with children, taking care of them and teaching them skills. More than that, enlightened self-interest demands that middle-aged and older generations address the needs of children who as working adults will support them later (e.g., through the pay-as-you-go Social Security system and caregiving), provided that children have the opportunities necessary for a productive future. This is the unspoken intergenerational contract.

There are those who fear a holocaust—intentionally hastening the deaths of older people, especially by neglect—for older people in this century. This includes individuals from diverse backgrounds, such as Anthony DeBono, Maltese physician and chair of the 1982 UN World Assembly of Aging; Claude Lanzmann, French author and filmmaker who made Shoah; and Yoshio Gyoten, Japanese physician and TV commentator. While I understand these concerns and regard them as serious, I am confident that the challenges are soluble if life is seen in its true character, as a dynamic, ongoing process. We are all beholden to the life cycle; inevitably, the young become the old who were once young. No one generation or stage of life is working against another.

The ultimate answer to all questions about generational inequity is the intergenerational contract—what parents do for their children, children must do for their parents—writ large. So long as we remember  the natural cycle of the generations in all its profound and rich ramifications, we can deal with the necessarily creative ups and downs in intergenerational relations: the struggle by the young for identity and autonomy and the hopes of the old for a decent ending to life. Neither group need suffer.





 CHAPTER 4

 AGEISM: ANOTHER FORM OF BIGOTRY

 



 



 



 



Just as racism and sexism are based on ethnicity and gender, ageism is a form of systematic stereotyping and discrimination against people simply because they are old. As a group, older people are categorized as rigid in thought and manner, old-fashioned in morality and skills. They are boring, stingy, cranky, demanding, avaricious, bossy, ugly, dirty, and useless.

An ageist younger generation sees older people as different from itself; it subtly ceases to identify with its elders as human beings.1 Old men become geezers, old goats, gaffers, fogies, coots, gerries, fossils, and codgers, and old women are gophers and geese. A crone, hag, or witch is a withered old woman.2


Ageism takes shape in stereotypes and myths, outright disdain and dislike, sarcasm and scorn, subtle avoidance, and discriminatory practices in housing, employment, pension arrangements, health care,3 and other services. Older persons are subject to physical, emotional, social, sexual, and financial abuse. They are the focus of prejudice regarding their capacity for work and sexual intimacy,4 which Freud described as the two most important human activities. Taking away the validation of work or purposeful activities and demeaning the capacity for love are surely the most profound forms of age prejudice.

Historically, older persons have been venerated in most societies and cultures in word, although not always in deed. In fact, to be old or disabled was always a liability for practical reasons. Nomadic groups from North Africa to Alaska abandoned their old when the welfare of the entire tribe or group was at stake.

The term ageism, which I introduced in 1968,5 is now part of the English language. It is identical to any other prejudice in its consequences. The older person feels ignored or is not taken seriously and is patronized. Anthropologist Barbara Myerhoff speaks about “death by invisibility” when she describes an older woman who, “unseen,” was “accidentally” killed by a bicyclist.6


This invisibility extends to emergencies, such as the tragic case of September 11, 2001, in New York City. Animal activists evacuated dogs and cats within twenty-four hours after the World Trade Center was attacked, while disabled or older persons were abandoned in their apartments for up to seven days before ad hoc medical teams arrived to rescue them.7 Older persons were also invisible in the devastation caused by Hurricane Katrina in New Orleans.

Reminiscent of the great social scientist George Mead’s concept of the “looking glass self,”8 older persons may turn ageist prejudice inward, absorbing, accepting, and identifying with the discrimination. Some examples:
• Simone De Beauvoir, author of The Coming of Age, described her disgust at growing old, although she wrote lovingly of her own mother’s aging in A Very Easy Death. 

• Comedian George Burns noted the unfortunate tendency of old people to conform to their stereotype—what he called the old person’s “act”—by learning to shuffle about and decondition in a kind of identification and collaboration with the ageist society that demeans them.

• Yale psychologist Becca R. Levy reports that constant bombardment  of negative stereotypes increases blood pressure. Ageism can make an older person sick.9 





Advertisements and greeting cards depict older persons as forgetful, dependent, childlike, and—perhaps the ultimate insult in our society—sexless. Conversely, older people who continue to have sexual desires are dirty old men and ridiculous old women.

Wrinkles, crow’s feet, liver spots, and dull skin are disparaged in our youth-dominated culture and exploited by the cosmetics industry and plastic surgeons. Women who have relied upon their appearance for self-definition and men and women who have depended upon a youthful appearance in their work are up against overwhelming odds. The clock does not stop. When does one cease to be beautiful and start on the journey to being over-the-hill? How many women past fifty can look like model Lauren Hutton or Susan Sarandon? How many men and women can overcome disability with elegance and style?

A study conducted by the American Academy of Facial, Plastic and Reconstructive Surgery revealed that baby boomers have received nearly a quarter of a million face-lifts and other cosmetic surgeries. Most of these patients were over fifty. The Associated Press has quoted Karen Seccombe, a University of Florida sociologist, who said, “The thought of saggy breasts, hair loss or wrinkles doesn’t sit well with people who have grown up emphasizing fitness and youth.”

The film and television industries help to perpetuate ageism.10



• Less than 2 percent of prime-time television characters are sixty-five or older, although this group is 12.7 percent of the population.

• 11 percent of male characters between fifty and sixty-four are categorized as old versus 22 percent of female characters.

• 75 percent of male characters sixty-five and older are characterized as old versus 83 percent of female characters of the same age.

• Only one-third of older characters are women.

• Middle-aged and older white males have joined women and minorities on the sidelines, as white men under forty get most of the jobs writing for television and film. Employment and earning prospects for older writers have declined relative to those for younger writers.

• According to one study, approximately 70 percent of older men and more than 80 percent of older women seen on television are portrayed disrespectfully, treated with little if any courtesy, and often looked at as “bad.”

• Although Americans who are forty and over are 42 percent of the American population, more than twice as many roles are cast with actors who are under forty.



But there is some good news, too. By the 1990s, soap operas such as  The Guiding Light were presenting older characters having more love affairs and not just worrying about their children. In 1994 New York Magazine  put Paul Newman on the cover, calling him “The Sexiest (70 year old) Man Alive,” and More magazine offered women over forty an alternative to those that cater to women in their twenties. Older models began to make their appearance in general women’s magazines, too. One widely circulated magazine advertisement in 1994 described “Betty Mettler, age 101, Noxzema user since 1925.”




 OUR CULTURE’S FEAR OF GROWING OLD 

As Tolstoy noted, “Old age is the most unexpected of all the things that happen to a man.”

The underlying basis of ageism is the dread and fear of growing older, becoming ill and dependent, and approaching death. People are afraid, and that leads to profound ambivalence. The young dread aging,  and the old envy youth.11 Behind ageism is corrosive narcissism, the inability to accept our fate, for indeed we are all in love with our youthful selves, as is reflected in the yearning behind the expression “salad days.”

Although undoubtedly universal,12 ageism in the United States is probably fueled by the worship of youth in a still-young country dominated by the myth of the unending frontier. In 1965, the Who, a British rock group, sang, “I hope I die before I get old,” while in America “you never say die.”13 Hollywood veils older actresses with gauzy lens filters. Moreover, age carries less authority.

The powerful imagery of the birth and adoration of the infant Jesus, and the journey of the Magi to see the Christ child, describes a birth of hope. How this contrasts with the final years of life! Children are seen as the future; older people, the past. Grimm’s fairy tales depict gnarled and evil old women cursing innocent and beautiful youths with spells and afflictions.

Denial is a close cousin of ageism; in effect, it eliminates aging from consciousness.

One of the striking facts of human life is the intensity with which people avoid aging. Narcissistic preoccupation with our own aging and demise and perhaps, according to Freud, the inability of the unconscious to accept death make it difficult for society as a whole to deal with the challenges of aging. Note our gallows humor at birthdays, the money we spend on cosmetic surgery, and the popularity of anti-aging medicine. This was not always the case. In Europe in generations past, young men in high positions wore wigs they had powdered white in an attempt to appear older and, by implication, wiser. Today, men flock to cosmetic surgeons and colorists to preserve the illusion of youth.




 AGEISM AND ECONOMICS 

Is ageism in large measure a function of economics? Are older people no longer contributing to society? Are they a drain on the economy? As the numbers and proportions of older persons increase in the  industrialized world and productivity becomes the essential measure of an individual’s worth, the status of older persons has declined.

Although no mathematical relationship is likely, there appears to be a threshold in societies at which point the number or proportion of older persons is seen as a burden. Veneration is replaced by contempt. In primitive societies, the role of the older man as the oral historian and wise counselor who knows how conditions have changed over time was valued, especially if he was in control of land. With the movement away from agrarian and toward industrial societies, this power base eroded, except on the rare occasions when the older person was able to maintain power, wealth, and income.

The severe cutback in services following the $750 billion tax cut inaugurated by the Reagan administration in 1981 brought steady criticism that Social Security and Medicare provide entitlements for older people that are denied the young. I have called this the politics of austerity, leading in part to what has been termed the “New Ageism.”14 The new ageism is concocted from a dangerous brew that envies some old people for their improved financial status while resenting poor old people for being tax burdens and those who are not poor for making Social Security so costly. Two letters to the editor of Newsweek (April 3, 1995) exemplify this agenda. One described AARP as “ruthless in its pursuit of power, privilege and special interests for its members.” The other writer wrote, “I submit that people over 65 should not be allowed to vote.” (The shame that these attacks engender in their target is a measure of their success.)

In a frontal assault against the welfare state and its specific social protections, the new ageism derides people sixty-five and older for their avaricious nature. They ignore the fact that older people must be 8 to 10 percent poorer than an adult under sixty-five to be officially counted as poor by the government.15 In truth, poverty among older people has not been ended, despite progress. As Table 4.1 shows, nearly 25 percent have incomes of less than $39 per day.

The poverty index is outdated. It was estimated in 1964 as the amount of income necessary to meet essential needs, based on the  Department of Agriculture’s economy food plan for emergency use designed to keep a healthy person alive and functioning reasonably for thirty days. At that time, people spent approximately one-third of their income on food. Today food accounts for about 10 percent of one’s income; housing, transportation, and medical care are the major costs.


Table 4.2 shows the limitations of the cost-of-living adjustment under Social Security in the face of the increased costs of Medicare and inflation.

Although older persons are about as likely to be poor as younger persons, income and assets are distributed more unevenly among older persons and concentrate highly among a tiny percentage of the rich old. As mentioned, the old, especially older women, are, on the whole, the poorest of the poor. Those eighty-five and older have the lowest income and the greatest incidence of chronic illness. They are more likely to require medical services and medications but less able to afford the care.

Only about 8 percent of people over sixty-five have annual incomes in excess of fifty thousand dollars, and they are often still employed. According to the U.S. Census Bureau, 18 percent of men and 10 percent of women sixty-five and older are currently in the civilian labor force.16 The dismissal of talented, functional older people from the workforce on the grounds that there is a limited availability of work and that old people take away jobs from the young (the so-called fixed lump of labor noted in the last chapter) is based on an inaccurate assumption and is costly.

Widows are the primary victims of poverty in later years and thus bear the brunt of ageism’s assault. Women’s luck in living longer than men has, paradoxically, compounded their problems. Of older women, 41 percent are near-poor,17 contrasted with 17 percent of older men. The fact that 75 percent of poor older persons are women reflects their lower wage levels during their working years, inadequate and inequitable Social Security coverage, and the increased risk of financial devastation from widowhood. Over half of widows become poor after their husbands die, probably due to consuming medical and funeral expenses and lost pension income. When New Ageists talk about denying health care  or cutting entitlements to the old they are really talking about denying these benefits to poor old women.




 ELDER ABUSE 

Elder abuse is a widespread phenomenon that affects older adults who live in rich and poor nations alike. In the United States alone it is believed that as many as 1.2 million older adults are physically abused or neglected each year. Elder abuse takes many forms, including physical, emotional, financial, and sexual abuse—often by family members. It may involve neglect, such as the failure to provide food, shelter, clothing, medical care, and personal hygiene, as well as narcotic over-medication.

In 2004, UN Secretary General Kofi Annan released a report on the abuse of older persons that mentioned practices such as the ostracism of older women, which occurs in some societies when they are used as scapegoats for natural disasters, epidemics, or other catastrophes. The report stated: “Women have been ostracized, tortured, maimed or even killed if they failed to flee the community.”

The World Health Organization (WHO) reported that 36 percent of nursing home staff in the U.S. reported having witnessed at least one incident of physical abuse of an older patient in the previous year, and 10 percent admitted having committed at least one act of physical abuse themselves. This represents sexism as well as ageism, for about 75 percent of nursing home residents are women. Other statistics are equally alarming:18 
• 1 million to 3 million Americans sixty-five and older have been injured, exploited, or otherwise mistreated by someone on whom they depend for care or protection.

• Estimates of the frequency of elder abuse range from 2 percent to 10 percent.

• Only one out of six incidents of elder abuse, neglect, exploitation, and self-neglect is brought to the attention of authorities.

• Only twenty-one states report that they maintain an elder abuse registry /database on perpetrators of substantiated cases, and less than half of states maintain a central abuse registry.

• It is estimated that each year five million older Americans are victims of financial exploitation, but only 4 percent of cases are reported. Many of these cases involve the unauthorized use of older person’s assets and the transferring of power of attorney for an older person’s assets without written consent.

• Of the nearly $1 billion National Institute on Aging budget, only $1.7 million goes to NIA elder abuse and neglect research funding.








 AGEISM IN HEALTH-CARE SETTINGS 

Ageism can be invoked by aesthetic revulsion. Especially when weakened by disease, older persons can be disheveled, unwashed, and appear ugly and decaying. Some older persons “let themselves go” and unwittingly add fuel to the fire. Sphincters loosen, depositing stains and smells. Ear and nose hairs grow more quickly in older bodies, as does the cartilage, causing the nose and ears to enlarge. Some profound and common disorders of old age—mobility problems, dementia, and incontinence—are unattractive and provoke a negative response.

When older men or women are malodorous, scabrous, or disturbing in dress and language, they can scare, disgust, and discomfort younger people. Such older persons become untouchable. (Touch is powerful and therapeutic. Some older persons living alone have not been touched for years.)

Medical schools unwittingly promote the virus of ageism.19 Fresh out of college, young students are confronted with aging and death and  their own personal anxieties about both. They are left to their own devices to insulate themselves from anxiety and pain about disease, disability, disfigurement, and dying. A cadaver that requires dissection is usually the first older person medical students encounter, and they are not ordinarily provided with effective group or individual counseling, either at the time of dissection or later, upon the death of their first patient.

Defense mechanisms like gallows humor, cynicism, denial, the invention of negative language, and facetiousness are common. Long hours in medical training lead to angry exhaustion and feelings of being “put upon.”20


It was in medical school that I first become conscious of the medical profession’s prejudice toward age. For the first time I heard such insulting epithets as “crock,” which was used to describe middle-aged women and older patients who were labeled hypochondriacal because they had no apparent organic basis for their complaints, as well as having many symptoms, and “GOMER” (Get Out of My Emergency Room).

The hidden curriculum in medical schools undermines student’s idealism and can compromise their education. For example, in some studies up to thirty-five percent of doctors erroneously consider an increase in blood pressure to be a normal process of aging. In physical diagnosis courses, medical students meet older people who are stripped of their individuality and seen as archives or museums of pathology, rather than as human beings. Men and women in their eighties are particularly valuable in these sessions because they often have a plethora of symptoms and conditions about which the student must learn.

In addition, few medical school graduates will practice geriatrics, and practicing physicians often do not invest the same amount of time dealing with older patients. Medicare expenditures per capita steadily decline as people grow older. In fact, a UCLA study reported that, as people enter their forties, physicians spend less time with them per encounter. Logically, it should be the reverse since medical problems tend to increase as we grow older, and the ramifications are sobering. Sixty percent of adults over sixty-five do not receive recommended preventive  services, and 40 percent do not receive vaccines for flu and pneumonia. They receive even less preventive care for high blood pressure and cholesterol.

Some doctors question why they should even bother treating certain problems of the aged; after all, the patients are old. Is it worth treating them? Their problems are irreversible, unexciting, and unprofitable. Their lives are over.

Between 1955 and 1966, Morris Rocklin, a volunteer in the NIMH Human Aging Study, was studied until he turned 101 years of age. Rocklin complained about his painful right knee to his physician, who said, “What do you expect at your age?” To this typical statement by a physician, Rocklin replied indignantly, “So why doesn’t my left leg hurt?” The symmetry of the human body offers a good test of the realities of medical ageism. Rocklin’s oft-quoted response has been used by many geriatricians to educate medical students on the topic of ageism.




 NURSING HOMES: AGEIST SCANDAL 

Nursing homes are licensed by the states and must meet federal standards to participate in Medicaid or Medicare. About 95 percent of the nation’s sixteen thousand nursing homes (which house 1.5 million men and women) participate in those programs. According to a government study conducted in 2002,21 nine of ten nursing homes in the United States lack adequate staff, and nurse’s aides provide 90 percent of the care. In most nursing homes, the report said, a patient needs an average of 4.1 hours of care each day—2.8 hours from nurse’s aides and 1.3 hours from registered nurses or licensed practical nurses.
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