
AARP
Previously Known As: American Association of Retired

Persons

Relevant Issues: Economics, health and medicine, rec-

reation, work

Significance: AARP is the major advocacy group for the

elderly in the United States.

Ethel Percy Andrus, a retired Los Angeles high school

principal, founded the American Association of Retired

Persons (AARP) in 1958. The organization was re-

named AARP in 1999. It was created to “promote inde-

pendence, dignity, and purpose” among the elderly.

With rapidly growing membership that reached

thirty-eight million in 2018, AARP has come to repre-

sent the American elderly, seeking to improve every as-

pect of their lives. It publishes the AARP Bulletin and

the nation’s largest circulation magazine, AARP Maga-

zine, mailed to thirty-five million households, which

contains articles on such topics as careers, science and

health, investments, and personal relationships.

AARP is a tax-exempt, nonprofit organization that

provides its members with an unusual blending of social

welfare and commercialism. Yet despite its tax-exempt

status, AARP is a moneymaking organization, with an

income that exceeds $300 million per year. Its member-

ship dues, income from products and services, fees from

established firms that pay AARP for joint ventures, and

yearly federal grants to run government-funded pro-

grams for seniors fill AARP’s coffers handsomely.

In 2014, Jo Ann Jenkins, the former Chief Operations

Officer (COO) of the Library of Congress, became

AARP’s executive director. AARP is run by the execu-

tive director and a staff of lobbyists who attempt to in-

fluence government decision makers. They report to a

board of directors and national officers, who control a

network of more than two thousand volunteers from

across the country. Other key decision makers are

AARP’s chief legal advisers.

LOBBYING AND LEGISLATION
AARP’s moneymaking has drawn fire from critics, and

the organization is also perceived by many as lobbying

for legislation that goes against the wishes of its mem-

bers. Some critics insist that AARP pursues an aggres-

sively liberal political agenda at the expense of the

elderly. AARP polls its members periodically to deter-

mine broad policy positions, but the actual task of deter-

mining political priorities falls to a committee of AARP

volunteers who meet with the professional staff. More-

over, although the unpaid AARP lobbyists in each state

determine their own priorities, they must abide by the

guidelines laid down by headquarters. To the dismay of

some members, AARP’s interests range far and wide;

for example, the organization pushes aggressively for

tax increases and for the spending of money on acquired

immunodeficiency syndrome (AIDS) research rather

than on Alzheimer’s disease and cancer research.

The philosophical and political diversity of AARP

gives it less clout than other, more cohesive groups.

Only 14 percent of the group’s members join AARP’s

lobbying activities, while the large majority seek only

discounts, bargains, and price reductions, all of which

are made available to members for a membership fee of

only eight dollars a year.

One of AARP’s largest concerns is the financial sta-

bility of Medicare. The Balanced Budget Act of 1997

was estimated to have extended the solvency of the

Medicare Trust Fund until 2008. Shortly thereafter,

members of the baby-boom generation will become eli-

gible for Medicare, and the additional number of

Medicare beneficiaries is expected to place great strain

on the fund’s stability. Less-populous succeeding gen-

erations may also prove unwilling to pay for the baby

boomers’Medicare and Social Security. AARP thus de-

fends both programs, while admitting that both will

need to change to survive; at the same time, it maintains

that all members should share the sacrifice to see the

plans through.

Social Security also faces adjustments to ensure its

ongoing stability. The AARP has maintained that any

Social Security solvency reform package should main-

tain the earned-right nature of the program’s benefits,

should provide benefits to workers and their families,

and should ensure Social Security as a base of retire-

ment income for as many workers as possible.

AARPhas also developed a set of principles by which

it evaluates tax-reform proposals. The organization

maintains that any tax reform must ensure the genera-

tion of enough income to meet the government’s obliga-

tions to programs vital to older Americans, specifically

Medicare and Social Security.
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BENEFITS AND SERVICES
From its inception, AARP saw its priority as providing

health care for the elderly. In 1958, the sum or fifty thou-

sand dollars was put up by Leonard Davis, an insurance

broker from Poughkeepsie, New York, who convinced

Continental Casualty of Chicago to take a risk covering

Andrus’s group. As AARP became popular and its

membership soared, Davis in 1963 founded his own in-

surance company, Colonial Penn, which replaced Con-

tinental as AARP’s insurer. By the mid-1970s, as other

companies began to offer health insurance for the el-

derly with similar or greater benefits, AARP turned to

other underwriters for its health insurance.

AARP’s health insurance plans are a mixed bag. Its

Medicare supplemental policy, or Medigap, provides

coverage for some health costs that Medicare does not

cover. Standard plans featuring different degrees of

coverage are relatively inexpensive. Married couples

receive a discount, and all subscribers pay the same pre-

mium, regardless of age. Also, Medigap coverage is au-

tomatic for those who choose any of the basic plans;

others include prescription drug coverage. AARP’s

hospital-surgical policy, Hospital Advantage, covers

part of the cost of hospital stays and surgical treatments.

However, the Hospital Indemnity Plan, which pays a

flat amount for each day of hospitalization, is of little

real benefit to most policyholders.

AARP’s long-term care, which covers Alzheimer’s

disease and all types of nursing homes, at-home care,

and adult day care centers, costs more and covers less

than plans available from other insurers. In addition,

AARP provides for its members other health services:

discounts on prescription drugs; information concern-

ing resources available to individuals with chronic dis-

orders; help for alcohol abuse; news about the latest

medical breakthroughs and about alternative medicine;

caregiving and managed care; and help with nursing

home contracts and the rights of nursing home

residents.

AARP sells a variety of life insurance policies. Al-

though most life insurers charge women less than men

of the same age because women on average live longer,

AARP charges high rates for women. Similarly, its rates

for healthy men, usually discounted in other policies,

are high.

AARP offers members inexpensive homeowner’s

and mobile home owner’s insurance with comprehen-

sive coverage that insures mobile homes of any age or

value. The group’s automobile insurance, though guar-

anteeing rates for a full year, is more costly.

Also offered is an investment program from which

members can choose from eight mutual funds, each de-

signed to provide competitive returns. AARPalso offers

guidance and educational materials for members who

lack investment experience. Designed with AARP’s

less-affluent investors in mind, the funds offer a low

minimum investment as well as training on other mat-

ters. VISA cards designed for AARP members boast

low interest rates, no annual fee, free additional cards,

and convenience checks. Also available is a pharmacy

service that includes prescriptions, over-the-counter

medications, and health and beauty aids for shopping at

home convenience.

AARP’s travel bargains, a prime reason for its large

membership, are offered to members over fifty and their

spouses. Travel programs tout discounts in car rental,

lodging, and tours. AARP reviews route itineraries,

monitors the programs, and follows up on criticisms.

Prospective travelers fill out questionnaires about hear-

ing, vision, allergy, mobility, and other problems and re-

ceive key considerations, such as extended trips by bus

or foot, often denied to the general public. Though

costly, AARP tours are designed for the elderly.

AARPprovides help for independent living for the el-

derly, advice about home-modification devices, infor-

mation about coping with grief and loss, tips on driving

safety, and aid for grandparents who raise their

grandchildren.

—Mary Hurd

See also: Advocacy; Consumer issues; Discounts;

Early retirement; Health insurance; Leisure activities;

Life insurance; Long-term care; Medicare; Retirement;

Retirement planning; Social Security; Vacations and

travel

For Further Information
“2017 AARP Annual Report.” AARP. www.aarp.org/con-

tent/dam/aarp/about_aarp/annual_reports/2018/2017-An-

nual-Report-AARP.pdf. This report highlights the stories

of real people making a difference with, and through,

AARP.
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“2018 AARP Foundation Annual Report.” AARP.

www.aarp.org/content/dam/aarp/aarp_foundation/2019-

pdf/AARPFoundation-2018-Annual-Report.pdf. AARP

Foundation works to end senior poverty by helping vulner-

able older adults build economic opportunity and social

connectedness.

ABANDONMENT
Relevant Issues: Family, psychology, race and ethnicity,

sociology

Significance: Abandonment of elders by family mem-

bers is a growing problem with complex causes.

Elder abandonment, much like the wider category of el-

der abuse of which it is a part, has been defined in many

ways. To achieve some uniformity of definition, in 1985

the American Medical Association (AMA) defined el-

der abuse, in part, as a failure to provide care or to per-

form some act, in either case resulting in harm to a de-

pendent elder. Neglect may be considered a more

temporary form of these acts of omission, whereas

abandonment may be considered a more permanent

form. Accurate statistics for elder abandonment are rare

because many incidents are not reported.

Abandonment is often physically and emotionally di-

sastrous for an elder. Case studies show that dependent

elders are often so fearful of abandonment that they may

tolerate abusive relationships because of an underlying

fear that they will be abandoned if they do not. Yet the

effects of abandonment do not stop with the elder, who

may be left in a rest home or in varying degrees of isola-

tion, but extend to the abandoning family members,

who often have to cope with extreme feelings of guilt.

Although the status of elders varies in different racial

and ethnic groups within American society, a strong ta-

boo exists against abandonment in nearly all groups.

Despite this taboo, researchers have found significant

differences among ethnic groups as to the quality and

amount of support provided to the elderly by their fami-

lies. There are also significant differences among these

groups as to how much their elderly utilize, or are aware

of, available support services in their respective com-

munities. Utilization of services is helpful in reducing

the impact of isolation that comes from lessened

involvement or complete abandonment by family

members.

To help understand the complex factors that lead to

abandonment, experts often focus on understanding the

nature of dependency in elders. Many causes of depend-

ency have been proposed. Some experts highlight social

causes and maintain that because American culture em-

phasizes youth, there is often a loss of status and self-es-

teem that accompanies aging in American society. To

counteract these feelings of inadequacy, elders may be-

come overly attached to a strong figure to meet their

needs for self-esteem. Critics of this approach have

called it a way of “blaming the victim” and, instead,

have focused on understanding the protective figure.

This research has revealed that protective figures often

find caring for an elder to be a source of great stress.

A typical scenario of abandonment begins when an

elder becomes dependent on an adult family member

following a stroke or accident. The stress on this family

member may become intolerable as the demands of the

elder increase with the physical decline. In fact, the el-

der may view even brief absences of this protective fig-

ure as an abandonment. The caretaker must often

choose between unpleasant options at this point; meet-

ing personal needs and the needs of other family mem-

bers must be considered in a decision to distance oneself

or continue to care for the elder. Experts have suggested

that family counseling or family meetings may be help-

ful in spreading the burden of care among family

members.

—Robert Landolfi

Updated by Bruce E. Johansen, PhD

See also: Caregiving; Depression; Elder abuse; Facility

and institutional care; Family relationships; Loneliness;

Neglect; Sandwich generation

For Further Information
“Elder Abandonment.” Abuse: An Encyclopedia of Causes,

Consequences, and Treatments, by Rosemarie Skaine,

Greenwood, 2015, pp. 109-11, ABC-CLIO, pub-

lisher.abc-clio.com/ 9781610695152. Several chapters are

dedicated to different kinds of elder abuse.

“Elder Abandonment.” Find Law. Thomson Reuters. n.d. el-

der. findlaw.com/elder-abuse/elder-abandonment.html.

Explains elder abandonment briefly, compares a few state

laws and offers links to find elder abuse lawyers.

Rzeszut, Stephanie M. “The Need for a Stronger Definition:

Recognizing Abandonment as a Form of Elder Abuse

Across the United States.” Family Court Review, vol. 55,
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no. 3, 17 Aug. 2017, pp. 444-57. doi:10.1111/fcre.12295.

This Note discusses elder abuse while focusing specifically

on the occurrence of elder abandonment and how most

states do not recognize elder abandonment as a form of el-

der abuse in their statutes.

ABUSE. See ELDER ABUSE.

ACQUIRED IMMUNODEFICIENCY
SYNDROME (AIDS)
Relevant Issues: Death, health and medicine, marriage

and dating

Significance: Data from the Centers for Disease Control

and Prevention (CDC) in the 1990s indicated that

AIDS was increasing at a significant level in persons

over the age of fifty.

Key Terms:
highly active antiretroviral therapy (HAART): the use

of a combination of three or four anti-HIV drugs in an

HIV positive individual to suppress replication of

new HIV particles and slow the progression to

full-blown AIDS

Kaposi’s sarcoma: a form of blood vessel tumor that

produces pink to purple splotches or plaques on the

skin in about 25 percent of persons with AIDS and

may also affect internal organs; caused by sexual

transmission of human herpes virus 8 (HHV8)

syndrome: a collection of symptoms associated with a

disease state; an individual patient may show some,

but not necessarily all, of these symptoms

T4 cells: also called CD4 cells or T-helper cells; a spe-

cific type of white blood cell (lymphocyte) that regu-

lates the entire immune system and is the preferred

target for HIV infect ion, resul t ing in

immunodeficiency

viral load: a measurement of the amount of HIV present

in the blood; often used to monitor the effectiveness

of anti-HIV therapy

Acquired immunodeficiency syndrome (AIDS) is the

clinical manifestation of the human immunodeficiency

virus (HIV). HIV infection is a communicable disease

that may be transmitted through sexual contact, blood or

blood products, or childbirth. HIV has been found in

high concentrations in blood, semen, and female genital

secretions and in smaller concentrations in spinal fluid,

tears, urine, breast milk, and saliva. To become infected,

an individual must come in contact with a body fluid

from an infected person.

Although the impact of HIV has been widely dis-

cussed in gay men and intravenous (IV) drug users, little

attention has been given to HIV in older persons. In

2015, the CDC reported that 47 percent of Americans

living with HIV were aged 50 or older. The most com-

mon mode of transmission of HIV in older adults is

blood transfusions; however, sexual contact cannot be

overlooked.

MODES OF TRANSMISSION
Transmission of HIV though the blood is accomplished

through receipt of blood products or IV drug use. Al-

most one-fourth of the reported cases of HIV infections

occurs in intravenous drug users. In such cases, syringes

and needles contaminated with HIV-infected blood are

shared by a second person without being cleaned prop-

erly. After an infected user injects drugs, any blood left

in the syringe may be injected into a second individual.

Only a small percentage of older adults, however, con-

tract HIV through intravenous drug use.

Prior to 1985, there was no testing of blood products

for HIV antibodies. Many people who received blood

products developed HIV infections from contaminated

blood products, and some of these people transmitted

the virus to others. Since 1985, blood donors have been

tested for HIV antibodies prior to the acceptance of

blood. This testing has greatly decreased the chance of

HIV transmission through blood transfusions.

Another mode of transmission is through the skin.

Amy time that blood from an HIV-positive person co-

mes in contact with a break in the skin, there is a portal

of entry for the virus. Contamination may occur as a re-

sult of using surgical or dental instruments that have not

been properly sterilized. Accidental puncture of the

skin with an HIV-contaminated instrument can also ex-

pose an individual to the virus.

Sexual transmission of HIV is through the exchange

of body fluids such as semen or vaginal secretions. In

homosexual and bisexual men, transmission is gener-

ally the result of anal-receptive sexual intercourse and

multiple sexual partners. HIV infections, however, are

transmitted primarily through heterosexual intercourse.
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Data from the CDC in 2015 indicated

an increase in the incidence of AIDS

in persons over the age of forty. Not

only was there an increase in the

number of older adults with HIV but

there was a dramatic increase in older

women as well. In 2015, 25 percent

of HIVpositive people age sixty or

older were women. Epidemiologists

at the CDC suggested that the num-

ber of older adults may be signifi-

cantly higher, however, as a result of

underreporting, particularly in older

women who may not seem at risk.

STAGES
During all stages of HIV infection,

whether a diagnosis is known or un-

known, the virus can be transmitted

to others. During the initial infection

phase, the individual feels well and

symptoms may be subtle. Flulike

symptoms such as fatigue, headache,

fever, and sweating may occur. A

blood test containing HIV antibodies is the only way to

determine the diagnosis during the initial phase. During

the second stage, the symptoms continue to be vague or

may be more serious. The individual may complain of

diarrhea, fatigue, or swollen lymph nodes. Visual defi-

cits and confusion may also occur. The individual may

continue to feel healthy during this stage. Without

anti-HIV therapy, this stage could last ten or more years.

The third stage is known as full-blown AIDS. If the

virus spreads to the brain, and individual may experi-

ence symptoms of dementia, though this can happen to

young and old patients alike. Immune system compro-

mise during this stage may lead to a multitude of oppor-

tunistic fungal, bacterial, and viral infections. Abnor-

mal blood conditions are also reported. Another

manifestation of AIDS in the elderly is tumors. The

most prevalent tumors are Kaposi’s sarcoma and

non-Hodgkin’s lymphoma. The individual during this

stage may look and feel unhealthy and may require ex-

tensive caretaking and health care service. Reaching the

AIDS stage does not indicate imminent death, however,

although death may occur during any of the stages.

PREVENTION STRATEGIES
As of 2019, no effective vaccine had been developed to

prevent HIV infection. Although many candidate vac-

cines have been under development and are in clinical

trials, none has proven successful. The usual strategies

used with most antiviral vaccines in the past, immuniza-

tion with attenuated or inactivated viruses, have so far

proven ineffective because HIV has a significant rate of

mutation. Control of the epidemic has shifted signifi-

cantly toward preventing exposure and decreasing

infectivity by reducing viral load, a measure of the

number of viruses in blood and in body fluids.

Prior to March, 1985, the blood products in the

United States could be contaminated with HIV. Individ-

uals who received blood products and their sexual part-

ners could be at risk for contracting the virus. Today,

strict restrictions are placed on blood products and

blood donors, virtually eradicating the risk of transmis-

sion via blood products.

Risk reduction strategies must now focus on portals

of entry for the HIV organism. Portals of entry include

the mucosal linings, skin, vagina, cervix, penis, rectum,
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thus completing the life cycle of the virus. (via National Cancer Institute)



mouth, and throat. With the exception of the skin, these

portals of entry involve risky sexual behaviors. Few

older persons, particularly postmenopausal women,

consider condom use because they are no longer con-

cerned with birth control. Older homosexual, bisexual,

or heterosexual men during the middle adult years may

become sexually involved with younger individuals.

Heterosexual men who have lost a spouse may turn to a

younger woman or may have multiple sexual partners.

Older women, particularly those who have gone

through the menopause and no longer fear becoming

pregnant, may choose to become sexually active fol-

lowing the loss of a spouse. All these relationships may

place the older adult at risk for HIV infection through

sexual activity.

Lifestyle changes mandate a modification of sexual

behavior. Abstinence, safe alternate sexual practices

(such as mutual masturbation or sensual massage), and

safe sexual practices (including latex condom use and

restricting the number of sexual partners) are effective

methods to decrease the potential for contracting HIV.

Beginning in 1995, a new strategy for anti-HIV ther-

apy called highly active antiretroviral therapy

(HAART), also known as AIDS cocktail therapy, was

developed. HAART consists of using a combination of

three or more anti-HIV drugs that target different stages

of the HIV life cycle. HAART therapy is very effective

as it has been estimated that it prolongs the life expec-

tancy of a person with AIDS by three to ten years. This

partially accounts for the number of older adults living

with HIV—they contracted the virus when they were

young but increasing treatment options are allowing

them to live longer. Moreover, many patients with

full-blown AIDS and in terminal stages of the disease

have made remarkable recoveries when placed on

HAART.

—Ola Allen

See also: Death and dying; Illnesses among older

adults; LGBTQ+; Sexuality; Terminal illness; Widows

and widowers

For Further Information
Greene, Meredith, et al. “Loneliness in Older Adults Living

with HIV.” AIDS Behavior, vol. 22, no. 5, May 2018, pp.

1475-484. doi:10.1007/s10461-017-1985-1. A cross-sec-

tional study among HIV-positive adults aged 50 or older to

evaluate the frequency of loneliness, characteristics of

those who reported loneliness, and the association of lone-

liness with functional impairment and health-related

quality of life.

“HIV Among People Aged 50 and Older.” CDC, Centers for

Disease Control and Prevention, 18 Sept. 2018.

www.cdc.gov/ hiv/group/age/olderamericans/index.html.

The CDC’s statistics on older adults living with

HIV/AIDS.

“HIV and Dementia .” Johns Hopkins Medicine .

www.hopkins medicine.org/health/conditions-and-dis-

eases/hiv-and-aids/hiv-and-dementia. Information on

HIV-related dementia.

“HIV, AIDS, and Older People.” National Institute on Aging,

U.S. Department of Health and Human Services, 28 Nov.

2017. www.nia.nih.gov/health/hiv-aids-and-older-people.

Information on HIV and if it is different in older adults.
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ADA. See AGE DISCRIMINATION ACT OF 1975; AMERI-

CANS WITH DISABILITIES ACT.

ADEA. See AGE DISCRIMINATION IN EMPLOYMENT

ACT OF 1967.

ADOPTED GRANDPARENTS
Relevant Issues: Culture, family, values

Significance: Adopted grandparents are individuals

who have been selected to enter into caring relation-

ships with children to whom they are not related by

birth or marriage. Such relationships are valuable

both to the parents and children and to the adopted

grandparent.

The role of adopted grandparent can be a paid or volun-

tary position. These individuals are selected because of

their nurturing abilities and for other stable qualities

that come from previous experience with parenthood.

Parents may seek out adopted grandparents for their

children for several reasons. Some families want chil-

dren to have a relationship with adopted grandparents

because the family’s own grandparents are deceased or

not available. Many younger families want older indi-

viduals with parental experience to help care for their

children. Others want children to become acquainted

with members of an older generation who may also be

from a different cultural or ethnic group. Some parents

are looking for a housesitter when the family is away.

Adopted grandparents who are middle aged are espe-

cially valuable because of their mature outlook, but

generally in better health compared with elder

caregivers.

A major advantage of the adopted grandparent rela-

tionship is that both parents and adopted grandparents

have a choice about whether to accept the relationship

and responsibility for the children. Single or working

parents have the security of knowing that they have

quality child care. The adopted grandparent, who may

have been lonely and depressed or simply missing what

it is like to play with children, can spend time with

young people who care about them too.

—Lillian Bee Brown

Updated by Bruce E. Johnson, PhD

See also: Caregiving; Family relationships; Grand-par-

enthood; Great-grandparenthood; Loneliness; Parent-

hood; Wisdom

For Further Information
Argent, Hedi. Related by Adoption: A Handbook for Grand-

parents and Other Relatives. BAAF Adoption & Fostering,

2011. A new and comprehensively revised edition of

BAAF’s popular handbook introduces grandparents-to-be

and other relatives to information about adoption today. It

offers facts about the children needing adoption, processes,

and procedures, and, most importantly, discusses how the

wider family can support and be involved in building a fam-

ily through adoption. Quotes and snippets from family sto-

ries add an immediacy to this accessible and informative

guide, which also includes contributions from

grandparents.

Lilleston, Randy. “Websites Connect Surrogate Grandparents

to Families, Adults.” AARP, American Association of Re-

tired Persons, 2017. www.aarp.org/home-family/friends-

family/info-2017/surrogate-grandparents-benefits-

fd.html. Details a personal account of a woman who be-

came a surrogate grandparent in Canada.

“A Child Needs a Grandparent.” Surrogate Grandpar-

ents—USA Public Group. Facebook. www.facebook.com/

groups/Surrogate GrandparentsNorthAmerica/. A group

formed by Donna Skora in 2015. People can connect to set

up surrogate grandparent relationships.

ADULT EDUCATION
Relevant Issues: Culture, recreation, values

Significance: Adults differ from children in their ways

of learning and reasons for learning as well as in their

ages and physical characteristics.

Adult education, as its name suggests, offers learning

opportunities to adults. It differs from children’s educa-

tion in at least three respects. First, the age of the stu-

dents is higher than that of typical students. Second, the

participants learn somewhat differently from children

and young people. Third, and perhaps most significant,

the motivation for learning is typically different in adult

students.

AGE AND THE ADULT LEARNER
Aside from age, there are certain characteristics that set

apart the older learner. The average person over

sixty-five years of age has at least one chronic
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condition, which may or may not be a limiting factor in

lifestyle options. Certain physiologic changes occur

with aging. Although these changes do not represent

disease states, they can cause the person of later years to

modify certain activities. Among the normal changes

are decreased elasticity and resilience, slower cell re-

placement, decreased stamina, altered renal function,

and decreased cardiac output. In addition, certain other

changes occur in body systems. Along with certain ex-

pected changes in physical appearance (such as graying

hair, wrinkles, and redistribution of fat), older persons

experience changes in reaction time and eye-hand coor-

dination. With age, most persons experience some

changes in flexibility and muscle mass, along with joint

stiffness caused by connective tissue changes. Most

persons over forty require more light for reading and

brighter lighting for many tasks. Bladder capacity may

change with age. Diseases common in the older popula-

tion include heart disease, hypertension, arthritis,

diabetes, osteoporosis, and depression.

These changes have implications for adult education

because they can affect the adult student’s participation.

However, if adult education programs are properly

planned, most older adults can participate. A number of

factors should be considered in planning adult educa-

tion programs for comfort and safety. Classrooms

should be easily accessible, with few or no stairs leading

to them. Throw rugs or highly polished floors should

not be present, as these present a hazard for falls. Class-

rooms should be at comfortable temperatures, as most

older persons do not accommodate quickly to fluctua-

tions in temperature. Class periods should be no longer

than two hours, with breaks scheduled to allow for

restroom visits and refreshments. Bathrooms and snack

areas should be well marked and easily accessible. Con-

sideration should also be given to presenting programs

during daylight hours, as many elders prefer not to drive

after dark.

LEARNING AND THE OLDER PERSON
Many ideas exist about the ability of persons to learn in

later years. Some people subscribe to the idea that “you

can’t teach an old dog new tricks.” Such notions are of-

ten shared by both learners and instructors. Older per-

sons sometimes lack the confidence to attempt a pro-

gram or course of study because they believe that they

are the “old dogs” who cannot learn new tricks. This so-

cietal attitude is so pervasive that it affects the

self-image of individuals. Some program planners or in-

structors who believe that it is difficult to teach “new

tricks” to the “old dogs” alter their offerings accord-

ingly. The truth is that research has not shown that per-

sons lose intelligence as they age. While the measure-

ment of intelligence is sometimes controversial, the

concept that intelligence has many facets is well ac-

cepted. The characteristics of older learners may or may

not change in some or all facets of intelligence. J. L.

Bischof, an adult psychologist, noted that in regard to

intelligence, those who start out as clever young people

usually end up as wise adults.

Another area of concern regarding older adults and

learning is memory. Many persons worry about losing

their memory as they get older. Concerns about Alzhei-

mer’s disease and senility reinforce these fears. Most

studies of memory deal either with short-term or

long-term memory. Although myriad studies of mem-

ory have been conducted, many have involved settings

in which participants were tested by their ability to re-

call strings of numbers or nonsense words. Studies that

test subjects’ ability to remember in more realistic sce-

narios have demonstrated little difference in short-term

memory between younger and older subjects. When the

memory tasks are related to speed or become more com-

plex, older persons may perform less well than younger

persons. Most adults find that their short-term memory

occasionally fails them; typically, though, the stresses

of daily life, not age, are the cause of such failures.

Long-term memory also is often discussed in relation

to aging. When information is stored in the long-term

memory, it must be encoded much like information en-

tered in a computer. Similarly, for the information to be

remembered, it must be retrieved, much as a file is re-

trieved by a computer. One of the differences shown in

research is that it takes older persons longer to store and

retrieve information in the long-term memory. An anal-

ogy might be made to the differences between older,

slower computers and newer, faster models. Older per-

sons may have a slower “processor,” hence the reduced

speed of storing and retrieving information. They also

have years of memory and experience, so that their

“hard drives” may be quite full. The speed at which

memories can be entered and recalled thus diminishes;
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however, just as with a slow computer, eventually the

information can be processed. It has been shown that

older adults who engage in formal memory training can

improve their memory skills, and the use of mnemonics

and other memory aids is useful not only for high school

and college students but for older learners as well.

MOTIVATION AND THE ADULT LEARNER
When asked why they participate in adult learning ac-

tivities, participants give a variety of answers. Most,

however, participate in learning activities simply be-

cause they want to do so—unlike younger students,

many of whom participate in educational programs un-

der varying degrees of compulsion.

Educational scholar Cyril Houle has identified three

types of learners based on their motivation for learning.

The first type is the goal-oriented learner who sees edu-

cation as a means to achieve a goal. An individual who

studies to become licensed as a pilot is an example of

this type of learner. Second are activity-oriented learn-

ers. These individuals participate in learning activities

for social purposes and for the sake of the activity itself.

For example, a recently widowed person who is lonely

might enroll in a dancing course to meet other people

and to participate in an enjoyable activity. The third type

is the learning-oriented learner. These learners seek

knowledge for its own sake, for the pure pleasure of

learning and acquiring knowledge. For example, retired

persons who take courses in art or music appreciation

may do so for no other reason than that they have always

wished to know more about the subjects. The three

types can overlap, as a learner’s motivation may be pri-

marily in one area with some lesser degree of one or

both of the other motivations.

Adults differ in their motivation also because they

seek learning opportunities as needs arise in their lives.

As they experience needs and interests that learning will

satisfy, they look for appropriate programs or courses.

TYPES OF ADULT LEARNING ACTIVITIES
Adult learners may choose from a wide variety of pro-

grams and courses to meet their expressed needs. One of

the best-known programs is Elderhostel, a nonprofit or-

ganization founded in 1975. Elderhostel annually

serves hundreds of thousands of older adult students

who travel to programs throughout the world. Adhering

to the premise that learning is a lifelong process,

Elderhostel programs offer a wide range of experiences.

A representative sampling of Elderhostel programs in-

cludes courses studying the literature of Jane Austen in

the White Mountains of New Hampshire, exploring art

and architecture of ancient civilizations in Greece, and

conducting field research in Belize to save the endan-

gered dolphin population. Elderhostel programs are

offered to people fifty-five and over.

Although somewhat different from Elderhostels, pro-

grams for older adults have been developed in many

universities. At Ohio State University and the Univer-

sity of Virginia, for example, older adults are invited to

take classes for free and to participate in the academic

and cultural life of the university. Not only do the older

participants benefit from these experiences, but the stu-

dents also benefit. College-age students have the oppor-

tunity to discuss classroom topics with persons who

have much more life experience than they and who per-
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haps have experienced some of the topics being dis-

cussed. From the realities of World War II to the strug-

gles of the Civil Rights movement to the difficulties

involved in synthesizing antibiotics, older participants

bring life and career experiences along with them to the

classroom.

Many less formal but equally enriching programs for

older learners are offered through community colleges,

civic groups, retirement centers, parks and recreation

departments, and adult education divisions of public

school systems. Localities sponsor lecture series, music

appreciation courses, art history programs, and a wealth

of courses on other topics for interested adults.

Moreover, learning opportunities for adults have

been broadened by the advent of the Internet. Discus-

sion groups, bulletin boards, chat rooms, self-paced

learning programs, and distance-learning courses are all

available to anyone with access to a computer and

on-line service. Older adults are among the fast-

est-growing groups of computer users. The Internet of-

fers knowledge and information to individuals at their

convenience, an important consideration to many older

adults with infirmities or other age-related conditions

that may otherwise restrict their access to educational

services.

SUMMARY
Older learners differ from younger students not only in

their age and physical characteristics but also in their

styles of learning and their motivation to learn. Adult

education offers opportunities not only for formal learn-

ing but for informal learning as well. Programs such as

Elderhostel, university courses for older adults, and

community-based offerings provide the opportunity for

any individual to be a lifelong learner.

—Elizabeth Ann Bokelman

See also: Communication; Leisure activities; Memory

loss; Mentoring; Senior citizen centers; Social ties;

Wisdom
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ADULT PROTECTIVE SERVICES
Relevant Issues: Family, health and medicine, law, vio-

lence

Significance: Adult Protective Services may be neces-

sary for adults who are unable to provide care for

themselves or who do not have a significant other

who might provide it.
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Adult Protective Services (APS) are human services

funded by states and the U.S. government that often in-

clude social, medical, legal, and custodial care. People

requiring APS are vulnerable to being harmed by or to

inflicting harm on others. Such people are often incapa-

ble of acting appropriately on their own behalf.

Asocial agency or other care facility provides the rel-

evant service, after a legal decision has been made, until

the service is no longer viewed as necessary. Guardians

are made responsible for the care, comfort, and mainte-

nance of a ward, and conservators are appointed to man-

age the ward’s estate and to ensure oversight and ac-

countability. Power of attorney is typically given to

authorize a guardian to manage the ward’s affairs, in-

cluding the power to sign documents and conduct trans-

actions on the ward’s behalf. A durable power of attor-

ney is not affected by a ward’s subsequent incapacity.

When wards receive Social Security benefits or other

income, representative payees must be identified.

The State of Nebraska, for example, offers services

based on the following model: “Adult Protective Ser-

vices (APS) meets the needs of vulnerable adults and

helps protect them from abuse, neglect and exploitation.

Eligibility includes persons who are:

• 18 years of age or older and have a substantial func-

tional or mental impairment (a condition that im-

pairs a person’s ability to live independently or pro-

vide self-care without services) OR

• 18 years of age or older and have a guardian that

was appointed by the Nebraska Probate Code AND

• there are allegations of abuse, neglect or exploita-

tion, including self-neglect.”

The Social Services Block Grant Act of 1981 and the

Older Americans Act of 1965 authorized and funded

APS at the federal level. Most service activities are han-

dled through state or county service systems. In addi-

tion, the 1975 Title XX legislation mandated that APS

be provided without regard to a person’s financial or

residential eligibility.

—Carol A. Heintzelman

Updated by Bruce E. Johansen, PhD

See also: Abandonment; Alzheimer’s disease;

Caregiving; Dementia; Disabilities; Durable power of

attorney; Elder abuse; Estates and inheritance; Facility

and institutional care; Family relationships; Fraud

against the elderly; Home services; Homelessness;

Long-term care; Neglect; Older Americans Act of 1965;

Poverty; Psychiatry, geriatric

For Further Information
“Adult Protective Services.” Nebraska Department of Health

and Human Services, dhhs.ne.gov/Pages/Adult-Protec-
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ADVOCACY
Relevant Issues: Demographics, economics, health and

medicine, law

Significance: Advocacy helps frame public debate over

equal rights for senior citizens by defining priorities,

devising solutions to problems of old-age injustices

and needs, and arousing and mobilizing government,

media, and public support.

Advocacy involves active support of a cause or issue

and includes working for or against legislation or poli-

cies promulgated by institutions. Advocacy may be un-

dertaken by those directly affected or by others on their

behalf.

Advocacy on behalf of the elderly means champion-

ing and orchestrating change to benefit the aging and

aged. Advocates focus on gaining equal access to soci-

ety’s decisions, benefits, power, and responsibilities.

Where institutional abuses, barriers, or obstacles exist,

advocates act as agents for change. Governments at all

levels have institutionalized advocacy for the elderly

through a variety of laws and administrative rules and

regulations.

Senior citizen advocates possess certain advantages

not enjoyed by other minority groups. For example, as

most people will eventually become old, it is easier to

gain support. Disadvantages include the realities of
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