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Abstract
With rapidly aging populations worldwide there will be an increasing need to focus attention
on the expected increase in disability with advancing age. Drawing upon established
literature this paper aims to highlight the contribution of anthropology including selected
research findings and contemporary understandings surrounding ageism, abuse and
exploitation of older disabled persons. Health care providers within the context of the aged
care sector are challenged to unburden themselves with negative images and practices
surrounding aging and disability. Quality of life is seen as a fundamental and indisputable
goal of the aged care sector that incorporates a focus on wellness, active aging and respect
for the diversity among disabled older persons including the importance of helping each
individual to achieve a good old age. A life course approach is offered for understanding
disability including social system failures known to arise from the influence of discrimination
and ageism. Disability is portrayed as first residing in the individual with disability while also
representing a major public health challenge. Evidence shows that effective programming
for disability prevention can lower the incidence of disability in later life. At the same time, it
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is shown that there are people with lifelong disabilities that are non-modifiable in
comparison to a host of modifiable lifestyle risk factors. It is also demonstrated that people
who are aging with disabilities do not represent a uniform group. The contemporary concept
of ‘successful aging’ is challenged on the basis that it can be seen as being discriminatory to
older people with disabilities. Societies claiming to have humanitarian concerns for the aged
are challenged to demonstrate that they have in place responsive policies and integrated
health care service systems that can prevent, minimize and/or effectively respond to the
diverse needs of older people with disabilities.
Keywords
Dehumanization; infantilization; person-centered care; stigmatization; stereotypical
attitudes; quality of care

1. Introduction
The aim of this paper is to call the aged care sector into action on two accounts. First, there
exists the need to fully face the ugly realities surrounding the persistent, damaging and pervasive
instances concerning ageism, abuse and neglect of older people with disabilities. Second, there is
the need to foster high standards of sustained quality care and safety for older disabled persons.
For the sake of clarity, the aged care sector has been taken to broadly apply to an industry that
provides older people with a range of different levels of health services as they age. It must be
recognized that as a health service industry, the aged care sector has a large and varied workforce
that contributes substantially to a country’s economic system. As a total entity, the aged care
sector must accept responsibility for the wellbeing, safety and dignity of older people who access
its respective health care services. Titchkosky [1] reminds us that “The presence of disability
throws into question what being in or out, marginalized or mainstreamed, controlled or
empowered means”. It is interesting that the World Health Organisation [2] states quite
categorically that “Many older adults maintain good functional ability and experience high levels
of well-being despite the presence of one or more diseases”. It is therefore quite erroneous and
morally incorrect to assume that being old and disabled will automatically mean that the
individual is frail and dependent. However, older people with limited or severe dysfunction in one
or more ‘key capability’ domains [3-5] will more than likely, at some time, experience either minor
or serious difficulties of one kind or another in human performance areas relating to a) activities
of daily living (ADLs) such as those relating to personal care and b) instrumental activities of daily
living (IADLs) that include shopping, household chores and outside social activities that allow for
engagement in a range of leisure or health related activities that assist the individual to pursue a
desired lifestyle [6].
In more recent times there has been a movement away from such sayings as ‘handicapped’ or
‘impaired’ to the modern saying ‘person with a disability’ thereby offering a more balanced,
progressive and humanistic focus on disability. The approach taken in the context of this paper will
be to adopt the following definition of disability offered by the World Health Organisation [7] “In
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the context of health experience, a disability is any restriction or lack (resulting from an
impairment) of ability to perform an activity in a manner or within the range considered normal
for a human being”. In adopting the preceding definition of disability, it is worth noting the
following perspective offered by Stone [8] “we need to demystify the phenomenon of disability,
and we need to challenge the myth that disability necessarily entails dependence”.
The demographic changes occurring worldwide resulting in the rapid growth of aging
populations will warrant a re-conceptualization of the meaning of old age and disability. Human
disability is the result of single or multiple causes and is best considered from a life course and
quality of life perspective that allows us to see that some older people in later life develop or
acquire one or more forms of disability [9]. On the other hand, there are those younger people
who are either born with a significant lifelong disability or subsequently develop or acquire a
disabling condition(s) and then age. As a consequence, any serious examination of issues and
concerns surrounding aging and disability should take note of McDaid [10] who reminds us that
“In thinking about ageing and disability, it also may be useful to distinguish between those who
are ageing with disability and those who acquire disabilities in old age”. Williamson and Harvey [11]
note that “chronological age may not be a sufficient factor in identifying people with a disability
who are ageing”. Kennedy and Minkler [12] offer a balanced viewpoint whereby they argue that
human aging accommodates both the able-bodied and those with disability. It is important from
the outset to understand that disability cannot be seen as a problem residing in the individual
alone, it must also be seen as a co-related issue for the society in which the disabled individual
lives.
2. The Problem
It is now well known around the world that many older people regardless of their cultural and
ethnic background suffer from ageism, discrimination, prejudice, alienation, violence and abuse
[13-17]. The preceding infringements of rights for older people increase more so for older people
with disabling conditions such as depression, mental illness and dementia in which Alzheimer’s
disease is the most prevalent form. Unfortunately, the preceding forms of mistreatment of older
people have continued unabated despite formulation of The Universal Declaration of Human
Rights that states that “all human beings are born free and equal in dignity and rights” [18].
Pillemer et al. [19] in a systematic review of the literature on elderly mistreatment and abuse
found that globally there is consensus among health care systems, welfare agencies, policy
workers and members of communities of widespread abuse and neglect of older disabled people.
A recent report from Australia by Chirgwin [20] highlights the continuing nature of neglect and
abuse of older disabled residents in aged-care facilities “AN AUDIT of Queensland aged-care
facilities has found chronic understaffing and associated neglect in all 30 of the state’s federal
electorates”. A response by Bita [21] in relation to the preceding report on systemic abuse and
neglect of older people in aged-care facilities says it all “Out of sight, out of mind,” can no longer
be the mantra for Australia’s aged-care industry”. The Prime Minister of Australia has now called
for a nationwide royal commission into aged-care quality, funding and staffing.
The recent call for a United Nations convention on ‘Strengthening Older People’s Rights’ signals
the urgent need for all nation states to engage policy debate surrounding contemporary issues
relating to human rights for older people including the disability rights agenda [22, 23]. Eymard
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and Douglas [24] report that ageism is prevalent across the broad spectrum of health care
providers and that “Negative attitudes toward aging have the potential to influence treatment
options and care for older adults”. Far too often the uniqueness of each older disabled person is
neglected for the sake of convenience. The following perspective offered by Peterson [25] offers a
clear validation of the uniqueness of each individual:
Here’s the fundamental problem: group identity can be fractionated right down to the level of
the individual. That sentence should be written in capital letters. Every person is unique-and not
just in a trivial manner: importantly, significantly, meaningfully unique. Group membership cannot
capture that variability.
It is of course necessary to understand that an aged care system that is overly oriented towards
profit making from ill health is essentially a ‘sickness system’ which will find it increasingly difficult
to also provide high standards of quality based care for the old and disabled. Indeed, any
discussion on aging and disability aimed at developing policy and healthcare practices must first
and foremost recognize that with any disabling condition there resides a human person deserving
of respect, dignity and opportunities to experience high quality care and safety when faced with
the need to access health care services. Meyer [26] provides an important perspective on
disability that has implications for policy makers and health care providers “A general consensus
has emerged that non-recognition of a person’s disability is a major roadblock on the way toward
full inclusion of all persons”. The need for a quality of life approach for health care provision for
older disabled persons is well articulated by National Seniors Australia as stated in the following
extract from the Productivity Commission [27]:
…quality of life should be a fundamental goal of the aged care system. At present, however, [it]
is more heavily focused on technical constraints, such as risk management, economic imperatives
and rigid timetabling.
3. Three Models of Disability: An Overview
The Industrial revolution with its focus on scientific rationality and utilitarianism [28] combined
with the medicalization of disability in the nineteenth century attributed a ‘blame the victim
mentality’ and as a consequence many disabled people were marginalized or institutionalized with
many experiencing negative, harmful, unethical and human rights abuses. The attitude toward
disabled persons at the closure of the 19th century was extremely negative and fostered the
unfortunate view that the “poor, the unemployed, the mentally ill, the mentally retarded were
somehow responsible for their own fate” [29, 30]. Over time three models of disability have
evolved that provide conceptualizations, understandings and perspectives relating to disability.
The first model can be described as the ‘individual or medical model’ of disability. According to
Trani and Dubois [31] this model “is based upon the view that disability is the result of a
distinction from a physical norm. In this conception, disability is considered as a physical condition
which is intrinsic to the individual”. Under this model the responsibility essentially resides with the
disabled person and his / her support networks of family and friends and quality of life outcome is
circumscribed by the extent to which participation in community and social life can approximate
what is considered ‘normal functioning’ [32]. This model has been criticized because of its limited
focus on the physical and / or intellectual disability of the individual and places the burden of
coping essentially on the disabled person [33, 34].
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The second model of disability is called the ‘social model’ and sees people with disabilities as
displaying differential abilities resulting from differences in individual life circumstances and
health condition restrictions. In particular, this model is concerned about the vast array of barriers
that exist within specific social contexts that limit or prevent disabled persons participating in the
mainstream of social activities including education, work, and leisure pursuits. Oliver [35] claims
that it is society itself that must be prepared to examine itself and where necessary redesign the
physical and social environment in order to facilitate greater involvement of disabled people in
social life. According to Trani and Dubois [31] “the advocates of the ‘social model’ consider that
physical limitations become disability because the society does not accommodate differences, i.e.
it is the society which is not adequately structured”. Work undertaken by Morris [36] and Oliver
and Barnes [37] point to the need for building strong advocacy strategies for improving citizenship
policies for disabled people.
The third model of disability builds upon the International Classification of Functioning,
Disability and Health known as ICF [38] and is based upon the assumption that disability is
primarily “a combination of individual, institutional and societal factors that define the
environment within which a person with impairments evolves” [31]. For people like Finkelstein [39]
“you see disability fundamentally as a personal tragedy or you see it as a form of social
oppression”. Shakespeare, Lezzoni and Groce [40] emhasize that “disability is at least as much a
product of social structures and social relations as it is a result of bodily dysfunction”. The factors
offered by the third model cannot be ignored when undertaking studies on disability. A
consideration of poverty, housing conditions, accessibility to health and care services must
necessarily be part of any serious discussion on the cultural meaning of disability [41-43] provides
a socio-cultural perspective on disability:
If it is accepted that disability is located not solely within the mind and body of an individual, but
rather in the relationship between people with particular bodily and intellectual differences and
their social environment, then greater focus may be placed on ameliorating disability through
changes in social policy, culture and institutional practices.
4. Framing Disability as a Cultural Construct
Extending our knowledge of aging and disability in a socio-cultural framework offers the
opportunity to a) enhance awareness and understandings of how existing social, economic and
physical barriers influence accessibility to health services and lifestyle activities and b) gain an
appreciation of the cultural representations of disability across the life course, particularly in later
life. Meyer [26] argues that while disability is now a worldwide concern he also emphasizes that
“disability continues to be viewed differently by different cultures and societies”. Groce [44]
makes the point:
As an anthropologist, it is always tempting to list dozens of interesting examples of the different
ways in which societies have interpreted what constitutes a disability and what it means to be
disabled. However, it is equally important to establish some frameworks within such beliefs and
practices can be understood.
The preceding viewpoint has obvious implications for social and educational policy across
different cultures. Barriers to accessibility are either real or perceived obstacles that make life
difficult or often impossible for people with disabilities to engage in a meaningful and productive
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lifestyle. Indeed, the barriers to accessibility for both young and older disabled people include but
are not limited to: attitudinal, technological, organizational, architectural or physical through to
information and communication. Understanding disability in a socio-cultural context also requires
an appreciation of the different levels of perception held by the community as well as older
disabled persons themselves. According to Trani and Dubois [31], the approach to understanding
disability should consider both cultural and social contexts as an effective and important approach
for “looking at the individual within a context, a community and society as a whole”. Figure 1
illustrates the need to recognize and understand the complex and dynamic interactions between
self-identity, body image, culture and social structures when thinking about aging and disability.
The preceding ways of thinking about aging and disability must necessarily be considered within a
life course framework that acknowledges aging as a dynamic process that is both a personal and
uniquely existential experience.

Figure 1 A way of thinking about aging and disability [45].
Groce [46] contends that knowledge of traditional cultural beliefs and concepts surrounding
disability can assist health care professionals to plan and implement more positive action
interventions that benefit both the disabled and the wider community. Sokolovsky [47] is a strong
advocate for the adoption of a focus on the cultural context and argues that while efforts “to
increase positive health outcomes is never a simple matter, but must always be undertaken by
first understanding the culture system from the inside”. Culture is considered as a way of thinking
and living. According to Bourdieu and Wacquant [48] once social structures are formed they in
turn influence the subconscious domain of individuals by shaping their way of thinking, perception
and behavior. However, their ‘habitus’ or set of socially learned dispositions and ways of acting
and thinking are not entirely fixed or determined but wax and wane as a consequence of inner
tensions arising through their subjective struggles. These subjective or existential struggles are
part of each individual’s attempt to enhance his / her opportunities to acquire economic, cultural,
social and symbolic capital in the social realm. Despite differential levels of power and advantage
every individual joins this struggle. While differentiation is a part of the struggle for capital it also
helps to explain aspects of inequality and discrimination in lowering the opportunities for disabled
persons to acquire sufficient social and symbolic capital for quality of life outcomes [48]. For
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Bourdieu [49] “the accumulation of economic capital merges with the accumulation of symbolic
capital, that is, with the acquisition of a reputation for competence and an image of respectability
and honourability…”. Recognition must also be given to the fact that the individual's body is an
integral part of the competition or struggle for social and symbolic capital. It is easy to see, that for
the majority of physically disabled persons, including those made vulnerable by the passing of
time, that they will find it extremely difficult within the context of a specific set of socio-cultural
structures to build a portfolio of social and symbolic capital. According to Titchkosky [1] disability
“is more insofar as it is the embodiment of an alternative way of being steeped in the fact that the
disabled body is situated between all the stuff a culture gives to its people”. It must also be
recognized that disabled older persons will encounter more disadvantages than their counterparts
who may have higher functional status and health. However, there are those younger and older
people who despite illness or disability are creative and enterprising and as part of their
established ‘habitus’ and subjectivities are both flexible and able to circumvent many of the
limitations and disadvantages allied to disability [50, 51].
In the search for clarity of meaning, ‘normality’ and ‘disability’ are frequently interpreted as
being opposite [52, 53]. Cultural definitions of disability are based on categorization and
differentiation of the body. These cultural categories are ideological on the basis of
differentiations and could be listed according to Polat [53] as: sick, deformed, crazy, ugly, old,
crippled, afflicted, abnormal, and weakened. Either way, the body is observed by others and for
the individual is understood, experienced and compared in relation to what is culturally deemed
normal or desirable. As a consequence, the body is part of the social critique and generally judged
in accordance with appearance, representation and labeling which can be positive or negative.
Stigmatization of disabled persons is one form of discrimination and can influence social
consciousness leading in turn to detrimental levels of antagonistic and negative association with
disability. At the same time, stigmatization can result in affecting the self-perceptions of older
disabled individuals to the extent that they perceive themselves to be a failure and useless with
negative outcomes for self-identity, behavior and health. In this respect, social and symbolic
capital losses within specific cultural settings may be sufficient to affect how individuals with
disability see themselves leading often to poor self-image, despair and low adaptive capacity.
According to Coleman [54] a “culture’s expectations of older people’s roles within a society have a
vital place in encouraging or inhibiting personality change in later life” [55].
The most important transformation in history shaping cultural systems is the transition from
traditional to modern life brought about by modernization and its counterpart globalization.
Western societies and more recently less developed societies have experienced the medicalization
of human life [56] including a focus on disability as part of the expansion of medical categories and
treatment regimens. Unfortunately, there exists culture wide practices that promote paternalism
as well as instances of human rights abuses and neglect. According to Oliver [57] the tendency for
capitalist societies to emphasize individualism, success and independence can often lead to
negative attitudes and discriminatory practices against disabled individuals [28]. Triandis [58]
describes individualism and collectivism as the most important cultural characteristics which can
affect social behavior. According to Hofstede [59, 60] “The individualistic cultural pattern is found
in most northern and western regions of Europe and North America, whereas the collective
pattern is common in Asia, Africa, Latin America and the Pacific” [61]. Meyer [26] makes the point
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that while both individualistic and collectivist cultures provide assistance to the disabled it is the
individualistic culture that has adopted a “rights-based approach to disability”. Meyer also reports
that an orientation towards integration and inclusion of disabled people based on equal rights is
more common in individualistic type cultures while segregation of the disabled is more
characteristic of collectivist cultures. Hofstede [62] offers an important paradigm for comparing
cultural differences with implications for future research undertakings. Waldschmidt [63] argues
that culture is one of the most important factors in the socio-cultural construction of meanings
and attitudes towards disability. Darwish and Huber [64] offer the view that “people with an
individualistic cultural background will have more private self-cognitions and fewer collective selfcognitions than people from a collective cultural background”. Therefore, it can be expected that a
more differentiated and personalized view of disability is more likely to exist in individualistic
cultures compared to collective cultures. For those decision makers involved in designing and
implementing programs for the disabled an awareness and understanding of how different
cultural and political dynamics impact the level of support and wellbeing of disabled persons is
imperative. Komardjaja [65] using Indonesia as an example, speaks of how inadequate public
infrastructures and social policy limit the visibility of disabled persons and accordingly offers the
following commentary:
The ideal of a ‘barrier-free’ environment is promoted in developed countries as a means of
increasing the independence and mobility of disabled people. The adoption of this concept for
developing countries requires critical analysis.
The difficulty of understanding disability is made even more so when examining specific
cultures and compounded further as not all societies adhere entirely to the view of Finkelstein [39]
“that disability is entirely socially imposed and amounts to a form of social oppression” [66]. As
the social and cultural meanings and perceptions of disability and illness are not consistent from
society to society it is therefore important to note the advice of Thomas [66] that it is best “to
provide a better fit between divergent cultural models of disease and the modern health care
system”. While the general perception of disability across societies may be different [67] it is
important not to assume that socio-cultural belief systems relating to disability remain static,
particularly among traditional cultural groups [44]. When traditional cultures engage with
developed countries through modernization and globalization processes longstanding beliefs and
customs surrounding disability can change over time and in some cases very quickly. Hunter et al.
[68] draw attention to the transformation difficulties encountered by people from different
countries when entering the United States and trying to reconcile their traditional health beliefs
and customs with unfamiliar health care systems and practices. In this regard, it is important for
health care providers to be sensitive to both language difficulties of new immigrants including the
likely confusion and anxiety associated with medical terminology and health care management
practices. Groce [44] calls for a heightened sensitivity among aged care workers when attending to
the health needs of older people from different cultures:
People undergoing social change rarely abandon everything they know and everything they
practice, in order to unquestionably adopt a new system of thoughts, beliefs and behaviours.
Rather, as international health and developmental agencies are increasingly coming to realise,
new and old ideas often co-exist and frequently co-mingle, producing hybrids that are neither
wholly the old nor the new system.
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Culture has a past, present and future and the impact of external influences such as education
and changing levels of information open up new ways of thinking and behaving in relation to such
matters as health, illness and disability. It is not uncommon for dominant cultures and more
powerful ethnic groups to dominant or repress less powerful cultural and ethnic entities in a
specific social system. As a consequence, specific cultural and religious customs and belief systems
are often imposed and exaggerated, particularly in closed societies, and especially in crisis type
situations. Social identity is based on factors such as ethnicity, gender, class, and caste which
interact to form particular ways of thinking and behaving including the adoption of belief systems
and approaches to health, illness and disability [33]. It should not be overlooked that culture is not
independent from economic, political and social conditions and while there may be acceptance of
more progressive models and approaches to disability and health care the lack of appropriate
access to necessary resources and support services may result in the maintenance and / or return
to more traditional “belief models” [44]. Therefore, efforts undertaken to understand the cultural
meaning of aging and disability should examine existing approaches and practices including, the
level of development and provision of policies and services aimed at supporting the disabled.
5. The Aged Care Sector: Abuse Born of Ageism
The ubiquitous ‘decline’ narrative in relation to the aging process puts disabled older people at
a considerable disadvantage when matched against the ‘successful aging’ narrative including allied
descriptors ranging from ‘positive aging’, ‘healthy aging’, ‘productive aging’ and ‘aging-well’. Depp
and Jeste [69] in a comprehensive review of the literature on successful aging report “That the
most frequent correlates of the various definitions of successful aging were age (young-old), nonsmoking, and absence of disability, arthritis and diabetes”. Perhaps it is timely to ask: ‘Is the
current definition of successful aging disqualifying a small but growing segment of the older
population who are disabled, poor and frail’? More importantly, the ‘idealized’ image of successful
aging being aligned with autonomous and independent living does no justice whatsoever to those
who may be living with a major disability and / or chronic illness. Minkler [70] likewise argues that
“Concepts like healthy or successful ageing used unintentionally, can contribute to stigmatization
and disempowerment of those who fail to meet our criteria for ageing well”. In other words, the
effort to make aging synonymous with success may be unwittingly creating the unfortunate
situation whereby those older people who cannot fit the criteria for ‘successful aging’ may be
viewed negatively resulting in unwarranted stigma and the adoption of the term ‘failed aging’.
Featherstone and Hepworth [55] remind us that “Ageism, then refers to a process of collective
stereotyping which emphasizes the negative features of aging which are ultimately traced back to
bio-medical “decline” rather than the culturally determined value placed on later life”. Thomas
and Chambers [71] in a study of ‘Successful Aging’ Among Elderly Men in England and India
highlighted the importance of “examining cultures which provide widely differing environments
and values relevant to the handling of old age”. Moody [72] supports the preceding view by
arguing that our contemporary understandings of ‘successful aging’ pay little or no serious
attention to the importance of the cultural context which impacts the lives of people as they age.
Thomas and Chambers [71] drawing upon the earlier research contribution of Clark and Anderson
[73] in Culture and Aging: An Anthropological Study of Older Americans highlight the finding that
there tends to be less stress upon the aging individual in “Cultures in which dominant valuePage 9/24
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orientations are more consonant with the realities of the latter part of the life cycle (physical
decline and eventual death)”. Eymard and Douglas [24] make the point that “Ageist negativity is
an increasing and dangerous trend in the United States with noted secondary effects not only on
provision of care but also on clinical interaction”. Teater and Chonody [74] offer an active aging
framework for social work practice that challenges the notion of ‘successful aging’ by promoting
programs and services that allow for collaborative processes to involve older disabled people to
undertake activities that are in accord with their expressed needs, wishes and functional abilities.
The aged care sector might well note the following perspective offered by the Productivity
Commission [27] in Australia:
An aged care system with a focus on promoting wellness, active aging and enhancing the
independence of people in later life might not only enhance the wellbeing of older people, but
could also be effective in reducing demand for more expensive and ongoing services.
The work of Cuddy and Fiske [75] raises the interesting notion of positive versus negative
stereotyping of older adults where there is likely to be a stronger sense of warmth and positive
regard for those who meet the criteria for the contemporary concept of ‘successful aging’
compared to those who are disabled and dependent upon a range of community and health care
support services. An issue of real concern is the attitude that prevails in some segments of society
that sees older disabled people as a problem and a burden on the health care system [76-78] who
have articulated the work of the renowned gerontologist Robert Butler provide an important
insight on what might be termed the ‘ripple effect’ of ageism:
Butler identified three distinct but related aspects of ageism: attitudes and beliefs, behavioural
discrimination, and formalized policies and practices. In essence, attitudes determine behavior,
which in turn influence policy development and implementation, which in turn influence practice.
The challenges surrounding the adoption of more appropriate use of language in hospitals and
residential long-term care facilities warrants urgent attention. The power of words should never
be underestimated. Davidson [79] in Metaphors of Health and Aging: Geriatrics as Metaphor
illustrates how the use of negative metaphors of aging can damage the well-being of older
disabled patients “the individual is dissected further to reveal such metaphors of the person as, a
sick heart, a fractured hip, a bowel cancer and so on. Other parts of the body are often not
focused upon, and the psychological, spiritual and social spheres of the individual are quickly
ignored”. According to Davidson [79] the tragic outcome of treating the aged patient ‘in parts’ will
frequently lead to the dehumanization of the older patient. Stone [8] makes the claim that “Both
the “aged” and the “disabled” are commonly conceptualized as essentially frail, and these reified
groups … are also conceptualized as essentially dependent”. The same researcher throws out a
strong message particularly directed to health care professionals “pay attention to how people
define themselves, rather than rely too closely on reified constructions of what people are or are
not supposed to be able to do”. Roos [80] provides an alarming commentary that has serious
implications for older disabled persons “Ageing is very often regarded as a kind of extended
terminal illness.
Schumacher, Jones and Melios [81] identify the need for health care professionals to
understand the importance of focusing on the transitions that older people will make as a
consequence their changing health needs. This approach will have consequences for the type of
support services and resources that will need to be utilized in order to provide effective and
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humane care. Darzins and Marriott [82] speaking in relation to medical treatment of older people
infer that “Inspection of patients’ circumstances through the ‘lens’ of the major principles of
bioethics can provide insights that guide treatment decisions”. Figure 2 shows a triad of social
system domains that either independently or through a complex mix of interactive processes
create sources of elder abuse and exploitation that stem from the pervasive influence of ageism
leading to infringements on human rights. As HelpAge International [83] point out:
All societies discriminate against people on the grounds of age. Ageism and stereotyping
influence attitudes, which in turn affect the way decisions are taken and resources are allocated at
household, community, national and international levels.
The level of disadvantage becomes even more so if gender is taken into account. The problems
encountered by older disabled women in later life is illustrated by Holcomb and Giesen [84] in
their study of older disabled women going to college who spoke in one way or another about “the
burden of triple jeopardy / triple discrimination: sexism, ageism, disablism”. Of course, there is
also the possibility of multiple jeopardy if due consideration is also given to issues such as poverty,
and ethnic minority status [85]. Johnstone and Kanitsaki [86] talk about the disparities in health
and social care as a matter of social justice arising from the presence of ‘cultural racism’ directed
towards people who are old and of a minority ethnic and language background. It was Wirth [87]
who helped in defining minorities as “a group of people, who because of physical or cultural
characteristics, are singled out from others in society for differential and unequal treatment, and
who therefore regard themselves as objects of collective discrimination”. Drawing upon the
experience of the eminent French psychologist and psychotherapist Marie de Hennezel [88] in her
work with older terminally ill patients she found that acts of violence against some patients varied
in nature and “may be physical (blows, slaps) but also verbal (insults, threats) or psychological
(mental cruelty, humiliation, harassment, failure to respect privacy, refusal of visits, confiscation
of mail etc)”. She also referred to instances involving theft and fraud as well as over medication
and frequent bouts of hurried and brutal washing regimes.

Figure 2 Areas of real or potential abuse of older disabled people arising from ageism
leading to infringements of human rights.
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Figure 3 is offered as a way of promoting an exercise of self-reflection among healthcare
workers on the range of quality of life domains that we all hold as sacrosanct throughout our own
life course and which have been articulated in various forms through publications undertaken by
the World Health Organisation under the rubic of Human Rights. It might also be useful to
question how these respective life quality domains may be compromised for those persons with
chronic diseases and disabilities across the life course and particularly into later old age.
Paternalistic interventions on behalf of the aged often stem from negative or pejorative
stereotyping of older persons [89]. Jamieson et al. [90] refer to the work of Turner [91, 92] in a
manner that holds weight for the preceding challenge “Older people are, according to Turner, in
competition with other social groups because the negative experience of aging results in them
being denied their universalistic rights of citizenship”. The Australian Human Rights Commission
[93] is a strong advocate for the adoption of a human rights approach which applies directly to the
provision of aged care health services whether to community dwelling dependent older people or
those in residential aged care and includes “four interrelated and essential components:
Availability, Accessibility, Acceptability and Quality”. The words of Martin Luther King (Jr) seem
relevant in the present context ‘A right delayed is a right denied’. It is important for family carers,
and aged care staff assigned to work with disabled older adults in hospitals and aged facilities to
heed the words of de Hennezel [88] “The argument that there is a shortage of time and staff in
aged-care establishments is often trotted out, erroneously, as an excuse for the absence of
humanity. Being humane does not take more time. On the contrary, when you are truly there for
the other person, you discover that you can do the same thing, but better, and in the same
amount of time”. Carnell and Paterson [94] in an examination of regulatory processes in
residential care settings for the aged highlight the problems arising from polypharmacy and
medication errors that occur far too often. At the same time, there are issues relating to a) drug
theft in long-term aged care facilities and hospitals resulting in older patients receiving less than
the prescribed medications for their medical condition and b) financial exploitation by either
family members or aged care workers.
McCarthy [95] provides a range of guidelines for both family and professional carers of older
persons with dementia based upon person-centered approaches. Although person-centered care
is not new the guidelines provide a timely reminder that all too often the continuing and relentless
demands of caregiving within family or institutional contexts can unintentionally result in the
depersonalization of the older disabled individual. The next several decades will see increasing
numbers of people aged seventy-five years and older resulting in added numbers of people with
dementia. This fact alone will mean that the increased demand for family caregiving will in all
likelihood contribute to a rise in the prevalence of abuse of older people [96-98]. A damning
testimony is provided by de Hennezel [88] who provides the following anecdotal account offered
by an older female resident in a nursing home “Everyone does their work according to the
established protocols, without taking any account of the patient’s wellbeing. They work with their
arms, but their heads and hearts are missing”. A genuine person-centered approach requires both
empathy and imagination combined with a sensitive and respectful communication style that is
calm and confident and can be an important means for carers to protect the overall dignity and
personhood of the older disabled person [95]. The United Nations [99] ‘Principles of Older Persons’
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provides a clear statement on the rights of older people living in residential care settings or in
receipt of health care related services:
Older persons should be able to enjoy human rights and fundamental freedoms when residing in
any shelter, care or treatment facility, including full respect for their dignity, beliefs, needs and
privacy and the right to make decisions about their care and the quality of their lives.

Figure 3 A quality of life lens for understanding aging and disability across the life
course [11].
6. Aging and Disability: Challenges for the New Millennium
There is no doubt that comparative studies will show that the way we live our daily lives both
now and in the foreseeable future will show lifestyle orientations significantly different from any
other time in our evolutionary history. The World Health Organisation [100] in Global Age-friendly
Cities: A Guide reports that “Population ageing and urbanization are two global trends that
together comprise major forces shaping the 21st century”. In a very practical way, the preceding
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WHO publication aims to encourage cities around the world to tap into the potential of older
people by identifying and removing barriers that prevent healthy living and participation in
community life by adapting their respective “structures and services to be accessible to and
inclusive of older people with varying needs and capacities”. The processes involved in
modernization and the burgeoning growth of cities around the world has and will continue to
produce social and economic changes that are unprecedented in world history. While the
traditional ‘individual or medical model’ sees disability as an intrinsic condition that resides in the
individual the more realistic ‘social model’ of disability tends to consider the existing barriers that
disadvantage the individual with a disability [31]. In essence, society itself must take a significant
measure of responsibility for redesigning social systems and allied infrastructures in order to
benefit the wellbeing of persons with disabilities. The link between environmental design and
public health issues such as chronic diseases, including Type 2 diabetes, heart disease and
respiratory illness has recently been identified as a prime area of focus by the Legislative Council
of the Parliament of Victoria-Australia in a final report Inquiry into Environmental Design and
Public Health in Victoria [101]. In particular, this report emphasizes the importance of considering
health in the design of our communities, such as: “creating environments that promote physical
exercise and social interaction; providing access to healthy, fresh food; facilitating access to green
and other open public spaces; and ensuring inclusivity and accessibility in the built environment.
Such health promoting elements can be purposely designed into the built environment, or, as is
too often the case, designed out”.
Darton-Hill and James [9] taking a life course approach emphasize that the scale of
contemporary social, economic and technological advances have inadvertently resulted in an
increase in sedentary lifestyles across all ages evidenced by declining physical activity patterns and
poor dietary regimes with consequent increases in the incidence of obesity and diabetes. Nisoli
and Carruba [102] speak of globesity as a means of drawing our attention to the fact that obesity
in this day and age has to be recognized as a “multifactorial, chronic disorder that has become a
global epidemic”. Darton-Hill and James [9] provide an alarming scenario for the future “The
number of people in the developing world with diabetes will increase more than 2.5 times (from
84 to 228 million) in 2025”. The dynamics associated with the preceding trends will result in an
increase in chronic disease patterns and in turn present a myriad of service and health care system
challenges worldwide. Clarfield, Bergman and Kane [103] point out that it is generally the case
that “the frail elderly often suffer from a combination of multiple, chronic diseases as well as
social problems, necessitating a team approach to both diagnosis and management”. Fried et al.
[104] report that “frailty is distinct from, but overlapping with, both comorbidity and disability. In
addition, both frailty and comorbidity predict disability, adjusting for each other; disability may
well exacerbate frailty and comorbidity, and comorbid diseases may contribute, at least additively,
to the development of frailty”. It is also noteworthy, however, that Clarfield et al. [105] report that
in developed countries there appears to be not only a decline in mortality rates even into later age
but successive cohorts of older people are displaying improved levels of good health and overall
function. The same researchers are less confident that the same can be said for less developed
countries as insufficient information exists to allow for comparative studies. While dementia
related disorders in old age represent a universal phenomenon, Politt [106] warns that future
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research undertakings will be needed to explain if there are any marked differences across
cultures and between social and ethnic groups.
Guralink [107] speaking primarily about the United States announced what is now becoming a
worldwide phenomenon that “The future population will be increasingly older due to increased
life expectancy as well as the demographic trends related to the aging of the “baby boom”
generation”. However, will living longer translate into living longer with chronic health related
problems and disability? Fries [108] raised an interesting proposition that it is possible that “The
amount of disability can decrease as morbidity is compressed into the shorter span between the
increasing age at onset of disability and the fixed occurrence of death”. This preceding proposition
heralded the beginning of the “Compression of Morbidity Hypothesis” versus the “Expansion of
Morbidity Hypothesis” [109]. The preceding hypotheses need to be considered in terms of the
research on disability occurring in later life which has “identified non-modifiable risk factors such
as age, gender and genetics, and modifiable risk factors such as age-related diseases, impairments,
functional limitations, poor coping strategies, sedentary lifestyles and other unhealthy behaviors,
as well as social and environmental obstacles” [110]. The leading causes of death among older
people are cancer, cardiovascular disease, diabetes and respiratory disease and these four noncommunicable diseases share a common relationship with the same group of modifiable risk
factors, namely: low levels of physical activity, smoking, alcohol use and diets high in salt and fat
[111]. Heuser and Hazzard [112] provide a realistic yet encouraging assessment of aging and the
onset of disability “As the number of elderly individuals increases, so will the prevalence of chronic
disease, disability and dependency. However, recent medical literature is replete with evidence
that lifestyle and medical choices made early in life can have a profound effect on the prevalence
and severity of disability and chronic disease in this geriatric population”. At the same time, there
is every reason to believe that appropriate lifestyle adjustments in older age can also enhance the
potential and possibility for improved health and well-being outcomes. Of course, there must be
sustained efforts to draw upon emerging research evidence to “dispel the old myths that the risk
of disease is a normal part of old age and not amenable to change, and that an old body cannot
respond positively to lifestyle changes” [110].
Future strategic initiatives need to be formulated on the following advice offered by Heuser
and Hazzard [112] “Thus to decrease the level of disability in elderly persons, physicians must
focus attention on lifestyle choices made by younger adults today”. The preceding approach needs
also to take on board “the new emerging knowledge about modifiable risk factors and effective
interventions” [110]. While health promotion agencies should be encouraged to adopt a life
course approach in the development of policies and programs aimed at preventative health
strategies they should also ensure that they are inclusive of older people. In addition, each
respective country around the world will still need to undertake an assessment of the resource
implications for the provision of services relating to people with disability as they age. The
Australian Institute of Health and Welfare [113] provide an important message for service
providers working to support the needs of older disabled persons “As people with a disability age,
they may encounter service ‘grey areas’. That is, it may not be clear what services are most
appropriate to meet their changing needs, or services that meet their needs may not be available”.
Gawande [114] argues that despite the advances in modern medicine and allied technologies
there exists a reluctance to “honestly examine the experience of aging and dying”. Any society
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claiming humanitarian concerns for the aged will need to be in a position to demonstrate that
they have in place responsive policies, services and practices that aim to prevent, minimize and
respond effectively to the diverse needs of older people suffering from chronic illness and / or
disability.
The establishment quality based health related services and care for the diverse needs of an
aging population represents an important and ethically responsible action on the part of nations
throughout the world. However, there are inherent dangers for those who are frail, chronically ill
and or disabled when they have to navigate a complex health services field comprising a series of
multidisciplinary interventions. The degree of vulnerability associated with the task of negotiating
the maze of non-integrated health services “is shaped or exacerbated by inequalities,
disempowerment or access to social protection” [115]. Failure to negotiate the complexities and
political agendas residing in a non-integrated health care system can often lead to unintended and
unrecognized elder abuse. The preceding issues will require contextualized responses and
solutions from all countries around the world as they concern health-related human rights. The
World Health Organisation [2] offers the following perspective on health care systems “Moreover,
health care that considers and manages the complex needs of older people in an integrated way
has shown to be more effective than services that simply react to specific diseases individually”.
Miles and Elliot [116] in their advocacy campaign for person-centeredness in health and social care
provide a timely commentary for health care providers:
Indeed, despite the inexorable rise of the patient as sovereign consumer of health and social
care services, with all of the powers and privileges such a status technically affords, the ability of
patients to act as prime movers of person-centered change within care systems has remained
largely underexplored, if not, by default, disallowed.
7. Conclusion
Currently there exists a dearth of critical thinking about aging and disability. Zeilig [117]
proffers the view that critical gerontology offers an important opportunity to raise complex
questions concerning old age and aging. For Zeilig, critical gerontology provides the means to
“radically re-think the ways in which age and ageing have been culturally configured…which aims
to unsettle our habitual and comfortable frameworks and needle us towards personal and cultural
transformation”. Aging and disability are after all, a matter of changing our perceptions and
perspectives in order to open new insights, appreciations and understandings that may help us to
recognize the distinctive needs, vulnerabilities and sources of mistreatment of older disabled
people [118]. Bigby [119] in relation to the stereotypical attitudes and discrimination towards
older adults with intellectual disabilities notes “Many of the negative aspects of their lives do not
stem from their inherent characteristics or the process of ageing per se but from age-related
discriminatory societal attitudes and structures endemic in service systems”. Larsson et al. *120+
make an important call for improving understandings and heightened awareness of older people
experiencing demanding medical situations resulting in existential concerns and anxieties.
Likewise, Taube et al. [121] identify the need to recognize and act upon the sense of loneliness
often experienced by frail older persons. A cornerstone of sound ethically based aged care is the
ability of carers (informal and formal) to “listen with respect and generous attention” *122+.
Quality based aged care is essentially a matter of ethics, organization and human relationships.
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While a life free of discrimination and ageism is a fundamental human right there still remains
much work to be undertaken to challenge the underlying negative assumptions and prejudice
about aging and old age across all societies. The rhetorical attachment to disability within the
context of human rights is not always upheld in practice relating to aged care. It would seem
reasonable and ethically appropriate that all areas encompassing the aged care sector including
educational institutions responsible for the preparation of graduates for medicine and related
support fields such as nursing, physiotherapy, psychology, social work, occupational therapy and
gerontology be required as mandatory practice to offer appropriate training and education
surrounding understandings and application of Human Rights principles [24, 40, 123, 124]. This
should also require a) understandings associated with the United Nations [125] Convention on
Rights of Persons with Disabilities and b) the offering of training programs that raise awareness of
ageist attitudes and the subsequent impact on delivery of support and care. With this thought in
mind it is recommended that where obvious shortfalls exist in meeting the preceding
requirements that appropriate amendments be made to established audit protocols for reviewing
and evaluating the performance of health care systems and higher education institutions in order
to monitor compliance.
Ongoing research must be a high priority across all areas of aging related services. At the same
time, appropriate codes of conduct should be developed covering all aged care workers including
the need for all aged care workers to be registered in accordance with their respective roles and
responsibilities. Recruitment practices of aged care workers should also be reviewed in the
interest of aiming for a balanced quality based workforce across the aged care sector. Nursing and
residential care facilities should be more closely monitored for compliance to quality based service
provision and subject to high standards of accreditations including mandatory reporting of
resident abuse and neglect. O’Reilly, Courtney and Edwards *126+ contend that despite the
ambiguities surrounding the concept of quality care in residential aged care facilities that it should
be operationalized in the interest of judging and comparing the overall standards of residential
care facilities. Deloitte Access Economics [127] report that the increasing complexity of aged care
will have significant consequences for the aged care workforce and further note:
In addition, advances in medicine and patient care mean that continuous training and skills
development are necessary in the aged care workforce. These advancements mean that in order to
provide best practice patient management and residential care services, workers must be updating
their skills on an ongoing basis, particularly in areas where boundaries are often challenged and
new areas explored such as managing patients with cognitive issues.
A unique feature of a publication by the United Nations Population Fund (UNFPA) and HelpAge
International [128] entitled Ageing in the 21st Century: A Celebration and A Challenge offers the
view that “Policymakers are more likely to frame policies and vote resources for older people if
they themselves view older persons in a positive light”. The challenge for health care providers in
terms of aging and disability is to find opportunities for interventions at the level of attitudes,
policy and practice that facilitate for each older individual “positive aspects of aging, of potentials,
and of hope” *129+. Coulter *130+ provides us with a telling and challenging commentary “We risk
categorizing the elderly as a by-product of life with a rapidly diminishing value”. In particular, the
field of geriatric medicine is challenged by Davidson [79] to undertake the challenge of humanizing
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its operational mandate by way of adopting the following orientation to health care service and
delivery:
The essence of geriatric medicine lies in the capacity of an interdisciplinary team to view the
aged patient as a dynamic, whole individual; to view him or her as a physical, psychological,
spiritual, and social being. In this model, it is the geriatric team’s goal to optimize the aged
individual’s living conditions.
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