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Introduction

Karl Pillemer, Phyllis Moen, Elaine Wethington,
and Nina Glasgow

Human beings are not meant to live solitary lives. Computer buffs would
say that we are “hard-wired,” genetically programmed, to develop and
function by interacting with others. Talking, touching, and relating to
others is essential to our well-being. These facts are not unique to chil-
dren or to older men and women; they apply to all of us, from birth to
death.

—J. W. Rowe and R. L. Kahn, Successful Aging

The theme of this book, as the title indicates, is the integration of
persons in midlife and beyond into the web of roles and relationships
we refer to as “society.” This theme is often blurred by contradictory
images of the social embeddedness of people in later life. On the one
hand, older persons are seen as an integral component of family and
community life, frequently providing continuity, care, and service
where other people are not available to do so. On the other hand, there
is also a pervasive popular impression that older persons (and espe-
cially those in their seventies, eighties, and beyond) are increasingly
isolated as they move out of major economic and family roles and
witness the mortality of friends, kin, and neighbors.

Both of these themes—integration and isolation—have long been
features of aging. To illustrate these differing perceptions of integra-
tion and isolation, we begin by drawing from two works of fiction.
Each is a well-known short story, and both have found their way into
anthologies of fiction about growing older.

Bertolt Brecht, best known as a poet and playwright, wrote the story
“The Unseemly Old Lady” (Brecht, 1991). Told from the perspective
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of the title character’s grandson, the story describes an elderly woman
in the early part of this century, who spent most of her life quietly
raising five children in impoverished circumstances. After the chil-
dren moved away, she was expected to live sensibly, modestly, and
alone. However, at the age of 72, she radically changed her life. To the
dismay of her children, she began to go to the movies (an unseemly
pursuit at that time) and to attend lively social gatherings at a cobbler’s
shop in the town. She started taking her meals at an inn and befriended
a young, slightly “feeble-minded” girl with whom she played cards
and went to the cinema. Brecht tells us that she was “not at all lonely.”

When she died at age 74, her sympathetic grandson reported: “I
have seen a photograph of her which was taken for the children and
shows her laid out. What you see is a tiny little face, very wrinkled,
and a thin-lipped, wide mouth. Much that is small, but no smallness.
She had savoured to the full the long years of servitude and the short
years of freedom and consumed the bread of life to the last crumb”
(Brecht, 1991: 272).

The other story, perhaps better known, is Tillie Olsen’s “Tell Me a
Riddle” (1992). In it, an elderly woman is trapped in an unhappy mar-
riage. A Jewish immigrant from Russia, she was unwilling or unable
to forge social connections beyond her family. When a devastating ill-
ness strikes her, she feels keenly the loss of the traditional commu-
nity she knew as a child. She takes little pleasure in her children, whom
she visits in turn. Bereft of meaningful ties, with the exception of sup-
port from a dutiful granddaughter, she dies a lonely death far from her
home.

The truth likely lies somewhere between these two classic por-
trayals. Informal observation of friends and relatives is enough to con-
firm the immense variability of social relationships in later life. Some
individuals remain embedded in a stable convoy of social support un-
til the end of their lives. Others manage to replace significant relation-
ships they have lost with new social ties. And still others are unable
to recover from loss, and suffer loneliness and isolation.

This book aims to shed light on several questions: What leads to
social integration (or, conversely, social isolation) in the second half of
life? What are the consequences of social integration, in terms of psy-
chological well-being, life satisfaction, and physical health? This vol-
ume, and the interrelated research projects on which it is based, re-
spond to what we see as a key component of successful aging: remaining
socially integrated until the end of life.
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Summary of the Problem

Social integration and its consequences have been of central inter-
est to social scientists for at least a century. Over the past several
decades, gerontologists also have shown a sustained interest in this
topic. Early research suggested that for many elderly persons, contin-
ued activity and engagement in social roles is related to high morale
(Havighurst, 1964). Conversely, classic studies by Rosow (1967) and
Lowenthal and Haven (1968) identified some older persons as vulner-
able to the problems of loss of roles and significant attachments.

Since that time, a large body of research has documented that an
optimal quantity of social roles, a stable role trajectory, and the avail-
ability of social support are positively related to psychological and
physical health. Studies in sociology, psychology, and anthropology
have supported this central insight: greater social integration leads to
positive outcomes in the second half of life. Findings from this re-
search are detailed in Chapters 1 and 2.

As the literary examples presented above illustrate, however, the
path to a stable and satisfying set of social relationships is not always
smooth. Indeed, as middle-aged and older adults move through the life
course, they experience critical transitions that can make them vul-
nerable to threats to social integration. Although such transitions can
under certain circumstances also enhance integration, social relation-
ships may be negatively affected in a number of ways.

First, owing to changes in occupational and educational status,
some children and other relatives may be widely dispersed. This geo-
graphic mobility can be problematic, because the major factor in de-
termining the frequency of contact with kin is physical proximity.
Numerous studies have found that intergenerational contact is greatly
affected by geographical distance between households, with more dis-
tant children interacting less often with parents. A similar pattern has
been found in relationships with grandchildren. To be sure, research
has established that few older people are totally isolated from kin.
However, some older persons—particularly those in areas with heavy
out-migration of the young—lack networks of emotionally and instru-
mentally supportive family relationships.

Second, compounding the problem of geographical distance from
potential supporters is the loss of network members through death.
The transition to widowhood is particularly stressful, both immedi-
ately following the spouse's death and in the long term. Research
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indicates that low morale and loneliness are common in the years
following a spouse’s death (Lichenstein et al., 1996; Kalish, 1985;
Umberson, et al., 1992). Other long-term intimate relationships—with
friends, siblings, and other kin—are also likely to be lost in later life. If
no replacement is found for these important ties, isolation and psy-
chological distress can result (Arbuckle & de Vries, 1995; Dykstra,
1995).

Geographical dispersion and widowhood have contributed to a
striking demographic shift over the past several decades: the growth
in the number of elderly persons living alone (U.S. Bureau of the Cen-
sus, 1993; Wolf, 1995). Population projections suggest that this pro-
portion is likely to increase even further for the baby-boom genera-
tion, given their lower rates of marriage and high rates of marital
disruption (Easterlin, 1996; Macunovich et al., 1993). Although living
alone does not necessarily imply social isolation, we know that mar-
riage is linked to well-being and happiness (Easterlin, 1996; George,
1996).

Third, declining health is another transition that can reduce so-
cial integration. The risk of chronic disease increases dramatically with
age (Jette, 1996; Manton, 1990). Although many Americans are living
longer and healthier than ever before, it is estimated that approximately
86 percent of persons over the age of 64 have at least one chronic ill-
ness, and that one in five requires some assistance with activities of
daily living (Stephens, 1990). The greater likelihood of chronic impair-
ment, with its accompanying limitations on mobility, increases the
risk of social isolation.

Fourth, the loss of the work role is a critical life-course transition
that can reduce social integration. Although retirement is a positive
experience for some individuals (Gall, Evans, & Howard, 1997), it nev-
ertheless represents an exit from a highly valued role—that of paid
employee—and, in many cases, to the loss of most work relationships.
If new, meaningful roles are not found, retirement can represent a se-
rious break in social integration. Researchers are increasingly viewing
retirement as a complex process, with shifts in work, family, and com-
munity roles and expectations (for a review, see Chapter 3, this vol-
ume). Riley, Kahn, and Foner (1994), along with Bronfenbrenner et al.
(1996) and Moen (1996), point to the need for increasing the options
for integrative, productive activity as lives—and the period of retire-
ment—lengthen.
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Fifth, life-course transitions can place family members of older
people at risk of social isolation. A consistent finding across a range of
studies has been the benefits of social support for family caregivers.
The literature (reviewed in Chapter 5 of this volume) indicates that
social support reduces caregiver burden and psychological stress and
promotes physical health. However, some caregivers experience a de-
crease in such support as a result of becoming a caregiver. Research
suggests that transitions related to caregiving, such as placement in a
nursing home, are highly stressful for family members (Pillemer et al.,
1998).

In sum, the evidence from diverse bodies of research underscores
the value of social integration as a research topic and a mechanism for
enhancing the quality of life. Existing knowledge indicates that (1)
greater social integration, particularly in the form of social support
and the availability of meaningful roles, promotes well-being among
middle-aged and older persons and their families; (2) individuals may
be at particular risk of social isolation during transitions and turning
points; and (3) transitions that have a negative impact on social inte-
gration can multiply in later life. We need to address in more detail
the life-course pathways to social integration, as well as the institu-
tional arrangements facilitating integration. Generating such knowl-
edge has both practical and theoretical relevance, requiring an under-
standing of trajectories, transitions, and context.

Approach of this Book

The present volume brings a temporal and institutional focus to
the topic of social integration, examining transitions and trajectories
in the context of existing and emerging institutional arrangements
that can facilitate or hamper life transitions, ongoing integrative ties,
and subsequent quality of life. Key life transitions shift the focus from
state to process; individuals and families come into contact with and
require institutional support as they undergo or anticipate transition.
Therefore, this book is both theoretically and practically relevant. Its
focus is on institutional transitions (such as retirement and residen-
tial mobility), as well as more private, less institutional status pas-
sages (such as ceasing to drive a car or becoming a family caregiver).
Some key features of the volume are as follows.
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Life-Course Analysis

Our life-course perspective highlights the importance of linked
lives (e.g., between spouses, across generations) and institutional con-
text, as well as processes of development and change over the life
span (Elder et al., 1996; Moen, 1995). We examine how different devel-
opmental paths and transitions throughout adulthood—work, family,
and other role choices and constraints—are linked to changes in social
integration and, in turn, may have an impact on physical, psychologi-
cal, and economic well-being.

A Focus on the Second Half of Life

Much research on older people focuses exclusively on the later
years, ignoring the ways in which individuals come to be old—their
life histories of role involvements and relationships throughout adult-
hood. In contrast, we recognize that individuals in late midlife are
embedded in changing social, cultural, and economic environments,
as well as being products of lifetime biographies of events, relation-
ships, and behavior. The contributions to this volume therefore deal
with actual and anticipated life-course transitions, as well as practical
ways to promote social integration and life quality in the face of these
transitions.

Contexts

A key theme in the chapters concerns gender. Gender has a perva-
sive influence both on the structure and function of social networks
and on the role options of men and women. To some extent, both men
and women face threats to social integration in later life. However,
the life-course challenges they confront may affect men and women
in different ways (Moen, 1995). That women have been allocated the
primary responsibility for the care of family members has limited their
participation in roles outside the home. Further, women’s social inte-
gration can also become circumscribed by loss of family roles that
comes with advancing age. As noted earlier, women are more likely to
spend both midlife and later adulthood alone, without the presence
(and potential support) of a spouse, owing to divorce, widowhood, and
low remarriage rates.
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Women’s growing participation in and attachment to the labor force
has enormous implications for their midlife transitions and aging
(Moen, 1992, 1995). Yet we have little knowledge about the implica-
tions of these changes for the lives of older women and their families.
In this volume, the chapters on retirement and well-being in particu-
lar attend to the various life patterns of women and men, as well as
which of these patterns are the most psychologically and physiologi-
cally adaptive.

We also recognize the importance of geographical context in un-
derstanding social integration, considering in particular the special
population of rural older persons. It is widely acknowledged that for-
mal services are less likely to be available in rural than in urban envi-
ronments (Coward, 1987; Coward & Cutler, 1989; Krout, 1994). The
way in which nonmetropolitan older persons and their families cope
with this deficit in formal services has not been explored in detail.
Researchers have refuted the notion that rural older persons have more
intimate and more extensive informal support resources (Coward &
Cutler, 1989; Coward et al., 1993; Lee & Cassidy, 1985; Lee & Whitbeck,
1987). In fact, in declining rural communities, helping networks may
shrink as potential supporters relocate.

Moreover, older rural residents have had persistently lower incomes
and higher poverty rates than older urban residents (Glasgow & Brown,
1997; Glasgow et al., 1993). These factors affect the ability to give
and the need to receive assistance from kin. Older rural residents re-
ceive more financial assistance from kin than similarly placed older
urbanites, but they are less likely to receive assistance requiring an
expenditure of time (Hofferth & Iceland, 1998). Krout and Coward
(1998) argue against the persistent myth that rural older people live in
well-integrated communities, which take special care to ensure that
older people’s needs are met. Therefore, several contributors to this
volume focus on older persons living in rural areas (see Chapters 4 and
9), in particular the relationship between driving and transportation
transitions and social integration.

A Note on Terminology

Two concepts—both reflected in this volume’s title—require clari-
fication: social integration and the second half of life.
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Social Integration

Our review of the literature found no consensus on a precise defi-
nition of social integration. Here, we provide our definition of the con-
cept, so that readers will at least know what we mean by the term. In
addition, each chapter includes more precise definitions of the par-
ticular aspects of social integration under study, as well as specific
measures of social integration variables.

The research literature suggests two basic uses of the expression
“social integration.” One is commonly employed in the study of so-
cial networks, where social integration is a technical term indicating
the number of interpersonal ties an individual has (for example, the
number of members of his or her social network). Persons with more
social ties (and, in some definitions, organizational memberships) are
considered to be more “socially integrated” (cf. Lee & Whitbeck, 1987).
Although we have no objection to this usage, we view the concept as
having a substantially broader meaning, such as that provided in the
work of Emile Durkheim and of Irving Rosow (discussed in Chapter 1).

As we employ the term in this volume, “social integration” means
the entire set of an individual’s connections to others in his or her
environment. In contrast to the narrow definition just described, we
employ social integration in a more general sociological sense to refer
to both participation in meaningful roles and the network of social
contacts. At the other end of the continuum is social isolation, or the
lack of significant relationships with kin, neighbors, coworkers, and
friends, and of fulfilling roles.

Our definition is consistent with two well-articulated analyses of
the concept of integration, both of which focus on the term embedded-
ness. (Indeed, given the confusion and lack of clear definition of social
integration, social embeddedness may ultimately be the more useful
term.) In Booth, Edwards, and Johnson’s (1991) framework, a key com-
ponent of social integration involves “the degree to which an indi-
vidual is embedded in a broader network of social relations.” As such,
integration “involves the formation and maintenance of a set of rela-
tions in which a person gives and receives affective support and social
approval. To say an individual is highly integrated in this sense re-
quires the existence of a social network of ties. Most proximate among
these are friendships and affiliations with community organizations,
particularly those in which there is face-to-face interaction and a pro-
cess of identification has taken place” (209).
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Our definition is also consistent with Barrera’s (1986) formula-
tion of social embeddedness, which he defines as “the connections
that individuals have to significant others in their social environments”
(415). Such social connectedness is key to a psychological sense of
community. Components of social embeddedness in Barrera’s con-
ceptualization include key social ties like marriage, participation in
organizations, and contact with friends and family. Our broad view
of social integration includes these aspects of social embeddedness,
as well as the social support functions that are supplied by network
members.

Second Half of Life

More straightforward is the age group this volume is concerned
with. The chapters focus on individuals in midlife and older; hence,
the “second half” of life. However, it is more precise to say that much
of the research reported here is based on samples of persons in later
midlife (age 50) and beyond. Given our own ages, we are not eager to
characterize the age of 50 as “later midlife.” But it is demographically
clear that the vast majority of people who reach that age have already
lived three fifths or more of their likely life span.

There are obvious difficulties in selecting a term to refer to this
entire group, because it is so heterogeneous. In general, when referring
to this period of the life course, we term it “later life.” Individuals in
this age group we have usually referred to as “persons in late midlife
and beyond,” and “older persons.” The chapters that specifically deal
with persons aged 65 and over often use the word “elderly,” which,
although an imperfect and controversial term, is widely used and un-
derstood today.

Plan of the Book

Part One: Overview of Major Issues and Approaches contains two
chapters devoted to conceptual and theoretical background.

Chapter 1 (“Social Integration and Aging: Background and Trends”)
is an overview of social integration in later life within the context of
contemporary gerontology. The authors review data in several domains
to explore the question, Is social integration particularly problem-
atic in later life? Areas addressed include marital status and living
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arrangements, intergenerational relationships, geographic mobility, so-
cial network participation, work and retirement, and volunteering.

Chapter 2 (“Multiple Roles, Social Integration, and Health”) in-
cludes a review of theoretical approaches to social integration and so-
cial support in later life, with a special focus on the life-course per-
spective on human development that underlies the chapters in this
volume. Elaine Wethington and colleagues examine mechanisms by
which social integration, social participation, and social support im-
prove health and well-being. They treat the issue of social selection in
models relating social factors to health; that is, the possibility that
healthy people are more apt to be engaged in multiple roles and multi-
faceted social networks precisely because they are healthier. The au-
thors also discuss several measurement issues and, in particular, cur-
rent attempts to develop contextual measures of social integration,
participation, and support.

Part Two: Social Integration in Major Domains of Later Life builds
on the perspectives laid out in Part One, examining in detail six key
issues. Each chapter combines a review of the literature with original
data collected in association with the Cornell Gerontology Research
Institute.

In Chapter 3 (“A Life-Course Approach to Retirement and Social
Integration”), Phyllis Moen and colleagues argue for the utility of ap-
plying a life-course approach to the analysis of social integration fol-
lowing the retirement transition. The authors shed light on the social
participation of both older (not-yet-retired) workers and retirees, and
the influences of social context, timing, and the process of change for
social integration and well-being in the retirement years. In addition
to examining the work role, the chapter also takes into account par-
ticipation in clubs and volunteer work that may replace paid employ-
ment as a key means of social integration in retirement. This chapter
introduces important life-course themes and discusses the need to
conceptualize pathways to social integration following retirement. It
then draws on data from the Cornell Retirement and Well-Being Study
to shed light on the effects of the retirement transition on social inte-
gration for 1990s retirees.

Chapter 4 (“Transportation Transitions and Social Integration of
Nonmetropolitan Older Persons”) focuses on effective transportation
arrangements as a means of facilitating social integration among older
people, especially rural residents. Nina Glasgow adopts a life-course
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perspective to address issues related to the timing, context, and pro-
cess of transitions and trajectories in the use of different modes of
transportation. The chapter highlights the relinquishment of driving
as a key life-course transition in old age, one with profound conse-
quences for personal mobility and social integration of all older people,
especially those in rural communities. Glasgow analyzes these and
related issues using findings from the Cornell Transportation and So-
cial Integration of Nonmetropolitan Older Persons Study.

In Chapter 5 (“Social Integration and Family Support: Caregivers
to Persons with Alzheimer’s Disease”), Karl Pillemer and Jill Suitor
explore several issues related to the role of social networks and sup-
port in the lives of Alzheimer’s caregivers. The authors begin by ad-
dressing the question of whether caregivers are at risk of social isola-
tion. They then propose a theoretical model for understanding family
caregiving, based on conceptualizing caregiving as a life-course transi-
tion. The major implication of this theoretical model is the critically
important role of similar others in promoting social integration. The
authors provide several illustrative findings from longitudinal research
involving family caregivers.

In Chapter 6 (“Future Housing Expectations in Late Midlife: The
Role of Retirement, Gender, and Social Integration”), Julie Robison
and Phyllis Moen address housing experiences and expectations in the
later years of adulthood, reviewing research on housing for older people
and later-life residential patterns in relation to issues of social integra-
tion. Their model of expectations about later adulthood residential
arrangements draws on a life-course perspective, retirement migra-
tion theory, and economic theories of expectations and intentions.
Robison and Moen employ data from the Cornell Retirement and Well-
Being Study to explore links between older workers’ and recent retir-
ees’ later-life housing expectations and dispositions and various mea-
sures of their social integration.

In Chapter 7 (“Neighboring as a Form of Social Integration and
Support”), Elaine Wethington and Allison Kavey propose that a key
informal source of social integration in later life is neighboring—regu-
lar social interaction with those living in close proximity. The authors
develop a theoretical model of neighboring as an aspect of social support
and examine the dependence of neighboring on other social-support
resources. They present illustrative data from two pilot studies on the
relationship between neighboring and health, examining such factors
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as the availability of family support, personality characteristics believed
to promote sociability, physical characteristics of different neighbor-
hoods, and pre-existing levels of health.

Chapter 8 (“Social Integration and the Move to a Continuing Care
Retirement Community”) contains an exploration of the ways in which
social contact, social roles, and social integration are affected by a move
to a continuing care retirement community (CCRC). Erickson and
colleagues develop hypotheses about the effects of relocation to a
CCRC on social contact, social role participation, and perceived social
integration and test them on a sample of older adults before and after
their move to a CCRC. They ground their hypotheses in the social-
ecological perspective and in continuity theory, coupled with the
overarching life-course theme. Their research on a sample of persons
who moved into a CCRC indicates that changes in social-structural
opportunities and constraints associated with a residential move pro-
duce corresponding shifts in social contacts, social role participation,
and the subjective assessment of social integration. However, they
found that individuals strive to maintain previous levels of these factors.

Part Three: Interventions to Promote Social Integration in Later
Life moves the book to a more practical level. In this section the
chapter authors describe model intervention programs designed to
increase social support and assistance or to provide meaningful so-
cial roles.

In Chapter 9 (“An Intervention to Improve Transportation Arrange-
ments”) Nina Glasgow describes an effort to improve the well-being
of rural older persons with respect to their transportation arrangements.
An educational intervention was implemented with older persons who
reported the inability to go places as often as they wanted to. The
educational intervention was designed to encourage these “transpor-
tation disadvantaged” individuals to modify the organization of their
transportation arrangements in ways that were durable over time and
that enhanced their social integration. Glasgow discusses the content
and methods employed in conducting the educational intervention
and the evaluation of its effectiveness, and she makes recommenda-
tions for future programs of this kind.

In Chapter 10 (“Fostering Integration: A Case Study of the Cornell
Retirees Volunteering in Service Program”) Phyllis Moen and colleagues
present qualitative data describing an innovative program to foster the
volunteer participation of retirees. The authors begin with the chal-
lenge of growing numbers of retirees spending more years in retire-
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ment. They then offer a case study of one potential solution for orga-
nized volunteer involvement of retirees, supplementing this case ex-
ample with survey data from the Cornell Retirement and Well-Being
Study to document factors that shape the circumstances, motivation,
and volunteer participation of retirees. The authors suggest implica-
tions for policy, research, and practice. Their conclusion examines the
potential that this untapped portion of the population—retirees—of-
fers for themselves, their communities, and society.

In Chapter 11 (“Peer Support for Alzheimer’s Caregivers: Lessons
from an Intervention Study”), Karl Pillemer and colleagues describe a
social network intervention program for family caregivers that is
grounded in theory and research relating to life-course transitions and
their impact on interpersonal relationships. The theoretical framework
was used to design a peer support intervention in which trained vol-
unteers (who themselves had been caregivers) visited persons caring
for relatives with Alzheimer’s disease. In this chapter the authors dis-
cuss the results of this randomized, controlled study and the implica-
tions for caregiver support programs.

Chapter 12 (“Closing Thoughts and Future Directions”) brings to-
gether major themes of the volume and provides suggestions for fu-
ture work on social integration in later life. Here, the focus is on the
implications of our life-course approach to social integration for inter-
vention, research, and policy.
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Social Integration and Aging

Background and Trends

Karl Pillemer and Nina Glasgow

One of the towering themes in the history of modern social sci-
ence has been the importance of social integration. For more than a
century, scholars have grappled with such questions as, Are social in-
stitutions that tie individuals into meaningful communities breaking
down? Are citizens of contemporary societies becoming isolated from
one another? Does the atomization of individuals place them at risk
of a host of problems, including antisocial behavior, physical illness,
or poor mental health?

The thinker most responsible for calling attention to problems of
social integration and disintegration was Emile Durkheim. In his fa-
mous theoretical and empirical work Suicide (1951), he proposed that
suicide was inversely related to the degree of integration into society,
including integration into the family, religion, and political institu-
tions. Excessive individualism, according to Durkheim, was a direct
cause of suicide. He noted that “egoistic suicide results from the fact
that society is not sufficiently integrated at all points to keep all its
members under control . . . society, weak and disturbed, lets too many
persons escape too completely from its influence” (373).

Expanding on his study of the causes of suicide, Durkheim’s as-
sessment of modern society is somewhat gloomy. Writing at the turn
of the century, he held that old, stable forms of social organization
were being swept away but were not being replaced by new forms.
Freed from intimate social involvement in these institutions, he
claimed that people see nothing to which they can belong. Durkheim
waxed poetic when he described the failure of society to integrate in-
dividuals who, “without mutual relationships tumble over one another
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like so many liquid molecules, encountering no central energy to re-
tain, fix, and organize them” (389). As society disintegrates, the indi-
viduals detach themselves from social life; this phenomenon brings
with it the tendency toward unhealthy and antisocial behavior.

Although the novelty of his methods and the clarity of his think-
ing made Durkheim uniquely adept at addressing the problem of so-
cial integration, the theme has remained a dominant one in the socio-
logical tradition. Social thinkers investigating the upheavals of both
the industrial revolution and the political revolution in France saw
individuals becoming separated from communal structures as the old
world of village and church disappeared. Ferdinand Toennies proposed
his famous distinction between Gemeinschaft, or the old world of com-
munity and tradition, and Gesellschaft, the modern society based on
individuals, industry, and contractual relationships. This theme has
permeated social analysis ever since (Nisbet, 1966).

Cultural critics of the 1960s expanded this view. For example, in
his bestseller The Pursuit of Loneliness Philip Slater (1970) argued that
American culture deeply frustrates human desires for community, in-
terdependence, and engagement. The best-known recent statement of
the dangers of social disintegration is Robert Bellah and colleagues’
Habits of the Heart (1996), which chronicled contemporary ambiva-
lence about individualism and commitment. This book raised an alarm,
arguing that “individualism . . . has marched inexorably through our
history.” Such individualism “may have grown cancerous,” and “it
may be threatening the survival of freedom itself” (vii). Society re-
quires, in these authors’ views, “a transition to a new level of social
integration” (286).

The issue of social integration has recently become prominent again
in the scholarly discussion of “civil society” (cf. Schudson, 1998;
Fullinwider, 1999). A number of analysts have argued that American
society is undergoing a process of civic disengagement, whereby vol-
unteer activity, association membership, and social trust is declining.
Robert Putnam, in his widely cited essay “Bowling Alone” (1995) iden-
tified the diminishing of communal structures in the recent history of
the United States. Putnam points to an apparent decline in various
civic associations and formal group activities (including the bowling
leagues indicated in the title) to argue that both membership in civic
associations and various kinds of informal connections are on the wane.

Beyond sociological theory and cultural critique, a concern with
social integration has also permeated empirical research in social sci-
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ence over the past several decades. Studies of interpersonal ties, social
networks, social support, and close relationships occupy a large num-
ber of researchers in the United States and around the world, and
a variety of professional organizations and scholarly journals have
emerged that deal exclusively with these issues. Along with perceived
threats to social integration, intervention programs (such as support
groups for nearly every human problem) have sprung up. Media re-
ports on the loneliness, isolation, and disenfranchisement of various
population groups appear regularly. The twin themes of integration
and isolation remain of considerable interest within contemporary
society.

Social Integration of Older Persons

In this context, the social integration of older persons has also
emerged as a topic of both scientific and public concern. Indeed, per-
haps because the segregation of older individuals from the societal
mainstream was so obvious to many analysts, gerontology echoed
sociology in giving social integration and isolation of older persons a
place of prominence. Key debates throughout the 1960s and 1970s
within research on aging centered on the question, Is maintaining so-
cial integration a key problem for older persons? In this chapter,
we will touch on several themes that form the starting point for our
efforts.

Disengagement Theory: An Archetypal Debate

Although younger researchers on aging are unlikely to remember
it as anything more than an historical footnote, the debate that began
in the early 1960s over the question of the social disengagement of
older persons encapsulates divergent views regarding social relations
in later life. Disengagement theory (Cumming & Henry, 1961) begins
with the observation that elderly people withdraw from social roles.
This theory does not simply assume that such withdrawal occurs be-
cause the aged become infirm and disabled and therefore abandon so-
cial functions and associations. Instead, disengagement theory argues
that the older person begins to disengage before it is absolutely neces-
sary. This process removes people from vitally necessary social roles
before they become incapable of performing them. Elders interact with
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fewer people and their role sets come to exclude roles considered vital
to the larger society. Proponents of disengagement theory saw this
process as natural, universal, and mutually satisfying to both society
and elderly persons.

Criticism of disengagement theory began shortly after its concep-
tion (cf. Hochschild, 1975; Rose, 1965). Critics held that the theory
was too simplistic and did not take account of the vast individual dif-
ferences among elderly persons, some of whom clearly do not disen-
gage. More important, “activity theorists” (Havighurst, 1964) mustered
evidence that continued social engagement, rather than disengagement,
predicted high morale among older persons. Finally, a point was made
that is germane to this volume: the disengagement of those in later
life may have more to do with a lack of opportunity for the perfor-
mance of meaningful roles than with a universal functional process.
This lack of opportunity is due to society’s negative attitudes toward
the old and to structural lag (Riley, Kahn, & Foner, 1994). Instead of
accepting the universality of disengagement, critics have argued that
institutional factors propelling elderly persons into disengagement
should be changed.

Irving Rosow: Revisiting a Classic

Not long after the debate over disengagement had erupted and
begun to die down, Irving Rosow published a skillful and compelling
analysis of the social needs and relationships of older persons, entitled
Social Integration of the Aged (1967). Rosow began the work with an
insight that has stood the test of time: “Problems of old age are of two
general kinds: those that older people actually have, and those that
experts think they have” (1). In Rosow’s view, the key problems of
later life are not health care or economic well-being, as important as
these may be. He argued that “the most significant problems of older
people . . . are intrinsically social. The basic issue is that of social
integration” (8).

Rosow pointed out that older people remain reasonably well inte-
grated psychologically in terms of sharing the basic values and beliefs
of society. However, he asserted that they do suffer from dramatic losses
in two key areas: social roles and group memberships. This attrition
begins around age 65 and accelerates after age 75. Roles are lost in the
domains of employment, marital status, and income. Using extensive
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data from the 1950s and 1960s, Rosow also documented declining group
membership in the family, in friend relationships, and in organizations.

These processes lead, according to Rosow, to alienation and isola-
tion. One component of this alienation is role ambiguity in old age.
Unlike other periods in the life course, in which old roles are replaced
by new ones, the role of “old person” is unstructured; it is, Rosow
asserts, “a basically empty role” (31). A second threat to social inte-
gration of older people is the systematic devaluation of them as a class.
Younger people do not accept the old, and they view older persons
stereotypically. Ironically, older persons themselves share these stereo-
typical beliefs, and thus have little incentive to change them (in the
way that other minorities have striven to change public perceptions of
their groups).

Rosow’s summary of this general state of affairs bears repeating:

[Older people] share the central beliefs of society and do not change these
because they age. Hence, their integration does not suffer from holding
distinctive deviant values. But their loss of social roles and group mem-
berships does undermine their social integration. They become mar-
ginal participants, often ignored, rejected, and discriminated against by
younger persons, and in extreme cases they are seriously isolated from
the life around them. . . . Under these conditions, the social world of old
people contracts. Their estrangement from previous roles and member-
ships deprives them of central group supports as well as responsibility,
power, privilege, resources, and prestige. These deprivations are a dis-
tinctive discontinuity in life which they have little incentive to accept
and for which they are not systematically prepared or socialized. (34–35)

Rosow did not conclude his book with optimistic predictions for the
future or with concrete solutions. Although he noted that social par-
ticipation differs to some degree among subgroups of the aged, it was
his belief that older people as a class are deprived of primary and sec-
ondary group associations.

Despite the clarity of Rosow’s message and the extensive research
agenda he proposed, research on aging in ensuing years took a some-
what different turn. Rather than directly confronting the broadly con-
ceived theme of social integration, investigators over the past several
decades have generally focused their efforts on specific components of
social integration. Thus, the themes raised by disengagement theory
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and by Rosow’s work have continued to be explored, but more
narrowly.

The 1970s and Beyond: Related Research Streams

Over the past two decades in particular, several streams of research
in sociology, psychology, and anthropology have examined components
of social integration. However, rather than focusing on the question of
whether growing older compromises social integration, investigators
have primarily focused on the degree to which social connectedness
leads to positive outcomes. Two lines of research have been particu-
larly dominant in social science research on this topic: social support
and multiple roles. A plethora of studies in both areas has supported
Durkheim’s central insight—that greater social integration leads to
physical and psychological well-being. We will touch only briefly on
these topics here, as many of the following chapters treat them in
detail.

Social Support. Compelling evidence for the benefits of social in-
tegration comes from the literature on social support and well-being.
The overwhelming finding that social support serves as a buffer against
stressful life events and chronic stressful conditions (Antonucci, 1990;
Eckenrode & Gore, 1990; Wethington & Kessler, 1986) clearly applies
to the older population (George, 1996).

A weak set of social relationships has been found to be related to
psychological distress among older persons. Research on loneliness
has produced similar findings; lonely older individuals are substan-
tially more likely to experience mental illness, such as depression
(Antonucci, 1990; Bowling & Farquhar, 1991; Mullins et al., 1989;
Dugan & Kivett, 1994). Even more striking are findings relating to
mortality, morbidity, and recovery from illness. Results from the fa-
mous Alameda County Study showed that the absence of social ties
predicted mortality among elderly persons, even when controlling for
social class, baseline health status, and health practices (Berkman,
1983). Other studies have found that socially isolated elderly persons
are more likely to develop health problems (cf. Bosworth & Schaie,
1997; Seeman et al., 1996), and less likely to engage in good health
behavior and the use of appropriate self-care during recovery (Mutran
et al., 1995; Noburn et al., 1995; Oxman & Hull, 1997).

Multiple roles and well-being. Closely tied to the work on social
support and its emphasis on relationships are studies of role occu-
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pancy. The past several decades have seen a host of studies showing
that social integration in the form of involvement in multiple roles
supports well-being. Multiple roles appear to promote psychological
well-being at all stages of adulthood, providing social contacts, social
identity, social status, and giving purpose, meaning, and guidance to
life (Adelman, 1994; Hong & Seltzer, 1994; Moen et al., 1989, 1992;
Thoits, 1992).

To cite just two examples, Thoits (1983, 1986) used panel data to
analyze the effects of the acquisition or loss of roles over a two-year
time period. Loss of important roles strongly predicted poorer mental
health. Moen and colleagues (Moen et al., 1992; Moen et al., 1995)
have drawn on data collected thirty years apart on a sample of women.
They documented links between multiple role occupancy in middle
and later adulthood and women’s longevity, physical health, and psy-
chological well-being. What Rose Coser (1991) termed a “plurality of
life worlds” appears to foster health and longevity for both men and
women in the second half of life.

In sum, the literature on social support and on multiple roles shows
a degree of consensus unusual in social research: social integration
does matter. Greater embeddedness in social roles and in networks of
social support helps promote health and happiness in the second half
of life. In the remainder of this chapter, we turn our attention to some
indicators of social integration, asking to what extent older persons
are integrated or isolated.

Indicators of Social Integration
and Isolation

Recall that Rosow as well as others hold that the declining re-
sources of older persons in such areas as health and income, as well as
role loss, can lead to diminished social participation and to social iso-
lation. However, it is important to ask: What does the evidence show?
Are there data indicating that people in fact experience decreasing so-
cial integration as they age? Our reading of the literature indicates the
need to differentiate among various indicators of social integration. In
some areas, increasing age does not appear to lead to isolation, whereas
in other cases older persons do seem to be at risk.

In the remainder of this chapter, we will shed light on these issues
by reviewing the state of older persons’ social integration in key areas.
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In each of these domains, we address the question of whether older
persons experience deficits in social integration, in comparison to
younger groups in the population. We examine trends over time, al-
though this has not been possible in every case. In some cases, we
comment on variations among subgroups of the older population. It is
important to state at the outset that there is limited evidence regard-
ing several of the areas we wish to cover. Therefore, our goal is not to
paint a definitive picture but rather to sketch the outlines of some
major features of social integration in later life.

Marital Status and Living Arrangements

The marital status and living arrangements of older people are key
determinants of their social integration. Married individuals provide
companionship and emotional as well as instrumental support to their
spouses. The overall result is a positive outcome for health and well-
being. Research has shown that marriage is beneficial to one’s health
and well-being (see, for example, Berkman, 1983; Moen et al., 1989),
that divorce in particular is detrimental to health status (Young &
Glasgow, 1998), and even that mortality is lower among married than
unmarried individuals (Berkman & Syme, 1979; Gove, 1973).

Starting with the 15–20 age group, Siegel (1993) found that the
proportions of men and women who are married increase sharply be-
tween the ages of 25 and 30, reach a peak at about age 35 and plateau
through about age 45, and subsequently decline steadily through the
remainder of life. This pattern results from mortality trends: aging
frequently is accompanied by widowhood. This trend, along with the
growing prevalence of divorce, means that a large number of people
grow older without a spouse.

The shift is especially dramatic for women (Table 1.1). Starting at
about age 45, the proportion of men who are married increasingly ex-
ceeds the proportion of women who are married; age-related declines
in the percentage married are steep for women but gradual for men
over the remainder of the life course (Siegel, 1993). Almost half of all
women aged 65 and older are widowed. Among the oldest old (aged
85 and above), the vast majority of women (81 percent) are widowed
(Table 1.1). Women’s greater longevity, their tendency to marry men
somewhat older than themselves, and men’s higher remarriage rates
after divorce or widowhood all contribute to the gender differences in
marital status. The net result is that older women are at greater risk of
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becoming socially isolated because widowhood is also often accompa-
nied by living alone (see also Bronfenbrenner et al., 1996).

Historical Trends. The marital composition of older men changed
substantially between 1950 and 1990. Among men aged 65 and older,
the proportion married rose from 66 percent in 1950 to 76 percent in

Table 1.1. Marital Status, by Age and Gender, 1950, 1980, 1990, and 1998

  Image not available.
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1990, while the proportion widowed declined from 24 percent to 14
percent (Table 1.1). During the same period, the proportion of married
older women also increased while the proportion widowed declined,
but the shifts for women were small by comparison to those for men.
The increase in the proportion of older married men occurred despite
the aging of the older male population, and it was accompanied by a
decrease in the percentage widowed. These two trends resulted partly
from higher marriage rates in the early twentieth century and the well-
established increase in life span, which increased the chances of both
partners surviving in the later decades of this century (Siegel, 1993).
From 1990 to 1998, however, small increases occurred in the propor-
tions of divorced women and men, with corresponding small declines
in the proportions married. Over all, the opportunity for older men to
be socially integrated through marriage has increased over time.

The living arrangements of individuals are closely linked to their
marital status. Along with the greater likelihood of women to become
widowed, they are also more likely than men to live alone (see also
Bronfenbrenner et al., 1996). In 1990, three quarters of men aged 65
and older lived with a spouse, whereas little more than a third of older
women did (Table 1.2). The tendency for older women to live alone has
increased substantially over time (from 24% in 1960 to 42% in 1998),
whereas the proportion of older men living alone increased only slightly
during the same time period. Both men and women have become less
likely over time to co-reside with relatives other than a spouse, but for
women the change has meant an increased propensity to live alone;
men are more likely to live in married-couple family households.

Subgroup variations. Changes in marital status and living arrange-
ments with advancing age generally follow the same pattern for whites
and African Americans, except that much higher proportions of el-
derly whites are married and much higher proportions of elderly Afri-
can Americans are widowed (Siegel, 1993). Approximately one third
of the white older population lives alone, compared to one half of older
African Americans. To the extent that being married is beneficial to
social support and social integration, African Americans are disadvan-
taged relative to whites. Other characteristics of more extended fam-
ily support networks may offset potential disadvantages resulting from
African Americans’ marriage rates during old age, but we are not aware
of studies that definitively address this issue.

Future trends. Projections of future prospects for the marital com-
position and living arrangements of older people foresee little change
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between 2000 and 2020 (Siegel, 1993). With the entry into old age of
the baby-boom cohorts, however, the shares of single and divorced
persons, especially single men and divorced women, are expected to
rise sharply; the proportional shares of widowed men and women are
expected to decline. Nonetheless, future trends in marital composi-
tion and living arrangements will be influenced by factors that make
prediction difficult, including “the evolution of attitudes regarding
marriage, divorce, and living together; future changes in the economic
and social status of women; shifting attitudes toward living alone or

Table 1.2. Living Arrangements of the Population Aged 65 and Above, by
Gender, 1960, 1985, 1990, and 1998 (Noninstitutional Population)

   Image not available.  Image not available.
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with others; the prospects for the reduction of mortality, especially in
late life; and, quite important, the prospects for convergence of male
and female death rates” (Siegel, 1993: 325). Marital status trends among
baby boomers suggest that they will be more at risk of social isolation
during old age than current cohorts of older people.

Intergenerational Relationships

Although research suggests that spouses are the family members
who provide the greatest amount of emotional and instrumental sup-
port to older persons, children are also a very important vehicle for
social integration. Both high levels of contact and mutually support-
ive exchanges are reported by parents and by their adult children
(Pillemer & Suitor, 1998; Suitor et al., 1995). Toward the end of the life
course, adult children often provide needed care and support in situa-
tions where an older parent’s spouse has predeceased him or her (see,
for example, Silverstein & Angelelli, 1998).

In our examination of the changing nature of intergenerational
relations, one major historical shift is worthy of note. Historical re-
search has demonstrated that intergenerational co-residence in the late
stages of life was common in earlier historical periods, particularly in
the case of widows and the infirm. Specifically, older parents who be-
came too ill to live by themselves saw living with their children as a
primary option (Hareven, 1996). However, there has been a large de-
cline in intergenerational co-residence since the beginning of this cen-
tury, such that it can be characterized as one of the major demographic
transitions of the century (Ruggles, 1994).

Regarding this major shift in age structuring and the life course,
Kertzer and Laslett (1995) note that: “it has changed the life course of
individuals along with the developmental cycle of the family and of
the domestic group as a whole. The immemorial association in family
time between the exit of the parental generation and the beginnings of
the independent family life of the child generation has gone forever.
The consequent proliferation and prolongation of the situation known
as the empty nest stage, in which the parental couple stays together at
home after the departure of their children, a situation so familiar in
the contemporary West, are almost exclusively the result of aging”
(43–44).

These changes are now established characteristics of contempo-
rary society, which simply did not exist before. This shift has had major
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consequences for social integration of the aged. In past times, house-
holds rarely contained older people living alone but instead contained
intergenerational families. Leaving questions of relationship quality
aside, the continual presence of a child in the household certainly pro-
vided a connection and a source of assistance that older persons living
alone are not guaranteed. The change away from co-residence between
older and younger members of families places older women, in par-
ticular, at greater risk of social isolation now than in the past.

Moving to the present day, an important question is to what de-
gree demographic trends will affect intergenerational relationships and
thus the social integration of older persons. To answer this question,
it is useful to look at the dynamics of the current generation of middle-
aged adults (the so-called baby-boom generation) from two perspec-
tives: as the children of aging parents and—at a future point—as the
older parents of their own adult children.

Perhaps the most striking change in intergenerational relations
among adults is the result of the dramatically lengthened lifespan.
Family members will spend more time than ever before occupying
intergenerational family roles. As adults, baby boomers can look for-
ward to 30 or more years of shared lifetime with their parents. To
illustrate this change, over the past 150 years the proportion of middle-
aged and older women with one or more surviving parents increased
dramatically. In 1800, a 60-year-old woman had about a 3 percent
chance of having a living parent, but by 1980 her chances had increased
to 60 percent (Watkins et al., 1987).

The lengthened lifespan can provide opportunities for positive in-
volvement by older persons in the lives of younger generations. In this
sense, the longer shared lifetime can be expected to increase opportu-
nities for parent-child interaction and support in later life. However,
parents of the baby boomers will benefit to a greater degree than their
children, owing to the high fertility of the postwar generation: the
parents of the boomers have, on average, three children surviving un-
til age 40 per each ever-married female. However, for the baby boomers
themselves, this figure is projected to be under two for each ever-
married female (Easterlin, 1996). Thus, the boomers’ contacts with
their own children may be less socially integrating, given findings that
the number of offspring is positively related to the total support re-
ceived from children (Uhlenberg, 1993).

Parent-child relations will also be affected by the trends in mar-
riage discussed earlier. In contrast to their parents, the baby boomers
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have had less frequent marriage than other cohorts. In addition, the
boomers have much higher rates of marital dissolution owing to di-
vorce than do their parents. When today’s older parents married, a
very large majority could assume that they would live with their part-
ners until they were parted by death. This is quite different for the
baby boomers. From the 1950s through the late 1980s, the divorce rate
rose to the point at which baby-boomer children are almost equally
likely to have their marriages terminated by divorce as death (Easterlin,
1996). Their high divorce rate may impair the boomers’ relationships
with their adult offspring. Both older men and older women who have
divorced report a decline in the strength of intergenerational ties, in-
cluding lower contact and less emotional support (Uhlenberg & Miner,
1996). Most people who divorce do eventually remarry, and in that
way some lost ties are replaced. But divorce and remarriage negatively
affect intergenerational exchanges and relationships between older
parents and their adult children (Pezzin & Schone, 1999).

The outcome of these trends may be a higher risk of social isola-
tion in later life for the baby boomers than for the current older popu-
lation. The baby boomers share several characteristics that predict a
large proportion of them will live alone: lower numbers of adult chil-
dren, higher marital dissolution, and better health at retirement. It is
estimated that fully a third of the leading edge of the baby boom will
live alone by age 65, compared to between one fifth and one quarter of
their parents’ generation (Easterlin, 1996). It may be more of a chal-
lenge for their offspring to provide emotional and instrumental sup-
port under these conditions.

In sum, it is likely that the social integration provided by inter-
generational relationships will go through two major phases over the
coming decades. The current older cohorts appear to have large re-
sources for family support, including relatively large numbers of liv-
ing children and greater likelihood of an intact marriage. Societal prepa-
rations for the baby-boom generation as it enters old age must take a
different set of circumstances into account: larger numbers of persons
living alone without the benefits conferred by a spouse and with fewer
offspring. Given the projected increase in the aged population overall,
a shortage of caregiving resources in both the formal and the informal
sectors may result.
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Geographic Mobility

Geographic proximity has been shown in prior research to be the
strongest predictor of frequency of contact between older parents and
their non-co-resident adult children (Dewit et al., 1988; Krout, 1988;
Rossi & Rossi, 1990; Spitze & Logan, 1991). A high rate of geographic
mobility among either younger or older age groups thus would be an
important factor in reducing kin support and social integration of older
people. Contrary to the perception that geographic mobility has in-
creased over time, however, both Siegel (1993) and Uhlenberg (1993)
demonstrate that geographic mobility among both younger and older
age groups has declined over time in the United States. Using data
from the 1987 to 1988 National Survey of Families and Households,
Uhlenberg (1993) estimates that 74 percent of older people have an
adult child living within a 25-mile radius of them.

Although overall rates of geographic mobility have diminished
during the past few decades, to the extent that migration does occur, it
tends to be selectively channeled. The migration of people considered
to be of the prime working ages is most often motivated by a search
for job opportunities. This has resulted in historic out-migration of
young adults from farming areas of the Plains states in the middle
section of the country. A large number of rural counties in those states
have disproportionately high concentrations of older people (Glasgow,
1988). In essence, the older people have been left behind.

Indeed, a few local-area studies have shown that older urban resi-
dents are more likely than their rural counterparts to live near their
adult offspring (Bultena, 1969; Krout, 1984; Youmans, 1963). Lee et al.
(1990) used data from the National Long-Term Care Survey to exam-
ine place of residence differences in the likelihood of impaired older
persons to co-reside with an adult child or live within one-half hour’s
travel time to an adult child. Their study found that residents of large
cities were more likely than any other residence group to co-reside
with an adult child. Large-city and farm residents were more likely
than small-city (under 50,000 population) and rural non-farm residents
to live near an adult child. Most likely, an analysis conducted with a
representative sample of all older people would show such rural-urban
differences by region in the likelihood of living proximate to adult
children.

Among older people, migration of the “young-old” is primarily to
destinations in the Sunbelt, such as Florida and Arizona; those areas
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are distinguished by a high concentration of older persons who tend to
have low probabilities of contact with their adult children (Siegel, 1993).
After age 75, and with mounting health problems, older people who
migrate tend to move to metropolitan areas, presumably to be nearer
their adult children or better health care services (Glasgow, 1988;
Longino, 1990). Therefore, although geographic mobility rates have
declined over time, regional and place of residence differences in the
risk of social isolation among older people do exist. In particular, mi-
gration trends are likely to produce pockets of older persons who do
not have close relatives nearby.

Social Network Participation

Do people decrease their participation in social networks as they
age? To the extent that resources become more constrained in later
life, the social network could contract. It is argued that health is one
such resource: good health allows us to engage in social activities and
to maintain friendship ties. Similarly, income promotes social inte-
gration, for example, by allowing people to travel to visit others, to
use the telephone freely, and to entertain in their homes. Further, the
exit from key roles, such as that of worker, can reduce the frequency
of ties to others (Morgan, 1988; see also Chapter 3, this volume). The
death of a spouse can reduce the number of active contacts an older
person has, because the former spouse’s network members may not
continue their involvement with the survivor. This is especially the
case of widowers, because older husbands tend to rely on wives for
their social contacts.

Several studies indicate that this hypothesized state of affairs may
in fact be the case, at least as far as network size is concerned. Using
General Social Survey (GSS) data for 1985, David Morgan (1988) ex-
amined differences in participation in social networks as a function of
age. His analysis demonstrated that older respondents indeed reported
attenuation of their social networks: “The network of people with
whom they discuss important matters is smaller, contains fewer roles,
and provides less frequent contacts” (S135). The average size of the
social network drops precipitously between the ages of 60 and 65, pos-
sibly representing the impact of the loss of the work role. A second
decline occurs around age 75, which may be related to the onset of
health problems. Morgan found that much of the variance in these
declines is explained by the availability of resources. Declining in-
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come was particularly responsible for the negative effect. In a study
that also used the GSS data, Marsden (1987) similarly found a decline
in network size with increasing age, and Campbell and Barrett (1992)
found that in comparison to adults in middle age, older adults had
smaller network sizes.

These findings are limited, however, because of their cross-sec-
tional nature. In a nationally representative longitudinal study of per-
sons aged 65 and over, Krause (1999) examined changes in social sup-
port between two survey administrations (1992–93 and 1996–97).
Contact with friends declined significantly during this period. Almost
half of the respondents (49%) reported a decline in contact with friends,
whereas only 14 percent noted an increase (with 37% reporting no
change).

Thus, some evidence indicates that network size shrinks with age.
Since network size can be conceptualized as the resource pool from
which people draw social support, we might expect that social sup-
port would also decline with age. However, several studies indicate
that this network change does not necessarily translate into a decrease
in social support. Antonucci and Akiyama (1987), in a national ran-
dom sample of adults aged 50 and above, found no age differences in
the amount of support received from network members. Levitt et al.
(1993) also found no overall differences across three generations of
women in either network size or the amount of support provided by
the network. However, they uncovered an age-related shift in the con-
tent of the network: younger women included fewer family members
and more friends in their networks, whereas older women reported
the reverse (a finding that echoes Marsden, 1987).

Similarly, Lynch (1998) examined the way in which age affects
variations in social support, using the second wave of the Americans’
Changing Lives data set for individuals aged 31 and over. Lynch found
a high level of positive support among all age groups, with no marked
decline among late middle-aged and older persons. In fact, positive
support from children was found to increase with age. Interestingly,
an indicator of negative social support—the “demandingness” of net-
work members—was found to be lower among the older respondents.
In Krause’s (1999) longitudinal study, older persons reported receiving
increasing social support over time.

Thus, the impact of decreasing network size, which could lead to
isolation of older persons, may be mitigated by the sustained social
support of the remaining network members and, in particular, by kin.
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The shift toward greater family versus friend involvement could be prob-
lematic, however, given the repeated finding that support and interac-
tion with friends is more predictive of psychological well-being than is
that which comes from family members. Although the basic support
needs of the aged appear to be met, the life-enhancing aspects of weaker
ties may be lost, which in turn might threaten social integration.

Additional light is shed on this issue by considering possible varia-
tions in social support within the older population. Two dimensions
in particular have been highlighted in the literature: gender and health
status. Despite the general findings regarding the robustness of sup-
port among older age groups, it is clear that subgroups of the older
population suffer deficits in social network integration, and two groups
in particular—men and persons with serious health problems.

Gender. It is clear that the degree of social support varies by gen-
der. Gender differences in support, which appear to begin in adoles-
cence (Miller & Lane, 1991; O’Conner, 1990), are maintained in adult-
hood. Women have larger networks of confidants and receive higher
levels of social support from friends and relatives than do men (cf.
Harrison et al., 1995; Okun & Keith, 1998; Turner & Marino, 1994).
Further, there is evidence that gender differences in support become
more marked across the adult life course. Fischer and Oliker (1983)
reported that men were less likely than women to replace friendships
that were lost in the later years, which is consistent with Field and
Minkler’s (1988) finding that women’s contact with associates remained
relatively stable over fourteen years while men’s declined. Similarly,
both Wister and Strain (1986) and Matt and Dean (1993) found greater
gender differences in interaction patterns among older than middle-
aged adults, with women having more frequent interaction.

Health. Second, social network size declines markedly among
impaired older persons. It is noteworthy that all of the social support
studies reviewed above rely on respondents who are capable of respond-
ing to survey questions. Persons with severe chronic disabilities, such
as Alzheimer’s disease, have been found to experience precipitous de-
clines in contact with significant others, especially non-family mem-
bers (see Chapter 5, this volume). Similarly, psychologically distressed
older persons suffer reductions in support from friends, especially those
in the oldest age group (Matt & Dean, 1993). Further, nursing home
placement—which has been estimated to affect between 25 and 50
percent of the older population at some point in their lives (although
only 5 percent at any one time)—characteristically leads to the sever-
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ance of many or most social relationships outside of the facility (Siegel,
1993). For these reasons, ill and institutionalized older persons are far
more apt to report severe loneliness than are persons without those
problems (Wenger et al., 1996).

Older Persons Are Likely to Exit the Work Role

Two trends regarding employment are having a significant impact
on the social integration of persons in late midlife and beyond. As
noted earlier, average life expectancy has increased to an impressive
degree, with Americans living longer than ever before. At the same
time, however, public and private sector retirement policies have en-
couraged early exit from the work force among American male work-
ers, who have been retiring from full-time involvement in the labor
force at progressively earlier ages (Burkhauser & Quinn, 1990). At the
beginning of the twentieth century, the majority (63%) of men aged 65
and over were active workers. By 1995, however, only about one in six
(16%) of older men were employed. Over the same period, a small but
constant proportion of women aged 65 and older was employed (about
8%). Middle-aged women’s employment in the labor force, in contrast
to the experience of men, has increased over time.

Most retiring Americans go from full-time, continuous employ-
ment to full-time, continuous leisure. However, many workers in the
50–64 age range report they would like to continue working longer if
their employers offered to train them for new positions, offered them
part-time work, or provided jobs with more flexible hours. Instead,
older workers are left with few alternative pathways (such as phased
retirement in the form of part-time or part-year jobs) and little assist-
ance in developing life plans for the next three decades (or more) of
their lives (Moen, 1996).

These two trends—increased longevity and earlier retirement—
are producing an expanding “third age” of life (Laslett, 1991). This
stage follows retirement but is prior to the onset of serious health
problems or disability. Social scientists have repeatedly characterized
this stage as one that provides few socially defined roles and opportu-
nities, in contrast to earlier periods of the life course (see Chapter 3,
this volume). In fact, the post-retirement years are often cast as post-
productive years, a period in which adults with few family obligations
have discharged their “work” obligations along with departure from
their career jobs.
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In this period of comparative “rolelessness” individuals can be
especially at risk of experiencing social isolation. For many adults,
paid work is a major, if not the principal, source of purposive activity,
social relations, independence, identity, and self-respect. Employment
is the way that we become integrated and acknowledged as members
of the larger community. Thus, the loss of the work role can reduce
social integration. Although many retirees plan for and enjoy retire-
ment, it nevertheless represents an exit from a highly valued role—
that of paid employee—and, in many cases, the loss of most work rela-
tionships. If new, meaningful roles are not found, retirement can
represent a serious break in social integration.

Volunteering Declines Late in Life

In recent years, increasing attention has been paid to volunteer
activity among older persons. This is in part encouraged by the per-
ceived value of such unpaid labor to society. In a time of shrinking
public resources, agencies hope to fill service gaps with volunteer la-
bor (Janoski, 1998) and see older persons as a particularly promising
group of potential volunteers because of their greater available leisure
time (Musick et al., 1999). Conversely, it is asserted that volunteering
provides important benefits for older persons. Specifically, volunteer-
ing may facilitate social integration by providing new, meaningful roles
precisely when previous roles are being lost.

Although the measurement of “volunteering” has varied greatly
from study to study, there is indeed evidence that this form of social
participation provides benefits for persons in later life. Particularly
striking are findings indicating that engaging in moderate volunteer
activity can reduce the risk of mortality. In a thirty-year longitudinal
study, Moen and colleagues (1992) found that membership in volun-
tary associations substantially reduced mortality risk. And in a recent
large-scale study, Musick and colleagues (1999) also found volunteer
work to have a protective effect on mortality. In addition to reducing
the risk of death, voluntary social participation also appears to have
positive effects on a variety of physical and mental health outcomes
(see Young & Glasgow, 1998, for a recent review).

Thus, volunteer work appears to be a highly important vehicle for
the social integration of older persons and one that leads to positive
outcomes both for society and for individuals. To what extent do per-
sons in later life avail themselves of the opportunities for enhanced
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social integration that volunteerism provides? Unfortunately, exist-
ing data are too scanty to be considered definitive. However, there is
at least suggestive evidence on the questions, Has the extent of volun-
teering by older persons changed over time? Do older persons volun-
teer more or less than younger groups?

Chambré (1993), who examined data from thirteen surveys con-
ducted between 1965 and 1990, presented the most comprehensive
review of existing research on volunteerism by persons aged 65 and
older. Her findings indicate that volunteer activity does diminish some-
what in the older age groups. The highest rates of volunteering occur
in early midlife (ages 25 to 44), when nearly two thirds volunteer. This
rate declines to 47 percent among those aged 65 to 74, and to 32 per-
cent among persons 75 and over. Other data sources indicate that vol-
unteering among the “oldest-old” declines even further; for example,
among those aged 80 and over, 27 percent reported volunteering
(Chambré, 1993). As with other areas we have discussed, the most
likely reason for the decline in the oldest age groups is health prob-
lems that limit both mobility and the ability to undertake strenuous
volunteer activity (Herzog et al., 1989).

However, there appears to be a trend toward an increase in vol-
unteerism among older people. Chambré (1993) notes that although a
clear link exists between age and the propensity to volunteer, this
negative relationship has become more muted in recent years. Rea-
sons for this increase include a rise in public and media attention to
community service by older persons; changing demographics that have
led to a better-educated older population (who are in turn more likely
to volunteer); and a rise in government-sponsored programs and pri-
vate sector initiatives promoting volunteerism in later life (Chambré,
1993).

Discussion

The goal of this chapter was to set the stage for the empirical and
theoretical discussions that follow. At the outset, we noted that social
scientists have by and large moved beyond the “great debate” over the
integration of older persons. Instead of characterizing the later years
as ones of role loss, devaluation, and anomie, it is clear that we must
examine the paired themes of integration and isolation in specific con-
texts. Rather than making global pronouncements regarding the status
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of older persons, we see it as the task of the sociology of the life course
to examine who is integrated, when, and under what circumstances.
It is necessary wherever possible to examine life-course patterns of
social integration, as well as social contexts that either promote or
hinder integration.

Perhaps a final reference to Durkheim can help clarify our per-
spective. In Suicide, Durkheim argues that because the tendency to-
ward egotism is a general societal trend, it must be met with sweep-
ing, society-wide measures. This is the theme of the works by Rosow
and others up to the present day. In contrast, we view the older popu-
lation as consisting of subgroups of individuals, some of whom, be-
cause of these subgroup characteristics, are at greater risk of isolation,
while others receive special protection. What is critically needed is
attention to individual and subgroup differences rather than global
societal critique.

Thus, based on our review of the evidence above, some subgroups
of older persons may be at risk of a lack of social integration. Further,
this disadvantage may be cumulative. Several key points we made in
this chapter are the following:

— Older men’s marriage rates have increased over time relative to
that of women, which suggests an increase in older men’s so-
cial integration and other benefits that marriage confers.

— A higher proportion of older women live alone today than in
the past, owing primarily to a decrease in co-residence with
adult children after becoming widowed or experiencing poor
health.

— The baby-boom generation may be at risk of social isolation
because of lower marriage rates, higher rates of divorce, and
smaller numbers of offspring.

— Geographic mobility rates have declined in the United States
among both younger and older adults. However, this finding
does not appear to be true of rural areas, in which an outflow of
young people is taking place. This outflow decreases the prob-
ability that older rural parents will receive support in times of
need.

— Social network size shrinks during old age compared to younger
ages, often concomitant with the loss of the work role, increas-
ing health problems, and declining income.
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— The trend toward earlier retirement, along with increased lon-
gevity and better health status of older people, has created a
relatively long period of comparative “rolelessness.”

— With increasing age, volunteer activity declines.

Emerging from this summary are profiles of persons who may ex-
perience deficits in social integration in later life. We would, for ex-
ample, expect a widowed, retired woman, who is over age 75 and in
poor health, to be at risk of isolation. Further, such a person residing
in a rural area might be particularly at risk. However, a healthy 65-
year-old man, still in the workforce and married, is substantially less
likely to experience problems with social integration (although the
passage of time may increase his risk).

In conclusion, is social integration a theme of major importance
in the second half of life? In our view, the answer is indisputably yes.
Is social integration threatened for all older persons, as a class of people?
We would give this question a qualified “no”; qualified because age-
ism continues to be pervasive in our society and may lead to prejudice
and stereotyping of older persons. However, there is ample evidence
(including that presented in later chapters of this book) that many per-
sons are highly integrated in later life, such that we do not see this as
the most useful approach. Finally, is social integration compromised
at some points in the life course for certain types of individuals? Em-
phatically yes. The following chapters explore both the problems and
the prospects of social integration in a number of key domains in the
second half of life.
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chapter two

Multiple Roles, Social Integration,

and Health

Elaine Wethington, Phyllis Moen, Nina Glasgow,
and Karl Pillemer

Many studies have shown that the quality and quantity of social
relationships are positively related to health. In Chapter 1, we reviewed
a long research tradition that links social integration, in the form of
social support and participation in multiple life roles, to good health
and well-being among older people (cf. Lowenthal & Haven, 1968;
George, 1996a; Moen et al., 1992). The extensive knowledge base about
social integration has clear implications for promoting productive so-
cial involvement, as well as health and well-being, through the later
years of life.

Less clear, however, are the mechanisms by which social integra-
tion, social participation, and social support improve health and well-
being in later life. Relatively few studies have attempted to specify
the particular pathways by which social relationships enhance or pro-
tect health. We believe that this issue is critically important to under-
standing the causes and consequences of social integration in later
life. In this chapter, our approach is to link several theoretical ap-
proaches to social integration and social support with the life-course
perspective on human development (George, 1993). We incorporate
the social psychological perspective on social support (Wethington &
Kessler, 1986; Cutrona et al., 1990; Sarason, Sarason, & Pierce, 1990)
and research on the functional mechanisms underlying the support
process (Coriell & Cohen, 1995; Cutrona, 1986; Harlow & Cantor,
1995).

Our approach builds upon the work of earlier investigators in three
ways. First, we focus on direct rather than indirect measures of the
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mechanisms of social integration (cf. Bolger & Eckenrode, 1991). Sec-
ond, we examine mechanisms specific to particular health outcomes
(e.g., Fawzy et al., 1995; Seeman et al., 1996). And third, we conceive
of various health outcomes as both interdependent and as unfolding
over time (George, 1996a).

We believe that such increased theoretical and methodological
sophistication will enable researchers to specify social selection ef-
fects in models relating social factors to health. The phenomenon of
social selection presents a conundrum to researchers who wish to ar-
gue that social integration leads to well-being: that is, the inverse pos-
sibility that healthy people are more likely to be engaged in multiple
roles and multifaceted social networks precisely because they are
healthier. Thus it is not clear which comes first—health or social rela-
tionships. In this chapter, we develop a framework to assist research-
ers in untangling this issue.

Further, most theoretical reviews of research on social support,
social integration, and participation and their relationships to health
also point to problems regarding underlying measures of social sup-
port (cf. House et al., 1988; Thoits, 1995). In this chapter we address
these concerns about measurement. We discuss both conventional
and less common measures (including semi-structured narrative in-
terviewing techniques) that have been used to collect information
about the ways in which people undergoing life transitions experi-
ence social support. These transitions are likely to entail changes in
social networks and in the way people are socially integrated into
their communities and neighborhoods. We argue that wider use and
understanding of contextual measures of social integration, participa-
tion, and support will encourage a leap forward in the sophistication
of models and methods in research on individuals’ roles, relationships,
and well-being.

To summarize our approach, throughout this chapter we develop
three major themes. The first theme is the need for integration of theo-
retical perspectives on multiple roles, social support, and social inte-
gration theory. Such integration is necessary to uncover the complex-
ity of social relationships in later life. The second theme relates to the
use of contextual measures to elaborate the connection between source
of support and function, as a way to integrate the two theoretical per-
spectives. The third theme involves innovative research designs we
believe are most appropriate for future analyses of social integration
and social support in midlife and beyond.
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Integrating Research on Multiple Roles,
Social Integration, and Health

The simplest and most traditional way to examine the relation-
ship between social roles and health has been to view involvement in
roles as indicators of social integration (Durkheim, 1951). Social inte-
gration, in this context, is defined as social cohesion with the larger
society. Using this approach, researchers typically have attempted to
specify mechanisms that promote the positive consequences of social
integration in particular research contexts and in regard to a particular
health outcome. This approach reflects the belief that role involve-
ment and social support both maintain health and well-being as well
as buffer the effects of stress.

Other theoretical perspectives have taken a more complex view of
the relationship between integration and health outcomes; below, we
describe several of these. Focusing on the relationship of role involve-
ment to well-being, we review the contrasting role enhancement and
role strain perspectives. Using the integrated approach outlined above,
we attempt to unravel this particular confusion regarding roles.

Role Enhancement and Role Strain

Both the Introduction and Chapter 1 of this book propose that
involvement in meaningful roles promotes well-being. This view,
termed the role enhancement perspective, suggests that men and
women engaging in multiple roles should experience higher levels of
physical and emotional health than those with fewer roles, regardless
of their age. A key assumption of this perspective is that the accumu-
lation of social identities or roles benefits individuals (e.g., Sieber, 1974).
Social integration, in the form of multiple roles, is presumed to in-
crease power, prestige, resources, and emotional gratification, includ-
ing social recognition and a heightened sense of identity. Assuming a
causal role for social participation, considerable research indicates that
multiple roles do, in fact, foster health and longevity for both men and
women (Moen, 1997: 91; Moen et al., 1989, 1992; Moen et al., 1994;
Thoits, 1986).

An alternative argument, the role strain perspective, emphasizes
the costs rather than the benefits of multiple roles (Goode, 1960). This
perspective is typically employed when discussing the interplay be-
tween work and family roles. It has guided many of the studies exam-
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ining the impacts of employment on women’s lives, especially for those
women who are also wives and mothers. It assumes a fixed quantity of
time, energy, and commitment available for family and non-family
role responsibilities. The role strain perspective has guided much re-
search on work stress in the social and medical sciences, as well (Lepore,
1995).

Role enhancement and role strain perspectives, although useful in
their day, are in the midst of major theoretical revision. Most impor-
tant, advances in research and measurement utilizing them have en-
couraged the field to adopt more complex measurements of the com-
ponent mechanisms of these perspectives (e.g., Carr, 1998). Research
on the importance of social relationships to health, and on mecha-
nisms of roles and social integration have increased the interdiscipli-
nary nature of this work, uniting the fields of medicine, public health,
and psychology.

Further, studies contrasting the predictive power of enhancement
and strain perspectives (Wethington & Kessler, 1989; Bolger et al., 1990;
O’Neil & Greenberger, 1994; Moen, 1992) have found that neither per-
spective fully explains the patterns of mental and physical health as-
sociated with the number and the quality of roles. For example, a role
context approach (Moen et al., 1992) points to the importance of locat-
ing role involvements in particular circumstances. Clearly, there is a
need for a more fully articulated perspective linking health and social
integration that still features the concept of roles but also integrates
research from several disciplines and places roles in context.

Age, Life-Course Stage, and Birth Cohort:
Benefits of a Life-Course Perspective

Research using the role enhancement and role strain perspectives
has been limited because it rarely explicitly addresses possible contex-
tual distinctions by age, life-course stage, or birth cohort. In our view,
these issues can be illuminated by a life-course perspective (and the
use of longitudinal data), linking social integration with physical health
and psychological well-being. A life-course perspective considers not
only whether men and women occupy multiple roles in the later years
of adulthood but also the timing and duration of role occupancy through-
out adulthood (Giele & Elder, 1998). This perspective holds that the
impacts of earlier resources and life pathways cannot be understood
without reference to issues of timing, trajectories, and transitions.
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Role Trajectories. Research is now beginning to focus on the con-
cept of role trajectories. A role trajectory is defined as the history of
commitment and participation in a given social role across time, such
as that of paid work. (Career commitment and development is a well-
known example of a role trajectory.) The role trajectory concept refo-
cuses and raises new research questions about the nature and impact
of social integration on health. For example, it refocuses questions,
such as whether particular role conditions—for example, working more
than forty hours a week—are more conducive (or detrimental) to well-
being and social integration later in life than cutting back on work
hours. The trajectory concept also raises the possibility that patterns
of role participation over time, rather than current role involvement,
affect health and functioning (Moen et al., 1992). For example, how
does the patterning of men’s and women’s involvement in different
aspects of family life throughout adulthood affect their health in later
adulthood?

One further consideration raised by the trajectory concept is his-
tory of past role participation. It is well known that marriage is posi-
tively related to health and well-being. But does the emotional and
physical detriment of not being married hold true for the person who
has been divorced or widowed over a quarter of a century as well as for
the person divorced or widowed in the last six months? Given the age
stratification and role allocation systems in our society, older indi-
viduals typically experience role loss as they move into the later years
of adulthood (Riley et al., 1994). Does the loss of a role in late adult-
hood have the same negative effect on health as its loss in middle
adulthood, when loss is less normative or expected?

Social Selection versus Social Causation. Applying the life-course
perspective reframes the strategy for dealing with problems of causal
ordering in research on multiple roles and health. When measuring
both at the same time we simply cannot determine whether multiple
role occupancy is a contributor to rather than a consequence of health
and well-being. Indeed, most findings linking health with social inte-
gration are ambiguous because the causal direction of effects is un-
clear (House et al., 1988). As Verbrugge (1983) pointed out, the issue is
one of social causation versus social selection.

Social causation assumes that social integration influences health.
By contrast, social selection assumes that healthy people are the ones
more likely to take on and maintain multiple social roles. But the
choice between the social causation and the social selection argument
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is less crucial than gaining an understanding of the pathways to health
and social integration in later adulthood. Causation and selection prob-
ably operate simultaneously and interactively in a dynamic cascade of
events over the life course. Successful aging encompasses both social
integration (multiple roles) and health in the later years of life. What
is required is a dynamic approach to health and social integration, one
that considers the extent to which experiences throughout the life
course shape roles and well-being later in life.

Consider, for example, the evidence regarding the relationship
between the role of employee and women’s physical health. This evi-
dence is simultaneously straightforward and ambiguous. The fact that
employed women are typically more healthy than non-employed
women, regardless of their age or the year in which they are studied, is
very straightforward. At every age level, employed women report fewer
chronic conditions and less short- or long-term disability than do
fulltime homemakers. Women who are simultaneously wives, moth-
ers, and wage earners have higher levels of physical well-being than
nonemployed mothers, single mothers, and employed childless wives
(Verbrugge, 1983). However, the ambiguity arises when we attempt to
establish causation. Whether married working mothers are more
healthy because of their multiple roles or whether healthy individu-
als are more likely to adopt multiple roles remains unclear. Both in-
terpretations are likely to be true: (1) Healthy women are active in a
number of roles, including paid work; and (2) being active does pro-
mote better health.

To resolve this dilemma, it is necessary to focus on specific con-
figurations of roles in specific contexts. To provide one example, some
types of employment, when combined with marriage and motherhood,
may be related to coronary disease. One ten-year study showed that
married mothers who had three or more children and who were em-
ployed in clerical occupations were more vulnerable to heart disease
(Haynes & Feinlieb, 1980). An early study by Welch and Booth (1977)
added to our understanding of the employment-health link. They found
that married women who had been employed for more than one year
were healthier than those who had worked for only a short period of
time. To be sure, both groups were healthy enough to work. But be-
cause those employed longer were healthier, it may be that the posi-
tive relationship typically found between employment and health is
not due simply to healthy women choosing to work but to the effects
of their work experience as well.
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Accumulation of Advantage or Disadvantage. A life-course per-
spective suggests that prior experiences, including the occupancy and
patterning of roles in early adulthood, can affect subsequent well-being.
This view leads to the question of whether role biography or current
role repertoire is more conducive to personal feelings of well-being in
later adulthood. In other words, knowing something about individu-
als’ past experiences would help to account for differences in psycho-
logical well-being later in life. A more dynamic, longitudinal, and
contextual view of the relationship between health and well-being is
necessary. It may not be role occupancy alone but rather the timing,
sequencing, duration, or number of spells in particular roles that is
consequential for both social integration and emotional well-being
(Moen et al., 1992). If studies included measures of all these aspects of
roles, it would be possible to show whether the experience of particu-
lar roles, their timing in the life course, or their persistence affects the
physical and psychological well-being of older men and women. It is
also imperative to look beyond employment to other roles that are
important in older people’s lives, such as non-paid work, organiza-
tional and religious involvements, and family roles, including care-
giving (see Chapter 3, this volume).

We do not know whether taking on community, volunteer, or
organizational roles in late adulthood can compensate for the transi-
tion out of family and occupational roles. Roles may have different
impacts at different stages of the life course and in different con-
texts, especially regarding transitions in later life; little is known
about the import of family and non-family roles beyond the norma-
tive years of retirement. As Chapter 1 in this book indicated, both
men and women experience a decline in family and non-family roles
in later years as children leave home, marriages end, and careers come
to an end. Because earlier experiences shape health and well-being
later in life there is likely to be a certain “cumulativeness” to the
effects of social integration, with those socially connected in earlier
adulthood the most likely to remain socially connected in their later
years.

In sum, we believe that the life-course perspective can assist
greatly in untangling the relationship between occupying multiple
roles and positive physical and mental health outcomes. Next, we
turn our attention to the relationship between social support and these
outcomes.
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A Model of the Relationship between
Social Support and Health Outcomes

There is a great deal of theoretical as well as empirical work sup-
porting a distinction between the health-promoting aspects of social
integration and functional support. The theoretical model we use to
guide our discussion is presented in Figure 2.1.

For our purposes here, in the model we focus on one aspect of so-
cial integration (as defined in the Introduction): network structure. For
ease of presentation, we grouped this component of social integration
into two levels: the close network (family and friends), and the meso-
network (institutional memberships and participation, including work,
group memberships, and religious participation). Figure 2.1 portrays
these levels in dynamic relation with one another through the course
of life and in daily interaction (see Messeri et al., 1993). Gains in one
level of the network may compensate or substitute for losses in the
other. In this schema, family and friends, as well as participation in
the meso-network, are hypothesized to provide social support to main-
tain the emotional and practical functions of daily living.

Both dimensions are critical to our understanding of this issue.

Figure 2.1 Theoretical Scheme for Dynamic Relationships among Social
Integration, Functional Social Support, and Threats/Disruption to Social Support.

  Image not available.
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Specifically, one’s close network of family and friends is an important
source of social support, fulfilling such functions as confiding, affir-
mation, identity-maintenance, companionship, and information pro-
vision. But also important are institutional sources and settings for
support (Rook, 1995) that contribute both to perceptions of the avail-
ability of support (such as a sense of cohesion contributing to identity)
as well as to actual provision of support (e.g., sources of information).
The institutional context also helps maintain stable levels of social
support through the generation of new contacts over time, who re-
place (substitute for) family and friends lost through close network
disruption (Rook & Schuster, 1996). Community-level resources also
contribute more directly to well-being through the sense of identity
and cohesiveness they give to their members.

At both levels, the dynamics of social integration may be positive
as well as negative. Threats to and disruption of social integration and
social support occur among both family and friends, and in commu-
nity structures. The experiences of separation and loss such as death,
relocation, and interpersonal conflict, threaten adequate levels of func-
tional social support. In this theoretical schema, new friends and con-
tacts from the meso-network are hypothesized to compensate for losses
in the close network. Disruptions in the meso-network (that is, the
institutional setting) also pose threats to the maintenance of social
support, either directly through the loss of identity or provision of
information, or indirectly by weakening an individual’s ability to sub-
stitute for losses in the closer network.

Empirically, social integration is directly related to health, includ-
ing mortality: socially integrated individuals live longer than those
who are not socially integrated (Berkman & Syme, 1979; Moen et al.,
1989). The theoretical support for this association ranges from psy-
chological theory on personality formation, such as Bowlby’s theory
of attachment (Bowlby, 1969) to sociological theory on the health-
promoting functions of different types of ties (cf. Messeri et al., 1993).
Much work on this topic assumes that social integration wields its
major impact on health through functional social support (Thoits,
1995). Still needed is empirical work showing how changes in social
provisions are related to group membership, new family formation, or
transformation in intimate relationships over the life course.

Another gap in both theory and empirical research is that the ex-
act mechanisms through which social integration affects health have
not yet been linked to direct provision of social support (Thoits, 1995).
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Indeed, social integration has not been shown, when measured as the
number of social ties, to buffer the impact of stressors on mental or
physical health (House et al., 1988; Kessler & McLeod, 1985; Thoits,
1995). This finding implies that crisis support may not be the most
powerful pathway through which social integration contributes to
health and mental health. Social integration may operate more as a
resource for everyday support and interaction that maintains health,
encourages positive health behavior, or facilitates the use of medical
care (Vilhjalmsson, 1993).

For example, the presence of a sexual partner who is also a confi-
dant has been found to buffer the effects of severe stressors on mental
health (Brown & Harris, 1978). Research evidence (Wethington &
Kessler, 1986) documents that perceived social support, rather than
actual support received during a crisis, buffers the impact of stress on
health. Taken together, research suggests that social integration serves
more as a resource maintaining health and functioning (a “main ef-
fect”). As yet, the means by which it has positive impacts are not well
delineated.

The Need for Contextual Measures

How should researchers on later life address this complexity in
the relationship between social integration, social support, and well-
being? One answer, in our opinion, lies in the development of more
sensitive measures. Specifically, we believe that the contextual mea-
surement approach provides a basis for developing a more compre-
hensive analysis of social integration and health, when combined with
social-psychological and life-course perspectives.

Contextual measures assess change in relationships and relation-
ship functioning over time (Brown & Harris, 1989) by classifying de-
scriptive narratives of social interaction and use of support. Contex-
tual measures allow researchers to address many interesting questions
that are difficult to approach using conventional measures. Some tran-
sitions in the social network and roles can be recast as “dependent
variables”—that is, products of changes in other domains. For example,
life transitions in the later adult years can involve gaining new rela-
tionships (creating new opportunities for social integration), losing
relationships (creating a threat to current levels of social integration),
or transforming participation in a current social setting (changing the
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source or character of social integration). When attempting to map
out the impact of “supporter change” on social integration as a depen-
dent variable, it becomes clear that prior relationship or role function-
ing predicts present functioning and has an impact on how well people
navigate transitional states.

Thoits (1995) recommended that researchers begin integrating
narrative reports of social support transactions with standard ques-
tionnaire assessments of social support to enrich the meaning of reports.
Such conceptual specification will be useful for advancing research
and practice using social support, including intervention research. Most
of our knowledge of how social support and social integration operate
is not fine-tuned enough to design targeted interventions for groups in
need, especially for the most socially isolated members of society (see
also Link & Phelan, 1995).

Mechanisms of Functional Social Support

Social scientists traditionally take a functional approach toward
defining and measuring the benefits and risks of social integration.
Social integration is presumed to provide (1) access to social support;
(2) stable alliance with others in like-minded groups; (3) social control
and socialization; (4) identity maintenance processes; and (5) informa-
tion exchange relevant to health behavior and maintenance. It is worth-
while to review these key functions, which may take on special im-
portance in later life.

First, most research has focused on how roles and networks pro-
vide access to social support. Positive social support, specifically in-
strumental assistance and emotional sustenance, is hypothesized to
promote positive physical and psychological health, thus constituting
an important benefit of social integration (House et al., 1988; Umberson
et al., 1996). A second, less studied mechanism is the provision of
stable alliance, that is, the power of the group augmenting the power
of the individual. This can be either objective, as in group leadership
or participation promoting individual interest, or subjective/symbolic,
as in the perception of support from related others (Wethington &
Kessler, 1986) or attachment (Parkes & Weiss, 1983).

The third mechanism, social control and socialization, is often
overlooked as a mechanism of social integration in the literature on
role involvement. It is, however, among the most powerful in its life-
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long impact. Roles expose one to and demand discipline through ac-
tivities regulated by ritual, by institutional expectations, and by pro-
cesses of learning (Umberson, 1987).

The fourth mechanism is the contribution of role involvement to a
sense of meaning, purpose in life, and group and individual identity.
The notion of “multiple identities” (Thoits, 1986) refers to the func-
tion of multiple roles for providing a variety of sources of behavioral
appraisal. More rewarding roles are hypothesized to compensate for the
negative feedback from more troublesome roles (Linville, 1987). The
availability of positive feedback is believed to underlie a sense of efficacy
and confidence. The availability of multiple sources of feedback also
may underlie the perception of choice and freedom (Sieber, 1974).

The final mechanism is the exchange of health information and
facilitation for maintaining mental and physical health (Coriell &
Cohen, 1995; Cutrona et al., 1990; Rook, 1995). Network theorists
have emphasized how access to multiple sources of information fa-
cilitates health through direct information and assistance. This mecha-
nism is one of the best specified in the research literature, and it is the
most integrated into research on physical health and illness.

Taking Account of “Outcome”

A life-course approach to multiple roles, social integration, and
health also implies another important point: researchers should take
care to differentiate theory, predictions, and measurement across vari-
ous outcomes. The concept of “health” can be measured in a variety
of different ways, as a disease state, as a state of positive social or
psychological functioning, or as self-perceived wellness.

From a practical standpoint, it makes sense to consider whether a
change in role involvement is likely to have a specific impact on psy-
chological health, physical health, or both. Do particular changes in
roles or social networks produce short-term changes in health (e.g.,
susceptibility to infectious disease) or long-term changes in health (e.g.,
progression in cardiovascular disease)? The period over which such
disease develops leads to different predictions about how much role
change is necessary before a change in health status should be expected.
Researchers also should decide in advance whether to measure objec-
tive or subjective effects on health. For example, jobs high in physical
demands may have more long-term objective impacts on health over
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time, while jobs low in mental demands may have more long-term
subjective impacts on health.

A further issue related to outcomes was noted earlier; namely, that
social integration in the form of social values and relationships is not
only beneficial but may also generate stress. Social relationships and
roles inevitably entail the possibility of interpersonal conflict, disap-
pointment, dashed expectations, excessive demands, and conflicts of
interests and commitments. Katz and Kahn (1978) developed one of
the classic research formulations of this observation, applying it to
the work setting. They pointed out that occupational integration carries
the risk of overload (too much work), conflict (interpersonal conflict
and expectational conflict), and ambiguity (lack of clarity in direction,
or confusion). Some of these stresses result from “over-integration,”
as when an individual is subject to too many demands, too many ex-
pectations, or entrapment in an inappropriate role (Thoits, 1995). Re-
search on providing care to aged and infirm relatives also highlights
how role participation does not always lead to positive health out-
comes (Moen et al., 1994).

In sum, these stresses flow from the truism that individual and
group interests are often not the same. Role partners and constituent
groups are not necessarily neutral in disputes or free of conflicting
interest. Role partners are not always in egalitarian relationships. Role
partners are sometimes not effective at communicating expectations
and demands and sometimes not informed in their advice (Lehman
et al., 1986). Social integration can thus result in negative outcomes.

Methods for a New Research Agenda

We hope that the discussion thus far has convinced readers that
these issues are highly complex and present intriguing challenges for
empirical investigators. In our view, the most fruitful path for ad-
vancing research on multiple roles, social integration, and health in
later life is to combine the insights of qualitative research with data
derived from empirically rigorous quantitative designs and analytic
strategies (see also Thoits, 1995). We now turn to four empirical strat-
egies for taking account of health-related selection when assessing
the relationship between roles, social integration, and health. We ex-
amine the relative strengths and shortcomings of (1) collecting life
history data relating to role participation and health; (2) the use of
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daily diary techniques; (3) quasi-experimental or “natural experiment”
research; and (4) experimental interventions designed to improve so-
cial integration.

Retrospective Life History Data

The use of life history data may be particularly helpful for specify-
ing the complex role of selection processes that channel the less men-
tally or physically healthy into fewer productive or less prestigious
social roles. Researchers would be served best by using a blend of quan-
titative and qualitative techniques for such endeavors.

Large, multivariate retrospective quantitative life history surveys
are particularly helpful in identifying patterns or sequences of social
role trajectories over time. Large surveys such as these have identified
particular combinations of roles over time that are associated with
choices and decisions in later life and affect social integration (Moen,
1997; Moen et al., 1992). Retrospective research of this type can iden-
tify and describe patterns that are indicative of social selection. How-
ever, such research is not likely to identify the underlying causes of
selecting one trajectory over another. Although respondents to such
surveys can reliably recall major events and transitions (Kessler &
Wethington, 1991), even from the relatively distant past (Brown &
Harris, 1982), such recall applies only to objective events. Subjective
states and aspects are most likely affected by recall or recency bias
(Herbert & Cohen, 1996). They are also affected by selective processes
in autobiographical memory (Rubin et al., 1998) and in the search for
cause, or meaning, in past events (Ross & Newby-Clark, 1998). Thus,
the data generated may be limited in important ways. Further research
is needed on how autobiographical memory affects the recall of life
history—an especially important issue for respondents in later life,
who may be asked to recall much earlier events.

Longitudinal Data

Acknowledging the limitations of studying such a dynamic pro-
cess as social integration in retrospective designs, researchers typi-
cally turn to longitudinal studies. Longitudinal studies are particu-
larly useful when they are focused on groups predicted to be at very
high risk of low social integration. One such group would be older
workers nearing retirement during an economic downturn. Such
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workers are more likely to retire earlier than they anticipated or
wished.

Longitudinal studies are particularly effective if they have collected
data over a very long time from the same individuals. Multiple-year
panel surveys are more likely to observe long-term changes in people’s
lives. They are also more likely to capture relatively rare role transi-
tions, for example, divorce, remarriage, and widowhood for most indi-
viduals. A challenge for users of long-term studies, however, is that
relatively few studies contain information that reflects more contem-
porary research questions on social integration and health.

Longitudinal studies can effectively address some questions re-
garding health and role participation, if the studies have useful mea-
sures addressing the causes of social selection. Using a control vari-
able approach, researchers typically assume that by controlling for an
earlier value of the psychological outcome they can adjust for initial
differences between subjects who subsequently changed roles versus
those who have not, thus obtaining an unbiased estimate of the im-
pact of the role change (Wethington & Kessler, 1989). This procedure
does not guarantee that selection bias is eliminated or reduced. It only
eliminates bias under very restricted conditions, which are not often
achieved.

In particular, these conditions are not achieved when examining
role changes involving work or other relationships, where chronic role
stress or poor relationship quality is associated with changes in role
enactment (Thoits, 1994). A history of chronic difficulties poses a
challenge to researchers: in such situations, stress and relationship
problems cannot be assumed to be taking place independent of prior
emotional health or ease of social interaction in general. There is con-
siderable evidence that relationship difficulties and poor health in
adulthood emanate from a history of relationship disorder (Mickelson
et al., 1997). In other words, exposure to the conditions that cause role
change may not be random with respect to the health outcome under
investigation.

Longitudinal study of relationships across the life course would
be enhanced if relationships rather than individuals were studied over
time and from the point of view of more than one person in the rela-
tionship. The relationship, multiple-informant design is most com-
mon for studies of married couples, but it could be extended to in-
clude other dyadic or triadic relationships. Multiple-informant designs
can be used to help overcome some of the difficulties that arise from
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memory bias, such as forgetting events (e.g., Kessler & Wethington,
1991).

Another strategy is to use the “catch up” sample, that is, re-
interviewing respondents years later who were in a cross-sectional
survey (see, for example, Moen et al., 1989). Other useful new designs
for longitudinal studies of relationships are daily diary and experience-
sampling methods of data collection (Eckenrode & Bolger, 1995). Both
types of designs allow investigators to collect data on naturally occur-
ring interactions in the environment, across time for the same indi-
viduals. Stress researchers have used these designs most extensively,
but they are also well suited for studying short-term fluctuations in
social support and participation patterns (Larson & Almeida, 1999).

Quasi-Experimental Designs

Although the use of the life history or daily diary approaches are
likely to result in gathering much useful qualitative and quantitative
naturalistic data on roles, stress, and health, these approaches are still
inadequate in several important ways. To make strong arguments that
role participation per se promotes social integration, a researcher needs
to be able to establish that role participation is a “random” event.
However, the trouble derives from the standard selection problem dis-
cussed throughout this chapter. Highly “integrated” people are given
greater opportunity or acquire more skill to acquire productive and
prestigious roles—from which, role theory suggests, people receive the
most benefits. The concepts of “accumulation of disadvantage” and
“healthy worker,” although useful, theoretically coherent, and defen-
sible ways of describing the reality of selection, do not readily yield to
simultaneous statistical testing with role theory formulations. As has
been described above in regard to retrospective life history data, the
statistical issues surrounding endogeneity do not disappear. Role gain
and loss that is “random” with respect to previous characteristics is
hard to approximate even in the longitudinal survey.

An example of the difficulty relates to the interconnection of fam-
ily roles and work roles across the life course. Women (and men) to
some extent select the level of work-family stress to which they ex-
pose themselves. Selection into occupation is not a random event and
depends in part on the skills acquired through education and family
modeling (Kohn & Schooler, 1983). Nor is the selection of social rela-
tionships in adulthood random. For example, the acquisition of a de-
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manding job may lead to foregoing parenthood altogether, and even
marriage. Attitudes toward the relative importance of work versus fam-
ily may have an impact on career or relationship trajectory (Gerson,
1985). Selecting a marital partner who supports the career, and would
even shoulder the burden of family for a period of time, is critical to
combining two careers in a household (Bielby & Bielby, 1992). Thus, a
statistical control strategy would be inadequate in the face of such
complexity. Suggestive answers would emerge from carefully analyzed
data, but hard proof would still be lacking.

In the eyes of medically inclined researchers, the “gold standard”
for assessing the impact of social integration on health lies in quasi-
experimental studies. The two types considered here are natural ex-
periments (matched comparisons) and intervention studies.

Natural Experiments. Natural experiments take advantage of a
random event occurring to a group of people. The standard design in-
cludes a control group selected for demographic similarity to those
who underwent the event. The success of this strategy depends upon
the assumption of random exposure to the event. Thus the members
of the control group should have been equally likely to experience the
event as were members of the “treatment” group (or victims).

The major difficulty with the natural experiment is assuring that
the condition of random exposure is met. For example, auto insurance
rates indicate that young single males in urban areas tend to pay higher
rates. This signals that the distribution of auto accidents is not ran-
dom with respect to age, gender, region, and marital status. It may
also indicate that auto theft is not random in respect to victim, a situ-
ation that may reflect the parallel tastes of young, single men and car
thieves for particular car models.

The point is that selection processes can be very complicated, and
that changes involving social integration probably cluster with the
more complicated problems. Chapter 8 of this volume provides an
example of a natural experiment in residential change, involving a
longitudinal study of the social integration of community and retire-
ment facility-dwelling older people. Participants were interviewed both
before and after moving into the retirement facility.

The researchers (see Chapter 8) found that moving had an impact
on social integration but that previous levels of social integration
conditioned direction of the impact. Those persons with larger pre-
existing social networks reported an increase in social participation,
measured as the number of social roles in which the respondent
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reported some activity. Those with small pre-existing networks re-
ported a decrease. Thus, the study points to a previously unknown
selection factor that conditions change in the network, although it
cannot identify precisely whether pre-existing attitudinal, behavioral,
or situational factors matter most. Without the discovery of the selec-
tion factor, the researchers might have concluded that the “treatment”
(moving into the facility) had no impact on levels of social participa-
tion and that moving had no more potential impact than staying in
place.

Intervention Studies. Another design strategy to counter selec-
tion bias is experimental manipulation. Some researchers have suc-
cessfully demonstrated that social support can have a positive impact
on quality and length of life, even among the sickest patients (cf. Fawzy
et al., 1995). Other supportive interventions, most particularly those
to alleviate the suffering of end-of-life care, report more discouraging
findings.

One explanation for the conflicting results is that social support
interventions must provide content that is appropriate for the task
and for the person being supported (Thoits, 1995). Most social support
interventions to enhance health, however, provide a cafeteria of sup-
port options and provisions (Fawzy et al., 1995). As a group they
are effective, but it is difficult to assess which of the many mini-
interventions worked. (For a discussion of this issue, see Chapter 11,
this volume.)

The major problem with making sweeping generalizations about
the efficacy of different types of support interventions is that support
is not randomly accepted and used. Accepting help is sometimes a
difficult process that may threaten self-esteem and independence
(Eckenrode & Wethington, 1990). If the support strategies in the inter-
vention involve making use of available external assistance, and if
respondents are randomly assigned, then one might accurately assess
the impact of those strategies on health. If, however, the question is
about more internally driven phenomena—such as whether the par-
ticipant adopts different decision-making and affect-control strategies—
then the impact might be to a great degree unobservable.

Thus, the evaluation of the relationship between social integra-
tion and health may, for the most part, rest upon non-observable ac-
tivities. To evaluate the efficacy of social integration on health, policy
makers and researchers may have to rely on less strict standards of
proof than the experimental model.
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Conclusion

In this chapter we identified several theoretical and empirical ar-
eas where measures of social integration, social support, and social
and role participation require additional development. We also dis-
cussed research methods that, if more widely applied, might lead to
substantial progress in assessing the relationship between social inte-
gration and health. Theory and research should move in tandem, by
applying stronger research designs to test the implications of theory.

For example, Thoits (1995) called for researchers to make stronger
differentiation between positive aspects of relationships (social sup-
port) and negative aspects (interpersonal difficulties). Contextual mea-
sures of social support, modeled on contextual measures of life events
and difficulties (Brown & Harris, 1989), hold promise for advancing
measurement in this area.

House and colleagues (1988) and Thoits (1995) also encouraged
researchers to seek better theoretical understanding of how different
functions of social support match to individual and situational needs.
Contextual measures of social support provide a useful exploratory
tool for building new theory relating the provision of support to health.
However, researchers must follow this exploratory research with more
scientifically rigorous experimental and intervention research.

Numerous theorists (e.g., House et al., 1988; Seeman et al., 1996;
Thoits, 1995) have also called for the “reintegration” of individual-
level social support theory with more traditional sociological research
on how group or organizational involvement may promote the receipt
of support or perceptions of available support in the environment.
Longitudinal research based on the life-course perspective holds out
the prospect of breaking new ground in this area. Research focused on
relationships and groups over time, rather than solely on individuals,
will also be an important tool in advancing theory.
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In this chapter we use a life-course approach to analyze social
integration following the transition to retirement. Retirement is an
interesting case through which to view social integration, since it is a
key status transition, one that underscores the dynamic processes of
development and change in social roles over the life span. In fact, one
useful way of depicting the life course is as a series of movements in
and out of various roles (Elder et al., 1996), with retirement represent-
ing later-life withdrawal from the work force. Increasingly, scholars
define retirement as leaving one’s primary career job (although, as we
discuss later in this chapter, it may be accompanied by post-retirement
employment at another job). Does this role exit mean that the new
retiree is in danger of social isolation, or do other role involvements
replace that of not-yet-retired worker?

With age, formal institutional roles (such as that of career em-
ployee) decline, whereas ambiguous and informal roles become promi-
nent. Retirement is just such an informal tenuous role, with no clear
social functions (Rosow, 1985). Does being retired have a deleterious
effect on psychological well-being? By drawing on a life-course per-
spective, we focus on pathways of social integration, considering the
community participation of both older (not-yet-retired) workers and
retirees, and the influences of social context, timing, and the process
of change for social integration and well-being in the retirement years.
Missing in many studies of well-being in the second half of life is any
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focus on unpaid social participation in volunteer work and in commu-
nity organizations. Such participation in clubs and volunteer work
may replace paid employment as a key means of social integration in
retirement.

We first discuss important life-course themes, including the need
to conceptualize pathways to social integration following retirement,
going on to conceptualize both social integration and the nature of the
retirement status passage. Then we draw on data from the Cornell
Retirement and Well-Being Study to provide insights into the impli-
cations of the retirement transition for social integration for those who
are retired in the 1990s.

Life-Course Themes

Three life-course themes are crucial for understanding the inter-
play between social integration, retirement, and the links between the
two: process, timing, and context.

Process

“Process” refers to the various pathways that lead to change; it
concerns the multiple ways we can get from point A to point B. Spe-
cifically, retirement is a series of role transitions rather than a single
event. Neither is retirement necessarily a one-way exit from the labor
force; it may mean entering a second or third career in either paid or
unpaid work (Han & Moen, 1999; Moen, 1998a, b). And it may or may
not be accompanied by lifestyle changes in activities, routines, and
well-being.

Process draws attention to role trajectories, the ways roles are
played out over the life course. For example, the family life cycle re-
flects a blend of continuity and change in roles, resources, relation-
ships, and relevant identities over the life course and across the transi-
tion to retirement. Moreover, this blend is frequently different for men
and women. An important proposition of life-course analysis is that
an understanding of one life phase (such as retirement) requires it to
be placed in the larger context of life pathways. And being male or
female shapes the nature, organization, and patterning of family, work,
and community roles throughout life (Moen, 2000). Do men’s and
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women’s prior role biographies or current family roles affect their com-
munity integration in retirement?

A life-course formulation suggests that early experiences matter,
that to understand life in retirement requires knowledge of the prior
life course. But in some cases, what may matter most is current, not
past, resources and relationships. For example, does knowing about
the job individuals retired from help in estimating the likelihood of
post-retirement employment, membership in clubs, or volunteer par-
ticipation? Or do current circumstances (such as age, health, marital
status, income, and whether there are children at home) explain levels
of paid and unpaid social participation?

Process points to the interdependency between work, family, and
community attachments, as well as the interdependency between the
lives of different family members. Thus, individuals have lives that
are, more often than not, linked lives, across time and across genera-
tions (Elder et al., 1996; Moen 2000). Retirement, family roles, com-
munity participation, and occupational careers are typically examined
exclusive of other social roles and of each other. What we do not know
is how work and family experiences shape life after retirement.

Timing

The life-course perspective emphasizes the importance of timing,
of looking beyond simply whether or not a transition occurs, to when
transitions (such as retirement) occur (Elder et al., 1996). Role entries
or exits that are “off time” (i.e., earlier or later than is socially pre-
scribed) may be more stressful or disruptive than “on-time” role tran-
sitions (George, 1993). Thus those who retire “early” or “late” may
experience retirement very differently from those who retire closer to
the traditional retirement age norm.

How long individuals have been retired may also have important
implications for their activities, perceptions, and well-being. Some-
one who just retired may have very different experiences than some-
one who has been retired for many years.

The literature on aging and the life course (Elder et al., 1996; Moen,
1996a, 2000; Riley et al., 1988) has sensitized researchers to the mul-
tiple meanings of age. First, age is an indicator of changes in biological
and psychological functioning that set limits on social behavior.
Changes in older workers’ health, for example, can affect both the
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timing of their retirement and their ability to engage in family, social,
and community activities.

Second, age is an important determinant of people’s social roles,
independent of their capacities and preferences, and is reflected in what
Riley (1987) refers to as the age stratification system. For example,
culturally grounded norms and frames shape individual expectations
and beliefs about the “right” time to retire (Hagestad & Neugarten,
1985; Neugarten et al., 1965; Rook et al., 1989) and about “appropri-
ate” activities in retirement.

Third, at a given time, age is an indicator of birth-cohort member-
ship and of life experiences shared with other members of that cohort
(Ryder, 1965). The retirement experiences of each generation are al-
ways unique, leading to different goals, expectations, and lifestyles in
retirement.

Context

Context refers to the unique environment that shapes the indi-
vidual life course, including the retirement experience. The personal
circumstances of retirees—whether they graduated from college,
whether they are married, whether they have children at home, as
well as the employment and health status of their spouses—may have
important implications for their social integration in retirement.

Gender is a key variable setting the context of lives, reflecting not
only physiological differences but also unique family, occupational,
and historical circumstances (Moen, 1995, 1996a, b, 2000). For example,
traditional gender roles, which allocate the informal caregiving of our
society to women as wives, mothers, and daughters, mean that be-
cause women take time out for family responsibilities, they are less
advantaged than men in terms of pensions, social security, and other
financial resources in retirement (Quadagno, 1995). They are also apt
to be caregiving for ailing relatives (Moen et al., 1994). One would
anticipate men’s and women’s markedly different expectations, obli-
gations, and opportunities throughout their lives as well as in their
later years to shape their social integration in retirement.

Unanticipated and crisis events, such as widowhood or a major
illness, may render retirees particularly vulnerable to social isolation.
Even planned events, such as retirement itself, can have wide-ranging
and unexpected impacts.
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Conceptualizing Pathways to
Social Integration in the Retirement Years

A life-course approach to retirement and social integration requires
the fleshing out of the various dimensions embodied in the notion of
occupational “career” that culminates in the retirement transition.
Career pathways can be conceptualized in a variety of ways (Barley,
1989; Pavalko et al., 1993). One way is in terms of a series of positions,
an orderly and hierarchical progression (Slocum, 1967). Individuals
experiencing uneven or downward pathways as employees may be fo-
cused more on their family and social roles, smoothing the way for life
after retirement.

A second way of viewing career trajectories is in terms of their
relative continuity. Thus, individuals may move in and out of the la-
bor force, in and out of various types of jobs in the years prior to retire-
ment. Women who started their careers in mid-life after raising their
families may be less happy with retiring from the work world than are
men who have worked throughout adulthood. Men may want to leave
their jobs, whereas women may feel they have more yet to contribute.

A third career dimension has to do with the objective conditions
of work. Professionals or managers often hold jobs offering a great deal
of intrinsic satisfaction (in the form of autonomy, for example). At the
same time, such high status occupations are frequently “greedy” oc-
cupations, requiring extensive time and emotional commitments, thus
potentially limiting social involvement throughout life. Research has
shown that the opportunities for challenging work, as well as occupa-
tional uncertainty, affect workers’ values, abilities, and outlook for
themselves and their children (Kohn, 1995). Do work characteristics
spill over into retirement, affecting the likelihood of social involve-
ment following retirement?

Yet a fourth dimension involves subjective expectations, for ex-
ample, the implicit “contracts” between employers and employees, as
well as between family members regarding division of labor (at home
and at work), job security, and job progression. These “contracts” may
shape the retirement experience. For example, retirees who were forced
to retire earlier than they had expected to may be more isolated in
retirement.

These four (interrelated) dimensions of occupational careers have
analogues in family careers. In families, individuals fill a series of
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positions over the life course; they experience continuity in their rela-
tionships under specific objective conditions, such as the presence of
children at home, whether the spouse is in or out of the labor force,
and the pre-retirement division of household labor. Individuals are also
influenced by subjective expectations within their families, such as
gender role attitudes, ideas about the appropriate timing of family
events, and marital quality. Both family and work characteristics af-
fect social involvement throughout life, including the degree and kind
of social participation in retirement.

Education may also shape life in retirement. Educational creden-
tials, status in the occupational hierarchy, and family status are cen-
tral components of cultural capital, affecting habits, choices, prefer-
ences, and strategies of action (Bourdieu, 1984; Breiger, 1995) and
consequently the “tool kit” (Swidler, 1986) of skills and strategies
brought to the retirement years.

Adapting to the “Crisis” of Retirement

A crisis has been defined as a sudden and frequently unexpected
gap between claims (or needs) and resources (Elder, 1974; Moen et al.,
1983). Retirement, for some, is just such a crisis, especially for those
“downsized” in their fifties. And even for those who retire in their
sixties, facing the next thirty years with no clear road map to other
forms of productive engagement can be daunting, in part because of
the structural lag in institutionalized roles for retirees (Riley et al.,
1994). The discrepancy between what is required, expected, or counted
on, on the one hand, and the realities of situational and structural
exigencies, on the other, can produce a stressful environment foster-
ing emotional tensions and strain. This stress can be reduced either by
reducing claims and/or changing available options and resources; so-
cial integration may be a crucial piece of this puzzle. What is key is
that retirees have both objective resources available to them and a
subjective sense of control.

Retirement involves a range of strategies and adaptations. These
can be categorized as (a) changes in the family economy, (b) alterations
in roles and relationships, and (c) efforts to cope with tensions and
strains.
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Changes in the Family Economy

The notion of the family economy is crucial to understanding de-
cision-making regarding retirement (Moen & Wethington, 1992);
choices about retirement—and life after retirement—are made in light
of family resources and subjective assessments. Retirement is both an
individual and a family transition (Kim & Moen, 2000a, b; Moen et al.,
2000; Smith & Moen, 1998). Whether or not an individual retires is
related to a number of family contingencies, such as household in-
come, family members’ health, and the ages of husbands, wives, and
children. But family roles and relationships are shaped by gender. Given
their historically more tangential and interrupted ties to the workforce
(Brinton, 1988; Moen, 1992; Tomaskovic-Devey, 1993; Wolf & Fligstein,
1979), women may be both less likely to have experienced an “or-
derly” career progression (along the four dimensions described above)
and more likely to have put family ahead of their careers (Han & Moen
1999; Moen 1998a). It is not clear how men’s and women’s distinctive
life paths affect their social integration in retirement.

Health and age are other key considerations, affecting both the
timing of retirement and the likelihood of working as a contract worker
or in a second career after retirement (Burkhauser & Quinn, 1989, 1990;
Chirikos & Nestel, 1989; DeViney & O’Rand, 1988; Palmore et al.,
1985). Caregiving for an ill or infirm relative may provide incentive
for a retiree to retire early, while still having children in the home
may delay retirement. Health, age, and caregiving responsibilities may
also affect social integration following retirement.

Following the retirement transition, retirees may change their
expenditure patterns, move to other homes or areas of the country, or
seek other jobs. Their spouses may also change the amount of time
they put in on the job or may themselves retire (Moen et al., 2000).
Whether family members take on or leave paid work may be triggered
by changes in health or financial circumstances or lifestyle changes.
Thus, adaptations to retirement typically reflect a series of strategies,
a process unfolding over time, rather than a single event.

Alterations in Roles and Relationships

Since changes in employment and unemployment have been shown
to alter decision-making power and patterns of family interaction
(Moen et al., 1983; Turner et al., 1995), it is logical to expect that the



Social Integration in Major Domains of Later Life82

retirement transition would similarly affect relationships with family
members, friends, and neighbors as well as one’s community partici-
pation. Retirement increases the time the retired spouse spends at
home, changes couples’ expectations about the household division of
labor, and (usually temporarily) causes frustration until new roles are
established (Ekerdt & Vinick, 1991).

Although contact with coworkers is apt to be markedly curtailed,
other social ties may increase following retirement. Within the family
unit, one possibility is that other family members also change their
roles, with, for example, one’s spouse retiring as well. Retirees may
also increase their time and emotional investment in their neighbors,
church, or community, strengthening or creating social ties that they
did not have time or energy for prior to retirement. The job one retires
from may also affect subsequent social relationships, such as partici-
pation in retiree clubs and other organizations. We know very little
about the continuity and change in relations with friends and former
coworkers. In the Cornell Retirement and Well-Being Study, described
below, we found that “missing coworkers” was, by far, the most often
cited disadvantage of retirement. Fully 72 percent of retired respon-
dents mentioned this as a concern. Family members, friends, and
coworkers have been described as “a convoy of social support”
(Antonucci, 1994), moving through life together, but it is not clear
how this “convoy” changes when one or both spouses retire. Neither
do we know whether participation in clubs and organizations or in
volunteer work become substitutes for paid work following retirement.

Coping with Tensions and Strains

Whether changes in roles or relationships accompanying the re-
tirement transition are stressful depends on their centrality and mean-
ing (Thoits, 1995; Wheaton, 1990). Whether retirement affects a person’s
sense of psychological self-worth and well-being may well depend on
the degree of planning regarding the retirement transition, its timing,
and the reasons why the individual is retiring. It also may depend on
the degree of social integration following retirement. Research has
shown that psychological well-being in the retirement years is associ-
ated with the social, psychological, and economic resources that indi-
viduals bring to the retirement transition (Moen et al., 1992; Moen,
1997).

For example, economic capital matters. When retirement brings a
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major drop in income and little savings, one could expect an increase
in ambiguity and apprehension concerning the future. Similarly, so-
cial capital—personal resources gained from social experiences and
connections—is important as well. Those retirees who are involved in
clubs and volunteer work may well be the most self-reliant individu-
als. A logical adaptive response for those retiring from an unsatisfac-
tory job might be to disengage from the work role, placing greater
emphasis on community ties as a source of emotional support.

Others may “cope” with any strains generated by retirement by
seeking relief in hobbies, exercise, or other forms of leisure activity.
We know little about the styles of coping adopted by retirees, but we
do know that those who are most isolated are the most vulnerable to
psychological distress in their retirement years, pointing to the im-
portance of social integration.

Illustrative Examples

In the remainder of this chapter we draw on data from the Cornell
Retirement and Well-Being Study to examine (1) the nature of social
integration in retirement, (2) pathways to social integration, and (3)
implications of social integration for the well-being of those retiring
in the 1980s and 1990s. We consider the interrelationship of retire-
ment, integration, and well-being in terms of gender as well as in the
context of retirement timing and choice, past experiences (especially
career trajectory and the characteristics of the job one is retiring from),
subjective meanings and definitions, and situational exigencies and
possibilities.

The Cornell Retirement and Well-Being Study investigates fac-
tors that promote productive lives following retirement. Respondents
were drawn from six large employers in upstate New York: two Fortune
500 firms, a university, two hospitals, and a public utility. The sample
includes 762 men and women, aged 50–72, from all occupational lev-
els. Sixty percent of the participants were already retired from their
career jobs at the time of the first interview in 1994–95. The average
age of the retirees is 62, and the average age of the not-yet-retired group
is 56. Respondents were asked about their health, their work and vol-
unteer activities, as well as relationships with family, friends, and the
community.

We draw on these data to look at the relationships between social
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integration, retirement, and well-being. First, speaking to the assump-
tion that men and women who are retired are in greater danger of so-
cial isolation than are men and women who are actively employed
(Rosow, 1974, 1985), we ask, Are retired men and women less socially
integrated than employed men and women in the same age group?

Second, vulnerability and risk factors are not evenly distributed.
Prior research has documented the importance of location in the so-
cial structure for psychological vulnerability (e.g., Thoits 1986). Ac-
cordingly, we ask, Who is socially integrated? What family and back-
ground characteristics are associated with community participation
in retirement?

Third, we investigate the relationship between social integration
and psychological integration: Do retired men and women with fam-
ily, social, and community role involvements perceive themselves as
less isolated? And finally, what is the impact of social integration and
perceptions on later life quality? Evidence suggests that most men
and women enjoy their retirement years (Quick & Moen, 1998; Se-
combe & Lee, 1986; Jewson, 1982). Is this due to their continuing so-
cial integration? What is the relationship between both social inte-
gration and psychological integration and well-being in retirement?

Does Being Retired Mean Less Integration?

From the perspective of age stratification (Riley et al., 1994) and
role theory (Ebaugh, 1988; Merton, 1968; Rosow, 1967), the retirement
transition is less a transition to than a transition from, with the leav-
ing of one’s career job a central and consequential role exit in terms of
both identity and status. Is it also inevitably correlated with reduced
social participation in the broader community? Baltes and Baltes (1990)
describe the process of aging as one of selective accommodation, with
certain activities and behaviors gaining new prominence even as others
fade. But we know very little about the selective accommodation fol-
lowing retirement (Featherman et al., 1990). Do family roles take on
new significance in the face of retirement from career jobs? Does com-
munity participation in clubs and organizations or in volunteering
replace employment following retirement? Were retirees in the 1990s
likely to take on second or third careers following their retirement?
What is the relative adjustment of men and women to retirement?
Given their traditional focus on family roles and relationships, is re-
tirement from the career job “easier” for women than men? Using
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data from the Cornell Retirement and Well-Being Study, we attempt
to shed light on these questions.

Volunteerism. One potentially important role in retirement is that
of community volunteer. In our sample, volunteering actually increases
with age (see Figure 3.1). Retirees in the Cornell Retirement and Well-
Being Study in their sixties and early seventies are more likely to be
volunteering than retirees in their fifties. (Because the data we are us-
ing are cross-sectional, we cannot draw conclusions about whether
these differences are true retirement age differences or are, in fact,
cohort differences. It may be that the differing historical contexts that
each cohort experienced have differential impacts upon attitudes to-
ward volunteerism. Alternatively, people may be more likely to vol-
unteer as the newness of retirement wears off and they feel the need to
include more productive activity in their lives.)

Although there is a tendency for retirees in our sample to volun-
teer more than those who are not yet retired (37% vs. 43%; p � .08),

Figure 3.1 Volunteering by Birth Cohort and Retirement Status. Source: Cornell
Retirement and Well-Being Study, Wave 1 (1994–1995), N � 762. Note: Differ-
ences by retirement status only, p � .08; differences by cohort only: p � .03.

  Image not available.
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the real difference between the two groups is in the amount of time
spent volunteering. Those who are not yet retired typically volunteer
about twelve hours per month, while retirees average about twenty-
one hours per month (p � .002).

Are there any differences in volunteer participation by gender?
Herzog and colleagues (1989) found that older women were slightly
more likely than older men to participate in volunteer work. They
found the greatest divergence in the 55–64 age group, with two fifths
(40.3%) of women volunteering compared to only a third (33%) of men.
About equal proportions of men and women in their 65–74 age group
sample reported volunteering (39.1% to 39.8%), with 27 percent of
women over 75 in their sample volunteering, compared to 25.4 per-
cent of men. In our Cornell Retirement and Well-Being Study we have
not found such gender differences in volunteering among those in their
fifties, sixties, and early seventies, possibly because our sample repre-
sents men and women who are more similar in that both have held or
are currently holding full-time jobs. (Thus women who are primarily
housewives are, by definition, not in this sample.)

We also investigated participation in religion as another form of
formal social integration. In our Cornell study, looking first at men,
we observe nearly identical rates of religious participation among re-
tirees and those not yet retired; in the sample of women, we find that
retirees attend church significantly more than those who are not yet
retired (57% vs. 46%). The proportion of retired women who feel reli-
gion is “very important” to their lives also tends to be higher (60%)
than it is for the not-yet-retired women (52%; p � .097).

Men and women retirees in our sample do not differ significantly
in rates of club membership from those who are not yet retired. In
retirement, however, men are more apt to be members of clubs and
organizations than are women (62% vs. 52%).

Though fewer retirees than those who are not-yet-retired describe
themselves as “very busy” (43% vs. 63%), they do not necessarily use
the extra time they have available in community involvement.

Paid Work. Whether or not retirees are engaged in paid work fol-
lowing their retirement depends on their age. Almost half (49%) of
50–59 year old males are employed after retirement from their career
jobs. Among women in their fifties, the figure is lower but still amounts
to 39 percent. However, even among this relatively young group of
retirees, only one fourth of the men and about a fifth of the women are
working full time.
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When we look at retirees aged 60–72, the employment levels drop
considerably. While more than one quarter (27%) of the men and one-
fifth (20%) of the women in this age group are still working for pay, very
few (just 11% of the men and only 5% of the women in their sixties and
early seventies) are working full time. This prevalence of part-time
employment among retirees suggests that those who work for pay fol-
lowing their “formal” retirement from their primary career jobs experi-
ence a change in the subjective experience of the role of worker.

Some employed post retirement are working as consultants or have
temporary employment. Others have taken jobs with less economic
and social prestige than their career employment offered. (One former
engineer opened up a hot dog stand.) The majority of retirees lose the
important role of paid full-time worker, whether they work after re-
tirement or not. Is this loss of role accompanied by a diminishment in
other roles? For example, does the retired individual tend to disengage
from social participation in their communities, or does the retiree com-
pensate for the loss of their career jobs by substituting other forms of
social involvement?

Informal and Family Roles. Gender is a key factor in shaping family
experiences of older adults. For example, only 58 percent of the women
retirees in our sample are married, compared to 88 percent of the men
retirees. Those men and women who are not retired are more apt to be
married (89% of the men and 65% of the women). Higher survival
rates among older women, combined with the greater likelihood that
men marry younger women and are more apt to remarry, means that
fewer women than men are married during this stage of life. Retired
women are also significantly more likely to be widowed than their
not-yet-retired counterparts.

Retirees are less likely than the not yet retired to have children
living at home (19.5% vs. 36.5%), even after controlling for age. It may
well be that older workers with children still at home have financial
obligations that prevent them from retiring. There are gender differ-
ences in the parenting role as well, with men (both older workers and
retirees) more likely than women to have children at home. Only
23 percent of retired men and 15 percent of retired women have chil-
dren at home (as opposed to 42% of not-yet-retired men, and 32% of
women who are not yet retired). This is both because men in this sample
have their children at a later age than do the women (p � .000), and
those who remarry are more likely than women in this age group to
start new families.
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There is no significant difference by retirement status in the per-
centage of the sample involved in caregiving for aged or infirm rela-
tives. Among retirees, women provide care at higher rates (29%) than
do retired men (17%), and women are much more likely to be caring
for a spouse (5.2%) than are men (.4%). Retired women are also in-
volved in intensive caregiving (defined as caregiving for 10 hours or
more per week) at three times the rate of retired men (10% of the
women vs. 3.3% of the men; p � .004). Among not-yet-retired men
and women, there is no significant difference in intensive caregiving.
Our data reinforce the findings of other research that older women are
more likely than older men to be active in caregiving and to have
caregiving impact their work lives (Allen, 1990; Brody, 1985, 1989;
Horowitz, 1985; Moen et al., 1994; Pavalko & Artis, 1997; Qureshi &
Walker, 1989).

Retirees in our sample are more apt to be grandparents than those
not yet retired (76% vs. 51%; p � .000), which is not surprising given
their age. What is surprising is that among both men and women in
their fifties, retirees are more apt to be grandparents (59%) than are
those in the same age category who are not yet retired (46%).

Retired women in our sample are more involved in a number of
informal and family-related roles than are those who are not yet re-
tired. Retired women are more likely to visit relatives regularly (75%
vs. 65%; p � .03) and to be caregivers for spouses than their non-re-
tired counterparts (5% vs. 1.2%; p � .04). Retired women are also more
likely than the not yet retired to frequently visit their neighbors (65%
to 50%; p � .004).

In terms of multiple roles (worker, volunteer, club member, neigh-
bor, etc.), men are more apt to occupy more social roles whether they
are not yet retired (on average, 6.06 roles for men to 5.54 roles for
women) or retired (on average, retired men hold 5.97 roles compared
to 5.36 for women). Though some roles are lost with retirement, over-
all retired men and women do not seem to be suffering from social
isolation.

Who Is Likely to Be Integrated in Retirement?

A life-course focus on the retirement transition suggests that we
must look beyond simply whether retirement is associated with less
social integration to the more complex question of mapping the path-
ways to social integration among the retired. In looking at women
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who were wives and mothers in the 1950s, Moen et al. (1992) found
that both social integration and prior psychological resources promoted
subsequent integration thirty years later (see also Moen, 1997). Here
we investigate the factors promoting social integration in the retire-
ment years, considering especially health, educational level, and char-
acteristics of the “career” job. In addition to family ties, there is a long
history (beginning with Durkheim) emphasizing the importance of
social participation in the broader community. Accordingly, we draw
on the Cornell Retirement and Well-Being Study to assess the path-
ways to such participation in the form of post-retirement work, vol-
unteer work, club membership, and social hobbies.

Retirement and Health

First, health is an important component of a positive retirement
experience (Quick & Moen, 1998; Martin Matthews & Brown, 1988;
Atchley, 1976). Though poor health is frequently a reason for retiring
(Anderson & Burkhauser, 1985; Bound, 1991; Chirikos & Nestel, 1989;
Palmore et al., 1985), most of the existing research literature has shown
that retirement per se is not directly related to early mortality or health
decline. An early longitudinal study (Streib & Schneider, 1971) found
that retirement had no impact on health. In fact, retired individuals
sometimes report improvements in their health status following re-
tirement. Most early research on retirement suggests that being re-
tired has no deleterious effects on either physical or psychological
health; most retirees say they are satisfied with their retirement, and
some even report better health (Atchley, 1976; Barfield & Morgan,
1969). Other research finds that retired individuals may engage in
healthy behaviors such as exercising more often.

In the Cornell Retirement and Well-Being Study we find that those
who cited “poor health” as part of their reason for retirement are, in
fact, less likely to participate in the community than those who indi-
cated that poor health was “not at all important” in their retirement
decisions. Those retirees who cited health problems as having an ef-
fect on their decision to retire are significantly less likely to be work-
ing (20% to 31%; p � .032), to be participating actively in religious
institutions (42% to 56%; p � .019) or to be members of clubs (47%
vs. 57%; p � .031). But while poor health has a deleterious effect on
participation, even those who retired because of “poor health” partici-
pate at relatively high levels.
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Past and Current Roles and Resources

Do we see a cumulation of advantage or disadvantage by social
status, in the sense that retirees having more education or retiring
from high status jobs are more apt to remain fully involved in their
communities? Or are those retiring from low status, less engaging work
the most likely to have developed community ties? This issue relates
to the whole life-course question of the impact of earlier life experi-
ences on subsequent integration. To address whether prior circum-
stances and interests matter, we draw on two types of data: (1) the
factors associated with post-retirement employment, volunteering,
club or organizational membership, and social hobbies; and (2) the
implications of role salience and reasons for retirement for subsequent
integration.

We do see evidence of a cumulation of advantage with regard to
education. Those retirees with college degrees are more apt to be em-
ployed, volunteering, and club or organization members following
retirement.

In fact, the only role that is higher for those with less education is
being a grandparent, with 85 percent of retirees with only a high school
education having grandchildren, compared to only 64 percent of retir-
ees holding college degrees. In examining the data from the Cornell
Retirement and Well-Being Study, Quick and Moen (1998) found a
number of factors affecting social participation. First, both education
and having held a professional job are important correlates to employ-
ment following retirement and, for men, to unpaid volunteer work as
well. For women, having had a professional occupation is positively
related to all forms of post-retirement social participation: paid work,
unpaid volunteering, belonging to a club, engaging in social hobbies.
For men, but not women, good health is also key to post-retirement
employment. And good health matters for participation in social hob-
bies, regardless of gender.

Although retirement does not seem to be related to fewer family
involvements, in some cases they may inhibit social participation in
the broader community. For example, being a grandparent, living near
grandchildren, visiting relatives often, and enjoying time with their
family are all negatively related to men’s working for pay following
retirement. Having children still living at home is negatively related
to retired women’s engagement in social hobbies, and grandmothers
are less likely to volunteer than are women who do not have grand-



91A Life-Course Approach to Retirement and Social Integration

children. These family involvements might actually be experienced
as constraints on time and energy that would be needed for social par-
ticipation outside of the home. Thus, retirement may foster two alter-
native paths to social integration—one focusing on family ties, and
one focusing on community participation, with individuals typically
investing in family or community roles in retirement, but not both.

Preparation and Timing

Pre-retirement planning and preparation seem to have a different
relationship to retired men’s and women’s social participation. First,
men who planned for retirement are less likely to be working after
retirement. Men who discussed their plans with family or friends are
less likely to be working, whereas women who did so are more likely
to be working after retirement. Developing hobbies in preparation for
retirement is similarly negatively related to post-retirement employ-
ment for men but is positively related to participation in social hob-
bies and club involvement for women.

As noted earlier, both men and women who retire early (prior to
age 60) are more likely to take on a post-retirement job than are those
retiring later. Recent retirees seem to be somewhat more involved as
well. Men who have retired within the past four years are more likely
to be engaged in social hobbies, and women who retired within the
past four years are more likely to be working post-retirement.

Are the Socially Integrated More Likely to Experience
Psychological Integration?

Perceptions of Involvement versus Isolation. Another form of in-
tegration can be gauged by subjective perceptions. About one in five
retirees in our sample describe themselves as feeling bored, and about
one in four (27.9% of men and 23.1% of women) see themselves as
unproductive. Retired women are less likely to report that they feel
lonely (despite their greater likelihood of being widowed) than women
who have not yet retired; this is true even after controlling for age.
One in five (20.6%) retired women feels lonely, a number significantly
less than the almost three in ten (27.8%) of the not-yet-retired women
in our sample who feel lonely. This difference remains significant even
after controlling for age. Men are less apt to feel lonely, whether they
are still in their career jobs (10%) or retired (13%). Fewer retired men
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and women feel “very busy” (43.4%) compared with those who have
not yet retired (63.2%).

We see a strong link between actual experience and perceptions
of involvement. Those who are socially integrated are less likely to
feel isolated. For example, men and women who are married feel less
lonely than do those who are widowed. Mothers and grandmothers
are more likely than those women without children or grandchildren
to feel “very busy.” Fathers and grandfathers, in contrast, are less
likely to report feeling very busy than are men with no children or
grandchildren.

Also, men who report that time spent with their family is one of
the better aspects of retirement are more likely to indicate feelings of
loneliness, while women who enjoy spending time with their families
feel less lonely. Not surprisingly, the often burdensome role of care-
giving is positively associated with feelings of “busyness” for both
men and women.

Post-retirement employment is negatively related to feelings of
isolation, especially for men. Working men are less likely to report
feelings of loneliness, boredom, and lack of productivity. Working
women are also less likely to report feeling unproductive and, in fact,
are more likely to report that they feel “very busy.” Being involved
with social hobbies is associated with less loneliness for men. Visiting
neighbors seems to be important for women’s perceptions; women who
visit with their neighbors at least twice per month are less likely to
report that they feel lonely. Furthermore, men who attend religious
services regularly and who have multiple role involvements are less
likely to feel unproductive or less useful than they might have been
prior to retirement. It is interesting to note that feeling very busy is
not associated with any measures of social participation for men, but
for women, working for pay, being a club member, attending religious
services, and having multiple role involvements are all associated with
feelings of “busyness.”

Marriage as a Form of Social and Psychological Integration. Hus-
bands or wives who retire may find that being married eases the retire-
ment transition, with their spouse an important source of social sup-
port. For others, however, being married may be an additional source of
stress, particularly if retirement creates a disjuncture in roles and ex-
pectations between spouses. Marital quality has been shown to be a
key emotional resource, promoting psychological integration. Using data
from the Cornell Retirement and Well-Being Study, two studies (Kim
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& Moen, 2000; Moen et al., 2000) show that employment and retire-
ment patterns of couples are related to marital quality and satisfaction.

They found that retirement was positively associated with marital
quality. Specifically, husbands and wives who are both retired are more
satisfied with their marriages than husbands and wives in couples
where neither has retired (see Figure 3.2). Conversely, husbands and
wives undergoing the actual retirement transition report the most
conflict in their marriages. And regardless of whether they themselves
are in or out of the labor force, the husbands of wives who have been
full-time homemakers, in a traditional marriage arrangement, report
the highest quality of marital life.

What can we conclude about the ties between married life and

Figure 3.2 Couples’ Work Status and Marital Satisfaction. Note: Couples’ work
status, p � .003; gender, p � .052. Interaction, p � .076.

  Image not available.
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couples’ work lives as they approach and experience the retirement
transition? Subjective dispositions apparently play a large role in fos-
tering marital quality. Those respondents who are satisfied with re-
tirement, or consider those years the best of their lives, report the
healthiest marriages, despite what they actually are doing. Knowing
whether a person is retired or not is less informative than knowing
their spouse’s labor force status and the configuration of the two. How
respondents feel about their employment or retirement status and their
feelings about their actual roles may well shape marital quality. The
lower marital quality of husbands and wives who are in non-traditional
marriages (with the wife not yet retired while the husband has already
left the workforce) suggest that the perception of role appropriateness
may be an important factor for marital quality.

Social Integration in the First Five Years of Retirement. Moen et al.
(2000) report that the initial transition from career to retirement in-
creases marital conflict, but being retired over the long term reduces
conflict. Richardson and Kilty (1991) also find that well-being fluctuates
in the initial stages of retirement, reflecting an adjustment period
within the first year or two in which men and women may develop
coping strategies or find social activities to compensate for the loss of
their career jobs. By focusing on those who have retired recently, we can
get a glimpse of the process of adjustment to retirement. There are 311
men (183) and women (128) in the Cornell Retirement and Well-Being
Study sample who retired within the five years preceding our survey.

For men in this recently retired subsample, post-retirement em-
ployment differs by duration of retirement. Those who are currently re-
employed have been “retired” an average of 2.28 years, whereas the
men who are not employed have been retired longer—an average of 2.86
years (p � .004). Although men approaching the end of their third year
of retirement are less likely to be employed, women’s involvements are
higher. Women in this recently retired subsample who are volunteering
have been retired, on average, 2.97 years (as compared to the non-volun-
teers who have been retired only 2.30 years; p � .01). Similarly, women
who attend religious services on a regular basis have been in retirement
longer (2.77 years as compared to 2.26 years; p � .047).

Although we see a pattern of involvement for men within their
first five years of retirement, only differences in post-retirement em-
ployment are statistically significant. Other forms of social participa-
tion are also higher until the end of the third year, and then are lower
by the end of the fourth year. Men most likely to report that the retire-
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ment years are better have been retired between three and four years.
For women, the pattern is less clear, although there is a slight increase
in the proportion volunteering and attending religious services with
years since retirement.

Does Social Integration Promote
Well-being in Retirement?

Thus far we have discussed the characteristics of those who are
socially integrated. In this section we assess whether those retir-
ees who are socially integrated are also the most psychologically
advantaged.

Paid Work

Not surprisingly, retirees in the Cornell Retirement and Well-Being
Study who are employed following retirement report higher levels of
health and energy than do those who are not working for pay, but this
finding could represent some degree of selection (with those less healthy
either leaving or not taking on jobs). Men and women holding post-
retirement jobs are also more likely to see their retirement years as
better than their pre-retirement years.

We see striking differences by gender in the links between post-
retirement employment and well-being. When we examine the rela-
tionship between post-retirement work and well-being by gender, we
find that retired men who are re-employed report fewer depressive symp-
toms, a higher sense of mastery, more self-esteem, and a higher general
level of satisfaction with life than do their non-working counterparts
(see also Kim & Moen, 2000b). Retired women who are re-employed,
on the other hand, report more depressive symptoms, a lower sense of
mastery, less life satisfaction, and about the same sense of self-esteem
compared to those not employed. Men may hold a job in retirement
because they want to be in the workforce; retired women may be em-
ployed because they need the extra income. Women and men who are
not employed after retirement have similar scores on measures of mas-
tery, self-esteem, general satisfaction, health, illness, and depression.
The only significant difference we find between non-employed retired
men and women is in their reported level of energy, with women re-
porting significantly lower (p � .02) levels of energy than men.
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Club Membership and Volunteer Work

Researchers have begun to investigate the health consequences of
involvement in unpaid volunteer activities (see Chambré, 1984, 1987;
Fischer & Schaffer, 1993; Moen & Fields, 2000; Moen et al., 1989, 1992,
1994; Okun et al., 1984; Young & Glasgow, 1998). Still, participation
in voluntary associations, or in volunteering activities generally, is
vastly under researched. We examine both volunteer participation and
participation in clubs and organizations, finding both to be positively
related to psychological health. Retirees active in clubs or organiza-
tions report fewer depressive symptoms, higher mastery and self-
esteem, more energy, higher life satisfaction, and greater satisfaction
with retirement. Those who are volunteering also report higher self-
esteem, greater life satisfaction, and more energy. These findings hold
regardless of gender.

Religious Participation

There is some evidence that church membership and frequency of
religious attendance is inversely related to mortality, after controlling
for a range of risk factors (Berkman & Breslow, 1983; House et al.,
1986). And frequent church attendance has been associated with less
psychological distress (see Ellison, 1991). In the Cornell Retirement
and Well-Being Study we find gender differences in the links between
religious involvement and various measures of psychological health.
Men who regularly attend religious services report a higher sense of
mastery, higher happiness, and greater life satisfaction compared to
men who do not. But women who attend religious services report a
lower sense of mastery, happiness, and satisfaction as opposed to those
who do not; they are also less likely to report that life is better in
retirement. It may be that these women are feeling a lack of connec-
tion and attend services more frequently in hopes of making that
connection.

Family Participation

Particular family contingencies can either promote or hamper well-
being following retirement. The impact of caregiving on well-being in
the second half of life—for children, for spouses, for parents or other
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infirm relatives—has not been systematically investigated. However,
we do know that women involved in caregiving are more likely than
men to experience strain (Moen et al., 1994; Young & Kahana, 1989;
Zarit et al., 1986). Antonucci (1994) suggests that women not only
have more close ties, but they are also more burdened by these inti-
mate relationships than are men.

In the Cornell Retirement and Well-Being Study we explore the
differential effects of caregiving on men and women. Retired women
who are caregiving ten hours a week or more have higher average scores
on scales measuring self-esteem and willingness to accept a challenge
than do women who are caregiving for fewer hours or not at all. We
find that retired men who provide care for more than ten hours a week
seem to show more psychological stress than women in that position.
Retired men who are caregiving intensively tend to have lower self-
esteem, a lower sense of mastery, and tend to be less accepting of new
challenges than those who are not involved in intensive caregiving.
Men may find the role of intensive caregiver to be unfamiliar. Note,
however, that these deleterious relationships are not evident in men
who are involved in lower levels of caregiving.

Psychological Integration

Volunteering, being a member of a club or organization, or work-
ing for pay are objective measures of community involvement or inte-
gration. But integration also has cognitive and emotional aspects. These
subjective components of integration are strongly associated with
measures of well-being showing that men and women who feel more
connected are more content with their retirement years. Feeling lonely,
feeling bored, and feeling unproductive are all inversely associated with
both men’s and women’s reports of retirement quality. Retired men
and women who report having felt lonely at least one day in the past
week report a lower sense of mastery, lower self-esteem, and less en-
ergy as compared to those who are not lonely. Similarly, men and
women who report that boredom or feeling unproductive are negative
aspects of their retirement have a lower sense of mastery, lower self-
esteem, more depressive symptoms, and less energy overall. Con-
versely, men and women who report that they are “very busy” have,
on average, higher self-esteem and feel more energetic than those who
feel less busy. And for men, the “very busy” also have higher mastery.
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Multiple Forms of Community Participation

It may not be particular roles but multiple role involvements that
are related to well-being in retirement. The general consensus is that
occupying multiple roles may be more beneficial to men’s rather than
women’s psychological well-being (Barnett & Baruch, 1985; Menaghan,
1989; Thoits, 1986), but whether this is the case for older men and
women is not known. We turn first to role combinations, looking at
three key non-family forms of social capital: post-retirement employ-
ment, volunteer participation, and club/organizational participation.
More than one in five (22.5%) of our sample are not involved in any of
these activities. The same proportion (22.5%) is formally volunteer-
ing (in connection with membership in clubs/organizations) but not
working for pay. Almost a fifth (19.2%) are active members of clubs or
other social organizations (typically, such groups as bridge or garden
clubs) but not in volunteer participation. Each of the other work/club/
volunteer role combinations includes fewer than 10 percent of our
sample of retirees.

There is a significant gender difference in these forms of engage-
ment, with more retired men than women involved in all three (11.1%
to 5.2%), and more women than men engaged in none of the three
(27.7% to 18%) (see Figure 3.3).

There is also a difference by age (not shown). Retirees in their fifties
are more apt than those in their sixties or early seventies to be en-
gaged in all three roles (13.7% to 6.9%) or to be involved just in paid
work (16.8% to 6.4%). Older retirees, in contrast, are more apt to be
participating in formal volunteer work in their communities (25.1%
to 12.6%) or in none of these activities (23.5% to 18.9%).

Those who experienced a serious illness in the past year are the
least apt to be engaged in any of these activities (17.1 % to 30.9%), to
be involved in only paid work (4.6% to 11.1%), to be both employed
and club members (4.6% to 7.9%), or to be engaged in work, vol-
unteerism, and club activities (6.3% to 9.3%). However, retirees who
have had a serious illness are about equally likely to be participating
exclusively as informal volunteers (7.9% to 7.5%), as formal commu-
nity volunteers (20.4% and 23.9%), and as both workers and informal
volunteers (5.3% to 4.3%). Participants in religious activities are more
likely to be engaged in formal volunteering in an organizational set-
ting compared to those who do not participate in religious activities
(30.9% to 13.1%).



99A Life-Course Approach to Retirement and Social Integration

There appears to be a cumulation of social capital by educated
retirees. Those with college degrees are more apt to be involved in all
these roles (14.7%), compared to those with some college (7.9%) or
those who have at most a high school degree (4.8%). Three in ten
(30.8%) retired high school graduates are neither workers nor volunteers
nor club members, compared to two in ten (21.1%) of those with some
college and only one in ten (10.0%) of college graduates. Moreover,

Figure 3.3 Retirees’ Work, Club Membership, and Volunteer Role Combinations
by Gender. Source: Cornell Retirement and Well-Being Study, Wave 1 (1994–95),
N � 457.

  Image not available.
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those with less education are more apt to be exclusively club or orga-
nization members (high school � 21.6%; some college � 25.0%; col-
lege degree � 12.0%).

What are the implications of these various combinations of roles
for retirees’ well-being? The highest levels of mastery are reported by
those who are simultaneously working, volunteering, and active in
clubs and organizations (x � 3.26), as well as those who are engaged in
formal volunteering (x � 3.25). (Formal community participation in-
cludes activities such as working for the League of Women Voters or
the Volunteer Fire Department.) The lowest levels of mastery are re-
ported by those who are only informal volunteers (occasionally “help-
ing out,” not as part of a community group; x � 2.99) or those who
neither work, volunteer, nor belong to any clubs or organizations (x �
3.03). Those who report the highest energy levels are those who are
working, volunteering, and active in clubs and organizations (x � 8.22);
those reporting the lowest levels are not involved in any of these three
activities (x � 6.86). Retirees who report the highest levels of self-
esteem are retirees who are involved in formal volunteering but who
are not working (x � 3.50). Those with the lowest self-esteem do not
work or belong to clubs and organizations (x � 3.21 for those who
informally volunteer, and x � 3.27 for those who do not).

Conclusions

Life changes, such as retirement, can be both beneficial and detri-
mental to individual development (Cooper, 1990). Since jobs provide
routines, rituals, and role identity, retirement from one’s career job
restructures not only life patterns but also self-conceptions and mean-
ings. For many individuals, the retirement transition is a time of un-
certainty, when the meaning and purpose of life is open to new inter-
pretation (Moen, 1998a). Part of the difficulty in gauging the impact of
the retirement transition on social integration and well-being is that
it constitutes both a positive and negative change, and is both volun-
tary and involuntary. Thus, how individuals perceive their retirement
becomes extremely consequential. In the Cornell study of the retire-
ment transition we have found that some workers are literally count-
ing the days until they can retire, much as military draftees used to
mark off the days until their discharge. Others become defensive when
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queried about the timing of their retirement, claiming adamantly that
they will “never” retire, that they will be carried off their jobs in a
coffin. One important consideration is whether individuals see them-
selves as moving to new opportunities and challenges or simply from
employment.

The meaning of work for most individuals is the opportunity it
provides to participate fully in society. Retirement from paid work
can cut individuals off from that participation, as well as the identity
and sense of community it provides. Mature adulthood has been char-
acterized as vital involvement in life’s generative activities (Erikson
et al., 1986). Social participation in meaningful activities and roles in
the later years of adulthood can promote both psychological and physi-
cal health (Butler & Gleason, 1985; Moen, 1995, 1997). We have found
retirees who are actively integrated into their communities—those
who take on paid work and participate in formal community volun-
teer work—are the best off in terms of life quality. The retirement
transition can offer an occasion for the development of a new identity
and can foster ongoing engagement in various forms of paid and un-
paid activities. But existing structural arrangements, policies, norms,
and practices often fail to provide the opportunities, roles, and chal-
lenges that can fully exploit the possibilities of life—and health—after
retirement.
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chapter four

Transportation Transitions

and Social Integration of

Nonmetropolitan Older Persons

Nina Glasgow

This chapter explores effective transportation arrangements as a
facilitator of social integration among older people, especially older
rural residents. It also focuses on the relinquishment of driving as a
key life-course transition in old age, one with profound consequences
for the personal mobility and quality of life of all older people, and
especially those in rural communities.

Transportation enables the individual to maintain social ties, par-
ticipate in the community, and have access to goods and services.
Effective transportation can be seen as a key link promoting older
individuals’ social integration, especially people who live in rural com-
munities with dispersed patterns of settlement. By contrast, inadequate
transportation can contribute to social isolation. Previous studies have
assumed that transportation is important to maintaining ties to the
larger community (e.g., Burkhardt & Berger, 1997; National Eldercare
Institute on Transportation, 1994). Past research has not, however,
examined the extent to which and how transportation affects the so-
cial integration of older people. Further, studies of the consequences
of older persons’ transportation arrangements for quality of life have
largely been conducted in urban areas (e.g., Carp, 1971, 1972, 1988).

The Cornell Transportation and Social Integration of Nonmetro-
politan Older Persons Study, analyzed in this chapter, focuses on the
transportation mobility and social integration of rural older people
and thus addresses a neglected area of research. Using a life-course
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perspective, we examine the timing, context, and process of transitions
and trajectories in the use of different modes of transportation.

Different means of transportation include one’s personal automo-
bile; rides from others in the household; rides from informal helpers
outside the household (e.g., family, friends, neighbors, or paid help-
ers); formal transportation services; and combinations of these. Not
everyone has the functional capacity to use, the preference for, or ac-
cess to all transportation options at all times.

Driving one’s car is the means of personal mobility for most people
in the United States. Driving is the preferred means of transportation
among Americans of all ages. In the media and in the wider culture,
driving symbolizes freedom, independence, and self-reliance (Eisen-
handler, 1990). Adults in later life, however, are likely eventually to
experience temporary or permanent loss of their driving ability—a loss
often viewed by older persons and those around them as a critical life-
course event and transition. Just as getting a driver’s license is an im-
portant marker in adolescence of the move into adulthood, so too is
the loss of driving a marker of the realities of old age. Becoming un-
able to use certain other types of transportation may also signal an
important mobility transition for an older person. For example, reli-
ance on public buses and on walking suggest that a person is function-
ally capable of getting around without needing much assistance.

This chapter establishes how older rural people construct their
transportation arrangements, examines personal and contextual char-
acteristics associated with different transportation statuses, and the
consequences of older persons’ transportation statuses for their social
integration and quality of life. Because of the strong preference for
driving, a major focus of the analysis is on drivers versus non-drivers
(non-drivers, by implication, having to make other transportation
arrangements).

A Life-Course Perspective on Transportation
Transitions and Social Integration

Older people may continue to drive or have friends and relatives
who are able and willing to drive them. They may also use formal
means of transportation such as buses, taxis, or transportation pro-
vided by social service agencies. Still, a significant segment of the older
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population is transportation disadvantaged. This disadvantage is
thought to result from the interplay between personal or household
characteristics and attributes of the communities in which older per-
sons live. Transportation disadvantage increases over the life course
as older persons age, experience the onset of illness and disability, and
lose members of their social networks (Iutcovich & Iutcovich, 1988).

Timing

Advancing age and the frequently accompanying increases in health
problems and disability are key factors in the timing of loss of driving
ability. In 1990, among a nationally representative sample of older
people, more than 90 percent of men and approximately 75 percent of
women between the ages of 65 and 74 were licensed drivers (Burkhardt
et al., 1996). Among those aged 85 and older, only 55 percent of men
and an even smaller proportion of women (25%) were licensed to drive.
Older individuals with mounting frailties, slowed reaction times, and
increased disability may also be unable to use public buses because
public transit systems are usually designed for speed and adherence to
fairly strict schedules (Revis & Revis, 1978).

Certain personal characteristics correspond to a lifetime of cumu-
lative advantage or disadvantage (see, e.g., Moen, 1995), and such char-
acteristics relate to types of transportation used and the timing of trans-
portation transitions. Women, frail, and low-income older people are
those most at risk of experiencing transportation difficulties (Marottoli
et al., 1993; Patton, 1975; Revis & Revis, 1978; Richardson, 1987). For
example, older women are less likely than older men to drive; they
drive less frequently for fewer miles and are less likely to drive under
adverse road conditions than men (Glasgow & Brown, 1997). Thus,
the gender context of lives is an important influence on the timing of
reduction in or cessation of driving.

Moreover, characteristics suggesting disadvantage tend to accu-
mulate. Older women have lower incomes and are more likely to live
in poverty than older men (see, e.g., Glasgow & Brown, 1998). Further,
a low income makes owning and operating an automobile less afford-
able, regardless of driving ability. The prevalence of chronic illness
and disability is greater among women than men (Holden, 1987), and
health and disability affect driving status. Young-old, healthy males,
on the other hand, have few transportation difficulties (Marottoli et al.,
1993).
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In our study, both focus group and survey respondents who were
still driving were strongly negatively disposed to the possibility of even-
tually having to give up driving, a finding consistent with Carp’s (1971)
findings among older residents of San Antonio, Texas. In the Cornell
study, former drivers (primarily the old-old) and the small number of
respondents who had never driven relied on family or friends as their
primary means of transportation. However, the timing of the transi-
tion from driving to reliance on informal networks for transportation
(rides) was postponed as long as possible.

Context and Transportation Arrangements

Within a life-course framework, context can refer to residential
environment or to personal characteristics, such as gender and mari-
tal status, that set the context of individuals’ lives. We have discussed
how the gender context of lives affects the timing of the transition
from driver to non-driver. Here, we explore the association between
gender and use of other means of transportation, as well as how geo-
graphic context affects older individuals’ transportation.

Gender Context. Who in the social network is sought for assist-
ance with transportation when older individuals have stopped driving
or have never started? Carp (1972) found gender differences in getting
rides, with older men more likely to use family sources and older
women depending on both family and friend networks. Like older
women in general (see Chapter 1), nonmetropolitan older women are
disadvantaged compared to their male counterparts in the availability
of a spouse (Glasgow, 1988). Women are more likely to be widowed
and to live alone. Thus, older men are likely to have spouses available
to provide rides should they have to relinquish driving. Women, in
contrast, are less likely to have a spouse, which may be why they are
more likely than men to depend on both family and friends for rides. A
few studies have shown that informal social networks play an impor-
tant role in providing transportation to rural older persons (Coward,
1987; Iutcovich & Iutcovich, 1988). But reliance on members of one’s
informal network for rides is limiting. It may also imperil the social
integration of older people, should something happen to network mem-
bers who provide rides.

Focus group data collected in conjunction with the Cornell Trans-
portation and Social Integration Study suggested both positive and
negative outcomes of relying on family and friends for rides (Glasgow
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& Blakely, 2000). Older women who were getting rides from family
members felt their families cared about them. Those who were get-
ting rides from friends valued the social interaction and the feelings of
inter-group reliance and reciprocity the experience engendered. Some
men and women, however, expressed reluctance to ask family or friends
for rides, citing the desire not to impose on others and their feelings of
lost independence. The older men in the focus groups were especially
likely to express the opinion that using public buses is more indepen-
dence-enhancing than relying on members of one’s informal network
for rides. Carp’s (1972) study of transportation among older residents
of San Antonio reported similar drawbacks to getting rides from mem-
bers of informal networks.

Geographic Context. Maintaining access to adequate levels of
transportation is especially problematic among rural older persons
(Cordes, 1985; Revis & Revis, 1978; Rosenbloom, 1988; Youmans,
1977). There are at least two reasons why rural older people are par-
ticularly vulnerable to becoming transportation disadvantaged.

First, rural older people risk greater social isolation than metro-
politan older residents owing to the low population density and scat-
tered nature of rural settlement. Rosenbloom (1988) has argued that
the low-density settlement patterns of both rural and suburban areas
of the United States pose environmental barriers to getting around by
means other than a personal automobile. Rural and suburban areas
often lack sidewalks, presenting a physical barrier that makes walk-
ing to activities difficult. Even when sidewalks are available, the dis-
tances from home to community services and activities prohibit many
older people from walking to them. Distances to friends’ and relatives’
homes may also be too great to permit older people to walk for social
visits.

Second, past research has shown that public transportation in ru-
ral areas is limited or lacking. Low population densities and scattered
rural settlement patterns make public transportation difficult and
costly to provide, and many rural communities do not have public
transportation systems. Only 12 percent of communities with popula-
tions of less than 2,500 had public transportation (Talbot, 1985). Only
10 percent of rural communities had taxi service, and intercity bus
lines served only 15 percent of places with lower than 2,500 popula-
tion (Cordes, 1985). Passenger rail service is available in even fewer
rural communities. Taietz and Milton (1979) showed that community
complexity is an important determinant of the array of formally pro-
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vided services. Rural communities thus have fewer services, including
public transit and social service agency provided transportation for
older and other special needs populations (Coward et al., 1994). Older
individuals’ use of public transit varies across metropolitan places as
well, depending on the quality and convenience of different cities’
transit systems (Carp, 1980).

The disproportionately heavy reliance among nonmetropolitan
older people on personal automobiles as the primary means of trans-
portation is reflected in high rates of vehicle ownership. Nationally,
67 percent of nonmetropolitan people aged 60–74 years owned their
own vehicles, compared to only 34 percent of metropolitan older people
of the same age group (Glasgow & Beale, 1985). Only 9 percent and 25
percent, respectively, of metropolitan and nonmetropolitan residents
aged 75 or older owned their own vehicles. Such findings suggest that
many older rural and small town residents relinquish their personal
automobiles as they advance in age, but the findings may also reflect
cohort differences in the propensity to own motor vehicles. Very little
is known from past research about rural older persons’ adaptations to
the cessation of driving in low-density contexts where access to pub-
lic transportation alternatives is limited.

The Process of Adaptation to Changes in
Transportation Arrangements

Carp (1988) has argued that transportation is a key determinant of
the “person-environment fit,” or the fit between individual needs and
community resources. Rural older people presumably continue to drive
as long as possible to maintain access to goods, services, and facilities,
and to participate in social support networks, community activities,
and social roles. In other words, the person-environment fit is en-
hanced—and, presumably, social integration—among older rural resi-
dents who are able to drive. But what types of adaptations do older
people make as they reduce or stop driving? Just how older rural resi-
dents adapt to the general deficit in formal transportation services has
not been explored in depth in previous research.

Research has contradicted the myth that rural older people have
more intimate and more extensive informal support networks than
urban older people (Coward & Cutler, 1989; Lee & Cassidy, 1985; Lee
& Whitbeck, 1987). In declining rural communities, informal social
support networks may even shrink to such an extent that they are
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ineffective at the same time that services and institutions disappear
from communities (Bylund & Crawford, 1987; Scheidt & Norris-Baker,
1990). Rural areas are characterized by diversity, however, and not all
are declining in population or services. Regardless, most older people
are likely to experience declines in their own or their spouses’ driving
ability as they age, and informal networks are likely to shrink as fam-
ily, friends, and neighbors migrate, become incapacitated, or die. As
noted above, this situation is exacerbated in rural communities, which
often have a smaller base of publicly provided services than urban
communities.

Burkhardt and Berger (1997) found that the transition from driver
to former driver is a watershed event in the lives of older people, which
is often accompanied by dissonance and denial. They identified stages
of driving cessation, which include (1) limited driving, (2) cessation of
driving, (3) adaptation to a new status, and (4) acceptance of not driv-
ing again. During the transition process, some older people learned
about and even used transportation alternatives, but others resisted
planning for the cessation of driving. Respondents in the Cornell study
who participated in an educational workshop series held in the fall of
1996 were similarly resistant to planning for a future without driving
(see Chapter 9). Such findings suggest that the process of driving ces-
sation occurs gradually and that older people view the transition as a
crisis in their lives.

According to Burkhardt and Berger (1997), adaptation to the cessa-
tion of driving is more successful when older individuals (1) have
spouses who drive, (2) children living with or near them, (3) the financial
resources to purchase alternative modes of transportation, (4) partici-
pate in religious institutions, (5) reside in areas with viable transpor-
tation alternatives, (6) are physically able to use public transportation,
and (7) reduce their activities and their expectations to fit new cir-
cumstances. This last mechanism of adaptation suggests the potential
for increased social isolation among those who stop driving. Burkhardt
and Berger’s findings also suggest that the cessation of driving may be
particularly problematic for rural older people, because they live in
areas with limited public transportation. Their research cannot be
considered definitive because the number of respondents was small,
and they were not randomly selected. It provides insights, however,
into the transition process and the subsequent adaptations of older
former drivers. More broadly based research is needed in order to
confirm the validity of their findings.
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Transportation and Social Integration:
Survey Findings

The Cornell Transportation and Social Integration of Nonmetro-
politan Older Persons Study collected data in 1995 from a representa-
tive sample of 737 persons aged 65 or older living in Cortland and
Seneca Counties in upstate New York. Both counties are officially
designated as nonmetropolitan, and respondents’ residences range from
open-country rural to villages and small towns to small cities. The
city of Cortland is the largest place in the two counties, with a 1990
census population of 19,801. Seneca Falls, the largest town in Seneca
County, had a 1990 census population of 9,384. The data were col-
lected through a telephone survey, and 75.8 percent of eligible respon-
dents participated.

The purpose of the survey was to determine the modes of trans-
portation, driving and pedestrian behavior, participation in commu-
nity activities and social networks, and the health status and socio-
demographic characteristics of older respondents. The cross-sectional
data used for the present analysis cannot fully capture the dynamic
nature of transitions from driver to non-driver and the use of other
means of transportation. We can, however, identify the transportation
situations of older respondents, their life stage, and other characteristics
that affect their transportation status.

In our analysis we examine the premise that transportation is a
vital link enabling older persons to be and to remain socially inte-
grated. Our purpose is to determine how older people living in a vari-
ety of relatively rural places organize their transportation and, subse-
quently, whether different transportation arrangements contribute to
social integration and social well-being.

Modes of Transportation

Older persons may depend on a wide range of formal and informal
arrangements for personal transportation. Formal modes are provided
by public and private sector institutions. These modes include bus,
taxi, and not-for-profit service, such as senior citizens’ vans and rides
provided by public agencies. Informal arrangements can be subdivided
into transportation provided by one’s household and that provided by
friends, neighbors, and family members residing in other households.
Own-household provided transportation includes driving, receiving
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rides from one’s spouse or other household members, walking, or riding
a bicycle.

Table 4.1 shows the usual modes of travel to selected activities
outside of older individuals’ homes. As can be seen in the bottom row,
almost all respondents shop, bank, receive medical care, and visit
friends and relatives outside of their homes, and about 80 percent at-
tend religious activities. By contrast, less than half engage in volun-
teer activities, only about 30 percent participate in senior center ac-
tivities, and just under 15 percent still work. Hence, when we indicate
that 87 percent of respondents report driving to work, we are referring
to 87 percent of the 15 percent of the sample who work, and similarly
for the other activities.

Primarily, Table 4.1 shows that two thirds or more of nonmetro-
politan older individuals drive themselves to activities outside of their
homes as their usual means of transportation. They are most likely to
drive themselves to work or to volunteer and are somewhat less likely
to drive themselves when engaging in social activities or visiting friends
and family. Almost no older people in these nonmetropolitan coun-
ties rely on formal arrangements, such as public buses, as their usual
means of transportation. Cortland County’s public bus and dial-a-ride
services had been in operation only three years at the time of the sur-
vey, and low usage may reflect unfamiliarity with the county’s public
transportation. Only a limited number of bus routes (four) were in
operation, and only one of those routes ran between the city of Cortland
and a few smaller communities in the county a few days per week.
Seneca County does not have a public bus system, but van transporta-
tion from a senior citizens’ center is available to take individuals to
and from the center, to doctor’s appointments, and to grocery stores.
Both demand and supply factors may have affected the choice of trans-
portation mode among these nonmetropolitan older persons. Only
between 6.5 and 26.6 percent of respondents reported using a combi-
nation of two or more transportation modes as their usual arrange-
ment to various activities, which usually included driving and getting
rides from members of networks. This finding further underlines re-
spondents’ dependence on their own household transportation modes,
particularly driving.

Nonmetropolitan older women were somewhat less likely than
men to drive themselves to different activities, but they were more
likely to rely on other household members and family, friends, and
neighbors from outside the household for rides. (Data not shown.)
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Gender differences were statistically significant, except for transpor-
tation to work; the majority of both older men and women who work
drive themselves. Regardless of gender, the dominant mode of trans-
portation was driving one’s personal vehicle.

We further examine nonmetropolitan older individuals’ transpor-
tation arrangements by investigating whether rural older people ever
use infrequently used modes of transportation. Findings from a set of
questions that asked respondents how often they get rides from family,
friends, neighbors, and paid helpers indicated that almost two thirds
get rides from family and friends at least yearly. (Data not shown.)
But more than 80 percent never get rides from their neighbors,
and almost no one ever pays anyone in their informal network to
give them a ride. Apparently, rural older people are only likely to get
rides from informal network members with whom they have an af-
fective tie.

Respondents were asked whether or not they ever use public buses
or senior citizens’ van transportation; only 4 percent and 7 percent,
respectively, ever do so. (Data not shown.) Thus, not only are formal
modes not the usual means of transportation; the vast majority of the
older rural respondents never use them. Both supply and demand fac-
tors probably play a role in this pattern of usage. The findings may
also suggest a greater preference among rural older people for reliance
on informal networks rather than formal transportation services, when
unable to drive.

Using data from national level surveys collected in 1983 and 1990,
Rosenbloom (1995) found a small increase among rural older persons
in the proportion of all trips made on public transit. But in 1983 the
percentage was zero, and the proportion of all trips made on public
transit was still minuscule by 1990 (fewer than 1% of trips, except
among the aged 85 and older group, among whom 3.4 percent of trips
were by public transit). Rosenbloom speculated that the existence of
rural public transit systems had increased between 1983 and 1990. In
fact, the public bus system in Cortland County had been in operation
only three years at the time of this study’s survey. As the county’s
older residents become more familiar with the system, their use of
public buses may increase over time. Rosenbloom’s (1995) national-
level study, however, found low public transit usage among both rural
and urban older residents. Such findings suggest that public transit
usage will remain low over time among Cortland’s older population.



119Transportation Transitions and Nonmetropolitan Older Persons

Cumulative Advantage and Disadvantage

In the 1995 survey, 85 percent (or 621) of the respondents were
current drivers, and 15 percent (116 respondents) were non-drivers. Be-
cause the majority of nonmetropolitan older people drive as their usual
mode of transportation, the decision was made to analyze factors asso-
ciated with being a driver versus a non-driver. In Table 4.2, driving status
is defined as current drivers and current nondrivers, with the non-driver
category comprising former drivers and those who never drove.

Table 4.2 compares the sociodemographic characteristics of drivers

Table 4.2. Selected Characteristics of Older Nonmetropolitan Drivers and
Nondrivers, 1995

  Image not available.
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versus non-drivers. Non-drivers are more likely to be older, female,
unmarried, low income, and to report poorer health. These findings
are similar to past research, which found women, frail, and low-income
rural older persons to be those most likely to be non-drivers and to
experience transportation difficulties (Patton, 1975; Revis & Revis,
1978; Richardson, 1987). Older nonmetropolitan drivers, on the other
hand, show a set of characteristics suggesting cumulative advantage.
Not only do they have the autonomy and independence of being a
driver, they are also better situated in society, as indicated by health
status, marital status, and income.

Presumably, rural countryside residents have a greater need to re-
main drivers during old age than do in-town residents, and the analy-
sis of driver/non-driver status by type of residence supports that hy-
pothesis (Table 4.2). Compared to those living in town, older rural
countryside residents are more likely to be drivers. Demographic analy-
sis has shown a tendency among older rural countryside residents to
move into town as they advance in age (Glasgow & Beale, 1985), prob-
ably because of declines in health status and the need to be closer to
goods, services, and possibly social acquaintances. Some of this study’s
respondents who experienced declining health may have moved into
town and subsequently relinquished driving. Or it may be simply that
a higher proportion of open-country than in-town older residents con-
tinues to drive because options for doing otherwise are very limited.
These findings confirm that context does make a difference in whether
or not one drives. All differences between drivers and non-drivers are
significant, using chi-square tests of significance (Table 4.2).

Life Stage and the Cessation of Driving

A consideration of life stage and driving status allows us to ex-
plore the issue of the timing of the transition from driver to former
driver status, as well as something about rural older people’s driving
history. Moen (1995) conceptualizes social roles, relationships, and
statuses as shaped by whether one is female or male and gender as key
in establishing the context of an individual’s life course. Age and gen-
der shape “driving careers” as well. Table 4.3 displays the proportions
of older men and women by age group who were current drivers, former
drivers, or who never drove. Consistent with past research, older men
are more likely than older women to be current drivers, regardless of
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age group. But the proportions of current drivers diminish among both
men and women of more advanced age. The “current driver” status
among older men ranged from approximately 97 percent in the 65–69
age group to almost 79 percent in the aged 85 and older group. Among
older women, more than 85 percent of the 65–69 age group but only
about 42 percent of women aged 85 or older were current drivers. The
proportions currently driving did not decline precipitously among men
or women until age 80 and older, and then the decline was sharper
among women than men.

Driving at some time during their lives was almost universal among
older men in this study (only four of the 305 males in the sample never
drove), but there were distinct cohort differences in “never driver”
status among older women. Over nineteen percent of the women aged
85 or older reported that they had never driven, compared to only about
10 percent of women aged 65–69 (Table 4.3). Rosenbloom (1995) esti-
mates that among future cohorts of older people, having been a driver
for a large part of adult life will be almost universal among both males
and females, but being a driver or former driver is not universal among
current cohorts of older women.

By age 85 and older, women are almost twice as likely as men to
be former drivers (39% versus 21%), and thus driving is a status that
older women are more likely to relinquish than men (Table 4.3).
Burkhardt and colleagues (1996) examined a different question than
this study, namely, the proportion licensed to drive rather than the
proportion driving. Their national-level study found that 55 percent of
men and 25 percent of women aged 85 and older were licensed to drive,
whereas this study found that 79 percent of men and 42 percent of
women aged 85 and older were still driving. Even though the ques-
tions posed in the two studies differ slightly, and some people drive
without a license while others with a license do not drive, a comparison

Table 4.3. Nonmetropolitan Men and Women Driving, by Age Group, 1995 (in %)

  Image not available.
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of the two studies suggests the rate of driving is higher among older
rural New Yorkers than older people nationally.

Gender and Marital Status Context of Driving

Gender and marital status are among the personal characteristics
that set the context of individuals’ lives. Further, marital status is one
area in which the lives of older men and women differ. Older men are
more likely married, whereas the majority of older women are wid-
owed (see Chapter 1). Women’s greater longevity and their tendency
to marry men somewhat older than themselves largely account for
observed marital status differences. A common stereotype regarding
gender differences associated with driving is that older married women
stop driving or never start and rely on husbands as the household’s
driver. In Table 4.2 we saw that married older people are more likely
than are unmarried older people to drive. But is that more the case for
older men or women? What is the association of gender, marital sta-
tus, and driving status among rural older people? Can driving be viewed
as a household rather than an individual characteristic?

Table 4.4 shows that, among both males and females, married older
people are more likely than their unmarried counterparts to drive cur-
rently. Ninety-five percent of older married men and 89 percent of
older married women were driving, compared to 91 percent of unmar-
ried males and only 67 percent of unmarried older women. Being mar-
ried thus is more strongly associated with driving among older women
than it is among men. This analysis suggests that older married women
do not stop driving to rely on husbands as household drivers. The large
majority of people falling into the “unmarried” category are widowed,
however, and those who are widowed are older on average than the
married older people. Because of the confounding effect of age and
marital status, one might also speculate that there are cohort differ-
ences in life-course propensities to drive among the younger married
versus the older unmarried women in the sample.

In a multivariate analysis, which controlled several independent
variables simultaneously, marital status was not significantly related
to the driving status of older women (Glasgow & Brown, 1997). Among
older rural residents, both men and women may view driving as a ne-
cessity, and thus the tendency may not be as strong among rural older
women to rely on husbands to drive, as may be the case among urban
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older women. That is an issue for research of a more comparative na-
ture to explore, however.

Transportation and Indicators of Social Integration

Also important is the effect of transportation arrangements on
nonmetropolitan older persons’ social integration. Moen and colleagues
(1989; 1992) emphasize participation in social roles as important indi-
cators of social integration. Thus, to assess the consequences of differ-
ent transportation arrangements for the social integration of older ru-
ral people, we examine whether drivers versus non-drivers show higher
levels of participation in different social roles.

We expected more effective transportation arrangements (in this
case driving) to be associated with higher levels of participation in social
roles. The findings displayed in Figure 4.1 confirm this hypothesis. Older
nonmetropolitan drivers are significantly more likely than non-drivers
to be club members or volunteers, to attend religious services, and to
be caregivers. Participation in the first three roles almost certainly would
take one outside of one’s home. While caregiving may be provided in
the caregiver’s home, caregivers are likely to be called upon to provide
emergency or other necessary transportation for care recipients, or they
may travel to the care recipient’s home to provide the care. Accordingly,
we hypothesized that caregiving would be affected by an individual’s
transportation arrangements, and that appears to be the case.

Participation as club members or volunteers and in church has
been shown in past research to be positively associated with health and
longevity (see, e.g., Chapter 2 of this volume; Berkman & Syme, 1979;
Moen et al., 1989; Seeman et al., 1987; Sugisawa et al., 1994; Young &
Glasgow, 1998). This study does not assess the health outcomes of

Table 4.4. Driving Status, by Marital Status and Gender of Nonmetropolitan
Older Persons, 1995

Married (%) Unmarried (%)

Driving Status Male (N = 231) Female (N = 207) Male (N = 65) Female (N = 220)

Current driver 95.3 88.9 90.8 66.8

Former driver 4.3 7.2 7.7 16.8

Never driven 0.4 3.9 1.5 16.4
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social role participation, but it is worth noting that effective transpor-
tation arrangements and, hence, social participation may positively
affect the health and well-being of older people.

Frequency of interaction with social networks, often defined by
researchers as social support, provides another set of indicators of so-
cial integration (see, e.g., Chapter 2; and Thoits, 1986). Findings on
the frequency of social interaction through visiting with relatives,
friends, and neighbors are displayed in Figure 4.2. Drivers and non-
drivers are not significantly different in the frequency with which they
visit relatives. Questions on the frequency of visiting were worded on
the survey questionnaire to specify face-to-face visits as that being
inquired about (not telephone calls, letters, or e-mail, for example),
but there was no specification of where visits take place. Relatives of
non-drivers may feel enough obligation and affection to visit non-
drivers in their homes, rather than expecting older non-drivers to visit
in the homes of relatives who drive. This interpretation of the nonsig-
nificant finding, however, is speculative. Drivers do visit friends and
neighbors significantly more frequently than do the non-drivers (Fig-

Figure 4.1 Percent Participation in Social Roles among Older Nonmetropolitan
Drivers and Non-drivers, 1995. Using chi-square tests, drivers were significantly
more likely than non-drivers (at the .01 level or better) to participate in these social
roles.

  Image not available.
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Figure 4.2 Social Network Interaction of Older Nonmetropolitan Drivers and
Non-drivers, 1995.

  Image not available.
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ure 4.2). Social integration thus appears to be enhanced among rural
older people who still drive. In summary, the findings in Figures 4.1
and 4.2 show that drivers participate in a greater number of social
roles, and they visit with friends and neighbors more frequently than
non-drivers.

Comparing former drivers with persons who never drove, former
drivers were found to be significantly less likely than those who never
drove to participate in social activities. (Data not shown.) Those who
never drove have had a lifetime in which to adapt to getting around by
means of transportation other than driving, and they may have an ad-
vantage over former drivers. The former drivers may still be adapting
to disruptions in their social participation. We cannot draw firm con-
clusions about an adaptive process while using cross-sectional data,
but findings on social participation differences between older former
drivers and those who never drove suggest an adaptive process.

Transportation and Quality of Life

Inadequate transportation has a negative effect on the satisfaction
and morale of rural older people (Fengler & Jensen, 1981; McGhee, 1984).
Such findings raise questions about the quality of life of rural older
people who cannot drive and who may not have formal transportation
available. The drivers in this study were significantly more satisfied
than non-drivers with their transportation. (Data not shown.) But sat-
isfaction was relatively high among both drivers and non-drivers, per-
haps suggesting that adaptation occurs in conjunction with changes in
transportation. Carp (1971) found that the anticipation of stopping driv-
ing was perceived quite negatively. For those who had stopped driving,
however, retrospective assessments of the meaning of stopping driving
were not as negative. This study’s finding on satisfaction with trans-
portation arrangements and Carp’s earlier research suggest a psycho-
logical and emotional adaptation to the cessation of driving.

A question that asked whether respondents are able to get out as
often as they want was also used to examine perceived quality of life
among drivers versus non-drivers. Drivers and non-drivers assessed
their situations differently, with 85 percent of older rural drivers com-
pared to only 56 percent of non-drivers reporting being able to go out
as often as they want. (Data not shown.) The risk of social isolation
thus is greater among non-drivers than drivers.

Figure 4.3 displays findings on whether being able to get out as
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often as one likes varies by gender and driver status. Among current
drivers, males and females are equally likely to report being able to get
out as often as they want (more than 80% of each group). Older men,
however, are advantaged in getting out as often as they want over older
women who were former drivers and those who never drove. This
finding may be due to the higher marriage rate of older men and, con-
sequently, their greater likelihood of having a spouse available to drive.
It is striking that 100 percent of the older men who never drove reported
getting out as often as they want, but only four older men in the sample
never drove. Thus, we must interpret that finding with extreme cau-
tion. Interestingly, the proposition that persons who never drove will
be better adapted than former drivers does not seem to apply to older
women. Approximately equal percentages of older women who never
drove versus former drivers reported going places as often as they
wanted (fewer than 60% in each group).

Conclusion

This analysis has shown the utility of using a life-course frame-
work to understand the association between older individuals’ trans-
portation transitions and trajectories and their social integration.

Figure 4.3 Percent of Older Nonmetropolitan Males and Females Who Report
That They Are Able to Go Places as Often as They Like, by Driving Status, 1995.

  Image not available.



Social Integration in Major Domains of Later Life128

Driving oneself is the dominant mode of transportation for nonmetro-
politan older persons in upstate New York to participate in daily ac-
tivities. Dependence on the automobile was strong among both men
and women, but older men were especially likely to continue driving
in old age. Just as gender roles affect other areas of the lives of men and
women, gender roles also affect critical life-course transitions in the
reduction and cessation of driving. Gender differences in driving place
older women at greater risk of social isolation than their male coun-
terparts. Several indicators of cumulative advantage—being male,
younger-old, married, and in better health—are associated with con-
tinued driving during old age. And older drivers were shown to be more
socially integrated than their non-driving counterparts and to have a
higher perceived quality of life. To adapt Carp’s (1988) terminology,
the person-environment fit is better among rural older persons who
drive.

Driving is a normative activity among the majority of older resi-
dents of nonmetropolitan New York. Why are people so reluctant to
give up driving in old age? The explanation seems to be both structural
and attitudinal. Attitudinally, rural older individuals, like older Ameri-
cans in general, associate driving with independence and self-reliance.
Hence, their reluctance to cease driving is partly explained by self-
concept.

From a structural standpoint, transportation alternatives are lim-
ited in rural areas, and consequently driving facilitates social integra-
tion. Older people, especially older rural residents, continue driving to
facilitate participation in social networks, community activities and
social roles, and to maintain access to goods, services, and facilities.
Our finding that rural countryside residents were more likely than
those living in town to drive currently shows the usefulness of exam-
ining variation within nonmetropolitan areas. Given the deficit of for-
mal services and the greater economic vulnerability of older rural
residents, it was important to gain a better understanding of how trans-
portation transitions and trajectories affect the social integration of
older rural residents. Future research comparing across metropolitan
and nonmetropolitan areas could lend additional insights into how
transportation affects older individuals’ social integration.
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chapter five

Social Integration and Family Support

Caregivers to Persons with

Alzheimer’s Disease

Karl Pillemer and J. Jill Suitor

The present volume, like others in the field that have recently
appeared, highlights the positive aspects of “successful” aging. As has
been noted in preceding chapters, social integration contributes sub-
stantially to productive well-being in later life. However, the unfortu-
nate fact remains that many people spend the final chapter of their
lives suffering from disability or chronic illness. And contrary to the
popular view of family breakdown and abandonment of older persons,
in such situations care for the impaired individual is usually assumed
by relatives.

Over the past three decades, scholarly interest in the problems of
these “family caregivers” has grown dramatically. Research reports
have established the incidence and prevalence of family care provi-
sion. A host of studies has examined the negative consequences of
becoming a primary caregiver to an impaired elder, focusing in par-
ticular on the experience of “burden” from helping responsibilities
and resultant psychological distress. Further, a literature on interven-
tion programs designed to improve the lives of family caregivers has
developed (Pillemer, 1996; Pillemer & Suitor, 1994).

Given the plethora of studies on this topic, a surprising number of
questions regarding the role of social integration in the caregiving ex-
perience remain unanswered. We believe that family caregiving situa-
tions provide an excellent “laboratory” for examining the effects of
social integration in situations of prolonged and unremitting stress.

In this chapter, we explore several issues related to the social inte-
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gration of caregivers to persons with Alzheimer’s disease (AD). We
begin by addressing the question, Are AD caregivers at risk of social
isolation? Next, we propose an innovative theoretical model for un-
derstanding family caregiving, based on the concept of caregiving as a
life-course transition. We discuss the major implication of this theo-
retical model—the critically important role of similar others in pro-
moting social integration. We then provide several illustrative find-
ings from our research.

Alzheimer’s Disease Caregiving:
A Threat to Social Integration?

It has been amply documented that most families do not abandon
their frail elderly members but instead perform almost heroically in
their attempts to assist them. Research has also shown the emotional
toll that such assistance takes on family members. Schulz and col-
leagues (1995) conducted a comprehensive review of the literature on
family caregiving and found overwhelming evidence for increased psy-
chological distress among caregivers, compared to persons not provid-
ing care.

Physical health may also be affected. Some studies have found
that caregivers report themselves to be in poorer health than compari-
son groups, although the evidence is somewhat mixed (Haley, 1997;
Schulz et al., 1995). There is even evidence suggesting that the stress
of caregiving has a negative impact on the functioning of the immune
system, which may in turn lead to increased physical morbidity
(Kiecolt-Glaser & Glaser, 1994).

Nowhere are such problems so great as among family caregivers
to persons suffering from Alzheimer’s disease (AD) and other related
types of dementia. The symptoms of AD are by now well known. The
hallmark is memory loss, especially for recent events. This is not,
however, what is sometimes stereotyped as the “benign forgetfulness”
of old age. Even in the early stages of AD, victims forget important
events entirely and can never recall them. Over time, the memory
loss is so profound that the patient cannot recall the previous sen-
tence in a conversation, follow a television story line, or identify fa-
miliar places or objects. Finally, the victim becomes unable even to
recognize the names or faces of loved ones.

Just as difficult for many family members are the striking behav-
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ioral changes AD patients undergo. They often exhibit a wide range of
troubling and bizarre behaviors, including agitation, wandering, sleep-
lessness, delusions, obsessive behavior, and even violence. Research
has demonstrated the burden and stress experienced by family care-
givers in dealing with both the mental deterioration and the problem-
atic behaviors of AD patients (Haley, 1997).

AD is definitely a family affair. Family members encounter many
costs in caring for a dementia patient, including:

— The things they most loved about the patient in his or her
healthy years—intellect, wit, thoughtfulness—may be gone.

— Families lose the loved one as a source of closeness and support,
as their activities become almost entirely devoted to caregiving.

— Families have to come to terms with an intense sense of loss—
the living death of a person they once loved. They feel grief,
anger, and anxiety as part of an anticipatory grieving process.

— For some families, severe economic costs result from caring for
a relative with AD.

Because of these experiences, family caregiving to dementia pa-
tients provides an appropriate focus for studies of the effects of social
support and social relationships on persons undergoing chronic stress.
The devastating nature of the disease and the responsibilities placed
on family members are likely to compromise their social relation-
ships. Further, the deterioration of potentially supportive relationships
may have negative effects on caregivers’ physical and psychological
well-being.

Impact on Social Relationships

A common finding from the past two decades of research is that
individuals’ involvement with friends and family often declines after
they become primary caregivers (Archbold, 1982; Brody & Lang, 1982;
Cantor, 1983; Chenoweth & Spencer, 1986; Fengler & Goodrich, 1979;
Grafstroem & Winblad, 1995; Mace, 1984; Moritz et al., 1989). How-
ever, the question arises of whether this effect is due simply to care-
giving, or to special characteristics of AD that cause greater disrup-
tions in social relationships than occur in situations where the care
recipient is not demented. Birkel and Jones (1989) contrasted aspects
of the social networks of caregivers to demented and non-demented
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elders. They argued that the presence of dementia can actually de-
crease the amount of help others provide to the care recipient.

Birkel and Jones suggested that such a decrease can occur for sev-
eral reasons. First, the mood swings and disruptive behaviors that of-
ten accompany dementia may discourage others from providing assist-
ance. Second, the shame associated with mental illness may cause
caregivers to isolate themselves. Third, non-demented elders can help
maintain relationships with persons outside the household, whereas
demented persons generally cannot. They hypothesize that families
caring for demented persons will rely on resources within the house-
hold and that the primary caregiver will be less likely to receive help
from persons outside the household.

The authors compared elderly physically disabled persons with-
out dementia with individuals who had both physical disability and
dementia. As hypothesized, the dementia group had smaller overall
networks and fewer helpers from outside the household. Household
members provided a greater number of hours of care for dementia pa-
tients; fewer hours were provided by non-household members. Over-
all, dementia caregivers identified fewer out-of-household supporters.
Thus, Birkel and Jones’s study indicates that responsibility for caring
for non-demented individuals is shared to a greater extent than the
care of demented persons. When the care recipient had dementia, re-
sponsibility fell on a smaller number of household members.

Other research concurs with these findings. Shaw et al. (1991) com-
pared the support received by caregivers to Alzheimer’s patients and
caregivers to frail, non-demented elders. Alzheimer’s caregivers were
more likely to identify unmet needs for social support. They also re-
ported having fewer non-kin supporters. Similarly, Clipp and George
(1990) compared caregivers to dementia patients with persons caring
for cancer patients. Overall satisfaction with social activities was sub-
stantially lower for dementia caregivers. They also were more likely
to report feeling alone and to need more help from friends and family.
Thus, becoming an AD caregiver appears to reduce social interaction,
and caregivers cannot assume that they will be provided with adequate
support. (However, for an exception, see Catternach & Tebes, 1991.)

Another critical question is, Do patterns of support and interac-
tion change throughout the course of the illness? George and Gwyther
(1986) used data on 376 AD caregivers to test whether six sets of
caregiver characteristics and needs predicted levels of support over time.
In general, patterns of support remained stable over the course of one
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year, with only about 15 percent of the respondents reporting decreases
in either instrumental support or perceived support over that period.

When changes occurred, however, caregivers in greatest need of
support were paradoxically those who were least likely to receive it.
Persons who either had high support at both time points, or who re-
ceived increasing support over the year, were likely to be better edu-
cated and have higher incomes, to have frequent contact with friends
and family, and to be caregivers to a person who was institutionalized.
Those persons who were either low in support at both times, or whose
support decreased, were disproportionately older and had lower in-
comes. They reported higher stress and were mostly caring for rela-
tives in their homes.

Effects of Social Relationships on AD Caregivers

The preceding discussion suggests that social integration is com-
promised for AD caregivers. We now turn our attention to the impact
of social relationships on caregivers. It is important to note that incon-
sistencies exist among studies in terms of sampling strategy, defini-
tions of key concepts, and selection of independent and dependent vari-
ables. Therefore, generalizations about the relationship between social
support and psychological well-being among caregivers must be made
with caution. However, the more methodologically sound studies pro-
vide at least preliminary support for two points. First, satisfaction with
social support leads to psychological well-being in caregivers. Second,
interpersonal stress has a negative effect on psychological well-being
among caregivers. We provide supporting evidence for these points here.

Satisfaction with Social Support. Several studies support the first
assertion. Fiore and colleagues (1986) studied caregivers to spouses
with Alzheimer’s disease and found that satisfaction with support was
the best predictor of depression and negative psychological symptoms.
Similarly, George and Gwyther (1986) examined the impact of a mea-
sure of perceived need for more social support on several well-being
measures. This item was strongly predictive of both self-rated physi-
cal health and several measures of psychological well-being. Zarit et al.
(1986) and Stuckey and Smyth (1997) found that caregivers’ subjective
rating of the adequacy of support received predicted caregiver burden.
Finally, Creasey et al. (1990) examined the impact of the spousal rela-
tionship on caregiver burden. Again, perception of support from the
spouse was negatively associated with burden.
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Interestingly, it does not appear that mere contact or the potential
provision of support results in better psychological outcomes for care-
givers. For example, in the study by Fiore and colleagues (1986) men-
tioned above, frequency of contact with network members, frequency
with which the respondent called on network members for support,
and extent to which the network members were perceived as avail-
able for support were not found to predict caregiver well-being.

Several other studies confirm this finding. Chiriboga et al. (1990)
found that measures of the simple presence of possible supporters—
such as the number of friends living nearby, number of siblings, marital
status, and involvement in self-help groups—were not consistently
related to caregivers’ psychological well-being. Moritz et al. (1989) found
no relationship between social isolation—measured as having no
monthly “visual contacts” with friends or relatives other than chil-
dren—and depression. Cohen et al. (1994) found measures of network
structure and social contact to have very little impact on caregiver
well-being, as did Stuckey and Smyth (1997).

Interpersonal Stress. It appears, then, that perceptions of social
support have some potential for explaining caregiver well-being, while
measures of contact, network structure, and instrumental support have
a less clear effect. However, although most researchers have empha-
sized the positive effects of social support on psychological well-being,
there are both theoretical and empirical bases upon which to suggest
that negative interactions with network members may have more pro-
nounced and detrimental effects (Rook, 1984). In the past decade, in-
vestigators have paid increasing attention to what has been variously
described as “negative support,” or “interpersonal stress.”

Interestingly, one of the earliest studies of AD caregivers provided
evidence that negative interactions were particularly predictive of dis-
tress. Fiore and colleagues (1983) found that the experience of upset
within the social network owing to unmet expectations of support or
to negative interactions with others was by far the best predictor of
depression among AD caregivers. Upset in the area of “cognitive guid-
ance” was most strongly predictive of depression; this area includes
interactions that are designed to increase the caregiver’s understand-
ing of problems like the illness course and that help to put the situa-
tion into perspective. Social network helpfulness was not related to
depression in this study.

Further supporting evidence is available for the importance of in-
terpersonal stress in explaining caregiving outcomes. For example,
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Creasey et al. (1990) found that for adult daughters caring for elderly
parents with AD, negative interactions with their spouses were strongly
positively associated with burden. Semple (1992) also found that con-
flict over family members’ attitudes and actions toward the caregiver
were related to depression.

Spouses’ negative behaviors relating to caregiving also appear to
affect the quality of marital relationships. Suitor and Pillemer (1996)
used quantitative and qualitative data to examine the factors explain-
ing marital satisfaction among women who recently began caring for
an elderly parent with Alzheimer’s disease or a related dementia. The
findings indicated that husbands’ hindrances of their wives’ caregiving,
as well as failure to provide them with support, had a negative effect
on marital satisfaction.

Franks and Stephens’ (1992) research is also worth noting in this
context. Franks and Stephens interviewed women primary caregivers
to elderly family members who were living in the community. In ad-
dition to the caregiving role, they examined stress in two other roles:
those of wife and mother. Most of the stress items relating to the wife
and mother role measured various types of negative interactions (e.g.,
in the wife role, conflicts over children, insufficient emotional sup-
port, not enough appreciation). Stress in both roles was negatively re-
lated to psychological well-being, with stress in the mother role a par-
ticularly strong predictor. In a related study, Stephens et al. (1994)
examined not only the stressful aspects of roles but also the rewards
received. Again, stress in the maternal role most strongly predicted
the measures of distress. Interpersonal stress with intimates appears
to be a potentially powerful predictor of caregiver distress.

Summary

In this discussion, several points become clear. First, AD caregivers
experience deficits and problems in their social relationships. Second,
the degree of perceived support from others has a beneficial impact on
caregivers’ well-being. And third, negative interactions with network
members cause distress for care providers. Our review of the literature
indicates a paradox: although social integration is of great importance
to AD caregivers, social support and relationships are in fact threat-
ened by taking on this role, with potential detrimental effects on
caregivers.
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New Directions: Conceptualizing Family
Caregiving as a Life-Course Transition

Where should we go from here? We believe that it is possible to
move beyond such descriptive findings and to advance our knowledge
of caregiving and social support in major new directions. In particular,
it is important to study the issue of social support and caregiving in
the context of broader sociological theory regarding interpersonal re-
lationships. Consistent with the theme of the present volume, we hold
that conceptual frameworks for research and intervention on family
caregiving should be based on a life-course approach (see Chapter 2).

The life-course approach suggests that researchers should exam-
ine issues of support and caregiving from a dynamic perspective.
Caregiving has typically been viewed as a specific activity, rather than
as a status that individuals move into and out of at various points in
the life course (Moen et al., 1994). In contrast, we hold that “family
caregiver” meets the sociological definition of a social status—par-
ticularly when individuals assume primary responsibility for the care
of an elderly relative (Suitor & Pillemer, 1990).

This conceptualization allows investigators to view becoming an
AD caregiver as a status transition, similar to other transitions in the
life course, such as becoming a new parent, a widow, or a retiree. As
we demonstrate below, reconceptualizing caregiving as a life-course
transition allows us to develop a theoretical framework for understand-
ing social relations and caregiving, as well as to provide suggestions
for planning interventions.

Further, the life-course approach suggests that social networks will
change in response to critical transitions and that different people in a
lifetime “convoy” of support (Antonucci, 1990) will be activated as
needed. This point is related to House’s classic question regarding so-
cial support: “Who gives what to whom regarding which problems?”
(1981: 22). A great deal of work has been directed toward answering
this question in the intervening years, with considerable attention fo-
cused on identifying associates who are most likely to be sources of
support for persons who have experienced negative life events. Our
goal has been to extend this line of research to the study of AD care-
givers.

Finally, an expanded perspective on caregiving leads us to exam-
ine more systematically the role of interpersonal stress in AD caregiving



Social Integration in Major Domains of Later Life140

relationships. The preliminary evidence discussed above suggests that
negative interactions with network members are as or more strongly
related to caregiving outcomes than emotional and instrumental sup-
port. It is therefore important to identify both the sources of interper-
sonal stress, as well as its consequences.

Over the past several years, we have been involved in a program of
research designed to address these issues. In this section, we summa-
rize the conceptual framework we have developed to guide this re-
search and briefly note several examples of empirical research we have
conducted to test components of the theoretical framework. We then
turn to the application of this framework in an intervention for AD
caregivers.

Family Caregiving as a Status Transition

Why should we consider the position of family caregiver as a so-
cial status? One basis for this argument is that “family caregiver” is a
position in society that has specific behavioral and attitudinal expec-
tations attached to it (Suitor & Pillemer, 1990). Individuals who as-
sume the care of an elderly relative are expected to provide both physi-
cal and emotional support for the care recipient, and to do so with a
minimum of resentment (Cicirelli, 1981; George, 1986; Gubrium, 1988;
Zarit & Knight, 1996).

Research on attitudes regarding filial responsibility illustrates the
persistence of these norms. Friends and relatives expect adult children
and spouses to provide elderly parents with assistance for activities of
daily living and expenses, even when doing so requires that the caregiver
alter family plans and work responsibilities (Jarrett, 1985; George, 1986;
Gubrium, 1988; Lawton, 1996; Zarit et al., 1998). These informal pre-
scriptions to provide assistance are reinforced by laws in most states
regarding elder neglect that provide formal standards for adequate
performance of caregiving responsibilities (cf. Crystal, 1986; Wolf &
Pillemer, 1989).

Based on this argument, we suggest that becoming a caregiver in-
volves a status acquisition that is similar in many ways to those expe-
rienced when individuals acquire other new social statuses in adult-
hood, such as becoming a parent, becoming divorced, retiring, or
entering the labor force or college. The event that triggers the status
transition to family caregiver is usually the onset of the relative’s ill-
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ness or injury, or the relative’s discharge from the hospital following
serious illness or injury.

In the case of AD, however, there may not always be an abrupt
change in well-being that initiates caregiving. However, there are two
bases upon which to argue that caregiving responsibilities are likely
to become most clearly defined at the time that a formal diagnosis of
dementia is made. First, prior to diagnosis, the individual may have
given nonmedical interpretations to the older person’s condition. After
the illness has been identified and labeled, the caregiver must recog-
nize that the patient is seriously ill and begin to plan for his or her
long-term care. Second, once the patient’s condition has been brought
to the attention of medical personnel, they will expect the relative
who has been listed as the primary contact/responsible person to be-
gin enacting the role of caregiver, thus creating social pressure on the
individual to perform that role. Therefore, we would argue that in most
cases, there is a point that marks the transition to the status of caregiver,
even in the case of victims of dementia.

Status Transitions and the Benefits of Similar Others

If becoming a family caregiver is viewed as a status transition, a
great deal of research literature becomes applicable. This research
shows that acquiring a new social status generally produces changes
in individuals’ social networks that affect both the provision of social
support and psychological well-being. Most important, when people
acquire new statuses, they often reduce contact with associates to
whom they have become less similar and intensify existing relation-
ships (or develop new ones) with others to whom they have become
more similar (see Bell, 1981; Belsky & Rovine, 1984; Gouldner & Strong,
1987; Hetherington et al., 1976; Suitor et al., 1995).

This pattern of increased status similarity appears to augment the
positive effect of social support on psychological well-being. Lin and
colleagues (Lin et al., 1985, 1986) found that support from individuals
who were similar to the respondents (e.g., in terms of similarity of age
or occupational prestige) was associated with lower levels of depres-
sion following undesirable life events, while support from dissimilar
sources was not.

More important than structural types of similarity, such as age,
occupation, and gender, is what we term experiential similarity. Thoits
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(1986) has cogently argued that particularly important is similarity of
situational experience: empathic understanding, which is critical to
the support process, is more likely to come from similar others. Based
on Thoits’s model, we suggest that the benefits occur for several
reasons.

First, distressed persons frequently fear that something is seriously
wrong with them. Others who have been through the same experi-
ence can help the stressed individual to view his or her feelings as
acceptable, to be expected, and within the range of normality. Similar
others may be less likely to reject persons because of their distress or
strong emotions. This greater sense of acceptance may allow stressed
individuals more freedom to discuss their feelings than they experi-
ence with non-similar associates.

Thus, a distressed person must perceive empathic understanding
from potential helpers in order to receive maximum benefit from their
assistance. Situationally similar persons will provide the most helpful
support because they can offer the stressed individual precisely this:
understanding based on shared experience (Pillemer & Suitor, 1996;
Thoits, 1986). The positive effects also occur because similarity de-
creases the likelihood that social interactions will have detrimental
consequences on well-being. That is, experiential similarity can re-
duce the amount of interpersonal stress that occurs in a relationship.
We suggest that the potentially negative consequences of social sup-
port are less likely when support is offered by network members to
whom the individual is more similar.

The basis for this expectation is that individuals who share social
statuses may be more accepting of one another’s temporary inability
to reciprocate support. This may occur in part because status similar-
ity is associated with greater closeness, and there is more tolerance of
a short-term violation of the norm of reciprocity among intimates.
But it is also likely that individuals who are status similar have a greater
understanding of one another’s resources and ability to reciprocate,
and are therefore more tolerant of temporary periods of non-reciprocity
(see Suitor & Pillemer, 1990, for a more complete discussion of this
issue).

Another potential source of stress associated with network con-
tact has been alluded to earlier: unmet expectations of support and
negative input from network members are possibly more important in
explaining psychological well-being than is perceived helpfulness. The
greater value similarity associated with status similarity is likely to
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reduce criticism (cf. Suitor 1987a; 1987b). Research on ineffective and
miscarried support further bolsters the importance of similar others.
Advice and intervention is more likely to be perceived as stressful
when it comes from associates who are not similar.

Research Examples

Based on the discussion above, conceiving of family caregiving as
a life-course transition leads us to the following hypothesis: experien-
tial similarity will be particularly important in explaining which as-
sociates will be sources of support and stress, and in predicting psy-
chological well-being. In the remainder of this section, we summarize
several findings from our own research that illustrate this approach.
In accordance with the perspective we presented in Chapter 2, we pay
attention to both subgroup variations (with gender as an example) and
to longitudinal findings. The examples are drawn from two indepen-
dent but conceptually related studies we have conducted over the past
several years.

Study 1

This research project involved a longitudinal study of caregivers
to relatives with AD called “Caregivers across Time.” It is beyond the
scope of this chapter to describe the methods of this study in detail
(see Pillemer & Suitor, 1996; Suitor & Pillemer, 1996). To summarize,
the first wave of data was collected between January 1989 and March
1992 during two-hour interviews with 256 individuals who were iden-
tified as the primary caregivers to elderly relatives with some form of
irreversible dementia. The participants were referred to the study by
physicians at major medical centers in the northeastern United States
that have dementia screening programs. The Wave 1 sample included
118 daughters, 14 sons, 30 daughters-in-law, 53 wives, 25 husbands,
7 siblings, 6 other relatives, and 3 nonrelatives who were viewed by
the respondents as equivalent to kin. Interviews were conducted one
year and two years following the original interview.

Respondents were also asked for detailed information about mem-
bers of their social networks. For each of the more than two thousand
network members named, we collected data on the individual’s demo-
graphic characteristics (age, educational attainment, gender, marital
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status, employment status, etc.), and whether the associate had expe-
rience caring for an elderly relative. Respondents were also asked about
ways the associates had been supportive and the extent to which they
were sources of interpersonal stress.

Study 2

The second study uses data collected for the Peer Support Project
study. Because this study is described in detail in Chapter 11, we will
not provide extensive information here. In brief, the data for the Peer
Support Project were collected between March 1994 and April 1997
on 145 individuals, using essentially the same measures and proce-
dures as those employed in the Caregivers Across Time study. There
were only two differences in the procedures. First, all respondents were
recruited through one major medical center, located in Syracuse, New
York. Second, all potential respondents were informed that if they
participated in the study, they might be asked to spend one hour a
week for eight weeks with a “friendly visitor” discussing caregiving,
in addition to completing three interviews across a period of one year.
The friendly visitor was an experienced caregiver who had been trained
to provide support and information to the respondent. It is important
to note that only Wave 1 data were used in the analysis discussed
below, and thus all of the interviews took place prior to the “friendly
visitor” intervention.

Using these data sets (either individually or linked), we have
conducted a series of analyses that shed light on the theoretical frame-
work outlined above. Here, we summarize several of the most relevant
and interesting findings.

Explaining Support and Interpersonal Stress

Using only the Caregivers Across Time data set, we conducted a
multivariate analysis of factors affecting support and stress. This analy-
sis clearly demonstrates the importance of status similarity in explain-
ing whether individual network members were a source of support or
interpersonal stress. We found that associates who had themselves
provided care to an elderly relative were more likely to have been a
source of support. Further, network members with caregiving experi-
ence were less likely to have been a source of interpersonal stress,
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such as criticism, direct interference, or unmet expectations for sup-
port (see Figure 5.1).

The respondents were often aware of the importance of caregiving
similarity in explaining which associates were most likely to be sources
of support or stress. Caregivers’ responses to open-ended questions
indicated that relatives and friends who were sources of stress had
little sense of the responsibilities and emotions involved in caring for
a parent suffering from dementia, owing to their inexperience as care-
givers. For example:

Everyone will put their two cents in on how they think it should be. . . .
If you don’t live with an Alzheimer’s patient, you have no idea. It’s like
you’re in a world unto yourself because [my mother] will go out and do
absolutely nothing in front of somebody else and be as normal as nor-
mal can be and [my relatives and friends] think that [I’m] exaggerating.
Walk in my shoes kind of thing. . . .

[I told my brother that mother] is just really terrible. She wets all over
the place, she couldn’t remember anything or anyone. [He] just didn’t
want to believe me . . . he thought I was just being ridiculous and crazy
and all that. . . . I think that not being involved in giving care made it
[hard] for him to [understand] what was going on.

Figure 5.1 Comparison of Associates with and without Caregiving Experience.

  Image not available.
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People don’t really [understand]. . . . [A friend] annoyed me because I
always felt, you’re not walking in my shoes and I said [to myself] you
don’t know what you’re talking about. I never told her but it made me
feel, you know, bad.

The Role of Gender

These findings demonstrate the importance of experiential simi-
larity. Another question is also relevant, however: To what extent does
gender affect patterns of similarity and support from network mem-
bers? We conducted analyses to shed light on this question. (A full
report of this study can be found in Suitor & Pillemer, in press.)

We believed that there were grounds to argue that experiential
similarity may be even more important for men than women in ex-
plaining the circumstances under which individuals seek and accept
emotional support. The literature is very consistent about gender dif-
ferences between men’s and women’s patterns of support. Although
men are generally more likely than women to receive high levels of
support from their spouses (cf. Lynch, 1998; Okun & Keith, 1998),
they are far less likely than women to receive support from all other
sources throughout the life course (cf. Harrison et al., 1995; Okun &
Keith, 1998; Rossi & Rossi, 1990). It has been suggested that these
gender differences exist because men’s socialization leads them to be
(1) less willing than women to admit needing or desiring support, (2)
less willing than women to accept support when offered, (3) less profi-
cient than women at soliciting support, and (4) less willing and able
than women to reciprocate support (cf. Barbee et al., 1993; Dunkel-
Schetter & Slokum, 1990; Riggio & Zimmerman, 1991).

In the face of such obstacles to receiving support, the greater em-
pathy and understanding between associates with shared experiences
may be even more necessary for men than women to both ask for and
accept support. Further, experiential similarity may be especially im-
portant when men experience focal events that are generally experi-
enced by women, such as becoming a caregiver. Women who become
caregivers step into a more familiar “kinkeeping/caring” role (cf. Gerstel
& Gallagher, 1993). In contrast, men are unlikely to have been social-
ized to these roles, and therefore they may feel less competent and
comfortable. As a result, men may particularly benefit from the sup-
port from similar others. In addition, men’s greater difficulty in recip-
rocating emotional support may be less of a problem with associates
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who have had similar experiences, because these individuals have
greater understanding of the way in which stressful events diminish
the ability to reciprocate (cf. Pillemer & Suitor, 1996).

To explore this issue, we conducted analyses to investigate whether
experiential similarity affects how men and women obtain social sup-
port. To do so, we used a combined data set that included the Time 1
data for both the Caregivers Across Time study and the Peer Support
Project study. When the two studies were combined, the sample con-
tained 401 caregivers, including 169 daughters, 34 sons, 35 daughters-
in-law, 98 wives, 46 husbands, 8 siblings, 8 other relatives, and 3
nonrelatives who were viewed by the respondents as equivalent to
kin. Sixty-six percent were women; 34 percent were men.

To investigate whether experiential similarity was equally impor-
tant in explaining men’s and women’s pattern of support, we conducted
a series of logistic regression analyses using the associate as the unit
of analysis. In these analyses, we examined whether associates with
caregiving experience were more likely named as sources of support
by both men and women.

Throughout these analyses, the following variables were controlled:
(a) the associate’s age; (b) the respondent’s age; (c) the respondent’s
marital status; and (d) the number of miles that the associate lived
from the respondent.

The findings demonstrated clear differences in the importance of
experiential similarity in explaining men’s and women’s patterns of
support. Multivariate analyses revealed that caregiving similarity was
a consistent predictor of which associates were named as sources of
support to women respondents. In fact, this variable was important
across all of the dimensions of support on which we collected data.
In contrast, for men, caregiving similarity was important only in ex-
plaining which associates provided instrumental support specific to
caregiving.

Perhaps the higher significance of experiential similarity for women
than men can be explained by the greater importance and demands of
the caregiving role for women, often resulting in decreases in women’s
time and energy for social interaction. If interaction must be limited,
perhaps restricting contact to those associates who have the greatest
understanding of the difficulties and constraints of caregiving reduces
stressful interactions for women caregivers (Pillemer & Suitor, 1996,
Suitor & Pillemer, 1993, 1996; Suitor et al., 1995).

Our qualitative data suggest that, in fact, the women chose to spend
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time with others who had been caregivers specifically because of the
increased empathy associated with experiential similarity. For example,
two women reported:

[When you talk to others who have been caregivers] you’re able to ver-
balize your feelings, what you’re going through, what’s happening . . .
You get the support of each other . . . They have the full understanding
of what you’re going through. . . . That’s a big help in itself.

[My friend Laura and I] are a sounding board for one another. She’s here
with me every day. She went through [caring for her mother] last year.
Her mother [was in a nursing home] and I was very supportive of her
too.

In contrast, none of the men mentioned the issue of caregiving
similarity when discussing their relationships with network members.
For men, such discrimination among associates in terms of caregiving
similarity may be less important, since their caregiving activities are
a less central focus of their day-to-day lives. It appears that gender
differences emerge in the role that similar others play in the lives of
people undergoing stress. For women, such associates play a critical
role in providing support; for men, this effect is much less evident.

Changes across Time

The findings discussed above demonstrate the importance of ex-
periential similarity, particularly for women, during the early period
following the transition to family caregiver. But they do not tell us
about the long-term effects of similarity on patterns of support and
interpersonal stress. It is possible that experiential similarity contin-
ues to affect support and stress long after an individual becomes a
caregiver. However, it is also possible that similarity becomes less
important in explaining support and stress as the caregiver moves fur-
ther from the status transition.

Why might the importance of experiential similarity diminish over
time? First, as caregiving continues, friends and relatives can observe
the time and effort involved, and thereby become more understand-
ing, even if they have not been caregivers themselves. In addition,
caregivers may become more proficient at explaining their situation
to others. This would place them in a better position to directly ask



149Social Integration and Family Support: Alzheimer’s Disease

for support from associates who do not have caregiving experience.
Over time, they may also learn how to deflect criticism from these
individuals. Caregivers may also become more confident in their roles
and therefore may need to rely less on others who have provided care
to elderly relatives as they spend more time caregiving. In sum, the
need for similar others may be especially acute for the novice caregiver
and diminish as he or she becomes more confident and experienced (a
pattern that has been anecdotally noted about new parents).

To examine this hypothesis, we used data on the fifty-seven mar-
ried daughters from the Caregivers Across Time study who were still
providing care to their mothers after two years (Suitor et al., 1995). As
noted earlier, the caregivers completed a total of three interviews at
one-year intervals, beginning shortly after the relative’s diagnosis. Since
we were concerned with changes across a longer period, we chose to
use only the data from the Time 1 and the Time 3 interviews for this
analysis.

The logistic regression analysis we conducted using these data re-
vealed that experiential similarity became less important in explaining
patterns of emotional support across the first two years of caregiving,
as we anticipated. Associates who had been caregivers themselves at
Time 1 were much more likely to provide emotional support than
were associates without caregiving experience. However, this effect
had almost disappeared by Time 3.

In contrast, experiential similarity continued to be important in
explaining which associates provided instrumental support (that is,
concrete help with caregiving tasks or related assistance). In fact, ex-
periential similarity was the only factor (besides relationship to the
caregiver) that helped to explain patterns of instrumental support at
both Time 1 and Time 3. Thus, even though caregivers became less
reliant on others with similar caregiving experience for emotional sup-
port, they maintained their reliance on fellow caregivers for instru-
mental support.

What might these differences in the long-term effects of experi-
ential similarity on patterns of emotional and instrumental support
result from? We believe that the explanation may lie in differences in
the obstacles to providing caregivers with these two types of support.
Providing emotional support requires only that a friend or relative
become more sensitive to the concerns expressed by the caregivers.
In contrast, providing the sorts of instrumental support that the
caregivers reported most frequently (e.g., respite, personal care of
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the parent, etc.) requires skills that most associates would not have
developed if they did not have direct prior experience assisting frail or
impaired elderly.

Interestingly, changes in the effects of experiential similarity on
interpersonal stress paralleled those found in the analysis of emotional
support. While associates without caregiving experience were more
likely to have been sources of interpersonal stress at Time 1, they were
no more likely than previous caregivers to have been named by Time
3. The decrease in the importance of experiential similarity in explain-
ing emotional support and interpersonal stress was also reflected in
the qualitative data. Indeed, at Time 3, the issue of caregiving experi-
ence was not raised when the women discussed either associates’
emotional supportiveness or their negative attitudes and behaviors.

In sum, these findings show that experiential similarity becomes
less important as the caregiving career progresses. As discussed ear-
lier, it is possible that as an individual moves further from a transi-
tion, he or she becomes better at informing others about his or her
needs and difficulties. This increased ability might reduce differences
between how caregivers are treated by associates with and without
caregiving experience. Further, as individuals become more confident
in their caregiving role, they may feel less need to ask for emotional
support primarily from associates with caregiving experience, because
they can increasingly rely on their own experience and knowledge.
This may be particularly true for our sample, in which relatives were
recently diagnosed, because a major function of associates is probably
cognitive guidance—that is, helping the new caregivers to interpret
their situation in this novel and unsettling early stage. This type of
cognitive guidance is more important in early stages of the caregiving
career, because the individual can draw on his or her own resources at
later stages.

The qualitative data support these explanations. At Time 1, the
women’s statements indicated that they greatly relied on other care-
givers because these were the only individuals who “truly understood”
their situation and could guide them in their decisions regarding care.
However, by Time 3, the women increasingly referred to their own
experiences when trying to solve problems and no longer appeared to
feel that only other caregivers understood their situation.

One alternative explanation is possible: perhaps the effect of ex-
periential similarity also diminished because the respondents experi-
enced less caregiving stress or reduced their actual caregiving respon-
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sibilities. However, neither of these explanations can account for the
reduced effect of experiential similarity. We conducted several analy-
ses to examine whether experiential similarity was important for some
subgroups but not for others. We divided the sample on the basis of
subjective stress, number of caregiving tasks performed, hours spent
providing care, and nursing home placement. Analyses across all of
these subgroups revealed the same pattern shown in the full sample.

Effects of Status-Similar Others on the
Well-Being of Caregivers

This set of findings shows that status similarity is a powerful pre-
dictor of the provision of support and interpersonal stress by network
members. The theoretical framework outlined above also proposed
that the presence of status-similar others in social networks would
reduce psychological distress among caregivers. In another analysis,
we investigated this second question by examining the effect of ex-
periential and structural similarity on caregivers’ well-being. We an-
ticipated that the presence of a larger proportion of other caregivers in
the respondents’ social networks would be positively related to psy-
chological well-being (for a complete discussion of this study, see
Pillemer & Suitor, 1996).

A multivariate analysis confirmed our hypotheses. The number
of other caregivers in the respondents’ social networks significantly
predicted lower levels of depression. Further, the effect of similar oth-
ers was even stronger in the portion of the sample where caregiving
stress was greatest. Specifically, among persons whose relatives ex-
hibited serious disruptive behaviors, the number of other caregivers in
the network emerged as more strongly related to depression than self-
reported health, amount of help provided, or living arrangement.

Summary

In sum, the findings presented here contribute to a growing litera-
ture showing that associating with others who have experienced the
same status transition leads to greater support and less interpersonal
stress. Specifically, similar associates are more likely to provide support
and less likely to be sources of interpersonal stress. The studies also
suggest that this pattern is more likely to occur among women than
men and becomes less important for some dimensions of interpersonal
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relations as individuals acquire more experience enacting their new
roles. Further, respondents who named a larger proportion of other
caregivers in their networks had lower depression scores, especially in
situations of greater stress. Taken together, these findings support our
conceptual framework, in which we argued that persons undergoing a
stressful life course transition—in this case to the status of AD care-
giver—are benefited by networks with heavier concentrations of asso-
ciates who have experienced the same transition.

Conclusion

In this chapter we have attempted to identify both consistent find-
ings as well as major gaps in the literature on the social relationships
of AD caregivers. In addition, we provided a conceptual framework
and described several empirical analyses to demonstrate a new and,
we believe, promising approach to the study of caregiving and social
support. From a research perspective, we believe that it is important
for investigators to avoid methodological problems that limit the util-
ity of many of the research findings. Most important, many studies
have been largely atheoretical, examining questions that emerged from
clinical practice rather than grounding the hypotheses firmly on a theo-
retical basis. Researchers should frame their studies in light of socio-
logical and psychological theory. We believe that the research program
described in this chapter, which used theory related to life-course tran-
sitions and status similarity, provides a compelling example of the
benefits of such theoretical grounding.

Ultimately, the beneficiaries of these refinements will be not only
the scientific community but also persons professionally and person-
ally concerned with assisting family caregivers to AD patients. Little
is known as yet about social support interventions for dementia care-
givers. Demonstration projects are needed that examine the mecha-
nisms through which support is effective. The fruits of such targeted
intervention studies will be improvements in practice. Examining
changes in social support, interpersonal stress, and psychological dis-
tress across the caregiving career will increase our ability to target
interventions to persons who need them most, at the points when
they will have the greatest benefit. Theoretically grounded and em-
pirically sound research on this topic will enhance our ability to suc-
cessfully provide support to caregivers and, in turn, ease the strain and
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distress they experience. The Peer Support Project intervention, de-
scribed in Chapter 11, provides one example of work that moves in
this direction.
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chapter six

Future Housing Expectations

in Late Midlife

The Role of Retirement, Gender,

and Social Integration

Julie T. Robison and Phyllis Moen

Along with food and clothing, adequate and appropriate housing
is one of humankind’s basic survival needs. However, the relative im-
portance of living arrangements can shift at different stages of the life
course. Housing location and design features take on increasing sig-
nificance in later adulthood in the face of illness or disability, a chang-
ing or shrinking social network, or major changes in social roles.

Various types of supportive housing can facilitate individuals’ in-
dependent functioning and delay institutionalization, thus prevent-
ing a significant break in contact with family and friends. Of course,
many older people maintain excellent health and functioning but see
dramatic changes in their social networks as some of their friends and
family members move away, become ill, or die. A supportive living
arrangement embodying a strong network of neighbors (see Chapter
7), whether in a traditional neighborhood or a retirement community,
can be vital in this situation as well. Moreover, later life transitions
(such as retirement) often lead to an increase in the sheer number of
hours spent at home, increasing the relative importance of an appro-
priate and acceptable living environment.

Growing demand for various levels of supportive housing is oc-
curring in tandem with the growing population of older Americans.
Most people over age 65 are healthy and live independently in their
own homes, but along with longevity they face an increasing likeli-
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hood of chronic disease, frailty, and widowhood, making their current
housing arrangements no longer viable. We are witnessing an expand-
ing diversity of older individuals’ housing needs and preferences, from
independent living to retirement communities with various services,
and informal home sharing, in addition to assisted living and long-
term-care facilities.

As individuals age, they assess the probability of a move for a vari-
ety of reasons, from amenities to assisted living. But do their current
social ties lessen their future expectations of moving? It is not clear
how social integration shapes housing choices and expectations or,
conversely, how housing choices and experiences shape social integra-
tion. Research to date examining the links between later life living
arrangements and social integration primarily falls into two categories.
The first examines later life migration patterns, focusing on how so-
cial relationships influence migration probabilities and types of moves.
The second type of research looks at the level of social connectedness
of older adults in various housing arrangements, along with how so-
cial relationships influence residential decisions and expectations.

In this chapter we first present our life-course approach to hous-
ing experiences and expectations in the later years of adulthood, re-
viewing research on housing for older people and later life residential
patterns as they relate to issues of social integration. We then draw on
data from the Cornell Retirement and Well-Being Study to explore
links between older workers’ and recent retirees’ later life housing
expectations and dispositions and various measures of their social in-
tegration. Our model of expectations related to residential arrange-
ments draws on a life-course perspective, retirement migration theory,
and economic theories of expectations and intentions.

A Life-Course Perspective

As previous chapters have noted, a life-course perspective under-
scores the importance of continuity and change over the life span,
emphasizing cumulative role trajectories and patterns (Elder, 1995;
Giele & Elder, 1998; Moen, 1995; 1996). Later-life transitions are in-
fluenced and shaped by earlier experiences; they, in turn, shape the
life course as it progresses. Residential expectations and choices in
later adulthood can thus be seen as the outcome of past experiences
and relationships in addition to current influences (cf. Atchley, 1989).
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A life-course formulation also emphasizes the significance of
human agency. Individuals’ subjective assessments and expectations
frequently reflect strategies of adaptive response, affecting both cur-
rent and subsequent life choices. For example, Elder (1995) describes
control cycles, whereby individuals modify their expectations and be-
havior in response to changes in either needs or resources (see also
Moen & Wethington, 1992).

A final focus of the life-course perspective concerns the impor-
tance of context, the situational exigencies and circumstances shap-
ing perceptions and choices. Decisions such as those related to hous-
ing are not made in a vacuum; rather, ongoing role involvements and
situational factors influence actions and expectations. For example,
one’s past history of mobility, community and family involvements,
and personal and family health, in combination with current economic,
social, and health situations, may well shape housing plans and ex-
pectations. Such a life-course approach has at least implicitly guided
research and theoretical development in the study of retirement mi-
gration (see also Krout et al., 1998; Robison & Moen, in press).

Retirement Migration

Shifts in residence mirror other life-course transitions and trajec-
tories. In general, more families want to move than actually intend to
do so; however, the desire to move generally decreases with age
(McHugh et al., 1990; Rossi, 1980; Yee & Van Arsdol, 1977). Life stage
changes can be a key impetus for moving (Rossi, 1980). For example,
the addition or subtraction of children from the household or the ag-
ing of couples can create pressures to change housing. Indeed, as chil-
dren leave the home (as well as with widowhood), housing needs con-
tract. Nevertheless, mobility remains low for adults in late midlife
and beyond. Rossi (1980) refers to this type of household as “over-
filled,” proposing that it is much easier to adjust to too much living
space than to too little without moving.

Litwak and Longino (1987) draw on the family life-cycle frame-
work in their approach to migration after age 60. They describe three
distinct types of moves during later life: a primary retirement move
for amenities, a move to adapt to moderate disability levels, and a
move in the face of major, chronic disability that usually results in
institutionalization. Each type of move is affected differently by re-
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tirement lifestyle, family ties, and health. About 5 percent of the U.S.
population aged 65 and over undertakes an “amenities move” shortly
after retirement, which frequently involves relocating a significant
distance away from children and other family members. These mi-
grants are typically in their late sixties, married, college-educated home-
owners with a relatively high income. They commonly have pre-
existing ties to their new communities (Glasgow, 1980).

Litwak and Longino (1987) argue that modern technology, such as
the telephone and affordable air travel, allows these migrants to main-
tain adequate ties to their children and other relatives. However, when
older people experience the onset of health problems or moderate dis-
ability, they may need to move again, this time to relocate closer to
caregiving family members. The third type of move occurs when older
people require a great deal of health care, frequently a combination of
family and formal care. Although many individuals may go through
three (or more) post-retirement life stages involving changes in health,
few people actually make all three types of moves.

A few researchers have made useful minor adjustments or addi-
tions to this three-stage model. In a study of 814 older migrants (aged
40 to 90s) to western North Carolina, Serow and Haas (1992) found
that people seriously considered relocating for an average of 5.75 years
before they actually moved. Respondents had thought about moving
for an average of 3.4 years before retiring and 2.1 years after retiring
before their eventual move. These findings prompted these scholars
to suggest an additional stage, preceding the first retirement move,
called “remote thoughts” (Serow & Haas, 1992). Although Litwak and
Longino’s theory has typically been used to describe long-distance
migration, Jackson et al. (1991) argue that local moves, modifications
to current homes, and changes in living arrangements that do not in-
volve residence changes should also be conceptualized in terms of this
framework. They refer to this broader concept as “environmental ad-
justment.” Their analysis of data from the Longitudinal Study on Ag-
ing (LSOA) found that change in instrumental activities of daily living
from 1984 to 1986 predicted the probability of making such environ-
mental adjustments, as predicted by Litwak and Longino’s original
model.

This model has framed much of the research on later life migra-
tion. For example, Reshovsky and Newman (1990), in an analysis of
the 1979 Survey of Housing Adjustment, found that both frail and
non-frail older people tend to move at the same rate, but that moves
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by frail persons are more concentrated among renters. They speculate
that moving from one’s own home is more difficult for a frail person
than moving from a rental unit. Of the frail respondents, those most
likely to move are younger and with a higher income.

Speare et al. (1991) studied moves or changes in living arrange-
ments accompanying changes in health (using the 1984 and 1986 waves
of the LSOA). They found that disability in 1984 predicted institu-
tionalization or living with others two years later (1986). A change in
disability between 1984 and 1986 predicted changes in living arrange-
ments. Using the same sample, Longino and colleagues (1991) found
that higher levels of disability and especially change in functional level
are related to the second type of move, that is, to be closer to relatives.

Frequently this second type of move is seen as a return migration,
that is, a return to one’s state of birth. One study (using 1980 census
data) found that migrants returning to their native states are older and
more dependent than non-return migrants, characteristics that accom-
pany the second type of later life move. However, return migrations
more likely represent a return from a Sunbelt retirement destination
to an earlier place of residence, rather than to one’s birth state. Rogers
(1990) supports this conclusion with his finding that older people are
no more likely to return to their place of birth than the general popu-
lation. In a study of African Americans (1980 census respondents),
Longino and Smith (1991) found that those people who moved to the
South were younger, healthier, and more likely to be married than
older African Americans moving North. Thus, a return to the region
of birth for African Americans actually characterizes an amenities (type
1) move, whereas a migration to the North, where children and a pre-
vious place of residence may be, represents an assistance (type 2) move.
These findings indicate that return migration destinations are prima-
rily based on where you have lived in the past and where your rela-
tives live; for people who formerly lived in an area of the Sunbelt, a
move to this area may be both an amenities and a return move.

Social Networks and Housing Types

A few studies have focused on the relationship between housing
arrangements and social connectedness. The strength of these rela-
tionships varies widely both across outcomes and in the operational-
ization of social integration (or social support). Studies of the relation-
ship between different kinds of housing arrangements for older adults
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and social integration have focused principally on the benefits of age-
segregated versus age-integrated living arrangements. For example,
Rosow (1967) emphasized the importance of continuity of past pat-
terns of behavior in later adulthood, including social interactions and
roles. He argued that segregating older people into separate housing
complexes interfered with their connectedness and was thus detri-
mental to their health and well-being. Others have suggested that resi-
dents of planned “senior citizen” housing are surrounded by a net-
work of similar peers and friends, and therefore will actually experience
higher levels of social integration. Overall, high age-concentrated set-
tings appear to facilitate social interaction, yet the relationship to
morale or life satisfaction is mixed.

Another study looked for variations in the social networks among
three types of community-based housing for older people and any con-
comitant differences in psychological health and functioning (Robison
et al., 1996). Specifically, it examined differences among residents of
public elderly housing, private elderly housing, and older residents in
the community in their social, physical, and emotional functioning
(using the first three years of the New Haven EPESE [Established Popu-
lation for Epidemiologic Studies of the Elderly] data). Analyses show
that, net of basic demographic and socioeconomic indicators, residents
of both private and public housing facilities tend to have weaker so-
cial networks than do those living on their own in the community. In
addition, the effects of changes in disability over three years on de-
pression vary depending on housing type. Residents of public senior
housing show fewer depressive symptoms when they recover from
some disability, as well as a higher level of depression in the face of a
new disability, than do residents of community housing. However,
the strength of social networks does not explain changes or differences
in psychological health across housing types.

Expectations and Intentions
for Future Housing Arrangements

In past decades, aging adults either had to function completely
independently, rely on relatives for care, or face institutionalization.
But the options for later life housing and long-term care have expanded
exponentially in recent years. A wide continuum of living arrange-
ments now exists, giving older people and their families a broad range
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of choices for the best residential setting in which to spend their post-
retirement years. As yet, however, it is unclear which of these options
current and future generations of older people are most likely to choose.

Because we are in the midst of this transformation in lifestyle op-
tions, it is important to investigate the intentions of those in late
midlife to move at all as they age, as well as their expectations regarding
choosing particular types of housing or living arrangements. Numerous
characteristics and circumstances may influence such expectations,
including health, socioeconomic factors, and social integration in their
current setting (in terms of social relationships and multiple role in-
volvements). For example, one study examining correlates of older
people’s plans or intentions to move focused on the importance of
health, psychological and social factors, and life events among 3,097
residents of two rural Iowa counties (Colsher & Wallace, 1990). They
found factors representing level of social integration—specifically liv-
ing alone, change in work duties, and someone else moving in (i.e.,
early caregiving)—predicted an intention to move.

Drawing on data from the Cornell Retirement and Well-Being
Study, the remainder of this chapter focuses on a group of recent retir-
ees and older workers’ expectations about eight later life housing ar-
rangements (for details about the sample, see Chapter 3, this volume).
We use a life-course perspective, retirement migration theory, and eco-
nomic theories regarding decision making and intentions to develop
a model of later life housing expectations. In addition, we examine
four dispositions about future housing that relate to issues of social
integration.

Prospect Theory

Choices about specific housing arrangements for the retirement
years can be examined in light of two streams of research: decision-
making behavior and expectations or intentions about future activi-
ties. There is an ongoing dialogue in the fields of economics and psy-
chology addressing choice, judgment, and decision-making behavior
(e.g., Tallman & Gray, 1990). Kahneman and Tversky argue that ac-
tual choices do not always follow what might be seen as rational deci-
sion making (Kahneman & Tversky, 1983; Tversky & Kahneman, 1981,
1991; Tversky et al., 1988). They offer an alternative model of deci-
sion-making behavior, called prospect theory, which applies particu-
larly to risky or uncertain choices. “Risky” choices are defined as de-
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cisions that are made “without advance knowledge of their conse-
quences,” for example, whether or not to take an umbrella or whether
or not to go to war (Kahneman & Tversky, 1983: 341). In their experi-
ments, Kahneman and Tversky ask how likely people are to make
particular choices under various circumstances and what rules of de-
cision making can be discerned from these observations.

They find that people primarily conceptualize outcomes in terms
of gains or losses relative to a given reference point, rather than as
final assets. Losses usually loom larger than gains; an individual is
more distressed at the prospect of a loss than pleased by a potential
gain. This concept is termed “loss aversion.” Therefore, people are
unlikely to plan a later life move when a choice involves simply a
potential gain over their current residential arrangement. People tend
to be risk averse. But when they perceive that staying in their current
arrangement might mean a possible loss, risk seeking is observed
(Thaler, 1980). Clearly, moving from their current homes is a risky
choice for older people. Some might see it as a potential gain over
staying in what is already an acceptable situation. Others will view
remaining in their current homes as a potential loss (especially given
the specter of poor health) compared to moving to a more supportive
or amenity-oriented environment. Those who feel satisfied with their
current arrangements will avoid the risks involved in moving, while
those who feel they cannot (now or at some future point) manage in
their current homes will take on the risks associated with moving.

The difficulty is that decisions about moves in one’s later years
are made without advance knowledge of the consequences or of future
circumstances, particularly in regard to individual and family mem-
bers’ health. Healthy people may have different expectations about
their future health status, as they face their seventies and eighties,
which can also affect their housing plans. Those in late midlife al-
ready in poor health or with an ill spouse may foresee a necessary
move; those who are currently healthy may not. Decisions regarding
later life living arrangements are thus contingent upon expectations,
aspirations, social comparisons, and norms (Thaler, 1980; Tversky &
Kahneman, 1991), which in turn are influenced by various social struc-
tural characteristics, including age, health status, family composition,
educational and occupational background, gender, and nonmetropolitan
or metropolitan residence. What is not clear is whether and when these
factors tip the balance away from maintaining the status quo (not
moving) toward choosing an alternative housing arrangement.
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Expectations and Intentions

Until the mid-1970s, social psychologists described intentions in
terms of traditional “expectancy multiplied by value” models, where
people acted on behaviors with the highest combination of expecta-
tion of achieving the goal and the personal value of the goal (Kuhl &
Beckman, 1985). Ajzen and Fishbein have since improved on this model
with significant empirical support (Yordy & Lent, 1993). In its most
recent formulation, the theory of planned behavior states that inten-
tion combined with perceived behavioral control (defined as one’s per-
ceived ability to perform some behavior) most accurately predicts ac-
tual performance. Furthermore, intentions are determined by one’s
personal attitude toward the behavior, subjective norms, and perceived
behavioral control reflecting past experiences, second-hand informa-
tion, and anticipated obstacles (Ajzen, 1988, 1991; Ajzen & Fishbein,
1980; Fishbein & Ajzen, 1975). When a certain behavior does not re-
quire a high level of personal control or ability (such as going to work
in the morning), intention alone is an adequate predictor. However, in
situations where acting in a certain way depends on one’s abilities or
situational factors, like losing weight or “aging in place,” perceived
behavioral control, in addition to measures of intention, significantly
improves predictions of actual behavior (Ajzen, 1991).

Both prospect theory and the theory of planned behavior can be
extended to individuals’ predictions about post-retirement housing.
According to prospect theory, those people who view moving simply
as a potential (but not certain) gain over their currently acceptable
living arrangements will be risk averse and will predict a lower prob-
ability of moving in the future. However, those people who view stay-
ing in their current homes as a potential loss compared to the more
likely gains involved in moving to a more supportive environment
will be willing to take on the risks of moving and will predict a higher
probability of moving. The way this choice is framed (i.e., as a gain or
loss) depends on other characteristics like age, health, and mobility
history.

Similarly, phrased in terms of the theory of planned behavior, the
expectation to “age in place” will be affected both by intention (re-
flecting desire) and perceived behavioral control—whether individu-
als actually believe they will be able to live independently in their
current housing for the rest of their lives. Again, health, family com-
position, and other factors will influence one’s perceived behavioral
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control. For example, current health, the availability of informal fam-
ily caregivers, income, and other resources will affect confidence in
one’s ability to live independently and maintain one’s current home.

Examining retirement housing expectations from the vantage point
of a life-course perspective, retirement migration theory, and theories
of expectation and intention raises the following research questions:
Who is more likely to see “aging in place” as a viable option? What
groups will feel that the risks associated with staying in their current
housing outweigh the risks associated with moving? Are particular
housing arrangements perceived as greater or smaller risks? Are there
clear patterns of expectations based on gender, area of residence, or
retirement status? How do life-course events and trajectories, such as
health problems, social integration, productive activity, or previous
mobility affect housing expectations?

To address these questions, we propose a model with four categories
of explanatory factors affecting older peoples’ expectations about their
future mobility and living arrangements: background characteristics,
housing history, social integration, and health (see Figure 6.1). In addi-
tion to examining the direct effects of these factors on expectations to
move (as well as on specific arrangements), we also study potential
interactions between particular factors. For example, do expectations
differ for men versus women, for nonmetropolitan versus metropoli-
tan residents, or for the retired versus pre-retired older workers?

Specifically, we examine individuals’ expectations about eight
housing or long-term care options, arrayed as relatively low, medium,
or high risk. Extending Kahneman and Tversky’s (1979, 1983) pros-
pect theory and Elder’s (1995) conception of control cycles, we define
risk categories based on each option’s implied level of dependence.
Independence is a primary American norm; our society expects adults
of all ages to take care of themselves, both in terms of physical func-
tioning and financially. Older people vastly prefer to remain in their
own homes and live independently for as long as possible. Thus, those
housing arrangements that indicate higher potential levels of depen-
dence are categorized as higher risk. We hypothesize that individuals’
expectations about housing options within the same risk categories
will relate to similar sets of personal characteristics.

We anticipate that those respondents more likely to experience
physical or financial dependence—specifically older individuals, the
retired, women, metropolitan residents, lower income, or non-white—
will have greater expectation probabilities of ever living in a setting
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Figure 6.1 A Conceptual Model of Older Adults’ Expectations about
Future Housing Options.

  Image not available.
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with a high level of implied dependence (that is, in our terms, a setting
of high risk). This is because they have (or expect they will have) fewer
of the resources needed to maintain an independent household. Rent-
ers (versus homeowners) and mortgage holders (versus those who own
their homes outright) should also anticipate a greater likelihood of
living arrangements implying a high level of dependence, because they
have fewer ties to their current residence and, in the case of renters,
less control over their housing in general. Individuals who have lived
in their homes for fewer years or have made more moves over their
life courses should have weaker ties to their current homes and be
more open to other options. Therefore, they are more likely to expect
to live in the more supportive housing types.

Ties to one’s neighborhood or community can influence expecta-
tions of mobility. Measures of social integration (conceptualized both
as multiple role occupancy and as contact with social network mem-
bers) also reflect ties to individuals’ current homes and neighborhoods.
We expect that those respondents who are less socially integrated will
have higher expectations of “riskier” (that is, more dependent) living
arrangements, as will those in worse health or with less healthy
spouses.

Measures

Respondents’ expectations, plans, and dispositions about their
current and future housing arrangements were assessed using modi-
fied questions from the 1989 version of the American Association of
Retired Persons’ (AARP) Understanding Senior Housing for the 1990s
survey (1992), a random telephone survey of 1,514 Americans aged 55
and over. The AARP study asked three “yes” or “no” questions about
each type of living arrangement: whether the respondent had already
made the arrangement, if they were currently seriously considering
the arrangement, and whether they would consider it in the future.
These questions are modified in the current study as Juster (1964, 1966,
1997) suggests, by wording them in terms of the likelihood of ever
having each particular arrangement at some time in the future, on a
scale of 0 to 100. If the respondent is already living in one of the op-
tions, they receive 100 on the scale, and the date of the change to this
option is recorded.

Respondents’ expectations of ever making each of eight different
housing or long-term care arrangements are arrayed on a scale from 0
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to 100. The eight options (clustered by risk/dependency level) include
always living in one’s current home or modifying one’s home for special
needs (low risk of dependency); living in a retirement community, pur-
chasing long-term care insurance, or getting a reverse mortgage (me-
dium risk of dependency); living with a family member, sharing a house-
hold with unrelated people, or living in a separate housing unit located
on a relative’s property (ECHO cottage) (high risk of dependency). This
method measures the strength of the respondents’ expectations of liv-
ing in each housing option rather than simply asking whether or not
they will move at some point in the future. This approach elicits much
finer information and more accurately reflects future behavior.

We investigate the housing-related characteristics of the sample
of late midlife workers and retirees as well as the factors predicting
their expectations of moving or of living in particular arrangements.
The amount of planning for future housing ranges from a lot, some/
a little, to not at all. Whether people rent or own their homes, and
(among the homeowners) whether they have mortgages or own their
homes outright, determines housing tenure. The number of moves is
counted since age 30, as well as the duration, in years, of living in the
current residence. Four variables assess dispositions about housing in
later life on a “yes,” “no,” or “don’t know” basis: whether respon-
dents want to live in a community with people of all different ages,
whether they are counting on their children to help take care of them
when they get older, whether they want to live only with people their
own age, and whether they would like to live alone.

Results

Housing Characteristics and Dispositions

On average, the people in this study see their odds as about 57 (on
a scale of 1 to 100) that they will never move—only a little over 50/50.
In fact, there is no “sure thing” in terms of housing futures. The odds
of moving to a retirement community are seen as about one in five (23
out of 100).

Our sample falls fairly evenly into three categories in terms of the
amount of planning for future housing needs: a lot, some or a little, or
not at all. Those with the highest income are most likely to report a
lot of planning, while the lowest income group more frequently re-
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ports no planning. Similar proportions of retirees and pre-retirees have
done a lot of planning, but two out of five pre-retired workers report
having done no planning for future housing at all, compared to one
fifth of retirees. The amount of planning does not differ across gender,
area of residence, or age cohort.

There are subgroup differences in wanting to live with people of
different ages, with more men, people with higher incomes, those in
their fifties, and pre-retired workers preferring to have age diversity.
Eighty percent of the sample as a whole disagree with (and 9% do not
know how they feel about) the statement that they are counting on
their children for help; none of the individual characteristics relate
significantly to this disposition. Few people say they want to live with
people of the same age, but those with the lowest incomes are slightly
more apt to do so. Although most of those in the study do not want to
live alone, women, those with less income, those in their sixties and
early seventies, and retirees tend to agree with this statement more
often than do their counterparts.

Degree of Expectations

Overall, respondents uniformly perceive living with a family mem-
ber, sharing a home with unrelated people, or living in an ECHO cot-
tage on a relative’s property as very unlikely future housing arrange-
ments. (Mean expectation probabilities, on a scale of 0 to 100, for these
three options are 12%, 9%, and 7%, respectively.) Expectations about
other housing and long-term-care options show a high degree of vari-
ability. We collapse each of these five measures into three categories
of expectancy: almost certain not to have the particular arrangement
(less than 30% expectancy rate on the 0–100 scale), uncertain about
whether or not they will have the arrangement (30%–70% expect-
ancy rate), and reasonably certain in expecting to have the arrange-
ment (over 70% expectancy rate). Each of these expectancy categories
is then compared across five demographic indicators (gender, area of
residence, income, age cohort, and retirement status) using the chi-
square statistic.

Moving or not?

Just under half (45%) of the people in our study are quite certain
about expecting that they will always live in their current house; the
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rest of the sample splits evenly between being certain they will move
(28%) and uncertain about their expectations (27%). Note that men
feel more certain that they will move from their current home; women
are more certain that they will stay. Those from metropolitan areas,
with the highest incomes, in their fifties, and not yet retired from
their career jobs all feel more certain they will move in the future.
Conversely, other groups—those from nonmetropolitan areas, with low
incomes, in their sixties to early seventies, and retired—tend to ex-
pect with a strong degree of certainty that they will stay in their cur-
rent homes. Most uncertain about this possibility are metropolitan
residents, those with middle incomes, and those in their early fifties.

Modifying one’s home?

Just over one third (36%) of the people we interviewed are sure
they will make (or already have made) some adjustments to their home
in order to stay there, while 39 percent are certain they will not. A
fourth do not know what to expect about this option. Women are more
likely to feel sure they will make some modifications; men are more
certain they will not make adjustments but are also more uncertain
about their expectations than are women. Those with low incomes
are the most certain they will make some modifications, followed by
middle and then upper income groups. Those in the middle income
bracket express the most uncertainty about making modifications.
Workers not yet retired from their career jobs are more certain that
they will not modify their homes, whereas retirees feel more sure they
will make adjustments for special needs.

Long-term-care communities or insurance?

Only 9 percent of those in our study feel certain about expecting
to move to a retirement/continuing care community, another 19 per-
cent are uncertain, and 72 percent are fairly sure they will not move to
such a community. The likelihood of expecting to move to a retire-
ment community does not differ by gender, age, income, retirement
status, or area of residence.

By contrast, the degree of expectancy of purchasing long-term-care
(LTC) insurance shows significant relationships with three individual
characteristics—income, age, and retirement status. Almost one in
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five (18%) either already have or feel certain they will buy this insur-
ance, one fourth are unsure, and three out of five (57%) feel fairly cer-
tain they will not buy it. Those who have lower incomes, who are in
their sixties and seventies, and who are retired feel sure they will not
buy LTC insurance; those with higher incomes, in their fifties, and
who are not yet retired tend to be either undecided or certain about
expecting to purchase long-term care insurance.

Reverse mortgage?

More than three fourths of the people in our study express cer-
tainty that they will not obtain a reverse mortgage, 15 percent are
unsure, and 8 percent are certain they will. Those with the lowest
incomes (who would potentially benefit most from such an arrange-
ment) feel the most certain that they will not get a reverse mortgage
in the future, while those in the middle and upper income brackets
feel more sure they might. While few anticipate getting a reverse mort-
gage, individuals in their fifties and those not yet retired from their
career jobs are somewhat more likely to expect to do so, compared to
older, retired respondents.

Multivariate Analyses

We now turn to a more complex analysis, to see how expectations
about future housing options relate to background characteristics, pre-
vious housing history, social integration, and health. Table 6.1 provides
a summary overview of our findings.

Who expects to remain in their current home?

First, expectations about always staying in one’s current home
relate significantly to gender, income, years in the current home, num-
ber of moves, tenure, volunteering, and depression (see column 1, Table
6.1). Women’s likelihood of expecting to remain in their current homes
is five percentage points higher than that of men’s. Lower income re-
lates to an increased expectation to age in place. Number of years in
the home increases the expectation of remaining there, but a history
of more moves over the life course, and especially status as a renter (as
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  Image not available.
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opposed to a homeowner) decreases the expectation of remaining in
the current home. Respondents who volunteer in the community have
an expectation rate of aging in place that is five points higher than
those who are not currently volunteering, but no other measure of
social integration relates significantly to this expectation. Finally, the
more depressive symptoms respondents report, the stronger their an-
ticipation of moving at some future time. Surprisingly, none of the
measures of current or past physical health or of spouse’s health are
related to expectations about moving.

Who expects to modify their current home?

Gender and ethnicity both relate to expectations about modifying
one’s home to adjust for special needs (see column 2, Table 6.1), with
women’s expectancy rate seven points higher than men’s and non-
white individuals’ rate thirteen points higher than whites. Not sur-
prisingly, renters are less likely than homeowners to expect to modify
their homes. The expectation rates of modifying one’s current home
of those who see their neighbors often and those with grandchildren
nearby are five and six percentage points higher than those who do not
interact frequently with their neighbors or live near grandchildren.
However, individuals who see their relatives often have a lower ex-
pectation rate of modifying their homes than those who do not keep
in close contact with relatives. Neither physical nor psychological
health relates to anticipating modifying one’s current home environ-
ment.

Who expects to move to a retirement community or buy long-
term-care insurance?

Both moving to a retirement community and purchasing long-term-
care insurance (see columns 3 and 4, Table 6.1) are positively associ-
ated with income but negatively associated with being married; those
who are single, divorced, or widowed have higher expectancies for these
two options than their married counterparts. Owning one’s home out-
right increases the level of expectation to live in a retirement commu-
nity by seven percentage points over homeowners with a mortgage.
Both current volunteering and caregiving increase respondents’ degree
of expectation of moving to a retirement community and of buying
long-term-care insurance significantly as well. But those who see their
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relatives often and those more religiously involved are less likely to
expect to buy long-term-care insurance. Surprisingly, one’s own or one’s
spouse’s health is again unrelated to expectations of a retirement com-
munity move or of purchasing long-term-care insurance.

Who expects to get a reverse mortgage?

The expectation of obtaining a reverse mortgage is related to time
in one’s current home. Individuals who have spent more years in their
current homes are less likely to expect to get a reverse mortgage, even
though they would stand to gain the most from such an arrangement.
Not surprisingly, renters are much less likely than homeowners to
expect to get a reverse mortgage. While none of the social integration
indicators are related to this expectation, people with low self-esteem
have a higher likelihood of expecting to obtain a reverse mortgage.

Who expects to live with (or very near) others?

People in this late midlife sample have a higher likelihood of ex-
pecting to move in with a family member if they are single and have
lower self-esteem. Several demographic factors relate to anticipating
sharing one’s home with a non-relative. Those in their fifties, male,
unmarried, and white all have a higher expectancy of sharing a resi-
dence with a non-relative. Those who have spent fewer years in their
current home, as well as individuals who own their homes outright
(versus holding a mortgage), also perceive home-sharing as a more likely
option. Only depressive symptoms increase the expectation of living
in an ECHO cottage.

Differences by Gender, Retirement Status, and
Residential Location

Studies that examine the retirement transition and concomitant
plans and expectations have focused almost exclusively on men; how-
ever, women are disproportionately likely to live to be old and to need
supportive housing. One third of the people in this study lives in
nonmetropolitan counties, a group who likely have unique housing
needs and expectations. We also expect that people in late midlife who
are retired might be more likely to think about and plan for future
housing needs than those in this same age group who are not yet
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retired.1 We find a link between marriage, gender, and expectations
about moving versus remaining in one’s own home. Specifically, un-
married men report a much lower expectation of staying in their cur-
rent house than do unmarried women, while married men and women
have similar expectations (see Figure 6.2).

Gender also is linked to age, retirement status, and objective health
in predicting expectations of moving to a retirement community (Fig-
ure 6.3). Age makes a larger difference for women, with older women
more apt to expect to eventually live in a retirement community. Men
show the opposite trend, with less difference across age groups. Re-
tirement and health status also affect women’s expectations more than
men’s. Retired women and women who have been sick in the past
year have higher expectations of moving to a retirement community.

Figure 6.2 Moderating Effect of Gender on Marital Status
for the Expectation to Never Move.

1 We examine the interaction effects between gender, area of residence, and retirement
status and a subset of individual characteristics on the likelihood of expecting four of
the more policy-relevant options: remaining in one’s current home, moving to a re-
tirement community, purchasing long-term-care insurance, and obtaining a reverse
mortgage. The subset of characteristics includes age, marital status, retirement sta-
tus, volunteering, and objective health. The interactions are tested in individual re-
gression models, each of which controls for age, income, race, and gender.

  Image not available.
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For men, being pre-retired and healthy relate to a higher expected like-
lihood of retirement community living at some point in the future.
Retirement status also moderates the effects of volunteering on the
expectations of moving to a retirement community; those who are
already retired have higher levels of expectation about living in such a
community if they currently volunteer, while the pre-retired show
the opposite tendency (Figure 6.3).

Gender and retirement status are both related to the expectation
of buying long-term-care insurance. Pre-retired men have stronger

Figure 6.3 Moderating Effects of Gender and Retirement Status
for the Expectation to Live in a Retirement Community.

  Image not available.
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expectations of buying long-term care insurance than retired men, but
women show the opposite pattern (Figure 6.4). And retirement status is
linked to area of residence regarding expectations of buying long-term-
care insurance. Retirement status does not greatly affect metropolitan
dwellers’ expectations about this option, but pre-retired nonmetro-
politan residents have a higher rate of expecting to buy LTC insurance
than retired nonmetropolitan dwellers (Figure 6.4). Single, pre-retired
individuals have higher expectations about buying LTC insurance than
married pre-retired workers.

Gender and volunteer participation, as well as area of residence

Figure 6.4 Moderating Effects of Gender, Area of Residence, and Retirement
Status for the Expectation to Buy LTC Insurance.

  Image not available.
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and age, shape expectations of obtaining a reverse mortgage (see Fig-
ure 6.5). Women who volunteer in the community having higher ex-
pectations of getting a reverse mortgage than those who do not volun-
teer. Metropolitan residents in their fifties have higher expectations

Figure 6.5 Moderating Effect of Gender and Area of Residence
for the Expectation to get a Reverse Mortgage.

  Image not available.
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of obtaining a reverse mortgage than do metropolitan residents in their
sixties and early seventies.

Discussion

A life-course perspective on housing emphasizes the importance
of resources, past experiences, and contextual considerations in shap-
ing subjective choices and expectations. In this chapter we have shown
that individuals vary in their housing expectations, depending on a
range of factors. In particular, women, members of ethnic minorities,
and those integrated in their communities (through neighboring and
volunteering) are more likely to expect to “age in place” by modifying
their current homes.

Arraying the range of housing options in terms of the risk of in-
creasing dependency (and reduced independence) reveals a pattern of
greater certainty about not using options with a high risk of depen-
dency.2 Nine out of ten rate their chances of someday living with a
family member or sharing housing as less than 30 percent. And three
out of ten respondents believe there is less than a 30 percent chance
they will move into a retirement community, for example (which could
be viewed as having a more moderate risk of dependency). By contrast,
almost half believe there is a greater than 70 percent chance they will
age in place, staying in their own homes. The general trend—cutting
across gender, area of residence, income level, age cohort, and retire-
ment status—is away from counting on one’s children for help, re-
flecting an underlying desire for independence and avoidance of “be-
coming a burden.” This finding points to the growing need to plan for
alternate housing and community-based, long-term-care arrangements
that will enable people in later adulthood to function as independently
as possible.

2 The findings from this study also underscore the utility of drawing on several theo-
retical paradigms in developing a model of housing expectations. The literature on
decision making and intentions (Ajzen & Fishbein, 1980; Fishbein & Ajzen, 1975;
Kahneman & Tversky, 1979, 1983; Tversky & Kahneman, 1981, 1991) would suggest
that expectations about future courses of action, such as housing choices, are grounded
in degree of risk.
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Housing Expectation Patterns by Income and Gender

As anticipated, people with higher incomes are more likely than
those with lower incomes to expect to move from their current homes,
to live in a retirement community, and to purchase long-term-care
insurance. Women, compared to men, have higher expectation rates
of never moving or of modifying their current homes. They also have
lower rates (than men) for shared housing. Despite the reality that
women and those with less income disproportionately use alternative
housing arrangements as they age, they are the least likely to expect
to do so.

Housing Expectation Patterns by Current Housing
Circumstance and History

Those who own their homes outright anticipate a higher likelihood
of sharing housing in the future, an unexpected finding. Additional
analysis shows that those who hold a mortgage have significantly higher
incomes than homeowners without a mortgage; those owning their
own homes may see shared housing as an option that would allow
them to retain their independence and remain in their homes while
generating some income. As hypothesized, renters do not expect to
remain in their current homes or modify their homes for special needs,
yet they are not any more likely than homeowners to expect any of
the high-risk options.

Housing Expectation Patterns by Social Integration

Individual measures of social integration have some unique rela-
tionships with expected housing options. Both volunteering and care-
giving are associated with the expectation of moving into a retirement
community and of purchasing long-term-care insurance. Volunteer-
ing and caregiving experiences may well increase awareness of the
frailties that often accompany aging and may reinforce a desire to take
control over one’s housing future in order to optimize both care and
independence.

In contrast, seeing relatives is related to a lower likelihood of ex-
pecting to modify one’s home or to purchase long-term-care insurance
(as is religious involvement). Respondents with active kin networks
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may feel that they can rely on their family members for care (although
they do not foresee actually moving in with family members).

Housing Expectation Patterns by Current Health
Circumstances and History

Unexpectedly, neither current nor prior physical health problems
are linked to the expectations of those in late midlife about their fu-
ture living arrangements. However, individuals with poorer psycho-
logical health (as measured by depressive symptoms and low self-
esteem) are more apt to anticipate a future dependency than are those
with more psychological resources. Specifically, those with symptoms
of depression or low self-esteem have higher expectations of having a
reverse mortgage, living with a family member, or living in an ECHO
cottage and lower expectations of remaining in their current home.
This illustrates a key proposition of the theory of planned behavior
related to perceived behavioral control. Individuals with low self-
esteem and depressive symptoms may doubt they will be able to remain
in their current homes.

The Importance of Context

As a life-course formulation would suggest, we find that expecta-
tions and the processes shaping them may well differ across subgroups
of the population. For example, older or retired women have higher
expectations of living in a retirement community than do men in these
same circumstances. And the marital status and age of pre-retirees
have a noticeable effect on their expectations about long-term-care
insurance or reverse mortgages. By contrast, retirees appear to be more
similar than different in risk aversion as they contemplate the hous-
ing choices in their future. Retirees are, in fact, more risk averse in
terms of dependency than are pre-retirees, possibly because they are
closer to the reality of these options than are those older workers who
are not yet retired.

Policy Implications

From a policy perspective, our findings show that expectations
about specific housing options vary widely. Policy makers recognize



185Future Housing Expectations in Late Midlife

the diversity in preferences and degree of planning among those in
late midlife confronting their housing futures. This suggests the ne-
cessity of providing a wide range of residential and long-term-care
options for those individuals approaching old age.

Only 28 percent of this sample expresses a high degree of certainty
that they will move from their current homes at some point in the
future, whereas almost half—45 percent—feel quite certain that they
will not do so. Clearly, a large proportion of older workers and retirees
plans to age in place. This group of “stayers” will require access to a
wide variety of community-based services. These services could well
include skilled “retro-fitting” of homes to make adjustment for special
needs; 60 percent of this sample appears open to such a possibility.

About a fourth of the people in this study believe there is at least
a 30 percent chance they will move into a retirement community that
provides meals, housekeeping, transportation, and other services. Many
types of assisted living environments exist, from high-rise apartment
buildings with a single service coordinator to continuing care retire-
ment communities with all-inclusive health care, but a large proportion
are not affordable for the average person. Since this type of residence
promotes maximum independence, it is likely that it will increase in
popularity in the future.

Corporations and other employers considering including long-term-
care insurance in their benefits packages (as well as insurance compa-
nies that sell these policies) should know that 43 percent of employees
in their fifties and sixties in this study express interest in this option,
especially those who are more educated or in upper-level occupations.
This finding may reflect an emerging shift in employee preference, as
younger cohorts of individuals begin to confront the reality of long
lives in retirement. Employers and organizations that offer retirement
planning and counseling, or sponsor retirement clubs, could include
information about retirement housing options, educating their audi-
ence as to the range of and tradeoffs among options.

It is instructive that none of the three high dependency risk options
assessed in this study are popular among our respondents. Sharing a
home with a nonrelative did appeal slightly more to some groups than
to others (specifically men, those not married, those who are white,
individuals in their fifties, and individuals who have lived in their
homes for fewer years but own them outright), but the rate of expec-
tation remains low. Moving in with a family member or living in an
ECHO cottage are not expected. Informal family solutions to the long-
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term-care needs of older Americans appear not to be popular options;
practically no one in this sample desires or anticipates living with a
family member. The resistance expressed by our respondents toward
moving in with a relative reflects current reality; while up to 15 per-
cent of adult daughters may live with an older parent at some point
(Weinick, 1995), roughly only 3 percent of older people move in with a
family member because they need care (Pillemer & Suitor, 1991). The
majority of two- or three-generation households that include older
people either have always had that arrangement (i.e., the children never
moved out) or else involve adult children moving in due to their own
financial or health needs (Crimmins & Ingeneri, 1990).

The fact that poor physical health is not related to expectations
about housing options suggests that individuals in their fifties, six-
ties, and early seventies do not translate poor health into perceptions
of future physical dependency. However, physical health problems may
become more salient in shaping housing expectations as these indi-
viduals move into their mid-seventies and eighties. A key policy chal-
lenge is how to assist individuals in learning about and assessing
housing options and requirements as they age, so that their housing
expectations and choices conform more closely to the reality of their
future needs, resources, and possibilities.
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chapter seven

Neighboring as a Form of Social

Integration and Support

Elaine Wethington and Allison Kavey

A key informal source of social support is neighboring: regular
social interaction with those living in close proximity. Yet research on
social relationships, social support, and health has neglected the role
of neighboring in several domains: the maintenance of independent
living situations for older adults, the nature and development of neigh-
boring relationships, and the association of these relationships with
mental and physical health and positive health maintenance behav-
iors. Research on the demographic correlates of neighboring, more-
over, has been informed by a traditional community-level perspective
rather than by research on social support (Logan & Spitze, 1994). This
chapter proposes a theoretical model of neighboring as an aspect of
social support and the dependence of neighboring on other social sup-
port resources. It presents data from two pilot studies on neighboring
and health. Factors underlying this association are explored, including
availability of support from family, personality characteristics believed
to promote sociability, physical characteristics of different neighbor-
hoods, and pre-existing levels of health.

We define neighboring social support as the characteristics of con-
geniality, amicability, respect, and availability for help that character-
ize friendly but not necessarily close or intimate relationships between
people who live in the same neighborhood. The seeking of help from
neighbors while in need may in itself be considered a naturally occur-
ring, self-motivated “intervention,” in that people seek help from neigh-

I am grateful to Alexis Krulish, Nina Delligati, and Melissa Trepiccione for their expert
research assistance.
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bors to substitute for support gaps in the more intimately connected
network (Cantor, 1979).

Why Focus on Neighboring?

The current lack of attention to the role of neighboring in social
support, personal relationships, and health research seems curious given
the focus of early research (predating 1975) on social support. Most
recent social support research focuses on close relationships (such as
family and friends) and personality factors underlying relationship func-
tioning. This focus has directed attention away from provocative re-
search findings in the 1960s and 1970s, which suggested that support
from neighbors was critical to the health and well-being of older people
who did not live with their children (e.g., Rosow, 1967; Cantor, 1979).
Interventions to promote health through neighboring (e.g., Ross, 1983)
have been relatively rare.

The early research indicated that neighboring may be an important
complement to family support systems, especially for older adults with
no or limited family support (Rosow, 1967; Cantor, 1979). Neighboring
can enhance the safety of older people through a monitoring or “watch-
ing” function, improve their access to critical goods and services, such
as grocery shopping, medical care, and household maintenance, pro-
mote their independence and positive feelings about themselves, and
enhance their general psychological well-being and social involvement.
Although neighboring can provide an important protection against iso-
lation and neglect, it is undermined by privacy concerns, fear of others,
time constraints, declining health, and a lack of community facilities
that promote social interaction.

There are pressing reasons to pursue a study of the potential health
effects of social support derived from less close relationships, such
as neighboring. First, there is evidence that non-family members fre-
quently serve as caregivers and other types of essential helpers for frail
older people. Recent demographic trend studies show that 12 percent of
all reported caregivers in the United States are non-related adults (see
Pearlin et al., 1990). Many of these caregivers are likely to be neighbors.

Second, it is likely that the importance of non-related others, in-
cluding neighbors, in providing social support to older people will in-
crease. As discussed in Chapter 1, the members of the baby-boom cohort
are at somewhat greater risk for lacking close family ties in old age than
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are the members of their parents’ generation (Butler, 1984). It is ex-
pected that a substantial number of women born during the baby boom
will reach old age without living children. Beginning in the 1960s, the
fertility rate of married women began to decline (McLanahan & Casper,
1995). The lifetime divorce rate among baby boomers, moreover, is es-
timated to be in excess of 50 percent (Norton & Moorman, 1987). Lack
of support from one’s children may be particularly critical for divorced
fathers, many of whom permanently lose contact with their children
after divorce (Cherlin, 1999). Therefore, non-family relationships, such
as neighbors, may be crucial to baby boomers’ well-being in later life.

The neglect by researchers of neighboring as a form of social support
seems to have occurred for three reasons. Research has tended to focus
on the relationship between support from intimate others and physi-
cal and psychological health, since in community health studies, these
correlations tend to be much larger than those seen between health
and support from non-intimate others (House et al., 1988). In addition,
many researchers have reported virtually no relationship between
measures of network size and well-being (e.g., Kahn et al., 1987), im-
plying that a few close relationships are adequate for maintaining well-
being. Current research, particularly in the field of psychology, also
strongly emphasizes the relationship between personality factors and
reports of social interaction (e.g., Cohen et al., 1986), which could be
taken to imply that the broader social setting is irrelevant to health.

For the purposes of this chapter, we have identified five important
strands of research on neighboring and its potential relationship to health.
Although general research on social support and health is germane to this
project, this review of findings will concentrate on studies of neighboring
behavior, its relationship to other forms of social support, and its hy-
pothesized positive relationship to good physical and psychological
health, primarily through enhancement of good health behavior. The
five strands of research are organized by six research questions.

Research Questions

Does neighboring enhance the quality of life and the physical
and psychological health of older adults?

Researchers (e.g., Cantor, 1979; Fischer, 1982; Hochschild, 1973)
have identified five important functions of support potentially avail-
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able from neighbors: (1) watching and monitoring; (2) the provision of
instrumental aid, primarily through the exchange of goods and ser-
vices; (3) crisis assistance; (4) everyday socializing and peer interac-
tion; (5) the opportunity for intimate exchange, confiding, and reas-
surance, as well as a source of replacement for relationship loss through
illness or death. In general, the availability or presence of these types
of support appears to be related to good psychological and physical
health (House et al., 1988). The research of Wentowski (1981), more-
over, suggests that the equal exchange of such support functions among
older people and their neighbors promote psychological morale by
maintaining older people’s independence and feelings of competence
and self-worth.

Is neighboring promoted by participation in voluntary and reli-
gious organizations?

Church and voluntary group membership has been shown to pro-
mote neighboring behaviors through two mechanisms: providing a
context for positive social interaction with others (e.g., Chatters et al.,
1986; Fischer, 1982; Van Willigen, 1989); and the development of val-
ues favoring social interaction with acquaintances (Fiske, 1991; Rosow,
1967). These are among the most well researched and consistent
findings in the literature on neighboring.

Is neighboring associated with the stability, physical type, socio-
economic status, and propensity for crime in the neighborhood?

The associations of neighborhood stability, physical type, and socio-
economic status with neighboring behavior are also well established.
More stable neighborhoods—and longer residence in them—are asso-
ciated with more neighboring activity (e.g., Fischer, 1982). Interaction
between neighbors is less frequent among people of lower socioeco-
nomic status (Chatters et al., 1986). It has been suggested that this is
due to the burdens of interacting with others undergoing economic
stress (Belle, 1983); inadequate access to financial resources that pro-
mote equal exchanges and reciprocity among neighbors (Wentowski,
1981); and more frequent reliance on kin when economic resources
are scarce (Stack, 1974). It may also be due to a fear of crime (Sampson,
1988).
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Does neighboring provide an important complement and, in some
cases, a substitute for the family support system?

Cantor (1979), in an important study of older people in New York
City, proposed that support from friends, neighbors, and formal social
organizations becomes important to health only when kin, particu-
larly children, are not available as supporters. Cantor’s study docu-
ments that the older people report seeking help from children and other
close family members for all sorts of tasks and believe that seeking
support from kin is more appropriate than seeking support from less-
close others, when close others are available. This is referred to as
hierarchical-compensatory substitution (see also Rook & Schuster,
1996). In contrast, Litwak (1985) has argued that older adults seek sup-
port from different sorts of network members—including neighbors—
according to the tasks that need to be addressed. This is referred to as
task-specific substitution (see also Litwak & Szelenyi, 1969). Both
models make assumptions about the efficacy of different sorts of sup-
port received in promoting health. Cantor’s theory assumes that support
from normatively inappropriate others is less efficacious. Litwak’s
hypothesis assumes that support from task-inappropriate others is less
efficacious. In contrast, other possible models of support substitution
(each supporter performs random tasks, or no efficacious substitution
is possible) imply that neither task specificity nor normative expecta-
tions affect the support process.

The task-specific hypothesis is distinguished from other models
of support substitution in assuming that efficacy is determined by the
helping/support task to be performed. From this perspective, different
supporters are more appropriate for different sorts of support tasks:
kin provide intimacy; friends provide peer group interaction and the
opportunity to have a good time without pressing obligations; and
neighbors provide crisis assistance and support tasks that require be-
ing in geographic proximity.

Cantor’s perspective assumes that there is a culturally determined
order of preference for support. Americans rate kin first, followed by
other significant relationships, then acquaintances and formal organi-
zations. The hierarchical-compensatory model assumes that when a
“preferred” supporter is absent, another supporter can compensate.
However, when a preferred supporter is available, substitution is less
efficacious. Cantor’s (1979) research has been interpreted to mean that
supporters can be substituted for helping/support tasks only if a sup-
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porter from a more primary relationship is not available (cf. Peters &
Kaiser, 1985).

Reviews of the literature on neighboring (Peters & Kaiser, 1985;
Rook & Schuster, 1996) suggest that efficacy of support substitution
is related to both task-specific and hierarchical compensatory factors.
For example, support from intimates does appear to be especially effi-
cacious; indeed, the presence of a spouse is associated with lower risk
of mortality (House et al., 1988) and the presence of children with
better health behaviors (Umberson, 1987). More specifically, Litwak
and Messeri (1989) presented macro-level data on mortality consist-
ent with the task-specific model, while Hochschild (1973) observed
specific instances of the substitution of neighbor support for daily social
interaction needs. As well, Cantor (1979) demonstrated that “norms”
for seeking support reported by the older people follow a hierarchical-
compensatory pattern; and Lieberman (1986) argued that only close
family members could provide efficacious support in times of deep
bereavement.

Relatively little has been done, however, to test explicitly the un-
derlying assumptions about support efficacy from different sources.
Neither the task-specific or hierarchical-compensatory hypothesis has
been tested against data on support substitution behavior and levels of
reported physical and psychological health. Some important questions
need to be addressed: Are there aspects of life that neighboring can
enhance for everybody (as Cantor’s research implies)? Under what spe-
cific circumstances can neighboring substitute for family support and
still promote good psychological morale and maintain positive health
behaviors? Does the efficacy of the substitution for maintaining health
differ by type of problem, severity of problem, availability of related
others, and internalized norms about what type and source of support
is appropriate?

Such hypotheses have been developed (e.g., Cantor, 1979; Chatters
et al., 1986; Litwak, 1985; Litwak & Messeri, 1989) but not tested
against relative levels of physical or psychological health, as measured
by standardized reliable instruments. For example, Cantor presents
data suggesting that people have “norms” about whether family or
less-close connections should be called on for help in crisis or stressful
situations, but she shows no data suggesting that people who consult
the normatively appropriate supporters report better outcomes after a
crisis. Hochschild (1973) argues that support from neighbors cannot
substitute effectively for the sort of support that maintains high self-
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worth and esteem, but she did not directly assess the psychological or
physical health of those who had support versus those who did not.
Chatters and her colleagues (1986) present data that are consistent
with objective substitution of less close relationships for close ones in
the networks of older African Americans but do not demonstrate the
relationship of such substitution to health.

Can the good effects of neighboring on psychological and physi-
cal health and general quality of life be undermined by (1) pri-
vacy concerns; (2) fear of others; (3) real and perceived time con-
straints; (4) aging and physical decline?

It is well known that people vary a great deal in their preferences
for and habits of affiliation and socializing. Rosow (1967) identified
types of older people whose preferences for affiliation and typical in-
teraction styles made it more or less likely for them to engage in
affiliative behavior with neighbors. Their interaction and personality
styles sometimes prevented the development of new relationships or
made it less likely for them to experience satisfaction in their rela-
tionships with others. Rosow’s research is significant in that it sug-
gests that individual preference for affiliation, norms about privacy,
and interaction styles mediate the relationship between giving and
receiving social support and health. The existence of these factors partly
determines the efficacy of any specific supportive transaction (Ecken-
rode & Wethington, 1990). These factors also have relevance to the
substitution hypothesis, in that the specification of these attitudes,
personality traits, interaction styles, and cognitions could represent a
more specific elaboration of the phenomenon of support substitution.

Privacy concerns. Preferences for privacy and the ways in which
people guard their privacy make intervention and giving formal help
difficult. This relatively informal clinical observation has been used
to inform the more social psychologically based research relevant to
privacy concerns in personal relationships (e.g., Derlega & Chaikin,
1975). These preferences for privacy are undoubtedly related to the
propensity for seeking help.

Concomitant with the desire for privacy are social practices in
regard to personal disclosure of thoughts and feelings and help-offering
and help-seeking in various types of relationships (Jourard, 1971). These
social practices in regard to disclosure correlate, in the ideal-typical
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sense, with the distinction between intimate and non-intimate rela-
tionships (Derlega & Chaikin, 1975).

Rules for self-disclosure and help exist in non-intimate as well as
intimate relationships. In voluntarily formed intimate relationships,
there is generally a long history of successful needs fulfillment that
relates to emotional and physical well-being. Once trust is established,
there are strong expectations that affect disclosure, protecting the pri-
vacy of the person who discloses and the ways in which help is offered
and sought. These interrelated expectations are (1) availability when
help is asked for or sought (Lieberman, 1986; Veroff et al., 1981); (2)
appropriateness when giving help (Coyne et al., 1988); (3) knowing
ways to offer help so that the potential for insult is minimized, such
as avoiding the implication that the subject is dependent, incompe-
tent, or unable to solve the problem (Fisher et al., 1982); (4) readiness
to help even when aid is not explicitly sought by the subject (Wething-
ton & Kessler, 1986); (5) willingness to wait for reciprocation, that is,
not expecting an immediate payback (Clark et al., 1979). Failures, or
lack of sensitivity to the “rules,” are apt to lead to an erosion of trust
in relationships.

These observations are relevant for a study of neighboring and its
efficacy as a social support. Forced or inappropriate ways of neighbor-
ing complicate the cross-sectional associations that we observe. (Some
obvious examples of rule violations would be intrusiveness and at-
tempts to establish unwanted intimacy.) An understanding of how
“rules” apply to neighboring relationships is necessary for recommend-
ing interventions that promote neighboring (see also Ross, 1983).

Fear of others. Personality research suggests that stable personal
characteristics affect relationship functioning. Neuroticism, lack of
trust in others, deficits in social skills, and shyness are all associated
with less ease and competence in relationships (e.g., Cohen et al., 1986).
Extraversion and friendliness are associated with maintaining more
relationships (Eysenck & Eysenck, 1976). Research on isolated older
people (e.g., Eckert, 1982), moreover, suggests that a history of social
isolation may reflect this sort of personality style (see also Takahashi,
1990).

Time constraints. Demands on time from family and other obliga-
tions may also undermine neighboring relationships. If one’s time is
absorbed by other responsibilities (caregiving in the household, kin
keeping, voluntary associations outside the household), less time is
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left for maintaining neighborly ties. This is a reasonably simple exten-
sion of role conflict models of human interaction (Goode, 1960).

There is a problem, though, with assuming that objective time
constraints are related to less neighboring. For example, outgoing and
extraverted people may keep many relationships going at once (cf.
Sieber, 1974). Excellent social skills attract others, and the rewards of
good associations with others reinforce friendly, neighborly behavior.
A more sophisticated model of this process would take account of per-
ceptions of time constraints, as well as objective demands (cf. Schorr,
1991). A sophisticated model among older people would also try to
account for the observed contraction of the social network as people
age (Carstensen, 1992).

Methods

Sample

To address some of these questions, we conducted two pilot stud-
ies on neighboring. The two pilot studies were conducted in the cities
of Elmira and Ithaca, New York.

The Ithaca pilot study examined neighboring behavior and its rela-
tionship to physical and psychological health, network structure, per-
sonality, and network characteristics. The respondents for the Ithaca
study (n � 70) were selected from eight physically distinct “neighbor-
hoods” selected randomly from a street and topographical map of the
city. The respondents were aged 55 and over. The respondents for the
pilot study in Elmira (n � 25) were selected from a public housing
project. This study was a focus group, especially constructed to discuss
the role of crime in affecting the propensity to neighbor. The site was
selected in order to see how reports of neighboring behavior would be
related to fear of crime. Use of this site also produced racial diversity
for our pilot work. Response rates for both of these studies were very
good (78% for the Ithaca study, and 70% focus group participation in
Elmira).

Respondents in Ithaca completed a fifty-minute face-to-face in-
terview. The interview contained demographic assessments, a stan-
dard set of items measuring perceived health, disability, and chronic
conditions (House, 1997); depression and anxiety (Derogatis, 1977);
memory impairment (House, 1997); organizational membership, reli-
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gious participation, social interaction, and support (Mattlin et al., 1990);
neuroticism and extraversion (Eysenck & Eysenck, 1976); and roles,
tasks, and burdens that might produce time constraints on neighbor-
ing, such as work, household duties, and giving care to dependent
others. The interview also contained measures assessing attitudes
toward interacting with others, including concerns about privacy and
the reliance on people outside of family, derived from Fischer (1982).
The two trained interviewers (both mature women) also filled out a
neighborhood and respondent observation form, which included as-
sessments of health, disability, and mood (Fischer, 1982). In addition,
we developed a series of measures on satisfaction with neighboring,
level of neighboring activity, and the types of help sometimes sought
from neighbors.

The major dependent variable in this chapter is “neighboring ac-
tivity,” an index of nine items. Respondents were asked if they had
“done any of these things with any of your neighbors in the past 12
months”: have long conversations, visit in each other’s home, borrow
things from one another, help fix something or work on a project to-
gether, provide transportation for each other, provide child care, give
favors such as mowing the lawn or running errands, help out in a health
or other type of crisis, and confide about personal problems or troubles.
Responses were either yes or no; all yes responses were summed to
form the index. The mean of neighboring activity reported was 4.34
(s.d. � 2.52), with a range from 0 to 9.

The Ithaca sample is fairly small, consistent with its pilot status.
Thus we lack statistical power to examine more complex research
questions involving substitution of support because they require mul-
tivariate specification. The sample is 61 percent female, and its mean
age is 61.1 years.

Results

Neighboring and Demographic Factors

Neighboring activities are significantly related to income (r � .228;
p � .05) and education (r � .196; p � .05). Predicted relationships to
female gender and age did not hold, probably because of small sample
size (see Table 7.1).
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Neighboring and Health

As expected, neighboring activities are significantly related to re-
ported physical health, as well as to interviewer observation of re-
spondent health (see Table 7.1). Neighboring activities are positively
related to self-reported health (r � .423; p � .01), and negatively re-
lated to the number of self-reported health problems (�.423; p � .01)
and to self-reported level of physical disability (�.280, p � .05). Neigh-
boring activities are not significantly related to self-reported depres-
sion (r � �.165; n.s.), self-reported anxiety (r � �.045, n.s.), or memory
problems (r � .003; n.s.).

Table 7.1. The Relationship of Neighboring Activity to Demographic Factors,
Health, and Group Membership (Correlations)

  Image not available.
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Neighboring and Organization Membership

Perhaps the more surprising finding was that neighboring activity
was not related to organizational membership, religious participation,
or volunteer status (see Table 7.1). A summary measure of group par-
ticipation (a sum of the number of organizations the respondent be-
longed to, religious participation, and volunteer status) was similarly
not related to neighboring activities.

Neighboring and Neighborhood Factors

The focus group study in Elmira was designed to measure percep-
tions of neighboring and neighboring activity in a setting assumed to
be hostile toward social activity and cohesion—a housing project. Par-
ticipants were unanimously nostalgic for neighborhoods that encour-
aged or permitted neighboring. But they were also of one voice about
the paucity of spontaneous neighbor contact near their own dwell-
ings. Neighbors were assumed to be the major source of threat and
crime in their neighborhood, since turnover in the project was high
and residents had no say over who could move into the project. As a
consequence, few interactions were spontaneous. Few believed that
they could trust next-door neighbors, and even if they did, they did
not feel they could trust the relatives and visitors of the neighbors.

The random selection of Ithaca neighborhoods did not include any
congregate, low-income housing. (Most of the units sampled were
single-family homes, followed by multi-unit houses.) However, assess-
ments of safety varied a great deal across neighborhoods. Consistent
with the Elmira focus group findings, neighboring activities are strongly
related to perceptions of neighborhood safety (r � .326; p � .01), as
shown in Table 7.2.

Does Neighboring Substitute for Social Support?

One key assertion of the simple substitution hypothesis is that
people would seek to fill a deficit in social relationships by forming
relationships in the wider social network. An alternative to the sub-
stitution hypothesis is that those who seek and engage in neighboring
are in fact just more gregarious and friendly.

Table 7.2 summarizes a number of simple analyses done to test for
simple versions of the substitution hypothesis. Married people are no
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more likely than the currently unmarried to engage in neighboring
activities (r � .157; n.s.), which suggests that neighboring is not a simple
substitute for the lack of a primary confiding relationship. Neighbor-
ing activity is also not related to marital conflict (r � �.210; n.s.),
implying that the sort of social contact involved in neighboring is not
likely to compensate for difficulties in primary relationships. (As well,
perceived support from one’s marital partner [r � .068] does not pre-
dict neighboring.) Neighboring activity is strongly related to having
good friends in the neighborhood (r � .437; p � .01, one-tailed), a finding
that needs a more detailed context to constitute evidence for support
substitution. (People who have neighbored more in the past will have
more close friends in the neighborhood; moreover, people more in-

Table 7.2. The Relationship of Neighboring Activity to Neighborhood Factors
and Social Support (Correlations)

  Image not available.
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clined to neighbor may have based their previous housing decision on
having friends in the neighborhood.)

A key component of the more complicated substitution hypoth-
eses, however, is that attitudes toward receiving support underlie the
seeking of support from less close others. Preferring to keep problems
to oneself is not related to neighboring activity. However, preferring
to talk out problems with others is related to neighboring activity
(r � .242; p � .05), implying that gregariousness or openness may be
important. A major component of the hierarchical-substitution hy-
pothesis, though, is not related to neighboring: the belief that the family
should be the preferred source of support is not significantly negatively
related to neighboring activity. Consistent with the gregariousness in-
terpretation of neighboring, those who enjoy helping others are more
likely to engage in more neighboring activities (r � .376; p � .01).

Another way to approach the substitution hypothesis is to assess
the degree to which people seek help from their neighbors. What func-
tions of support do people get from their neighbors, and how many
people engage in this type of activity? Table 7.3 analyzes the nine types
of help and interaction included in the neighboring activities mea-
sure. Data are presented separately for men and women. In addition,

Table 7.3. Seeking and Getting Support from Neighbors, by Type of Support or
Interaction (in %)

  Image not available.
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Table 7.4. Neighboring Activity in Relationship to Personality Traits and Time
Constraints (Correlations)

we present reports of receiving help from neighbors in monitoring the
safety of the neighborhood.

There are no significant gender differences in the nine different
types of help people seek from or give to neighbors, or in the four types
of neighborhood monitoring. However, the propensity to do these ac-
tivities seems to increase when the activity involves less intimate
contact (e.g., “long conversations”) in comparison to interactions that
involve a longer-term commitment or personal involvement (e.g., giv-
ing help during a crisis, confiding, and childcare). Of the thirteen sup-
port items presented, only one is significantly related to length of time
residing in the neighborhood and to age of respondent. That item is
whether the respondent has a neighbor who would call family if he or
she needed help.

Personality and Neighboring

Neighboring does not relate, as hypothesized, to neuroticism. It
does relate to extraversion, in the predicted direction (r � .258; p � .05).
Reported neighboring activities also correlate with the interviewer’s
judgment of the respondent’s skill in handling people (r � .305; p � .01),
but not with interviewer observation of respondent self-confidence.

  Image not available.
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Time Constraints and Neighboring

Neighboring activity is not related to most of the various mea-
sures of time constraints, not to working in the past year, present work
status, giving care to others (inside or outside the household), or num-
ber of household members. However, the number of household activi-
ties and chores that the respondent performs is positively related to
neighboring (r � .243; p � .05). The number of household activities is
related to reported physical health and to disability, and that may ex-
plain the association.

Discussion

The pilot data analyses presented here confirm several early analy-
ses of neighboring as a source of social support. People with more edu-
cation and income engage in more neighboring activities. People in
poorer health or who are physically disabled report fewer contacts with
neighbors. Neighborhood safety, which correlates with education and
income, is associated with more neighboring activity. Neighboring
activity is associated with having speaking relationships with people
in the neighborhood, but in cross-sectional data the direction of this
effect is not clear. Given other findings, it is likely that personal gre-
gariousness is at work: those who report that very good friends live in
the neighborhood, who prefer talking out their problems with others,
who enjoy helping others, and who are extraverted report more neigh-
boring activity.

Several factors hypothesized to be related to neighboring activity
were not found to be significantly correlated in the pilot data. Level of
depression, anxiety, and memory problems are not associated with
neighboring activity. Religious and group participation did not predict
neighboring activity. Length of time living in the neighborhood (in
years) was not related to neighboring activity.

As noted above, the small size of the sample makes it impossible
to test more the complicated hypotheses relating to the substitution
of support from neighbors for support from family. In general, there is
no support from the pilot data that neighbors can “substitute” for lack
of support from spouse or children. Being married or not, having chil-
dren living in the area, or perceived support from partner, children,
and friends were not related to neighboring activities. The data more
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strongly indicate that those who seek or have support—that is, those
who have good friends in the neighborhood or who have confidants—
engage in more neighboring activity, not the reverse.

The data suggest that substitution is not easy to effect across
relationships, because the support that people give and receive from
neighbors is not the sort of support they may typically exchange within
more intimate relationships. Neighboring activity is very prevalent in
this sample. But the help most likely to be exchanged involved passive
help (“monitoring”), short-term exchange, or problem-focused ex-
change in an emergency.

We have also been able to confirm, in a general way, that many
older people view their neighbors as a potential source of emergency
assistance. Particular neighbors are viewed as reliable and trust-
worthy helpers.

UV
Can neighboring per se significantly promote better health among

socially isolated persons who are “at risk”? Several research studies
have established the association of social integration with better health
behaviors (e.g., Umberson, 1987). In addition, a few interventions have
been conducted to promote neighboring assistance for frail older people
(Pynoos et al., Hade-Kaplan, & Fleisher, 1984) or to encourage use of
health services (Ross, 1983). The relative success of these interven-
tions suggest that informal neighborhood information and assistance
networks can be promoted to encourage better preventive health care
among older people, at least among those who are comfortable inter-
acting with neighbors.

These pilot data, however, argue for caution and conservatism
when promoting interventions to increase neighboring activities among
older people. Naturally occurring neighboring activity is more likely
among the gregarious and the extraverted. This implies that norms
relating to the appropriateness of seeking help from others will limit
what can be gained from interventions to increase neighboring activi-
ties. Perhaps the most efficient way to promote neighboring activity
is to provide settings where more people who wish to meet others can
safely meet new and different people. It is unclear whether even these
relatively superficial activities can be transformed into a source of
support critical to well-being. Clearly, the conservative answer is, “it
depends.” Neighboring is dependent on context, and whether or not a
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particular person seeks support is dependent on personal, historical,
and situational factors.
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UV
chapter eight

Social Integration and the Move to a

Continuing Care Retirement

Community

Mary Ann Erickson, Donna Dempster-McClain,
Carol Whitlow, and Phyllis Moen

Although most older Americans wish to “age in place,” many
individuals in the second half of life will face at least one residential
relocation. For an increasing number of older Americans, this move
may be to age-segregated, congregate housing, such as a retirement
community. Early studies (Bultena, 1974; Lawton, 1970; Rosow, 1967)
suggested that older adults in age-segregated settings actually experi-
ence higher rates of social interaction and higher levels of social inte-
gration and morale compared to residents of age-integrated housing.
But the experiences of older adults in the 1960s may or may not be
relevant as contemporary cohorts make the decision to move into
continuing care retirement communities, an increasingly popular
alternative in residential housing. Leaving one’s neighborhood to move
into a continuing care community is, clearly, a major life transition in
later adulthood. What is not clear is whether such a move affects indi-
viduals’ social integration. In this study we document levels of social
integration before and after a move in order to better understand the
social consequences of relocation.

The life-course perspective (Giele & Elder, 1998; Moen, 1997) points
out the importance of transitions at all ages. Residential relocation is
a key life-course transition, often associated with other life-course tran-
sitions. For example, adult migration is connected to employment and
career opportunities, marital events, and growth in the size of family
(Marini, 1996; Speare & Goldscheider, 1987). Triggering events for
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relocation in later life may include widowhood (Chevan, 1995), di-
vorce (Booth & Amato, 1990), the desire for more amenities or a more
suitable home, health problems, and the need for assistance from others
(Loomis et al., 1989; Wiseman, 1980).

The life-course focus on timing and context suggests that the effects
of relocation may vary according to circumstances surrounding the
event and the social and structural characteristics of those involved.
For children, the effects of relocation are associated with family struc-
ture and characteristics (Eckenrode et al., 1995; Tucker et al., 1998)
and parental involvement (Hagan, 1996). For older women, the experi-
ence of moving differs by social class. Interviews with forty women
who had recently moved to congregate housing revealed that middle-
class women viewed their new housing as a “step down” in relation to
their previous homes, while working and lower-class women appreci-
ated the security and services of congregate housing (Redfoot, 1987).

Moves in later life are often prompted by increasing illness or
disability. Chapter 6 outlines the developmental model of later life
migration proposed by Litwak and Longino (1987). According to this
model, changes in health status are key triggering factors for later life
relocation. Other research confirms that many older persons make no
changes in their housing arrangements until health considerations ren-
der their current independent housing no longer feasible (Golant, 1992).
In a study of movers and nonmovers, using data from the Longitudinal
Study on Aging (LSOA) (1984–86), Sommers and Rowell (1992) found
no significant effects of health status on relocation. Respondents who
owned their own homes and who had lived in one place the longest
were less likely to relocate, while those elders with greater numbers
of adult children were more likely to move. Decisions to move, where
to move, and when to move will continue to be important in the lives
of older adults as well as on the public agenda as the baby-boomer
cohort begins to consider alternative housing arrangements as they
age (Groves & Wilson, 1992; VanderHart, 1995).

A small but increasing number of Americans are relocating in
anticipation of future health care needs, rather than in reaction to
increasing illness or disability (Krout et al., 1998). For those wishing
to anticipate future housing and health care needs, one option is
relocation to a continuing care retirement community (CCRC). For a
substantial entry fee and continuing monthly fees, these facilities offer
independent living with a variety of health services and nursing facili-
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ties available on site when needed (Sherwood et al., 1997). As CCRCs
age, more attention has been focused on the needs of residents who
are becoming older and frailer (Bowers, 1989). Sheehan and Karasik’s
(1995) survey of 184 CCRC residents and 246 waiting list respondents
found the most common reasons for moving to a CCRC were guaran-
teed health care, freedom from home maintenance, and supportive
services.

Although relocation is generally classified as a stressful life event
(Holmes & Rahe, 1967), most research shows that moves have mini-
mal impacts on well-being. For example, relocation has little effect on
the well-being of early adolescents (Brown & Orthner, 1990). Reloca-
tion in later adulthood could be more disturbing. However, research
on 22,579 Swedish individuals aged 65 and over in 1988–90 shows
that residential relocation, except for forced, permanent relocation due
to urban renewal, is not associated with increased mortality or mor-
bidity (Danermark et al., 1996). However, data from the Longitudinal
Study on Aging (1984–90) on 4,060 adults aged 70 and over show that
moving late in life contributes to health deterioration to a small but
significant degree (Choi, 1996).

Although there are a number of empirical studies of relocation,
little theory is available to guide this research. Much of the research
on congregate housing facilities is guided by person-environment mod-
els, such as that of Lawton (1982). These models suggest that residents’
adaptations to housing depend both on personal and environmental
factors, and especially on the fit between the two. However, these
models have not been extended to consider changes in social integration
across the transition into congregate housing. Golant has proposed a
framework for studying change in older people’s housing, but his model
speaks specifically to individuals’ evaluations of their situation rather
than their social connectedness (Golant, 1998).

However, two other theories may help us make predictions about
relocation and social integration. The social ecological approach of
Moos and Lemke (Moos, 1976; Moos & Lemke, 1994; Scheidt, 1998)
suggests that physical and social environments affect each other and
are inextricably related. Their model links adaptation to group resi-
dences for older adults to the social climate of the residence as well as
to personal factors, the objective characteristics of the program, and
residents’ coping responses. Applying these concepts to the study of
relocation in later life suggests that changes in both physical and social
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characteristics of the environment may affect individual outcomes,
including social integration.

Atchley has proposed that individuals strive to maintain continu-
ity in psychological and social patterns even in the face of changes in
their physical and social environments (Atchley, 1989). In the present
context, this would suggest that individuals will be likely to maintain
previous levels of social contact, social role participation, and social
integration after moving to a different residential arrangement.

As the market for alternative housing arrangements grows, more
older Americans will consider relocating to a CCRC. Yet we know
little about the way in which social contact, social roles, and social
integration are affected by a move to a CCRC. We consider the move
to a CCRC to be a “best case scenario”—people moving to a CCRC
are generally healthy and have the financial, social, and psychological
resources to plan for future health and housing needs. We develop
hypotheses about the effects of relocation to a CCRC on social con-
tact, social role participation, and perceived social integration and test
them on a sample of older adults before and after their move to a CCRC.

We ground our hypotheses in the social ecological perspective and
in continuity theory, coupled with the overarching life-course theme.
Specifically, we argue that social structures shape accessibility and
availability of opportunities for social integration. Changes in social
structure and the constraints associated with a residential move pro-
duce corresponding shifts in social contacts, social role participation,
and the subjective assessment of social integration. However, indi-
viduals will strive to maintain previous levels of these factors.

Availability of Social Contact

A key component of social integration is contact with family,
friends, and neighbors. Contact with children can be especially impor-
tant for older adults, as parents often turn to children for help. Adults
moving to a CCRC are usually “downsizing,” or moving from a larger
home to a smaller one. Typically, individuals have lived in a single
family home for many years, often the same one in which their chil-
dren grew up. The process of “downsizing” may have consequences
for visits with children, since the parents’ home will no longer have
the space to host large family gatherings. However, continuity theory
suggests that parents will strive to maintain ties with children despite
this change in the physical environment, implying that:
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Hypothesis 1: Visits with children will decline after the move to the
CCRC. In contrast, we expect no changes in phone or mail contact
with children following the move to the CCRC.

The changes in social climate associated with moving to a CCRC
may increase the availability of social contact with non-family mem-
bers. Living in single family homes surrounded by neighbors busy with
jobs and families may limit the social integration of older adults. A
CCRC, in contrast, may offer more opportunities to make and visit
with friends. Living in an age-segregated environment may facilitate
friendship formation within the community, as similar others are in
more frequent contact. Ethnographic observations and interviews with
twenty female residents in a new CCRC identified various stages of
friendship development and aspects of the context (large pool of poten-
tial friends, abundance of public spaces, communal meals, structured
activities) that facilitated the formation of friendship (Perkinson, 1996).

Besides increased opportunities to meet other residents, the time
available to spend with other people may increase after moving to a
CCRC. In addition to the provision of health care, a popular reason for
moving to a CCRC is to avoid worries about the upkeep and mainte-
nance of the previous residence. Residents of a CCRC have fewer do-
mestic responsibilities; their new living arrangements require less
upkeep and maintenance, as well as less cooking and cleaning, thus
leaving more time for social activities.

Other factors unique to the CCRC we studied may lead to increased
contact with friends. All of the participants in the study were moving
into a new CCRC. Indeed, some of the study respondents helped bring
the CCRC into the community. Many have long-term ties to the area,
to nearby universities, and to each other. In these respects, this par-
ticular community at this point in time is more like an intentional
community than most other congregate facilities for older adults. Thus,
several factors lead us to expect that:

Hypothesis 2: Contact with friends and neighbors will increase after
moving to the CCRC.

Social Role Participation

Another key indicator of social integration is participation in a
variety of roles. Thoits (1983, 1986) found that involvement in multiple
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roles was associated with increased meaning in life and improved well-
being. Moen et al. (1989, 1992) documented the importance of multiple
role involvement over the life course, especially social participation
in the community: people with more roles benefited in terms of health,
well-being, and longevity (see also Chapter 2, this volume). Young and
Glasgow (1998) have shown that participation in volunteer work and
other forms of instrumental participation is linked to perceived health
of the elderly living in nonmetropolitan areas.

Opportunities for employment decrease as one ages. Some people
choose to exit the workforce completely in their sixties, while others
continue to work as long as possible. None of the physical or social
changes associated with moving to a CCRC are likely to influence the
employment status of residents. Similarly, church attendance is not
likely to be affected by the move to the CCRC, especially for those
moving within the local area. However, we do expect changes in vol-
unteer and organizational activities.

As mentioned above, CCRCs are age-segregated environments as
well as planned communities. Outsiders are not likely to enter the
community without a reason. As Robison and Moen discuss in Chap-
ter 6, age segregation can lead to social isolation from the broader
community, suggesting that a move to a CCRC may lead to a decline
in volunteering and organizational membership outside the CCRC.
However, continuity theory suggests that residents will try to preserve
social role participation across the transition to the CCRC. There are
many opportunities to be active with volunteering and clubs within
the CCRC itself. Indeed, the CCRC organization has an explicit
philosophy of leaving activities and events in the hands of resi-
dents. These factors shaping the accessibility and availability of
volunteer opportunities and organizations lead us to hypothesize a
change in the location of these activities rather than in the amount
of involvement.

Hypothesis 3: Volunteering and organizational membership will shift
from involvement with the outside community to activities within the
CCRC.

Perceived Social Integration

It is important to examine not only objective continuity or change
in social connectedness but also to examine residents’ own evalua-
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tions of their social integration. Even if objective levels of social con-
tact and social role participation stay about the same, new residents of
a CCRC may feel less socially integrated if the friends they see now
are new friends rather than old friends, or if they are on the fringe of a
new committee rather than a long-standing member of one. A feeling
of “dislocation” may be especially strong for those who have moved
to the CCRC from outside the local area. Friends, volunteer opportu-
nities, and clubs from one’s previous residence may be too far away to
see or engage in regularly. This suggests that:

Hypothesis 4: The perceived social integration of distance movers will
decrease more after a residential relocation than the social integration
of local movers.

Methods

Sample

We analyze data collected in the 1995 and 1997 waves of the
Pathways to Life Quality project (Henderson & Oggins 1999). The
respondents in the 1995 wave were 101 individuals from the group
that founded a continuing care retirement community in upstate New
York, many recruited from a letter sent by the director of the facility.
This baseline pre-move sample includes 50 percent of the 204 indi-
viduals who were expecting to move into the CCRC during the winter
of 1995–96. Of the 101 who participated in the first wave, 4 decided
not to move to the CCRC, and 5 died before the summer of 1997. We
interviewed all of the remaining 92 individuals in the summer of 1997,
about two years after their move into the CCRC.

The average age of respondents at the initial interview was 76.5,
with a range in age from 64 to 94. About two thirds of the sample are
female (66%), and about two thirds were married at the initial inter-
view (62%). All respondents are white, and median annual income is
approximately $75,000. More than half (60%) have a graduate degree.
For the 88 percent of respondents with children, the average number
of children is 3.5.
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Variables

Respondents reported on contact with each child in both years, as
well as overall contact with friends and neighbors. For indicators of
social roles, we asked respondents if they were currently working,
volunteering, or belonged to a club or organization, charting continu-
ity and change from before and after their residential relocation. We
also used indicators of the frequency of church attendance and the
frequency of participating in religious organizations, to capture poten-
tial changes following the move.

A key variable of interest is perceived social integration. In both
1995 and 1997, respondents completed several subscales of the Cutrona
Social Provisions Scale, including the four-item Social Integration
subscale (Russell et al., 1980). Respondents indicate their agreement
with the following items on a four-point scale: “I feel part of a group of
people who share my attitudes and beliefs”; “There are people who
enjoy the same social activities I do”; “There is no one who shares my
interest and concerns”; and “There is no one who likes to do the things
I do.” Alpha reliabilities for the scales before and after the move are
.89 and .79, respectively.

We divide the sample into two groups by marital status: those
who are married, and those who are divorced, widowed, or never
married in 1995 (before moving). We used two levels of income: above
and below the median income of the whole sample. The measure of
perceived health asks respondents to rate how their health has been
lately on a scale of 0 to 10, with 0 being the very worst and 10 being
the very best. We also asked respondents at both interviews about
whether they had any problems with a set of eleven daily activities
(such as walking six blocks, climbing stairs, doing household tasks,
and getting to doctor’s appointments). In the analyses, we use the sum
of the number of functional limitations reported.

Results

Social Contact

Respondents reported on visits and phone contact with each child
both before and after moving to the CCRC. On average, parents in the
sample visited at least one child a few times a year and spoke to at
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least one of their children on the telephone once a week before mov-
ing to the CCRC. Contrary to our hypothesis, both visits and phone
contact with children stayed about the same for the majority of re-
spondents. About half of the parents (51.9%) in the sample had fre-
quent visits (at least several times a year) with at least one of their
children both before and after moving to the CCRC, while more than
a quarter (27.8%) had infrequent visits from all of their children at
both times. Only a few (2.5%) of the parents reported frequent visits
before the move and infrequent visits afterward, while almost one in
five (17.7%) reported infrequent visits before the move and frequent
visits afterward. However, a high percentage of the parents have at
least one child whom they see less than a few times a year (80% before
the move, 73% after the move). Telephone contact remained similar
despite the residential relocation, with 86.3 percent of parents having
frequent phone contact (at least once a week) with at least one of their
children and 10.0 percent having infrequent phone contact both be-
fore and after the move. Only 1.5 percent of parents had frequent phone
contact with at least one child before the move and infrequent contact
with all children after the move, while 2.5 percent of parents had in-
frequent phone contact with all children before the move and frequent
phone contact with at least one child after the move.

Visits with children may have changed in ways other than in simple
frequency of contact. If our hypothesis that downsizing affects the fea-
sibility of family gatherings is correct, the location of visits may have
shifted from the parents’ home to the children’s homes. Perhaps par-
ents are seeing each child about the same number of times, but this is
accomplished by the parents visiting each child in turn rather than
children congregating at their parents’ home.

Whether the residents see and talk to their children frequently or
infrequently is not related to whether the children live nearby or far
away. Similarly, change in contact is not related to change in proxim-
ity to children. More than half of the respondents did not live near
children before or after moving to the CCRC (58%), while 28 percent
had children in the local area both before and after moving.

The participants in our study were not asked about the frequency
of contact with other family members in both surveys, but after the
move we asked them if there had been a change in the amount of
contact with other family members. More than half (57.0%) said the
amount of contact was the same, about one in ten (10.3%) said they
had less contact, and almost one in five (17.8%) said they had more.
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Although change in the frequency of contact with friends was not
statistically significant after the move to the CCRC, the change is in
the hypothesized direction: a higher percentage of respondents report
seeing or talking to friends “almost every day” after the move (34.1%
to 48.2%). This is not surprising, considering that most respondents
in 1995 (73.5%) reported that at least one friend was also moving to
the CCRC. Those with friends moving to the CCRC reported that, on
average, ten friends also moved to the CCRC. However, change in
contact with friends is not significantly related to the number of friends
moving to the CCRC. Even if people who were friends before the move
now live much closer to each other, they may continue to meet with
the same frequency, perhaps for the same kinds of events; they may
continue to meet once a month for dinner, have lunch every Friday, or
have coffee every morning.

Contact with neighbors changed significantly across the transi-
tion to the CCRC, supporting Hypothesis 3. While fewer than one in
ten (8.9%) of the people in our study reported visiting with neighbors
“almost every day” before moving to the CCRC, fully one in four
(25.0%) reported visiting almost daily with neighbors after moving to
the CCRC. About two out of five (43.6%) visited with neighbors once
a week or more before moving to the CCRC. After the move, 53.3 of
the residents in our study visited with neighbors at least once a week.

Social Role Participation

Employment levels remain steady before and after the move to
the CCRC, with about 15 percent of respondents employed, while the
proportions of residents volunteering and belonging to organizations
are higher following the move to the CCRC. This increase is due mostly
to opportunities at the CCRC, as levels of volunteering outside the
CCRC and membership in clubs or organizations based in the com-
munity decrease only slightly (see Figure 8.1). There are no significant
differences in the rates of being an employee, a volunteer, or a member
of a club or organization by age cohort or marital status. Men are more
likely than women to be working for pay at both waves, and are some-
what more likely than women to be volunteering after the move to
the CCRC (both within the CCRC and in the community). Social role
participation is similar for both local and distance movers with one
exception: volunteering outside of the CCRC. Local movers are more
likely than distance movers to volunteer in the larger community (63%
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vs. 32%; p�.05). Frequency of participating in service organizations,
senior center activities, civic groups, and religious groups did not change
from before to after the transition to the CCRC. Similarly, frequency
of church or synagogue attendance did not change significantly.

We hypothesized that respondents would shift their volunteering
and club membership from the larger community to the CCRC. In-
stead, it appears that volunteering and membership at the CCRC are
added on to prior commitments. This is also shown by the number of
hours respondents spend volunteering. Four out of five (79%) volun-
teer after the move, with three out of five (61%) volunteering prior to
the move. Men who volunteered gave an average of 17.1 hours before
moving and 39.9 hours after moving. Women who volunteered did so
an average of 15.8 hours before moving and 22.4 hours afterward. Es-
pecially for men, volunteer activities at the CCRC have not replaced
volunteer activities within the community. Similarly, less than half
(46%) of the respondents were members of clubs before they moved;
two thirds (67%) were club members after the move.

The availability and accessibility of volunteer opportunities at the

Figure 8.1 Social Role Participation in 1995 and 1997.
Source: Pathways to Life Quality Study, CCRC Sample, N = 92.

  Image not available.
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CCRC attracted new volunteers as well as those who had previously
volunteered. Although 21 percent of the people in our study did not
volunteer either before or after moving to the CCRC, 58 percent con-
tinued volunteer activity across the transition and 21 percent started
volunteering after moving to the CCRC. Only 3 percent of the respon-
dents stopped volunteering after moving to the CCRC. Those who did
not ever volunteer and those who stopped volunteering tend to be some-
what older and have more functional limitations. Those who started
volunteering are especially likely to spend their volunteer hours within
the CCRC. Those who continued volunteering tend to maintain the
hours they volunteered in the community while adding significant
hours of volunteer work within the CCRC.

The high rate of volunteering in this sample certainly is partly a
function of our highly educated, healthy sample, but the nature of the
CCRC does seem to foster volunteering. Only two residents were un-
willing to volunteer after the move to the CCRC, and both of these
felt that their physical limitations prevented them from volunteering.
Although there are a few residents in the sample who feel as if they
have done enough in the past, residents are more likely to report that
they volunteer at the CCRC to build the community. One reported
that the CCRC was a “budding democracy” and wanted to help get it
started.

Perceived Social Integration

The findings discussed thus far show that the people in the Path-
ways to Life Quality study tended to maintain their social contacts
and social role participation after moving to the CCRC. This suggests
that social integration in terms of objective social connectedness was
maintained or increased after the move to the CCRC. We now turn to
an assessment of perceived social integration, as gauged by the Cutrona
Social Provisions Scale.

On average, perceived social integration was high before the move
to the CCRC (13.5 on a scale of 4 to 16) and did not change signifi-
cantly after the move to the CCRC. Before relocation, the perceived
social integration of married individuals was higher than that of un-
married individuals (13.8 vs. 13.0; p � .05). After the move to the CCRC,
however, the perceived social integration of married individuals is
slightly lower than that of unmarried individuals (13.7 vs. 13.1; p �
.05). Change in perceived social integration is significantly different
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by marital status (unmarried individuals gain an average of .68 points,
while married individuals lose .67 points; p � .01).

Age and gender are not significantly related to perceived social
integration before the move to the CCRC, but both are significantly
related to perceived social integration after the move. After the move,
older individuals and women have significantly higher perceived so-
cial integration. We find no significant differences in perceived social
integration by income, education, or parent status.

Of course, age and gender are significantly related to marital sta-
tus. The unmarried individuals in the sample are almost all women,
and married residents are significantly younger than those who are
not married. Leaving out the two unmarried males, we can divide the
sample into three groups: thirty-six unmarried women, thirty-three
married women, and thirty-two married men. Change in perceived
social integration is significantly different for the three groups; the
perceived social integration of unmarried women increased (.81) while
the perceived social integration of married women and men decreased
(�.69 and �.64, p � .05).

Moving to an age-segregated community may put unmarried, older
women in touch with more peers than before. Their increase in per-
ceived social integration may be due to finding more close friends at
the CCRC. In 1997, we asked respondents if they had close friends at
the CCRC. Though not statistically significant (probably due to our
small sample), unmarried women are somewhat more likely to have
close friends at the CCRC (88.9%), compared to married women
(77.4%) and married men (80.6%). In terms of close friends at the
CCRC, unmarried women actually report fewer close friends at the
CCRC (5.1) than married women (8.5) or married men (7.0), although
again the difference is not statistically significant.

To compare the strength of the relationships of these variables
with perceived social integration, we estimated regression models. Our
models include indicators of demographic factors; physical health;
contact with family, friends and neighbors; and social roles. We found
that being older, having an annual income of $75,000 or more, being
in better health, being married, and attending church often are signifi-
cantly associated with higher perceived social integration before mov-
ing to the CCRC, in 1995. We should note that many things are not
associated with social integration before the move, including contact
with children, friends, and neighbors, as well as volunteering, work-
ing, and belonging to a club.
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The most important predictor of perceived social integration in
1997 (after the move) is prior perceived social integration (before the
move). Thus, the factors that are significant predict changes in per-
ceived social integration from before to after the move. Older indi-
viduals, those with more contact with neighbors, and those who regu-
larly attend religious services are more apt to see themselves as more
socially integrated after moving to a CCRC.

We estimated a model for social integration after the move (1997),
controlling for social integration before the move (1995) and using
indicators of change in health, social contact, and social role participa-
tion. Interestingly, a negative change in perceived health is associated
with a positive change in perceived social integration. Again, more
support may be available in the CCRC environment for those with
health problems. Church attendance and volunteering are associated
with higher perceived social integration following relocation to a CCRC,
while stopping volunteering and employment are associated with de-
clines in social integration. Thus, continuity of roles across the transi-
tion may be most important. This also points to the importance of
objective social role participation for perceived social integration.

We find no evidence that moving to the CCRC from outside the
local area is associated with any deficits in social contact, social roles,
or perceived social integration. Distance movers are less likely to vol-
unteer outside the CCRC, but overall rates of volunteering are simi-
lar. In addition, we found no evidence that having a child in the local
area is related to perceived social integration.

Conclusion

In sum, we can say unequivocally that moving to a continuing
care retirement community does not reduce social integration. In fact,
it appears to enhance both objective connectedness and perceptions of
being integrated. New residents both visit more with neighbors and
volunteer more than they did prior to their relocation. They also feel
more integrated, especially those most at risk of isolation (residents
who are older, in poor health, or a single female). Taking charge of
one’s last major residential move by relocating to a continuing care
retirement community provides more than guaranteed health care. It
also offers availability and accessibility to important ways to remain
connected as one ages.
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Transportation mobility is critically important to nonmetro-
politan older people’s social, physical, and psychological well-being.
As is detailed in Chapter 4, transportation is one link that connects
individuals to their social networks and activities. Poor access to
transportation contributes to social isolation, constrains the use of
needed medical care, and limits access to goods and services. In an
effort to improve the transportation arrangements of rural older per-
sons and, hence, their social integration, the Cornell Transportation
and Social Integration of Nonmetropolitan Older Persons Study in-
vestigated how older persons with differing personal character-
istics and household circumstances organize their access to and use of
transportation.

To briefly recapitulate the study design, a two-wave panel survey
was conducted to examine how the use of transportation changes over
time as older individuals experience life-course transitions, and as as-
pects of their communities may change. A survey of a representative
sample of 737 individuals aged 65 or older from two upstate New York
nonmetropolitan counties was conducted in 1995, and in 1997 the
Wave 2 survey of the panel study was conducted. (Through approxi-
mately 50 deaths, severe illnesses of 30 respondents, 10 migrations
out of the study area, an inability to contact 80 individuals, and a re-
fusal rate of approximately 10 percent, the 1997 survey had an N of
476 cases.)
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An Educational Intervention

One component of the study was an educational intervention
planned and implemented in 1996 for respondents from the Wave 1
survey of the panel study who self-reported being “unable to go places
as often as they desired.” Their inability to go places as often as they
wanted is thought to be a result of the interplay between older indi-
viduals’ personal or household characteristics and attributes of their
communities. The educational intervention was designed to encour-
age “transportation disadvantaged” survey respondents to modify the
organization of their transportation toward arrangements that will be
durable over time and that will enhance their social integration. The
educational intervention consisted of a workshop series held in each
of the two study counties, the purpose of which was to facilitate changes
in the way older individuals understand the importance of participat-
ing in social activities and to improve effective management of their
transportation arrangements. The objectives of the workshops were
to enhance older people’s sense of control over their personal mobility
by increasing their knowledge of available public and volunteer trans-
portation services and to improve their skills in organizing transpor-
tation from informal sources. Each three-session workshop series was
designed to emphasize transportation within the context of social
participation.

In this chapter I discuss the content and methods employed in
conducting the educational intervention, evaluate the effectiveness of
the workshops, and make recommendations on the content of and
uses of future educational interventions. While social interventions
have been employed in a number of social contexts (e.g., retirement
planning), interventions to educate older people about their transpor-
tation options are relatively uncharted territory. Thus, the interven-
tion conducted in conjunction with this study must be considered
exploratory.

Background

Literature bridging the areas of transportation and social in-
tegration of rural older people is underdeveloped. Previous studies
have examined the relationship between the personal characteristics
of rural older persons and transportation issues (e.g., Cutler, 1979;
Iutcovich & Iutcovich, 1988; Patton, 1975), but few have addressed



233An Intervention to Improve Transportation Arrangements

methods to facilitate change in behavior. Relevant guidance for the
intervention design was obtained from the social and community
psychology literature on developing social networks and implement-
ing social interventions, as well as research on personal control and
independence.

The intervention methodology most frequently cited in the com-
munity and social psychology literature embraces social norms related
to self-reliance, collective action, and empowerment (Gottlieb, 1988).
Gottlieb (1992) outlines a typology of support interventions that in-
cludes individual, group, social system, and community levels. Each
type of intervention uses mutual aid or self-help strategies to opti-
mize “psychosocial resources” that people exchange with members of
their social network. Intervention participants accomplish this by
bringing about change within their network or in their personal be-
havior to improve the quality or quantity of desired support. Com-
monly used with targeted groups such as widows, widowers, and
caregivers, the intervention process helps individuals work through
issues related to self-care, social behavior, or perceived control (Baltes
& Baltes, 1990; Biegel et al., 1984). The process demands an environ-
ment conducive to the sharing of experiences and the expression of
support. The length of the intervention process varies depending on
specific content.

Older people, as well as people in other age groups, strive to main-
tain control and independence over their lives. To sustain control over
mobility and remain independent, most rural older persons rely on
the personal automobile and their ability to drive (see Chapter 4). A
disproportionate share of nonmetropolitan compared to metropolitan
older people own and rely on personal automobiles for their transpor-
tation (Glasgow & Beale, 1985), a situation related to the limited avail-
ability of public transportation in rural areas (Talbot, 1985). As their
ability to drive diminishes, rural older persons living in areas where
public transit does not exist or is limited may have to seek alternative
transportation from informal sources.

Developing such alternatives involves determining what one can
and cannot do and setting priorities accordingly. Coping with chang-
ing circumstances may involve a willingness to accept help from other
people to retain some degree of control and independence (Baltes &
Baltes, 1990). Older people may employ different methods to main-
tain control and independence in their lives, despite the inability
to personally perform certain activities. Two methods—mutual aid
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relationships and informal networks—focus on developing reciprocal
relationships with others that can provide social interaction, or assist
with daily tasks, or provide transportation and other informal services.
Helping relationships work best when characterized by balanced reci-
procity and equal power (Collins, 1991). Balanced reciprocity and equal
power, however, may derive from past helping behavior of an older
person who, in a current situation, is the receiver of assistance. It was
against this background that we developed the process and content of
the educational workshops.

Methods and Procedures

This section provides a discussion of the methods used to iden-
tify, select, and recruit participants for the workshop series. It also
describes the workshop design and specific activities used to achieve
workshop objectives. A discussion of the study counties, or the con-
text of the educational workshops, concludes the section.

Selection Criteria

Initial selection of participants for the educational workshop series
was based on respondents’ answer to one question from Wave 1 of the
panel survey. When asked whether they were able to go places as often
as they wanted, 20 percent, or 147 of 737 cases, reported that they
were “unable to go places as often as they desired.” Compared to per-
sons who were “able to go places as often as they desired,” those 147
cases were found to be less socially active, desired to see friends more
often, reported poorer health, were less likely to drive under certain
driving conditions, and were more likely to have reduced their driv-
ing. (Data not shown.) They were not, however, more likely to have
stopped driving. Based on this profile, these 147 cases were considered
appropriate candidates for participation in a workshop series. We also
thought that individuals who indicated they were not getting out as
often as they wanted would be motivated to change their situation
and would make good candidates for a social intervention.

Two subgroups were identified within the “unable to go” group
based on whether they used an aid such as a wheelchair, walker, or
cane to get around. Subgroup 1 included those who reported having
to use an aid to get around and thus probably had a serious physical



235An Intervention to Improve Transportation Arrangements

mobility limitation. We believed the intervention design could not
address the more extensive needs of individuals with substantial physi-
cal mobility limitations. Subgroup 2 included those who did not use
an aid to get around, and thus they were presumed not to have seri-
ous physical disabilities that would limit their mobility. Exclusion
of the “unable to go, use an aid” cases narrowed to ninety-one the
number of potential participants in the educational intervention.
Those ninety-one individuals were assumed to have both the moti-
vation to get out more often and relatively minor, if any, physical
mobility limitations. The ninety-one potential participants were fur-
ther narrowed to eighty-seven when we eliminated one respondent,
whose survey interview had been done by a proxy (indicating a seri-
ous health problem, if not specifically a physical disability), and three
individuals who said at the end of the Wave 1 survey they wished not
to participate in the follow-up survey or other components of the
study.

Subgroup 2 was further divided for purposes of comparison into
(1) a transportation-disadvantaged “intervention group” and (2) a “con-
trol group” of those who were transportation disadvantaged and did
not receive the intervention. The intervention and control groups were
randomly selected from subgroup 2. The “unable to go, no aid,” or
subgroup 2 respondents, resided approximately equally in Cortland or
Seneca Counties. Figure 9.1 outlines the selection process.

Participant Recruitment

Once selected for the intervention group, respondents received an
invitation letter and a follow-up telephone call to determine their in-
terest in attending the workshop series.1 To encourage participation,
three incentives were offered to the participants: (1) a monetary pay-
ment of $10 for each of the three sessions attended; (2) food and

1 The invitation letter reminded respondents of their participation in the 1995 survey,
provided a project overview, and stated the purpose and objectives of the workshop
series. They were told their participation would help in developing programs to in-
crease other older people’s mobility and their own participation in social activities.
The letter concluded with information on the time and location of the workshops, as
well as incentives for participation. One week after sending the letter, each person
selected for the intervention group received a follow-up telephone call to determine
whether they would participate in the workshops. Callers were instructed to use gentle
persuasion techniques among those who showed little interest in participation.
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beverages during each session; and (3) transportation to and from the
workshop sessions. The incentives were included to make it psycho-
logically easier for respondents to participate in the workshop series
but modest enough to ensure that participation was not motivated by
extrinsic rewards (Gottlieb, 1989).

During the recruitment process, 19 individuals agreed to partici-
pate in the workshop series (10 from Cortland County and 9 from Sen-
eca County). In the intervention “refusal” group of 36 respondents, 10
individuals were outright refusals, but the remainder could be consid-
ered “ineligible” for participation in the intervention. We felt that in-
dividuals could be considered ineligible if they could not participate
because of a temporary or permanent health setback. For example,
one individual was to enter the hospital for prostate cancer surgery
during the scheduled dates of the workshops, and another had recently
had a stroke. Other ineligibles had work or other scheduling conflicts,

Figure 9.1 Selection Process for Educational Intervention.

  Image not available.
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full-time caregiving responsibilities, or we were unable to contact them
(e.g., their telephone had been disconnected). The difficulty of recruit-
ing older individuals for a set of group activities will be commented
on in the section on recommendations.

Site Selection and Logistics

Churches were selected as the sites for the two workshop series
because of their community emphasis, central location to the major-
ity of the participants’ homes, and availability. Each site provided small,
intimate rooms for the workshops. Church administrators helped with
logistics, such as providing access to the church. The workshops
spanned four weeks and, to the extent possible, were held on the same
day of the week across the three sessions of each workshop series. The
first two workshops were held approximately one week apart in each
county, and a two-week interval was allowed to elapse between the
second and third workshops in the series. Each workshop series con-
sisted of three, two-hour sessions. Each session was held between 10:00
a.m. and noon, and the sessions were broken into one-hour blocks,
with a morning break and lunch served immediately after each session.

Workshop Design and Content

Based on Gottlieb’s typology (1992), our efforts modeled a group-
level approach by bringing together individuals who self-reported the
desire to get out more often. The group process approach was used to
facilitate dialogue, activities, and panel discussions concerning the
development of more effective transportation arrangements and in-
creased social participation. A facilitator and the project’s principal
investigator (PI) guided the participants through the process using di-
dactic, participatory, and reflective methods. Participants’ comments
were recorded on a flip chart to create a group memory of the work-
shop content and process. Information was presented to participants
in multiple formats, including verbal, paper, poster, and overhead trans-
parency formats.

The facilitator’s primary roles included keeping the group focused,
recording participants’ comments, and asking probing questions. The
PI presented the didactic material included in the workshops. Local
public and volunteer transportation providers and representatives from
nonprofit organizations introduced participants to available services
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in the area via interactive panel discussions. The professionals involved
in the process made an effort to create an environment for strengthen-
ing participants’ capacities to cope with changing circumstances by
fostering the sharing of mutual experiences, providing new information,
and promoting goal-oriented, problem-solving behavior.

The workshop content was divided into three primary areas: par-
ticipants’ experiences, information dissemination, and informal net-
work development. The workshop series was pilot-tested in Tompkins
County, also an upstate New York nonmetropolitan county, and minor
revisions to content were then made before the two series were con-
ducted in Cortland and Seneca Counties. Session I of each workshop
series introduced participants to the goals of the workshops, gathered
information on participants’ experiences, and highlighted the link be-
tween social participation, health, and longevity. Session II focused on
informal network development and information dissemination from
local public and nonprofit agencies. Session III focused on dissemina-
tion of information on available transportation services (a directory
prepared on each county’s public and volunteer services was distributed,
and the contents were explained) and participants’ planning of their
alternative transportation futures.

Context

Cortland and Seneca Counties in upstate New York are nonmetro-
politan counties with open-country rural territory, small villages, and
small cities. The City of Cortland is the largest community in the two
counties, with a 1990 census population of 19,801. Seneca Falls, New
York, the largest place in Seneca County, had a 1990 census popula-
tion of 9,384.

The degree of urbanization of an area is an important determinant
of the array of formally provided transportation and other services for
older people (Taietz & Milton, 1979), a situation that holds for Cortland
and Seneca Counties. Cortland has a fixed-route public bus system
that primarily serves the City of Cortland’s inner core, but it also ex-
tends one service route into surrounding rural areas a few days each
week. As part of the system, limited and costly “dial-a-ride” services
are available for Cortland County residents. Cortland County has ap-
proximately half a dozen taxi companies, and a few long-distance bus
companies serve the area. Seneca County, in contrast, has no public
bus system, no long-distance bus company serving the county, and
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only one taxi company. Seneca County offers senior citizens’ van trans-
portation for senior center activities, doctor’s appointments, or gro-
cery shopping. The limited availability of public transportation in these
two counties is not atypical for nonmetropolitan counties (Talbot, 1985)
and constituted a primary reason we emphasized both formal and in-
formal networks of ride providers to the participants in our educa-
tional workshops.

Evaluation of the Educational Intervention

The test of whether a social intervention was successful depends
on how highly participants rate the experience and whether there is
evidence of a change in attitudes or behavior. Thus, the focus of this
section is on whether the workshop series made a difference to the
older participants. In 1996 the intervention group anonymously evalu-
ated each workshop series immediately following the final session.
Those questions were repeated to intervention group respondents only
in a supplement to the 1997 Wave 2 survey. This information shows
participants’ short-term evaluations of the workshop series and their
longer-term evaluations. An important question is how well the ef-
fects of the workshops held up over time. A second type of analysis
focuses on whether particular attitudes and behaviors of the interven-
tion group differ from those of the control group and the “refusal”
group. This second type of analysis draws from answers to questions
that were asked of all respondents in the 1997 panel survey.

Table 9.1 displays findings on increased knowledge of public and
volunteer transportation; whether participants felt better prepared to
get around by means other than a car subsequent to attending the
workshop series; and perceived usefulness of the information presented
in the workshops. A large majority of participants perceived an increase
in their knowledge of public and volunteer transportation options as a
consequence of having attended the workshop series. Very little erosion
occurred over time in the proportion reporting that as their experi-
ence (83.3% percent in 1996 and 82.3% in 1997). Immediately follow-
ing the workshops in 1996, 83.3 percent of the participants felt they
were better prepared to get around by means other than a car as a
result of having attended the workshops. By 1997, still a large major-
ity felt better prepared to get around by means other than a car (76.5%),
but some erosion had occurred.
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Participants’ evaluation of the usefulness of the workshops is also
shown in Table 9.1. In the 1996 post-workshop evaluation, 50 percent
of participants rated the workshops as “very useful,” and 50 percent
as “useful.” By 1997, just over 35 percent felt the workshops had been
“very useful,” nearly 53 percent “useful,” and approximately 12 per-
cent “not very useful.” In summary, participants’ evaluations of the
workshops were largely positive, and the positive evaluations held up
reasonably well over the nine to ten months of elapsed time between
the workshop series and the follow-up survey.

The remaining analyses compare responses to various questions
answered by the intervention group, control group, and “refusal” group
respondents. Some attrition had occurred in each group by 1997, when
the Wave 2 survey was conducted. Seventeen of the nineteen in the
intervention group, or workshop series participants, were interviewed
in the 1997 survey. The size of the control group diminished from
thirty-two to twenty-four by 1997, and the “refusal” group declined
from thirty-six to twenty-two individuals. (The 1997 Ns of the three
comparison groups are shown in Table 9.2.)

The “refusal” group showed greatest attrition between the two
survey waves, the control group was second, and the intervention
group had the least attrition. During our efforts to recruit individuals
to participate in the educational workshops, we formed impressions
about the characteristics and situations of the “refusal” group. The
“refusal” group seemed to comprise both the most active and the

Table 9.1. Intervention Group’s Workshop Series Evaluation (in %)

1996 Post-Workshop 1997 Follow-up

Evaluation Questions Evaluation Evaluation

Increased knowledge of public and

volunteer transportation? “Yes” 83.3 82.3

Better prepared to get around by means

other than a car? “Yes” 83.3 76.5

How useful was the information presented

in the workshop series?

Very useful 50.0 35.3

Useful 50.0 52.9

Not very useful 0.0 11.8

Not at all useful 0.0 0.0
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least active of those who were originally randomly assigned to the
intervention group. Their refusal to participate in the educational
workshops was probably partly due to a tendency to refuse participa-
tion in research studies. Their overall health status may also have
been poorer. Thus, it does not seem surprising that attrition was greater
among the “refusal” group compared to the intervention and control
groups.

Table 9.2 shows the proportions in each group who reported being
“able to get out as often as they want” in 1995 and in 1997. By defini-
tion, all of the respondents included in the intervention, control, or
“refusal” groups reported in the 1995 survey that they were not get-
ting out as often as they wanted. All three groups, whether or not they
received the educational intervention, improved by 1997 in the pro-
portions reporting that they got out as often as they wanted. During
the course of conducting the workshops, it became clear that older
individuals rapidly experience life-course transitions. For example, a
few workshop participants were primary caregivers at the time of the
Wave 1 survey in 1995 but were not caregivers by 1996, when the
intervention workshops were conducted. Our contacts with the inter-
vention group and the “refusal” group also taught us that older indi-
viduals’ health setbacks are often only temporary. Full-time caregiving
responsibilities and temporary health setbacks are just two examples
of situations that can affect the ability to get out as often as one wants.
Given that life-course events and transitions may be only temporary,
it is not too surprising that older respondents’ assessments of whether
they were getting out enough changed over time, regardless of whether
they participated in the intervention.

Further, older individuals’ attitudes may shift frequently regard-
ing whether they are getting out as often as they want, depending on
general mood at a particular time. The improvement in the different

Table 9.2. How often are you able to go places you would like to? Is it as often
as you’d like, or not as often as you’d like? (in %)

As often as I’d like

Group Type 1995 Survey 1997 Survey

Intervention group (N = 17) 0.0 76.5

Control group (N = 24) 0.0 41.7

“Refusal” group (N = 22) 0.0 66.7
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groups’ ability to get out “as often as they wanted” may have been
influenced by our having contacted both the intervention and “refusal”
groups for participation in the workshops, and the control group for
participation in the two waves of the panel survey. We solicited the
intervention and “refusal” groups’ participation in the educational
workshops, stating that it is important for older individuals to have
effective transportation mobility and to participate in social activi-
ties. All of the comparison groups thus may have been influenced by
their participation in the study.

Despite this general trend, the intervention group showed the
greatest improvement (76.5%), the “refusal” group the second most
improvement (66.7%), and the control group the least improve-
ment (41.7%) in getting out as often as they wanted. The findings pre-
sented in Table 9.2 suggest the intervention had the desired effect of
helping older people improve the management of their transportation
arrangements.

Table 9.3 addresses other questions posed to the intervention, con-
trol, and “refusal” groups in 1997 when the Wave 2 survey was con-
ducted. Most in the intervention group reported getting out “almost
every day” (82.5%), and others in the intervention group were getting
out “once or twice a week.” By contrast, only 50 percent of the control
group and 63.3 percent of the “refusal” group were getting out “almost
every day.” Both the control and the “refusal” groups thus reported a
lower frequency of trips out of their homes than did the intervention
group. Both respondents’ subjective assessments of whether they were
getting out enough (see Table 9.2) and this measure of frequency of
getting out indicate the educational intervention had a positive out-
come for the participants.

During the workshop series, information was disseminated to
intervention group participants on the availability of older driver
retraining courses in their local area. Table 9.3 indicates that includ-
ing such information in the workshop series may have stimulated the
intervention participants to take such a course. Fifty percent of the
intervention group, 11.1 percent of the control group, and 31.3 percent
of the “refusal” group reported in 1997 that they had taken such a
course.

As noted earlier, the workshops stressed the importance of devel-
oping effective transportation arrangements and active social partici-
pation. That strategy appears to have had an effect, given that 52.9
percent of intervention group compared to 41.7 percent of control group
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and only 22.7 percent of the “refusal” group reported in 1997 that they
had done volunteer work during the past twelve months (Table 9.3).
The “refusal” group may be especially reluctant to get involved in
community activities, as evidenced by their “refusal” to participate in
the intervention.

Conclusion and Recommendations

One should keep in mind that the numbers of individuals in each
of these three groups is not large. Therefore, this evaluation of the
effectiveness of the educational intervention cannot be considered
definitive. The evaluation, however, suggests that participants in
the educational intervention did undergo changes in attitudes and
behavior.

Table 9.3. Intervention, Control, and “Refusal” Groups’ Mobility-Related
Activities (in %)

  Image not available.
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The findings indicate that the educational intervention workshops
were successful in increasing the knowledge of available transporta-
tion resources among older individuals living in two nonmetropolitan
counties of upstate New York. Apparently, the intervention contrib-
uted to behaviors conducive to older persons’ getting out of their houses
frequently and to engaging in community activities. Thus, it is rec-
ommended that similar workshops be replicated in other locations.
Additional recommendations are as follows:

— The group process methodology provided a supportive environ-
ment where older people could freely express their concerns
about transportation issues. Although the number of older in-
dividuals we were able to recruit for the workshops was disap-
pointingly small, those of us who conducted the workshops
observed that the small-group dynamics worked well with re-
gard to older people’s willingness to brainstorm solutions to
their transportation problems.

— Given the scheduling conflicts that are inevitable when plan-
ning a set of group activities, it may be worthwhile to hold on-
going workshops in local areas so that individuals may attend
sessions as their schedules permit.

— An ongoing educational and informational group methodology
could be used to develop ride-sharing networks among older
individuals. We considered development of such networks in
the context of our intervention workshops. Given the relatively
short duration of our workshops and the lack of a local person
to coordinate such an activity, however, we felt a ride-share
network could not be developed and sustained within the time
frame of our intervention.

— Many older individuals who have full-time caregiving respon-
sibilities, health problems, or other situations that make it dif-
ficult for them to attend group activities may benefit from be-
ing teleconferenced into group meetings.

— County offices for the aging, other government agencies, or non-
profit organizations, in conjunction with local transportation
providers, could develop hotlines to provide information on lo-
cal public and volunteer transportation options to older people.

— Local aging-oriented organizations could also develop transpor-
tation directories of public and volunteer transportation, simi-
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lar to the directories we developed, to distribute to older indi-
viduals in local areas.

— Sterns and colleagues (1997) recommended public marketing
campaigns to encourage responsible use of transportation op-
tions and to inform older individuals of public transportation
availability. Indeed, advertising the resources available in local
areas (whether a hotline or actual transportation services) is an
important activity in helping older people more effectively
manage their arrangements for transportation.

The ability to drive, or the convenient and effective use of other
types of transportation, influence the social integration and quality of
life of older people, especially those living in rural areas. Thus, educa-
tional programs that increase older people’s knowledge of transporta-
tion options, including perhaps being retrained for safer driving, should
continue to be designed and evaluated.
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chapter ten

Fostering Integration

A Case Study of the Cornell Retirees

Volunteering in Service (CRVIS) Program

Phyllis Moen, Vivian Fields, Rhoda Meador,
and Helene Rosenblatt

In this chapter we draw on qualitative data describing a unique
arrangement to foster the volunteer participation of retirees, supple-
menting this case example with survey data from the Cornell Retire-
ment and Well-Being Study to document factors that shape the cir-
cumstances, motivation, and volunteer participation of a sample of
retirees. Following our case example, we offer implications for policy,
research, and practice, concluding with the potential that this untapped
portion of the population—retirees—offers for themselves, their com-
munities, and society.

Clearly, retirees conceive of retirement not simply as a time of
leisure but also as a time of continued productive engagement. Har-
nessing the full productive potential of these younger, better educated,
and healthier retirees will require new social institutions that can take
advantage of their talents and energies. A number of scholars (e.g.,
Freedman, 1994; Herzog & Morgan, 1993a, 1993b; Moen, 1998; Moen
& Fields, 2000; Musick et al., 1999) are investigating social integra-
tion in the form of productive engagement beyond retirement, includ-
ing volunteer community service. Increasingly, employers and their
retirees are recognizing and exploring ways to tap retiree talents in
service to their communities. Corporate Retiree Volunteer Programs
(Anderson, 1993), offering strategies for workers from particular orga-
nizations to move from paid work for their company to volunteer ser-
vice as they retire, are an excellent example of this. We present a case
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study of a retiree volunteer group organized on such a “corporate”
model. We begin by examining the research literature on retirement,
aging, and volunteering, relating it to the benefits of a volunteer model
that helps workers retain their bond with the workplace.

Retirees: Available and Ready

Many discussions of the “aging of America” conclude with dire
predictions about its consequences. However, as Marc Freedman (1994:
1) points out, “This transformation presents both challenges and op-
portunities.” Other scholars also advocate viewing retirees as a re-
source rather than a problem (Herzog & Morgan 1993a, 1993b; Caro &
Bass, 1995; Moen, 1994; Riley & Riley, 1994). Current cohorts of re-
tirees represent the healthiest and best educated in history. These
retirees, and those to follow from the baby-boom generation, will be
creating new models that challenge existing ideas about midlife, aging,
older workers, retirees, and volunteer work (Moen, 1998). A recent
national survey of baby boomers found that almost four out of five
expect to volunteer after they retire.

Americans are now retiring earlier than ever before. In the Cornell
Retirement and Well-Being Study (described in Chapter 3) we asked
respondents about when their fathers retired. Three in ten of their
fathers never retired, frequently dying before age 65. Most other fa-
thers retired either on or after age 65. By contrast, almost two thirds of
those in our survey retired (or expect to do so) before age 62! A na-
tional survey found that three out of four retirees did in fact retire
before age 65 (Hunt, 1999).

Although contemporary retirees welcome the flexibility afforded
by freedom from a fixed work schedule, many wish to continue with
productive activities after leaving their primary “career” jobs. A 1991
study of Americans aged 60 and older found that 41 percent did some
volunteer work. Thirty-eight percent of those not volunteering indi-
cated that they might be willing to volunteer if asked to do so and if
the conditions were “right” (ICR Survey Research Group, 1991). In
addition, 25.6 percent of current volunteers in this age group report
that they “would have preferred to volunteer more.”

In the Cornell Retirement and Well-Being Study we asked all re-
spondents what they consider to be important elements in “the ideal
retirement lifestyle.” While respondents chose “life of leisure” more
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than any other category (see Figure 10.1), fully 66 percent also chose
some form of formal productive activity (in terms of a new career,
self-employment, or volunteer service). Volunteering was the activity
most often chosen.

Research has shown the importance of volunteer service and so-
cial participation more generally for health, psychological well-being,
and general life quality (see discussions in Chapters 2 and 3). The chal-
lenge we face is to design more effective social opportunities and roles
for older people in our society. Since Americans now spend almost a
third of their lives beyond retirement, the question of productive roles
in these years becomes especially critical as a matter of both public
and private policy.

One Solution: Putting Retirees to “Work”

Employers and retirees are recognizing and exploring ways to bridge
the social transition between paid work and post-retirement produc-
tivity. Both groups are forming partnerships to create new models to
facilitate this shift, building on the pre-existing social support pro-
vided by the workplace community. Donna Anderson, founder and
president of the National Retirees Volunteer Coalition (NRVC) was

Figure 10.1 Elements of an Ideal Retirement. Source: Cornell Retirement and
Well-Being Study, Wave 1 (1994–95), N~450.

  Image not available.
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one of the pioneers of the corporate model in which retirees, with
support from their former employers, serve community agencies. The
model involves (1) the identification and recruitment of leadership
among retirees of a particular firm, (2) the launching of an informa-
tional program, and (3) the creation of a framework to encourage retir-
ees’ volunteer efforts. The NRVC has helped to develop more than
sixty-six corporate retiree volunteer programs in twenty-six states.

Many good ideas for volunteer programs have failed because of what
has been called “fervor without infrastructure” (Freedman, 1993). The
enduring structure created by the corporate retiree model is advanta-
geous to the sponsoring company, the retirees, and the community
agencies being served. First, it recognizes the need for continued sup-
port by and participation of the corporation, hospital, or university from
which the retirees have retired. The (former) employer benefits in terms
of improved public relations with the community and through enhanc-
ing the environment in which their retirees and current employees
live. The community benefits from an infusion of stable and long-lasting
service. The retirees themselves also profit from the social network of
ongoing relationships and continued productive engagement.

Social theory provides some insight into the mechanisms by which
such a model helps to smooth the transition into retirement. Loss of
the role of employee deprives people of ready access to colleagues and
friends. For example, fully 73 percent of the retired men and women
in the Cornell Retirement and Well-Being Study report that “missing
co-workers” is a disadvantage of retirement.

Corporate retiree volunteer programs provide a way for retirees to
sustain important ties with co-workers, as well as their identity as a
member of the corporate community. The value of this model is that
it both builds on and extends workers’ existing occupational identity
and provides formal organizational support for volunteer work. This
becomes a vehicle for bridging the transition from paid work to retire-
ment, an adaptive strategy that provides continuity rather than dis-
continuity in identity and productivity (see Atchley, 1989).

As part of our ongoing study of ways to promote productive en-
gagement, we have systematically observed, using participant obser-
vation and other ethnographic techniques, the creation and develop-
ment of an organization fashioned along the NRVC model, one that
brings together corporate (in this case, university) retirees. The Cornell
Retirees Volunteering in Service (CRVIS—pronounced “service”) pro-
vides an important case study of the corporate model.
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CRVIS: Evolution of a Model for
Retiree Involvement

In 1994, Cornell University and a coterie of its retirees began
a volunteer initiative under the guidance of representatives from the
NRVC. The initial step in the development of CRVIS was the identi-
fication of a group of retirees who had played leadership roles in the
workplace prior to retirement. This group of leaders met regularly to
consider the potential for and value of establishing a formal retiree
volunteer program in association with Cornell University. The retiree
group participated in a variety of activities that led to setting up an
organizational structure and an explicit statement of shared group
values. (NRVC representatives played a minor role in facilitating these
monthly meetings.) The group explored alternative ways of serving
the broader community, inviting representatives from several com-
munity organizations to assess the “fit” between the interests and
capabilities of the Cornell retirees and community needs.

After a number of meetings, the focus of the group narrowed and
the decision was made to serve youth aged 5–12 through the elemen-
tary schools. The group devised a name (CRVIS) and a mission state-
ment (see Figure 10.2). They invited principals from the area to talk
about the possibilities of service to their schools. After interviewing
a number of principals, they selected one school, Cayuga Heights
Elementary School, in which to begin a pilot program. The group has
been explicit about the desire to be involved in activities that offer a
significant “value-added” benefit to the educational environment and
not simply a reduction of teachers’ workload. CRVIS consciously
chooses to work in schools where volunteers are viewed as “full col-
laborative partners.” (Most retirees don’t want to simply “push a cart”
or stamp incoming mail. Rather, they want to be engaged in activities
that both challenge them and use their talents.) What is unique about
the Cornell program is that it is a group effort, with retirees working
together with a common purpose and the conscious goal of making
the experience “fun.”

Why CRVIS Works

Four main points from the research literature on volunteerism
are relevant in analyzing the success of CRVIS. First, perennial non-
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volunteers are likely to be more difficult to recruit compared with
those who have volunteered (Fischer & Schaffer, 1993). However, Caro
and Bass (1997) point out that the timing of recruitment can be cru-
cial. In their study, retired non-volunteers who are approached within
the first two years after retirement were almost twice as likely to
be receptive to volunteering as other non-volunteering retirees. The

Figure 10.2 CRVIS’ Statement of Mission and Group Values.
Source: CRVIS Volunteer Handbook, 1997–98.

  Image not available.
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“corporate” model affords the opportunity to make specific informa-
tion about volunteering part of the pre-retirement process. Part of the
difficulty in recruiting and retaining older volunteers is that most
people do not visualize the kind of social life they might desire follow-
ing retirement. Our society typically prepares individuals for moving
into new roles, whether it is kindergarten or employment, but we do
not prepare individuals for role disengagement, such as that involved
in leaving the world of work (Ebaugh, 1988; Kahn, 1994).

In the case of CRVIS, board members receive lists of recent retir-
ees from the university and target recruitment efforts to them. Infor-
mation about CRVIS is also included in pre-retirement literature. Quali-
tative data from focus groups and in-depth interviews in the Cornell
Retirement and Well-Being Study suggest that many retirees want to
travel and spend time with family before settling into a schedule that
includes volunteering. CRVIS is in a position to approach retirees early
while recognizing that they may not be ready to begin to volunteer
until they have had a chance to experience fully the freedom that
retirement may offer. When asked when people are most receptive to
requests to participate, one member of the CRVIS steering board told
us that, in his experience, “When they first retire they want to have
fun, but you have to catch them before they turn into couch potatoes.”

Second, there appears to be little targeted recruitment aimed at
the older population. Moreover, existing programs indicate some am-
bivalence about the range of activities appropriate for the retirement
age population (Freedman, 1993, 1994; Caro & Bass, 1995). Barfield
and Morgan (1968) found that more men expected to increase their
volunteer activity following retirement than actually did so. There
appear to be significant numbers of potential volunteers who would
be willing to volunteer if someone asked them, but retirees are sel-
dom asked (Herzog & Morgan, 1993a).

Third, personal contact has been found to be an important recruit-
ment mechanism (Fischer & Schaffer, 1993; Gallup, 1991). When CRVIS
members identify potential volunteers, they approach them with per-
sonal phone calls. As often as possible, friends or acquaintances do the
actual recruiting. Data from the Cornell Retirement and Well-Being
Study provide support for the efficacy of this method. More than two
fifths (44%) of the volunteers in our sample indicate that they started
their current volunteer job because an organization had approached
them (see Figure 10.3).

And fourth, some degree in choice in type of volunteering and the
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matching of skills and interests of the volunteer with the volunteer
work may be important for recruitment and retention (Francies, 1983;
Morrow-Howell & Mui, 1989). Consideration of the needs and inter-
ests of potential volunteers is also an important factor in the number
of hours people are willing to devote to volunteer work (ICR Survey
Research Group, 1991; Smith, 1981). The CRVIS Steering Committee
provides a formal structure through which the school administra-
tion can address requests and through which the retirees can propose
activities to the school. When retirees choose and develop their own
programs, not only is the likelihood of making full use of their talents
and know-how enhanced but the volunteers are also most likely to
find the activities rewarding.

Although many programs find that volunteers are better at “signing
up than showing up” (Freedman, 1993; 79), CRVIS has been extremely
successful in retaining committed volunteers. We interviewed mem-

Figure 10.3 How Did Volunteers Start at Current Job? Source:
Cornell Retirement and Well-Being Study, Wave 1 (1994–95).

  Image not available.
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bers of the CRVIS Steering Committee, who stressed that CRVIS “works
in partnership with” the schools and went “to them with the things
we were interested in doing. It was collaborative.” There is a great
effort made to match individual interests with the needs of the school.
One board member explained “There is a questionnaire that lists the
hobbies. We use this to make placements.” Individual retirees carve
out tasks for themselves after establishing contact with an individual
teacher, forming a collaboration. Another committee member described
an example of an activity developed by the volunteers themselves:
“We find out what the person is interested in doing. We fit the task
with the personality. One couple loves bird walks and they are well
received and appreciated by the children.”

When we asked how the organization deals with “no-shows,” the
chair of the Steering Committee emphasized, “We have had very little
of that. There is a sense of commitment.” Another board member con-
curs that “the meetings are well attended. We have been lucky with
attendance in schools.” “It [absenteeism] hasn’t been too much of a
problem.” CRVIS’ success with volunteer retention and commitment
supports the findings of the research literature, which indicates the
relationship between commitment and working on personally mean-
ingful tasks.

Implications for Practice, Policy,
and Research

Recruitment and Retention

Little is known about volunteer recruitment in terms of differ-
ences across the life course, couple (or family) volunteering, and gender
differences. We reviewed what research has found, including data from
the Cornell Retirement and Well-Being Study.

Life-course considerations. Theoretical and empirical work on fac-
tors affecting the likelihood of volunteering suggests that personal gain,
not merely altruism, is frequently an important motivator. Some schol-
ars have suggested that occupational development or social status con-
cerns may be important in the decision to volunteer (Mueller, 1975).
However, in the Cornell Retirement and Well-Being Study, we found
that helping others and wanting to do something useful for a good
cause are principal reasons volunteers give for volunteering (see also
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Gallup, 1981). One would expect motivations to volunteer to change
over the life course. According to a 1995 national survey of American
youth (Prudential Youth Survey on Community Involvement, 1995),
the most important reasons students volunteer are (1) to list activity
on college applications (87%), and (2) to learn new skills (81%). By
contrast, those in their fifties, sixties, and seventies in the Cornell
Retirement and Well-Being Study mention helping others, accomplish-
ing something, and believing in the cause as key motivators (see Figure
10.4). These results suggest that recruitment issues (and strategies)
may vary over the life course.

Family considerations. Although recruitment and retention are
approached from the perspective of individuals, volunteer service may
well be a family project. A poll of 1,002 family households conducted
by the Gallup International Institute in cooperation with the Family
Matters Program of the Points of Light Foundation found that in more
than 36 percent of American households, family volunteering is a part
of family life. This is equally true in young families (adults aged 18–
34), in the middle years (aged 35–49), and in older families (aged 50 or
older). The top reason agencies say families give for volunteering to-
gether is “to teach values of service and community involvement”
(Search Institute, 1994). The most common partnership in families
volunteering is, however, between husband and wife—60 percent
(Gallup International Institute, 1997).

Many of the married respondents participating in the Cornell Re-
tirement and Well-Being Study tell us that spending time together as
a couple is one of the most satisfying aspects of retirement. The senti-
ments expressed by a large number of the participants in the study are
typified by remarks like:

We do things together to help each other and be together more often.

We’re more of a partnership.

We can do things together we were not able to do before.

CRVIS encourages couples to volunteer together. One steering com-
mittee member told us that volunteering with her husband is part of
her motivation for her involvement with CRVIS: “My husband came
along when I became involved. We saw the pleasure in the children
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and found pleasure in volunteering. We worked hard to put CRVIS
together.”

To date, there has been no systematic research addressing the is-
sue of whether volunteer recruitment efforts are enhanced by direct-
ing them toward couples (or families). Neither is much known about
the recruitment of people who are single, widowed, or divorced. Orga-

Figure 10.4 Why Older Workers and Retirees Volunteer: Percent Citing Reason
as Very Important. Source: Cornell Retirement and Well-Being Study, Wave 1 (1994–
95), N~340 (current volunteers).

  Image not available.
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nizations may well need different strategies for their recruitment. Since
a fairly large proportion of older people are widowed or divorced, it is
important that they not be forgotten in thinking about how different
people can be recruited.

Gender considerations. We know little about how recruitment and
retention vary by gender. But a look at participation rates by gender in
three other volunteer programs designed for older Americans reveals
that different activities attract varying proportions of men and women.
Whereas only 11 percent of Foster Grandparents and 15 percent of
Senior Companions are men, men comprise 34 percent of those in-
volved in the Community Service Employment Program (Freedman,
1994: 5). In 1997, fully 48 percent of CRVIS’ active volunteers were
men. We might predict that volunteer groups offering a greater range
of individual choice would result in higher participation rates of both
men and women.

“Structured” Flexibility

Lifestyle. The founders of CRVIS recognized that retirees, while
wanting to remain productive, also find it important to have the free-
dom to pursue activities they were unable to pursue while working.
Qualitative data from the Cornell Retirement and Well-Being Study
document the importance to retirees of retaining flexibility and free-
dom. We asked retirees what they found most satisfying about retire-
ment. Typical responses included:

I’m pleased with my life and the new-found freedom.

I have freedom—tremendous amounts of freedom—and am very happy.

One wife related her husband’s satisfaction with his retirement to his
ability to “do what he wants to do, when and how he wants to do it.”

For many retirees, the ability to travel and spend extended time
with family is a very important part of their retirement plans. CRVIS’
literature explicitly states that the volunteer commitment should not
encroach upon these activities. Important mechanisms facilitating this
flexibility are built into the CRVIS organizational structure. First,
“multiple coverage” ensures that when one volunteer is away or ill,
another volunteer is available to fulfill the commitment. Second, the
volunteer responsibilities are set up so that “each volunteer position
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has a beginning and an end”; “We have schedules and everyone works
together. Each person decides how many hours they want to volun-
teer.” The volunteer program includes some short-term projects and
long-term activities that are divided up among volunteers according
to individual vacation and travel schedules. Thus, potential volun-
teers who are reluctant to become involved because they are out of
town for long stretches of time are assured that they can still make a
contribution to the volunteer effort. Positions are made to fit the
individual’s schedule in terms of “times, days, and months” of the
year. This built-in flexibility is likely to be another important factor
in CRVIS’ success in recruitment and its high retention rate.

But this very desire for flexibility might be seen by organizations
as a liability rather than an asset. Some community organizations may
not seek out retirees as volunteers precisely because they are seen as
“unreliable.” One solution is for organizations to create modules of
volunteer work. Individuals (of all ages) might be particularly recep-
tive to volunteering for a fixed project or a fixed time period—a year,
six months, two months, two weeks, or even a day. Provisions could
be made that would facilitate signing on for yet another module of
fixed duration.

Formal participation. We know that many retirees identify with
the place where they worked and often miss the collegiality of the
workplace and the respect that paid work is accorded in our society.
The corporate model of retiree volunteering takes advantage of a valu-
able community asset while providing a means for retirees to be pro-
ductive under conditions where the value of their contribution is recog-
nized both formally and informally. To be sure, retirees, our “seasoned
citizens,” can volunteer as individuals, performing needed work in
hospitals, schools, and other institutions, but most of us are used to
being productive in jobs that involve working with co-workers. As
one CRVIS member tells us, “CRVIS provides a level of response that
is similar to what they had at work. I’m still needed. For me it is try-
ing to give something back. I want to participate with other people. It
doesn’t fit for me to sit at home.”

The efforts of volunteers are formally acknowledged at awards
presentations and through publicity in the local media. Both CRVIS
members and Cornell University staff ensure that the organization
remains in the public eye through articles in the local paper and spots
on the radio. Perhaps more important, however, the volunteers’ work
is informally acknowledged as volunteers validate one another’s efforts.



Interventions to Promote Social Integration in Later Life260

It is both touching and striking to hear how often volunteers point
with pride to the achievements of other group members and relay sto-
ries of one another’s successes.

Community links. CRVIS is careful to filter out requests from
schools that are not willing to consider them full and valuable part-
ners, ensuring that they are valued as unpaid workers. As the group
expands, they interview and at times reject requests for help when, in
the opinion of the steering committee, the particular school adminis-
tration or staff is not enthusiastic about their participation. A recent
poll of Philadelphians by the Pew Research Foundation found that re-
spondents who believed that they could “make a difference” were
especially likely to volunteer (Galston & Levine, 1997). By careful
selection of schools the organization is able to control the volunteer
experience so that the individuals feel they do have an impact. As the
chair of the CRVIS Steering Committee commented, “[CRVIS volun-
teers] realize they are doing something that matters.”

The Corporate Model and the Agency Being Served

The principal of the school involved in the CRVIS pilot project
describes how her initial guarded and somewhat skeptical attitude
toward the initiative turned into delight as she discovered the advan-
tages of CRVIS’ organizational structure. One of the reservations many
agencies have about placing volunteers in key positions is a concern
about dependability. The CRVIS organization helps to enhance the
effectiveness of the volunteer effort in several ways. First, the frame-
work ensures reliability by providing for substitute coverage. Second,
the leaders of the organization serve as a conduit through which both
the school and volunteers can channel problems and concerns. One
steering committee member told us: “We keep in contact with the
volunteers and find out what problems they may have had.” By serv-
ing as an intermediary, the organization deals with potential prob-
lems before they become serious.

Moreover, CRVIS also helps individual volunteers limit their com-
mitments by acting as a filter, that is, a conduit through which requests
for aid can be processed. The CRVIS chairman pointed out, “We set
limits to be most effective.” He describes the learning process the group
went through as they first “spread out a little too much in the Cayuga
Heights School and so we set more bounds when we expanded to the
Enfield School.” This observation is in line with research findings on
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limit setting. For example, Wuthnow (1993) reports on the conflict in
American society between individualism and self-interest on the one
hand and compassion and caring on the other hand. He cites various
studies pointing to the deleterious health consequences to Americans
who fail to “place boundaries around their caring” (Wuthnow, 1991:
193).

Analysis of data from the Cornell Retirement and Well-Being Study
provides empirical evidence for Wuthnow’s hypothesis. We find that
formal volunteering (in the context of membership in an organization)
is particularly beneficial to psychological well-being of retirees (Moen
& Fields, 2000). Those who do community volunteer work report higher
levels of self-efficacy, self-esteem, general life satisfaction, and overall
energy than retirees who are neither organization members nor volun-
teers; those who volunteer informally do not score significantly higher
than non-volunteers on these measures of well-being.

Conclusions

America is a work-oriented society in which most people de-
rive a large part of their identity and sense of self-worth from their
employment. The role of worker is the way we become integrated and
acknowledged as adult members of the larger community. Employ-
ment is not only a central role in American society, it is virtually
isomorphic with contemporary notions of productivity and achieve-
ment. The changes our society is undergoing call forcefully for a
thoughtful re-examination of existing—and increasingly inappropri-
ate—life patterns. Occupational careers are what Pearlin (1988) de-
scribes as “durable arrangements” that serve to “organize experience
over time.” In turn, it is precisely this organized experience that “is
the basis for how we see the world around us, how we think about it
and act toward it.” We need similar such durable arrangements for the
post-career years. Americans equate productivity with paid work, yet
an increasingly larger portion of the life course is being spent in the
“post-employment” period. Mature adulthood is vital involvement in
generative activities, active participation in meaningful roles (e.g.,
Erikson et al., 1986), regardless of whether that meaningful work is
paid or unpaid. As more people make the (earlier) transition to retire-
ment, it is vital that new institutional arrangements encourage people
to remain productive and active (Morris, 1993).
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Retirees—now younger, healthier, more capable than ever in his-
tory—are constructing a new life stage (see Bronfenbrenner et al., 1996).
As such, they constitute an important untapped reserve of human capi-
tal that can be put to work in community service. Doing so is not only
advantageous to society, but it also promotes the social integration of
this (growing) segment of the population. How can our nation give to
volunteer work the same sense of purposive activity, collegiality, and
salience it accords to paid work? One answer is through new organiza-
tions, such as employer-sponsored retiree programs like CRVIS.
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Lessons from an Intervention Study
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Charles R. Henderson, Jr., and Sharon Brangman

Alzheimer’s Caregiving:
The Need for Support Interventions

Over the past two decades, interest in supporting caregivers of frail
elderly family members has increased. Partly fueling the attention to
family caregiving is a demographic imperative: the dramatic growth
in the elderly population will create unprecedented demands on for-
mal health and welfare systems, as well as on families who provide
the bulk of care. This concern is also an outgrowth of extensive re-
search indicating that family caregivers are at elevated risk for such
negative outcomes as psychological distress, physical illness, and eco-
nomic strain, all of which may disrupt social relationships (for reviews,
see Chapter 5, this volume; Pillemer & Suitor, 1996; Schulz & William-
son, 1994).

Nowhere are these problems so great as among family caregivers
for persons with Alzheimer’s disease (AD) and other related types of
dementia. The consequences of AD for victims are devastating: irre-
versible memory loss is usually accompanied by profound declines in
intellectual skills, judgment, and language (Morris, 1996). The preva-
lence of dementia supports attention to this subgroup, with 2–3 per-
cent of the population affected at age 65 and 30 percent or more of
persons aged 85 and over (Barker, 1992).

Research (reviewed in Chapter 5, this volume) has also demon-
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strated the burden and stress experienced by family caregivers to AD
patients. As the disease progresses, demands for assistance increase,
typically involving dependency for personal care, as well as for activi-
ties such as shopping, household maintenance, and financial manage-
ment. Equally or more distressing for family caregivers are the behav-
iors that frequently accompany the disease, for example, agitation,
wandering, sleeplessness, delusions, obsessive behavior, and verbal and
physical aggression (Buckwalter, 1996). Further, the family experiences
the loss of the loved one as a companion or confidant, as their role is
reduced to that of care provider (Fiore et al., 1986).

Most relevant to the present chapter is that caregiving responsi-
bility negatively affects social relationships. As was demonstrated in
Chapter 5, three characteristics of AD caregiving point to the need for
a support intervention that focuses on social relationships. First, AD
caregivers experience decreased social contact and support. Second,
the degree of perceived support from others has a beneficial impact on
caregivers’ well-being. And third, negative interactions with network
members cause distress for care providers. AD caregivers thus face a
paradoxical situation: although social integration is of great impor-
tance to them, their network of social support and relationships are
threatened by their adoption of this role, and social ties can become
strained as a result.

Interventions that support caregivers have been seen as a primary
response to preventing, postponing, or reversing the negative sequelae
of caregiving. Most of the programs designed for caregivers feature pro-
fessionally led support groups (Gottlieb, 1998; Lakey & Lutz, 1996;
Rogers, 1999). Empirical findings regarding the effectiveness of such
groups have been mixed, however. Research on support interventions
for caregivers shows a general pattern: participants often report high
levels of satisfaction with support groups but fail to improve signifi-
cantly on various outcome measures (Kane & Penrod, 1995; Pillemer,
1996). Studies have typically failed to find significant differences be-
tween participants and controls on outcome variables such as the bur-
den on caregivers and psychological well-being (Demers & Lavoie, 1996;
Haley et al., 1987; Whitlach et al., 1991; Zarit et al., 1989).

We suggest that there are several conceptual and methodological
reasons for the equivocal findings. First, most caregiver support inter-
ventions have not been theoretically grounded but rather have typically
constructed program models based on social work practice or clinical
impressions. Below, we argue that sociological and psychological
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research on the role of similar others in the lives of persons undergo-
ing life-course transitions provides a sound basis for designing a care-
giver support project. The intervention program detailed in this article
was developed specifically according to these theoretical guidelines.

Second, caregiver support programs usually include a variety of
intervention components. Most programs involve a mixture of advice
from a professional (such as a social worker), educational sessions,
information and referral regarding community services, and peer sup-
port, among other components. As is discussed further below, it is
important to begin to isolate these various aspects of support, so that
we can ascertain which components are effective and which are not.

Third, studies have typically not addressed the issue of who ben-
efits most from social support interventions (Bass et al., 1998). That
is, we do not know if different sub-groups of caregivers are more likely
to benefit from support programs. In the study analyzed here, we ex-
amine the degree to which factors such as gender and the strength of
the pre-existing social network affect outcomes.

In sum, the goal of the intervention study discussed in this chap-
ter was to fill conceptual and methodological gaps by designing and
evaluating a program for caregivers that is grounded in theory and re-
search relating to life-course transitions and their impact on interper-
sonal relationships. Below we review the theoretical framework we
have developed for studying the effects of caregiving and discuss how
that framework was used to design a support intervention for Alz-
heimer’s caregivers.

Theoretical Background: Transitions,
Social Support, and Psychological Well-being

Considerable research has demonstrated that social support serves
as a buffer against stressful life events and chronic stressful condi-
tions (Cohen & Wills, 1985; Eckenrode & Gore, 1990; Kaplan, 1996).
Comparable findings exist regarding family caregiving (see Chapter 5).
However, understanding the conditions under which support is most
effective is a key to designing successful interventions. As discussed
in Chapter 5, one factor that is likely to enhance the value of social
support is similarity between the support provider and the recipient.
Indeed, several researchers have suggested that similarity may be rel-
evant for support interventions (cf. Lakey & Lutz, 1996; Thoits, 1986).
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However, there is little experience with programs based exclusively
on the benefits of similar others. As Lakey and Lutz note, “Although
similarity appears to be a powerful determinant of perceived support
judgements, much more needs to be understood about this effect be-
fore we can use it optimally in intervention” (1996: 460).

To briefly restate our argument in Chapter 5, we proposed that
both sociological theory and empirical research encourage attention
to the role of similar others as effective supporters. Support from simi-
lar associates may be especially important when an individual has
recently experienced a life-course transition, such as becoming a family
caregiver. Particularly critical is similarity of experience. Our studies
of AD caregivers (Suitor & Pillemer, 1993, 1996, in press; Suitor et
al., 1995) demonstrated that network members who had caregiving
experience were more likely to be sources of emotional support, and
they were less likely to be sources of interpersonal stress. We also
examined whether the presence of experientially similar others af-
fected psychological distress. The study found that a larger number of
fellow caregivers in the respondents’ social networks was associated
with lower levels of depression (Pillemer & Suitor, 1996), especially
among individuals in more stressful caregiving situations. In light of
this evidence, it is plausible to hypothesize that increasing the num-
ber of network members who share the caregiving status would have
a positive effect on social and psychological well-being among AD
caregivers.

Although few interventions have specifically examined the effects
of similarity, several reports suggest that contact with similar others
is the major benefit of organized support programs. For example, Glosser
and Wexler (1985) reported that “getting a chance to meet people with
similar problems” (233) was one of the two most frequent reasons the
members found group participation helpful. Two surveys by Wright
et al. (1987) and Gonyea (1989) had similar findings: among the as-
pects of AD support groups cited as being most helpful were seeing
how others dealt with their problems, feeling less isolated in perform-
ing caregiving, and talking with others who understood their experi-
ences. However, the design of these studies precluded the possibility
of systematically examining the effects of such participation. Isolat-
ing the impact of support from experientially similar others appears to
be a worthy intervention goal.
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Intervention Design

Conceptual Approach

To examine the benefits of introducing similar others into care-
givers’ networks, we designed a model program called the Peer Sup-
port Project (PSP). The PSP differed from previous caregiver support
interventions in four major ways. First, unlike most previous programs,
the PSP did not involve professional intervention of any kind. Instead,
it emphasized “indigenous social support,” that is, behaviors which
persons in the same life situation can provide to one another without
professional intervention (Heller et al., 1991).

Second, most caregiver support interventions have focused on what
Gottlieb (1988) termed directed support. These programs provide con-
siderable guidance about the precise form of support and how it should
be delivered. In the case of family caregiving, the modal intervention
has been groups with a psychoeducational focus, emphasizing train-
ing in caregiving skills and the use of community resources. The PSP
took a different approach by providing diffuse support (Gottlieb, 1988).
This type of intervention involves grafting on a social tie to reduce
isolation. As Gottlieb (1988) notes, such interventions provide units
of companionship that encourage the formation of friendships. The
PSP’s focus on increasing numbers of status-similar social ties is in
contrast to the traditional emphasis on highly specific components of
didactic information or social support to improve their coping ability.
Gottlieb describes the distinction between the two types of interven-
tions: “In effect, directed support interventions marshal the partner’s
specialized social supportive resources while diffuse interventions
compensate for a generally impoverished social field” (526). The im-
poverishment in the context of the project described here is a lack of
status-similar others in the network. Therefore, the primary compo-
nent of the PSP intervention was making available regular contact
with another person who shared the status of caregiver.

Third, the study was part of a much-needed effort to isolate the
various features of caregiver support programs (peer support, educa-
tion, professional counseling, etc.), to ascertain which components are
effective and which are not. This issue is of special importance in light
of what may be termed “dosage-response” issues in support interven-
tions. That is, it is critical to ascertain more precisely the amount of
support needed to bring about positive outcomes. If, as our theoretical
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framework suggested, the most effective aspect of support groups is
increasing interaction with others who are similar, then complex group
interventions with didactic content may be unnecessary. Instead, more
simple mutual aid and “friendly visiting” approaches could be equally
effective at lower cost. Conceivably, there is a “minimum threshold”
of support, with only marginal improvements for amounts of support
that exceed the threshold (Schiaffino, 1991). Our goal in this study
was to test the specific benefits of support from similar others, in the
absence of other program components.

Finally, we designed the program as a dyadic rather than a group
intervention, for two reasons. First, persons who, because of tempera-
ment or past experience, are less inclined toward group participation
may tend to avoid group interventions. It is nevertheless possible that
they could benefit substantially from a supportive relationship with
someone with similar problems. Second, support groups can increase
the possibility that a participant will experience miscarried support,
such as unwanted advice. For example, group members are usually in
very different stages of the caregiving process; it can be distressing
when a person whose relative is experiencing mild memory loss must
participate in discussions of nursing home placement or autopsy
(Wasow, 1986). We hypothesized that a dyadic intervention might avoid
some of these difficulties.

Specific Intervention Components

The design of the program was based on the experience of friendly
visiting programs for the elderly and disabled (cf. Biegel et al., 1984;
Korte & Gupta, 1991; Thornton, 1991). The PSP used community
volunteers who had themselves been caregivers to a relative with
AD. Volunteers were recruited to the program by the Alzheimer’s
Association of Central New York and were provided with training in
communication and listening skills. After training, the volunteers were
matched with family caregivers to persons who had been diagnosed
with AD at the State University of New York Health Science Center
(SUNY-HSC), a major medical center with a large dementia screening
program in Syracuse, New York. Recruiting subjects through SUNY-
HSC also allowed us to avoid a problem evident in some research ef-
forts on dementia caregivers: lack of firm diagnostic criteria (Zarit,
1989). A comprehensive neuropsychiatric examination is conducted
on all patients at SUNY-HSC in accordance with strict research diag-
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nosis criteria. This rigor in establishing diagnosis ensured to the greatest
extent possible that our sample was not contaminated with non-
dementia cases.

It was expected that the volunteer and the caregiver would meet
for eight weekly sessions lasting between one and two hours each.
Specific components of the intervention were designed to correspond
as closely as possible to the theoretical framework we outlined above.
To this end, the project had a number of special features that attempted
to maximize the benefits of similarity between the volunteer and the
caregiver. These were as follows.

Training of volunteers. Volunteers received 5–7 hours of training
(depending on the size of the training group). The volunteer training
focused on enhancing positive aspects of similarity. First, the concep-
tual underpinnings of the PSP were reviewed; in this discussion, the
importance of experiential similarity was stressed. Selected research
findings were presented demonstrating the importance of similar others
in promoting caregivers’ well-being. The volunteers were character-
ized as “true experts” on handling the stress of caregiving and were
encouraged to draw on their own experiences when interacting with
their partners. Our intent was to make volunteers consciously aware
of the benefits of similar experience and to suggest that they empha-
size this fact to the caregivers.

The second major portion of the training program was devoted to
clarifying and understanding the volunteers’ own experiences as care-
givers. A family therapist with expertise in aging designed several
exercises for use in this phase of training. The exercises included hav-
ing each trainee tell his or her “caregiving story” and reflect on how
similar others had influenced his or her caregiving experience. These
activities helped volunteers identify which aspects of their own expe-
riences were particularly sensitive or emotionally charged and to ex-
amine their own levels of comfort in disclosing information about
themselves.

A third feature of the training was to create awareness of stages in
the caregiving experience. Because many volunteers were caring for
persons in very advanced stages of the disease (and in some cases, their
care recipients had died), it was important to stress the need for ap-
proaching newer caregivers “at their own stage.” Volunteers were
trained not to anticipate future stages for the caregiver but rather to
focus on aspects of experience that corresponded to the current stage
of their partner.
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Finally, the volunteer training included activities designed to im-
prove communication and active listening skills. Volunteers engaged
in role-playing exercises that simulated discussions they might have
with their partner. These exercises emphasized the need to avoid giv-
ing advice or trying to solve the caregivers’ problems for them. In-
stead, following each role-playing session, the trainer discussed the
need for empathic listening and reassurance regarding the caregiver’s
strengths and coping abilities. Further, the role plays allowed the vol-
unteers to identify appropriate boundaries of contact between them
and the caregivers.

Matching. Both the volunteers and the recipients shared the char-
acteristic of having been a caregiver to a person with AD. However, to
maximize similarity between the volunteer and the caregiver, they
also were matched on gender and on relationship to the care recipient
(spouse or adult child). In addition, volunteers and caregivers were
matched according to county of residence. This led, in effect, to a
regional match, with caregivers and volunteers from similar areas
matched with one another.

Content. Because the goal of the intervention was to encourage
the exchange of social support and the formation of friendships, it
was decided that the meetings of the pairs would primarily involve
unstructured time that allowed for sharing of experiences and the de-
velopment of relationships. The only exception to this emphasis on
unscripted interaction was the first meeting between the partners. A
protocol was developed for the initial visit, in which the volunteer
encouraged the caregiver to discuss his or her reaction to the diagnosis
and did a preliminary exploration of social network resources. The
goal of this session was to increase the partner’s comfort and to reduce
awkwardness.

In the event that the volunteer desired additional assistance in
planning the visit, we created a manual with additional exercises that
could be conducted with the caregiver. The exercises included an ex-
ploration of social network problems and a guided discussion about
future plans that could be used by volunteers any time after the first
session at their discretion. Very few volunteers chose to use any of
these exercises, preferring instead to engage in open-ended dialogue
with their partners.

During the initial session, the volunteers discussed how the care-
giver would prefer to spend the time, and attempted to follow these
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suggestions as much as possible. Although it was suggested to the vol-
unteers that they focus a part of each meeting on a discussion of
caregiving concerns, purely social visits were also permitted. In the
majority of visits, the volunteer met the caregiver either at the care-
giver’s home or in a restaurant, with conversation typically focused
on caregiving issues. However, a minority of pairs engaged in other
activities. In some cases, this was a mutually satisfying leisure pur-
suit. (For example, two women met early in the morning for a power
walk, and another pair met for lunch during the workday.) In other
cases, the volunteer accompanied the caregiver on visits to a nursing
home, adult day center, or other possible service providers for the
patient.

An important decision in the design was the duration of the inter-
vention. On the one hand, it was important to include a sufficient
number of meetings to produce effects. On the other hand, too exten-
sive a program might be perceived as burdensome by both volunteers
and caregivers, and would therefore be more difficult to replicate. Based
on the existing literature and the experience of practitioners, we es-
tablished eight sessions as the target number of visits. However, we
recognized that some matches might continue for fewer visits, depend-
ing on the needs and commitments of the caregivers.

Monitoring and tracking. Based on the experiences of other visita-
tion programs, we believed it was important to keep in close contact
with the volunteer visitors. We anticipated that volunteers who were
placed in a more difficult or initially awkward match might be in-
clined to skip visits or end their involvement entirely. Therefore, a
check-in program was instituted in which research assistants called
each volunteer on a weekly basis during the period that the match was
taking place. This procedure allowed for trouble-shooting (for example,
in the case of transportation problems or difficulty contacting the
caregiver), as well as affording an opportunity to learn about the con-
tent of visits. The research assistant recorded the volunteers’ answers
to a set of questions regarding the issues discussed in the visit, any
problems encountered, and how enjoyable the volunteer felt the visit
had been. We considered conducting a similar weekly contact with the
caregivers, but it became clear that such an effort would be perceived
as overly invasive and time-consuming.
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Methods

Design

After a patient received a diagnosis of AD at the SUNY-HSC, the
patient’s caregiver was contacted by the program social worker, who
provided him or her with literature about the project. If the caregiver
refused to participate, refusal conversion was attempted by a member
of the research staff. Caregivers who agreed to participate were ran-
domly assigned to either the treatment group or the control group.
The outcome evaluation was based on a pre-intervention interview
(T1) and a post-intervention interview (T2). After completing the T1
interview, the treatment group member was matched with a volun-
teer, and the visits began. Post-test interviews took place approximately
six months later (3–4 months after the final visit).

Sample

To be included in the study, a subject had to be the primary care-
giver to a diagnosed AD patient who did not reside in a nursing home
at T1. There were no other eligibility restrictions, such as residing
with the care recipient or being in a particular relationship (spouse or
child, for example). A total of 147 caregivers agreed to participate in
the study, representing a response rate of approximately 50 percent.
Although a higher acceptance rate would have been desirable, the re-
fusal rate in this study was comparable to a number of other similar
efforts.

A unique feature of the present study was the ability to conduct a
detailed analysis of refusals (Pillemer et al., 1996b). The SUNY-HSC
maintains fairly extensive data on all patients and their primary care-
givers. Using this data base, we found that refusals did not signifi-
cantly differ from participants on basic demographic variables. How-
ever, the two groups did vary on one important dimension. Contrary
to the view that support programs attract persons whose needs are
less acute, caregivers in more stressful caregiving situations (as mea-
sured by the severity of the patient’s behavioral symptoms) were more
likely to agree to participate, as were caregivers whose relatives had
experienced a sudden deterioration in memory. Further, participants
were somewhat more likely to report that they were the only person
providing care to the relative. Thus, to the extent that any self-selection
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bias existed, it led to participation of persons whose need for support
appears to have been greater.

A total of 115 persons completed both the pre-test and post-test
interviews (54 in the treatment group and 61 in the control group); it is
on these respondents that our data analyses were based. Attrition be-
tween T1 and T2 was 28 percent, which is comparable to or better than
most caregiver intervention projects (Demers & Lavoie, 1996). Similar
to Zarit et al. (1989), we found no differences between participants who
completed both interviews and those who did not on any of the out-
come indicators used in this study or on any other variable of interest.

Of the 115 respondents, 71 percent were female and 29 percent
male. Respondents ranged in age from 35 to 87, with a mean of 58
years. Most of the respondents (84%) were married. Only 5 percent of
respondents had less than a high school education, while 64 percent
had completed high school, and 30 percent had completed college. Forty
percent of respondents were caring for their spouse, and 60 percent for
their parent. In 61 percent of cases, the caregiver and care recipient
lived together. The age of care recipients ranged from 59 to 90, with a
mean of 77. Sixty-one percent of the care recipients were female; 39
percent were male.

In terms of equivalency at Time 1, no significant differences in
any of the outcome variables were found between the treatment and
control groups on the pretest. The groups were also very similar on
demographic variables and on variables related to the caregiving expe-
rience (for example, level of impairment of the care recipient, number
of hours spent daily providing care, and severity of behavioral symp-
toms). However, caregivers in the intervention group were dispropor-
tionately likely to be spousal caregivers; the control group had a greater
concentration of adult-child caregivers. Analyses were conducted di-
viding the sample to control for this difference.

Measures

Outcome variables. The evaluation focused on three major out-
come variables. Two measures of caregiver psychological well-being
were employed: the Center for Epidemiologic Studies Depression (CES-
D) scale (Radloff, 1977), and the Rosenberg Self-Esteem Scale (Rosen-
berg, 1986). Based on previous research, including our own studies, we
expected that these measures should be sensitive to increases in the
supportiveness of the network.
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Data on satisfaction with social support were also collected as a
more proximal outcome than psychological well-being. We used a three-
item scale that measured the caregivers’ satisfaction with support from
their social networks. The items composing the scale were (1) How
satisfied are you with the overall emotional support you have in car-
ing for [relative]?; (2) How satisfied are you with the overall support
you have for talking about problems involving [relative]?; and (3) How
satisfied are you with the overall support you have for dealing with
personal or day-to-day problems? Answer categories for these four vari-
ables were: 4 � very satisfied, 3 � fairly satisfied, 2 � a little satisfied,
and 1 � not satisfied at all. Reliability of this scale was high (Chron-
bach’s alpha � .78).

One goal of the study was to examine differences in the effective-
ness of the intervention for various subgroups. Most substantively
important, we examined subgroup differences in the degree of stress
in the caregiving situation. Research shows that the best indicator of
demands on the caregiver is the extent of the relative’s disruptive be-
haviors (cf. Deimling & Bass, 1986; Pillemer & Suitor, 1992; Rabins,
1989; Stephens et al., 1991). Further, in a previous study, we found
that in situations where disruptive behaviors were low, the presence
of other caregivers in the network had only limited positive effects
on the caregivers’ well-being. When disruptive behaviors were high,
persons with larger concentrations of caregivers in their networks ex-
perienced substantially lower levels of distress (Pillemer & Suitor,
1996). We therefore anticipated that the PSP intervention might have
greater effects among caregivers in more stressful situations.

A shortened version of George’s index of disruptive behaviors was
used in the present study (George & Gwyther, 1986). The scale con-
sists of eight items that ask how often problematic behaviors occur
(1 � never; 2 � rarely; 3 � occasionally; 4 � frequently). The behav-
iors include the following: wanders or gets lost, is agitated or fidgety,
does not recognize family or friends, has problems expressing thoughts,
is depressed, does not like to be left alone with strangers, hears voices
or sees things that aren’t there, and cannot control bladder or bowels.
The scale ranged from a score of 10 to 31 (M � 20.3; SD � 4.3).

Satisfaction with PSP. Two global satisfaction items were asked of
respondents: whether they would recommend the PSP to another
caregiver, and whether participation in the PSP had made them feel
less alone in their situation. They were also asked a set of items that
measured the caregiver’s perceptions of the volunteer’s sensitivity and
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responsiveness. Respondents were asked: “I am going to read you a
list of ways in which your volunteer might have felt or behaved during
your visits together. For each item, please tell me whether this oc-
curred very often, fairly often, sometimes, rarely, or never.” “Showed
an interest,” “shared similar experiences,” and “expressed support”
were the positive items. “Got impatient,” “got embarrassed,” and “got
frustrated” were the negative items.

Finally, caregivers were asked a number of open-ended items re-
garding their views of the project, including what they liked most and
least about participation, and why they would or would not recom-
mend the PSP to another caregiver.

Implementation Evaluation

An evaluation of the process of implementation was carried out to
ensure that the intervention was conducted in the way it was intended.
Extensive data were therefore collected on the operation of the pro-
gram. As noted earlier, volunteers reported on each visit with the
caregivers, usually in short weekly telephone interviews (or occasion-
ally on a prepared response card). Following completion of the inter-
vention, meetings were held with volunteers to discuss their experi-
ences in a focus group format; these meetings were videotaped and
analyzed. In addition, the post-test interviews with caregivers contained
a number of open-ended questions regarding the activities carried out
with the volunteer, satisfaction with the program, and suggestions for
improvement.

In general, the intervention appears to have been conducted ac-
cording to plan. Volunteers were matched with the caregivers, and in
most cases, the relationship continued for multiple sessions. The mean
number of visits was 6.7, and 80 percent of the pairs met four or more
times. Three reasons account for why matches did not complete the
suggested eight visits. First, the matches sometimes ended for practi-
cal reasons, including (a) the caregiver’s schedule was so hectic that it
was impossible to continue weekly meetings; (b) a change in the care
recipient’s status led the caregiver to feel that the meetings were no
longer necessary (usually when the patient was institutionalized or
died); or (c) changes in the situation of the caregiver occurred (health
problems or moving out of the area). A second reason was that the
caregiver felt that he or she had benefited from the visits that had
already taken place and that no more benefit could be achieved. In
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these situations, the volunteer tried to encourage additional visits and,
when unsuccessful, typically followed up with one or more telephone
calls. A third reason was cited in six of the fifty-four matches: incom-
patibility between volunteer and caregiver. It should be noted that
only in one case did this incompatibility lead to the termination of
the match after just one visit. Even in the remaining five cases, the
match continued for two or more visits, and all of these caregivers
reported at least a somewhat positive experience in the project.

The content of the weekly visits, as reported by the volunteers,
followed our expectations in designing the project. Although there were
differences in the quality and duration of individual matches, the con-
tent of interactions was quite uniform across the matches. Topics of
discussion fell generally into three categories: (1) the relative’s condi-
tion and stresses resulting from it; (2) relationships with other mem-
bers of the social network, both positive and negative; and (3) practical
issues, such as finding needed services, financial planning, seeking
medical opinions, etc. In about one quarter of the matches, the volun-
teer and caregiver engaged at least once in some kind of activity to-
gether. For example, one pair went together to pick up a window for
the caregiver’s house. Another volunteer suggested to his isolated
caregiver that he consider attending a nearby senior center, and both
men went together to visit.

In terms of quality of the interactions, the volunteers were asked
to rate each visit in terms of how enjoyable they felt the visit was for
them and their partners. In addition, they reported whether there were
any “difficulties and problems” with the visit. In the 301 visits on
which we have data, 82 percent were reported by the volunteer as hav-
ing been very enjoyable, and only 1 percent were reported as not
enjoyable. Further, difficulties and problems were reported less than
7 percent of the time. (The problems most often cited were scheduling
difficulties and the disruptive presence of the care recipient.)

Results

Intervention Effects

The goal of the statistical analysis was to evaluate effects of the
intervention on the three primary outcome variables: caregiver depres-
sion, caregiver’s satisfaction with support, and caregiver’s self-esteem.
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These variables were measured at both baseline prior to entry into the
Peer Support Project and approximately 3–4 months after its comple-
tion. Using a multivariate analysis (primarily a 2�2 repeated mea-
sures design for time by treatment), we found no treatment main effects
for the three major outcome variables. Statistically significant improve-
ments did not occur on either the CES-D scale or the Rosenberg Self-
Esteem Scale for either the treatment or the control group. Further,
although the perceived social support scale showed borderline improve-
ment between the pre-test and the post-test for the treatment group,
an almost identical improvement occurred in the control group.

However, trends were identified at the level of interactions, sug-
gesting that the Peer Support Project benefited members of particular
subgroups. Most interesting was the finding that program participa-
tion appeared to mediate the effect of stress (as measured by disrup-
tive behaviors) on depression. At Time 1, there was a strong and
significant relationship between the frequency of disruptive behav-
iors and depression in both the treatment and the control groups. At
Time 2, disruptive behaviors still strongly predicted depression for
control group members. However, in the treatment group, this rela-
tionship disappeared. Thus, it appears that participation in the project
buffered the impact of stress in the caregiving situation on depression.
Interestingly, this finding mirrors that of Bass and colleagues (1998),
who found that communication support through a computer network
had a similar buffering effect when caregivers were in more stressful
situations.

Further, in several subgroups, a trend toward improvement in self-
esteem was found over the control group when the caregiver was the
child of the care recipient, when the care recipient was female, and
when the caregiver was male. It is important to interpret these find-
ings cautiously, however, because the difference in changes in self-
esteem between the two groups was generally small and of borderline
statistical significance. They do, however, show a pattern of positive
program effects on self-esteem. No consistent effect from participa-
tion in the program was found for satisfaction with support.

Satisfaction with the PSP

Despite the mixed effects of treatment on our outcome measures,
it is important to note the high degree of satisfaction reported by
participants. We asked whether they would recommend the program
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to others, what changes they would suggest, and whether the patterns
of interaction with the volunteers were positive or negative. On all
dimensions, the large majority of the treatment group was highly
satisfied with the intervention. For example, 96 percent of the care-
givers reported that they would recommend the project to another
caregiver, and more than 93 percent identified specific dimensions of
the intervention that they found to be positive. Further, more than
90 percent of the treatment participants reported that the volunteer
showed an interest in them and expressed support; less than 5 percent
reported that the volunteer got impatient or embarrassed.

The qualitative data confirmed our prediction that caregivers would
highlight similarity with the volunteer as a key component of their
experience in the project. When asked to describe the most positive
features of the project, many caregivers expressly mentioned experi-
ential similarity. Some illustrative quotes range from the simple to
the elaborate on this issue:

What I did like most about the project was talking to somebody who,
you know, had the same problems that I have.

It was good, just to sit there and talk to somebody else who was going
through it.

I guess the opportunity to have someone listen to me with some degree
of sympathy, yes, because she had been through it and knows how a
person who has Alzheimer’s is. Because you get the impression from
other family members and from personal friends that sometimes they
don’t really believe what you’re going through.

The fact that you find that there’s other people out there that have gone
through the same things that you’re going through and can kind of help
you through some of the rough spots.

I guess the main thing was we had something in common, and I was
able to relate to her, and to find out that she herself has gone through
what I’m going through now. . . . If I tell her that some of my relatives
weren’t too supportive, not so much on my side, but on my husband’s,
she would say that she herself had gone through the same thing, and the
best thing to do was just ignore it.
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It is interesting to note that although men and women were equally
likely to evaluate the intervention positively and to recognize the
salience of similarity of caregiving experience, they explained the im-
portance of that experience somewhat differently. Women typically
emphasized the effects of similarity on the volunteer’s emotional
supportiveness and their ability to “know just how I feel,” as illus-
trated in the quotations above. In contrast, men emphasized the effects
of similarity on their ability to talk about meeting the patients’ needs
(see Chapter 5, this volume).

In sum, both men and women appear to have recognized and ac-
knowledged the major mechanism of the intervention. Further, a par-
allel analysis of the experience of the volunteers echoes this finding.
The volunteers reported that they considered the sharing of similar
experiences to be the key feature of the project (Landreneau, 1996;
Pillemer et al., 1996a).

Discussion

The PSP used a rigorous research design to test the effects of pro-
viding an experientially similar associate to AD caregivers. Overall,
the findings on the ability of the intervention to improve psychologi-
cal well-being or satisfaction with social support were limited, at least
in terms of main effects. However, participant assessment of the ben-
efits of the program were very high. We suggest two possible explana-
tions for this pattern: our measures were not sufficiently sensitive to
change; or the intervention should have been stronger.

It is possible that more sensitive measures would have been suc-
cessful in uncovering treatment effects of the PSP. For example, the
intervention might have had an impact on loneliness or on anxiety about
the future progress of the caregiving situation (Cicirelli, 1988). Further,
our measure of perceived social support was relatively simple; a multi-
dimensional assessment that examined various components of social
support might have revealed the program’s impact more successfully.

Further, Heller et alia’s (1991) suggestion that this type of inter-
vention may result in subtle mood changes or changes in satisfaction
with support that have short-term positive effects is persuasive. The
qualitative responses from the caregivers indicate that this may have
been the case. When asked about benefits of the project, they typically
mentioned positive feelings about talking to someone who “really
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understands.” However, they almost never noted that major changes
occurred in the caregiving situation or in the stress it created in their
lives, which might in turn produce enduring changes in psychological
well-being. Thus, effects on mood may have occurred immediately
following the visit but then dissipated over time. A daily diary might
reveal such changes (see Chapter 2), although we doubt that many
family caregivers could be persuaded to add daily recordkeeping to
their already hectic schedules.

The explanation that the intervention was too weak is also pos-
sible. As noted earlier, the persons who agreed to participate tended to
be in more difficult caregiving situations and to have less social sup-
port in caring for their relatives. It may be that the psychological dis-
tress brought on by the caregiving situation was too overwhelming to
be ameliorated by a time-limited interaction with a friendly visitor.
Indeed, several caregivers mentioned this fact when asked for their
feelings about the PSP. They noted that although the visits had been
helpful, the objective characteristics of their stressful situations had
remained the same. To benefit over the long-term from the social sup-
port offered by the PSP, more concrete support (in the form of finan-
cial assistance or services) may first be necessary to make caregiving
more manageable.

In conclusion, despite the mixed findings of the present study, we
suggest that further attempts be made to study the effects of increas-
ing social integration for caregivers. Two directions in particular may
be fruitful for additional intervention research. First, given the basic
research findings showing the importance of similar others to care-
givers, we continue to view enhancement of this dimension of social
relationships as promising. However, similarity may be beneficial pri-
marily among members of the already existing social network. An
intervention could assist caregivers in activating support from such
persons. Second, studies that experimentally compare support enhance-
ment with other caregiver support services (such as education or
material assistance) would shed light on the specific role social inte-
gration plays in the lives of caregivers.
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chapter twelve

Closing Thoughts and

Future Directions

Phyllis Moen, Karl Pillemer, Elaine Wethington,
Nina Glasgow, and Galyn Vesey

Human beings have long pondered the question, What makes
people happy and healthy in later life? Two thousand years ago, the
Roman statesman Cicero (1971) in the essay “De Senectute” (“On Old
Age”) declared his intention to examine “on what principles we may
most support the weight of increasing years” (15). He raised the issue
of whether a felicitous old age was in fact only possible because of
“resources, means, and social position, and that these are advantages
which cannot fall to the many” (17). In the United States in the twenty-
first century we continue to debate, investigate, and legislate condi-
tions aimed at improving the prospects of those in the second half of
life.

This volume focused on one crucial piece of the successful aging
puzzle: social integration. In the previous chapters we examined fac-
tors that promote or inhibit the social connectedness of older Ameri-
cans, as well as the implications of this integration for their well-being.
Chapter authors have approached the issue in a variety of ways, from
examining specific dimensions of social integration to considering ways
(interventions) to promote it. The book’s life-course theme provides
important insight into both the causes and consequences of social in-
tegration in the later years.

Our life-course perspective highlights the historical, cultural, and
social contexts in which older people have become the focus of public
and political concern. This perspective recognizes the dynamic nature
of roles and circumstances as individuals move through their life course,
and the interdependence of lives and life choices among family mem-
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bers. The life-course perspective also focuses attention on situational
imperatives confronting families, the possibility for substantial change
during crisis and transition, and the accumulation of advantage or dis-
advantage in individuals’ life experiences.

This life-course theme highlights the notion of a “career” of so-
cial integration, consisting of shifts in roles, relationships, and re-
sponsibilities over time, with concomitant shifts in family needs, re-
sources, and vulnerabilities. Even normative role exits, such as workers
moving into retirement, can generate strains and challenges to their
integration into society. Unexpected events—one’s own illness or that
of a family member, widowhood, the inability to continue to drive—
are even more apt to place older adults in crisis. Individuals’ and fami-
lies’ response to such challenges and their subsequent adaptation in-
fluence their integration and life quality in both direct and indirect
ways.

In this closing chapter, we highlight several common themes that
run throughout the book, suggesting implications for research, inter-
vention, practice, and policy. We also point out gaps in our treatment
of the issues, which can be addressed in future work.

Major Themes

1. Rapid social change challenges older people’s social integration

Some middle-aged and older individuals have richly rewarding
social networks and social roles, and they remain socially integrated
well into old age. Many others, however, are socially isolated or are at
risk of social isolation. It is not an oversimplification to state that
social integration in later life is uniquely challenging. Moreover, it is
not a “golden-age” fantasy to argue that older people in past times
were typically embedded in family, work, and community life until
(or almost until) the close of their own life spans. Indeed, given the
much shorter life expectancy, the end of work and family responsibili-
ties typically coincided with the end of life itself (Kertzer & Laslett,
1995). And although very old persons were sometimes neglected or
abandoned (Pillemer & Wolf, 1986), the aged typically lived in small
communities or ethnic enclaves rich in kin and social exchange ties.
During this century, we have seen unprecedented gains in average life
expectancy and improvements in health status, but opportunities for
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older people to participate in meaningful social roles have not kept
pace with the positive changes in their health and longevity. Struc-
tural lags in older individuals’ opportunities to occupy productive social
roles while still capable of doing so jeopardize their social integration
(Riley & Riley, 1994; Moen, 1998).

This century has seen dramatic changes, touched on throughout
this volume, that present unique challenges to staying socially inte-
grated during the second half of life. Early retirement, increased pro-
pensity to live alone after divorce or widowhood, geographic mobility
of offspring, and—in the baby-boom generation who are now growing
old—smaller family sizes, create a large group of older persons for whom
social integration is a task to be accomplished, rather than a given.
Tillie Olsen’s story “Tell Me a Riddle,” with which we began this
volume provides a classic example. In the Old World, relationships
may have been good or bad, satisfying or conflictual, but they were at
least there. In late life, the couple featured in the story must work to
remain socially integrated, whether by nomadically shuttling among
distant children, chasing down old acquaintances, or moving into a
retirement community. Complacency and failure to actively reach out
lead to isolation.

To point out this difference does not necessarily mean comparing
our social situation negatively to that of earlier times. But it does mean
that contemporary Americans face historically novel challenges in the
second half of life. Finding and sustaining meaningful roles and rela-
tionships is a challenge for many, perhaps most, older individuals in
contemporary society.

Some might argue that the changes over the past century that
threaten social integration are relieved or mitigated by technological
advances that allow improved communication over distance. It is be-
yond the scope of this volume to speculate on the impact of advances
in computer and telecommunications technology (e.g., internet, fax)
that are now available to older people. We would comment, however,
that there is no convincing evidence that such long-distance commu-
nication modalities effectively substitute for sustained face-to-face
interaction. We are reminded of Sigmund Freud’s insight when he posed
this hypothetical question seventy years ago:

One would like to ask: is there, then, no positive gain in pleasure, no
unequivocal increase in my feeling of happiness, if I can, as often as I
please, hear the voice of a child of mine who is living hundreds of miles



Interventions to Promote Social Integration in Later Life290

away, or if I can learn in the shortest possible time after a friend has
reached his destination that he has come through the long and difficult
voyage unharmed? (Freud [1929], 1961: 35)

Freud responded:

If there had been no railway to conquer distances, my child would never
have left his native town, and I should need no telephone to hear his
voice; if travelling across the ocean by ship had not been introduced, my
friend would not have embarked on his sea-voyage and I should not need
a cable to relieve my anxiety about him. (35)

Thus, technology can be a double-edged sword. To be sure, com-
munication technologies allow older persons and their intimates to
“keep in touch.” But contemporary society has created a fluidity of
social relations and an atmosphere of continual changes that make
social integration in later life an effort and an achievement.

2. Older persons, as a group, risk social isolation

In earlier chapters, we asked the question, Are older people at
greater risk of social isolation than younger age groups? While acknowl-
edging large individual differences, we would answer this question in
the affirmative. Age has its impact in at least two ways. Age is a marker
of biological and, to some degree, psychological functioning that forms
the context for social behavior. Thus, to the extent that increasing age
is associated with declines (or perceived declines) in physical or men-
tal health, it limits possibilities for social integration. Throughout this
volume, increasing age (especially into the “oldest-old” group of per-
sons, aged 85 and older) is associated with diminished social embed-
dedness, as networks shrink and the ability to create new ties is di-
minished by health limitations.

Second, age helps determine social roles, over and above the capac-
ities of individual persons. The loss of work and family roles decreases
the number of social ties and can pose a threat to a sense of meaning
and self-esteem. For some, retirement also often brings a drop in in-
come that in turn may constrain social activities. Further, American
culture and institutions continue to systematically discount older
adults. Social scientists have documented both the absence of mean-
ingful integration of older people into productive activities valued
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by the broader society and its corollary—social isolation and its con-
sequences.

3. Sustaining social integration is problematic for certain sub-
groups of the older population

The chapters in this volume make it clear that vulnerability to
social isolation is not evenly distributed. Some subgroups of older adults
are more at risk of social isolation than are others. To be sure, it is
difficult to generalize, because certain subgroups have both strengths
and weaknesses (for example, retirees may lose the work role but gain
freedom from demanding or boring jobs, as well as time for volunteer
activity, returning to school, active grandparenting, or travel with el-
der hostels). However, our findings, reviewed below, underscore the
heterogeneity of the older segment of the population, with its corre-
spondingly unequal social integration.

Gender matters. Older women are more likely to be without a
spouse, to be living alone, and to be unable to drive. They are also less
likely to have a continuous work history, with both the social rela-
tionships and economic support this implies. Women are more likely
to assume family caregiving responsibilities, which we have shown
tends to reduce social contacts. However, consistent with their life-
time roles as kinkeepers, women may be able to compensate more
successfully for network losses, primarily by maintaining close emo-
tional ties with family members.

Health matters. Perhaps no characteristic is so important a deter-
minant of social integration as health. Physical and psychological
impairment, this volume shows, lead to poorer transportation mobil-
ity, the inability to stay in one’s home, difficulty maintaining friend
and neighboring relationships, and difficulty participating in work or
volunteer roles. Although these consequences may appear obvious,
we are aware of few social integration-enhancement programs that
particularly target ill and impaired older persons. Poor health also has
a ripple effect on family members, many of whom are also in late middle
and old age. People in poor health appear to benefit from social partici-
pation, suggesting the importance of interventions for the less healthy
segment of the older population.

Geographical context matters. Rural older persons appear to en-
counter special challenges in their quest to remain socially integrated.
Mobility, for example, is more problematic for those living in rural
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areas—especially in those places that have weak infrastructures of
community services. The risk of social isolation in nonmetropolitan
areas is greater than in more urban environments, given the low popu-
lation density and widely scattered settlement patterns. In addition,
out-migration of the young in nonmetropolitan communities reduces
the availability of close-at-hand, supportive family relationships, par-
ticularly between adult children and their older parents. Although rural
residents are currently at greater risk of social isolation, older people
aging in their individual suburban homes may well face a similar risk
for social isolation in the future, especially those who are childless or
whose few children live in other parts of the country.

4. Supportive contexts can foster social integration

In this book, we have pointed to how the contexts and environ-
ments in which people grow old affect their social integration. For
example, safer and more stable neighborhoods have higher rates of
neighboring activity. Church and voluntary group memberships facil-
itate meaningful social participation. The physical and social charac-
teristics of the environment of retirement communities can promote
social integration. Community-based services, such as high quality
transportation services, facilitate social engagement. And employers
can contribute to the social integration of their retirees through the
promotion of systemic programs of community service as well as op-
portunities for post-retirement employment.

The importance of certain ecologies as supportive of social inte-
gration, whether in living environments, neighborhoods, or organiza-
tions, is a promising and hopeful sign. Interventions that alter these
ecologies are a promising way to both enhance the lives of older people
and to exploit the talents and energies of this neglected segment of the
population.

5. Lives typically reflect cumulative advantage or disadvantage

Individuals who are advantaged in one area of their lives tend to
be advantaged in other social roles and relationships. For example,
individuals who have (or had) rewarding careers tend also to have bet-
ter incomes, larger networks of friends and social acquaintances, and
greater resources to age successfully. Conversely, disadvantages in
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employment status, health, income, and even driving status tend to
cumulate and compound one another.

The persistence, indeed the widening, of social inequality across
the general population of the United States that characterized the last
third of the twentieth century has promoted inequality in the lives of
older people as well. Reflections of lifetimes of advantage or disadvan-
tage will also color the futures of adults soon moving into their later
adult years. Take, for example, the coming development of congregate
housing for seniors. Although the burgeoning of new independent liv-
ing, assisted care, and life care options for older people can be expected
to continue, such housing and care options are only available for those
who can afford to pay for them. Non-profit and subsidized care for
older people with lower incomes must rely upon community largesse,
strong volunteer support, and the involvement of family members to
produce comparable benefits. Housing and care institutions for the
less advantaged are physically separated and segregated from high
income and luxury care. To be sure, some institutions and organiza-
tions succeed in offering outstanding services to older people in low
resource environments. The aging of the baby-boom generation will
challenge current housing arrangements and may accentuate the ac-
cumulation of disadvantage in the life quality of those already eco-
nomically disadvantaged.

6. Heterogeneity in the processes of growing old and in the com-
position of the older population is increasing, with concomitant
challenges to social integration

Pathways to and through the later years of adulthood are no longer
standardized or routinized. Rather, older Americans are customizing
the second halves of their life course, retiring early or never retiring,
returning to school, starting second careers, or starting a new career of
community participation. One-size-fits-all institutions, policies, and
practices are already obsolete. For example, the increase in women’s
participation in the paid labor force means that retirement can no longer
be treated as a one-time, one-way male exit (Han & Moen, 1999). Non-
married women must chart their paths through retirement, and two-
career couples must coordinate two retirements. Continuous employ-
ment during the working years and subsequent retirement from career
jobs are relatively new phenomena among women, and we do not
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yet fully understand what effects these changes will have on their
subsequent social integration. The joint retirement decisions of dual-
earner couples are frequently problematic, given that spouses may not
agree as to the timing of their retirements or the nature of their lives
after retirement.

Heterogeneity in the pathways through later adulthood is under-
scored by the growing ethnic and cultural diversity of the United States
as a whole that is mirrored in its aging population. The increasing
numbers and proportions of minority older people will lead to greater
diversity in life styles, resources, and options of older people. Mem-
bers of minority groups often enter later adulthood with lower incomes,
higher poverty rates, and other accumulated disadvantages. Those liv-
ing in ethnic enclaves benefit from the social and financial support
available in such communities. But members of ethnic or cultural
minorities may be at special risk of social isolation, compared to non-
Hispanic whites (especially males).

Implications for Interventions
and Social Inventions

The findings presented in this volume have a number of implica-
tions for intervention. Although social isolation and loneliness con-
stitute significant social problems among older persons, there are no
systematic strategies for addressing them. Instead, a number of pro-
grams funded by public and private sources have had varying degrees
of impact on social isolation. Although practitioners have attempted
social support interventions aimed at particular segments of the older
population, such efforts (and the technologies to carry them out and
evaluate them) are not yet well developed. Developing and assessing
efforts to promote social support and meaningful roles among older
adults makes sense, given the weight of the evidence that social inte-
gration leads to positive outcomes for health and well-being.

To some extent, federal and state governments have responded to
the challenge of social isolation among older people. Funding through
the Older Americans Act (OAA) for senior centers is perhaps the most
notable example (Krout, 1989). These centers have the goal of provid-
ing opportunities for social relationships and activity. The congregate
meals program funded through the OAA, in addition to nutritional
goals, also offers opportunities for socializing. Another federally funded
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program, the Retired Senior Volunteer Program, provides opportuni-
ties for volunteerism on a wide scale. Some communities have imple-
mented specialized transportation services for older people, which link
older individuals to social activities, volunteer opportunities, and other
services.

At the community level, a range of institutional innovations as
well as small-scale voluntary efforts aim at increasing the social inte-
gration of older people. Experience Corps, fostered by the non-profit
organization Civic Ventures, engages older adults in community ser-
vices, including tutoring and helping out in neighborhood schools.
Some corporations are responding to the needs for continued produc-
tive involvement of their retirees, both through rehiring them on a
part-time or temporary basis, and by developing special programs that
encourage and facilitate volunteering. The National Retiree Volun-
teer Coalition promotes in-house volunteer programs in corporations
for retirees.

Other community-level social support programs include friendly
visiting and telephone reassurance projects, as well as support groups
targeted toward persons suffering from a particular problem or dis-
ease. The past decade has also witnessed growth in intergenerational
programs that link older Americans with young people to engage in
activities and share experiences.

Our evidence suggests the value of such programs, as well as the
need to institutionalize such programs so that they become more widely
available. Also needed is systematic evaluation of their effectiveness.
What is required are new social inventions aimed at integrating older
people into the social fabric of American society. Indeed, the interven-
tion possibilities are as large as the creativity of those who wish to
develop them. The three interventions reported on in this volume all
point to some possible future directions and ways in which programs
can lead to enhanced social integration.

Figure 2.1 in Chapter 2 of this volume suggests an approach for
considering priorities for interventions to enhance social integration.
Potential goals of social integration interventions are indicated in the
middle column: increasing membership in new groups or organiza-
tions, expanding networks of friends and supporters, and raising the
degree of received functional support (e.g., companionship, informa-
tion). All of these are measurable outcomes that could be positively
influenced by interventions aimed at changing the ecology of later
adulthood.
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The left column of Figure 2.1 shows where an intervention could
have a direct effect on social well-being by increasing support from
family and friends and increasing meaningful roles in institutions and
organizations. The right column in the figure suggests that interven-
tions can attempt to buffer the effects of threats and disruptions to
social well-being. That is, interventions can attempt to reduce the
negative impacts of both unpredicted events and predictable life-course
transitions.

The intervention programs detailed in Part 3 of this volume de-
scribe three different levels of interventions designed to address social
integration at three different levels. The educational workshops on
transportation (Chapter 9) attempted change at the individual level
by altering the ways in which individuals conceive of and organize
their personal transportation. The Peer Support Project (Chapter 11)
focused on change at the level of the social network, experimenting
with the grafting on of a new social tie to the existing network. The
CRVIS project (Chapter 10) investigated change at the organizational
level by creating a new employer-based organization fostering volun-
teerism among retirees.

In our view, the key task for future policies and programs is one of
targeting. We are now at a stage in our knowledge where we must
move beyond “scattershot” interventions that seek to promote social
integration among persons who are already well integrated to focus on
groups with particular needs (such as women living alone, caregivers,
persons in poor health or in institutions, isolated rural older persons).
Carefully targeted interventions will be the most likely to produce
measurable effects.

At the same time, however, systemic, institutionalized structures
fostering the connectedness, support, and meaningful engagement of
all older Americans should be a national priority. Too often, social
integration is viewed as a private trouble, not a public issue. But the
ways paid work and retirement are organized, the lack of support for
those persons becoming caregivers, the ways volunteers are recruited
and volunteer activities are structured, the absence of adequate trans-
portation for older adults in rural and (frequently) urban areas, the
lack of housing options for an aging population—all point to the need
for social interventions that keep pace with an aging America. We
believe that it is important to attempt to match the level of the inter-
vention to the need it addresses. Such social interventions can occur
at different levels—national, organizational, community, or household.
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Relationships might also be the target of intervention, rather than
individuals or social structures. Household members, close kin, and
even close friends can be trained to provide regular respite for caregivers
in addition to institutionalized, formal respite care, information, and
resources for caregivers. Attention to the level of intervention is criti-
cal to the invention of new policies and practices and the design of
interventions to promote social integration.

Research Implications

Our life-course focus on social integration points to the need for
research focused on the pathways by which social relationships en-
hance or protect health. This refocusing is critical to understanding
not only the causes and consequences of social integration in later life
but also to informing more targeted and effective interventions.

In Chapter 2 we suggested specific approaches to improve and tar-
get research on social integration. Research must begin to develop and
use direct, rather than indirect, measures of the mechanisms by which
older people remain or become integrated at all levels of society.
Although it is abundantly clear that social integration is associated
with better health, we believe researchers should target measures of
social integration for particular health outcomes (e.g., worsening of
degenerative disease versus onset of depression), specific contexts
(e.g., urban-suburban-rural), and different subgroups (e.g., men versus
women; within as well as across race and ethnicity lines).

The process of social integration unfolds over time, and among
older people it is frequently dependent on experiences earlier in the
life course (George, 1996; Moen, 1997). Similarly, the course of health
in the later adult years is dependent on risks accumulated in youth
and middle age. Given the risk that poor health poses to social integra-
tion (documented throughout this volume), researchers should con-
ceive of health and integration as dynamically related to one another,
with changes in one fostering changes in the other over time. Thus,
when estimating models of the impact of social integration on health,
researchers should account for the impact of social selection due to
health and life-course factors.

An important implication is that research designs must ac-
count for the possibility of social selection. Researchers can do this in
a variety of ways, but the most efficient is the increased use of quasi-
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experimental designs that can rule out selection factors as an explan-
ation for the findings. At a minimum, researchers should utilize theory
and measures sophisticated enough to measure social selection pro-
cesses.

Changing demographics, economies, and policies render four (re-
lated) topics as especially important for future research agendas: care-
giving, the aging of the baby-boom population, aging experiences of
minority subgroups, and policies aimed at older Americans.

1. Caregiving

The role of kin in caring for family members has been—and re-
mains—an important research topic for scholars of the family and aging.
Research that informs the design of interventions to aid family care-
givers will require an understanding of family needs across different
types of groups, and the level at which different types of intervention
should take place.

The problem, however, is that we do not yet fully understand the
processes and dynamics of how families assist and care for older fam-
ily members. We know that many family members choose to care for
elderly relatives in their households. But family caregivers and care-
giving situations are diverse and in flux. Do adult children commute
long or short distances to aid ailing older parents, and is this propor-
tion increasing? Or is it more common for older parents who are alone
to move near adult children as their health starts to fail? What are the
implications for social integration if older parents move to be closer to
their adult children but at the same time lose long-standing social
relationships?

Findings in the preceding chapters suggest that family caregiving
may follow patterns determined by important life-course factors such
as the course of physical decline, the availability of family members
in close proximity, the pre-existing closeness of parent-child relation-
ships, place of residence, and the accumulation of advantage or dis-
advantage.

2. Aging Baby Boomers

Another important gap in research is the knowledge required to
make projections about future behavior. Baby boomers are confront-
ing a different world from those who are now retired (Moen 1999).



299Closing Thoughts and Future Directions

What is not clear is whether baby boomers will make the same retire-
ment—and life style—choices as their parents. For example, some baby
boomers who provide long-distance care for aging parents may make
specific plans to remain more physically proximate to relatives, rather
than move to a Sunbelt retirement community. Baby boomers who
have no or fewer children may have to take active steps to maintain
social integration as they age. Those in second marriages or with step-
children may follow very different strategies for investing in relation-
ships with children than those who have only their own biological
children. Researchers have only begun tracking the impact that se-
quential, multiple marriages will have on parent-child relationships
in the second half of life.

Similarly, even among current retirees, we see workers in younger
cohorts expecting to retire earlier than those in later cohorts, and those
in their fifties and sixties tend to actually retire earlier than they
anticipated (Han & Moen, 1999; Quick & Moen, 1998). Future retirees
will be even healthier, better educated, and more vigorous than the
currently retired. What do they expect, plan for, and prefer in terms of
retirement timing, post-retirement work, housing, and community
participation?

3. Minority Groups

A notable gap in the present volume is the lack of specific atten-
tion to social integration in minority populations. Our geographical
location (in upstate New York) resulted in samples that were almost
exclusively white, so we could not generalize the findings to minority
group members. Thus, a clear and critically important next step is to
examine issues of integration among African American, Hispanic, and
other minority groups. For example, the greater likelihood of African
American older women to be unmarried, and to have lower incomes
over the life course, may place them at higher risk of social isolation
in later life (Bronfenbrenner et al., 1996).

Scientific interest in aging in minority communities has grown
over the past several decades. Researchers have made significant con-
tributions to our understanding of the experience of minority group
members in such areas as health status, family relationships, and ser-
vice utilization (cf. Jackson, 1980; Markides et al., 1990). Attention
has also been devoted to differentials in health status and health care
between non-Hispanic whites and minority group members. Much less
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attention has been paid to conducting research on social integration
with minority populations, especially using a life-course perspective.
Such efforts should take highest priority in the future.

4. Policies for Older Americans

The issue of social integration in the second half of life is not only
prominent among practitioners and researchers, it is also in the politi-
cal spotlight in the United States at all levels of government. A life-
course approach can inform the study of policies related to the later
years of adulthood in at least two ways. First, social policies expand-
ing or restricting the older adult’s strategies of adaptation can have
enduring and possibly unanticipated influences. The timing of gov-
ernment programs and entitlements in the life course may be conse-
quential in fostering the accumulation of advantage or disadvantage
over time. Second is the location of individuals and policies in histori-
cal context. Policy makers are frequently called upon to respond to
the pressure of larger cohorts passing through the social service system,
as when the large baby-boom cohorts moved through the educational
system and will soon move through the retirement system. Public
awareness of increasing longevity is already pointing to the pressures
on the retirement system as the baby-boom cohorts move into their
later years.

The pervasive intervention of government in so many aspects of
contemporary individual and family life is a relatively new phenom-
enon, concomitant with the rise of the modern welfare state. Federal,
state, and local governments touch the lives of those in the second
half of life in every aspect of decision making—from educational op-
portunities, jobs, housing, health care, income security and transfers,
to widowhood. This mounting body of public regulation and influ-
ence, however, represents in the United States a series of incremental
decisions and creates a tacit, often contradictory, rather than explicit
set of policies.

Moreover, governments usually provide services and benefits to
individuals, not families. Retirement, health care, housing, transpor-
tation, and disability, however, are apt to involve families as well as
individuals. Thus, it is important for researchers to sort out how poli-
cies and programs will affect individuals and their families as both
caregivers and receivers of care. Policies and programs that foster a
supportive context for individuals and their families are likely to pro-
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mote the social integration and overall quality of life of people in the
second half of life.

Regional, ethnic, and religious differences in values have precluded
a consensus on the role of government in the second half of life, much
less a common understanding of the “proper” roles of families or of
older women and men within society. Similarly, the layered structure
of government—city, county, state, federal, as well as executive, legis-
lative, and judicial—encourages a patchwork of often incompatible
legislation and regulation in lieu of a national policy addressing the
needs and well-being of older Americans. What is required is vision-
ary research and thinking—looking across the life course to anticipate
how policies will affect overall well-being and social integration dur-
ing different stages of the life course.

A Final Word

Taken together, the chapters in this volume suggest several com-
ponents of a new vision of older people in contemporary America.
What is clear is that growing numbers of older Americans and their
families are confronting outmoded structures and belief systems re-
garding aging that are no longer in step with today’s—and tomorrow’s—
realities. The gaps between the social organization and culture of old
age and the experiences and preferences of those in later adulthood are
becoming increasingly apparent. The question is, What is the role of
government in bridging these gaps?

We in the United States, individually and collectively, remain
uncertain, if not divided, as to what the role of government should be
in supporting older Americans. Attitudes about employment, aging,
and the role of adult children are ambivalent and contradictory. This
uncertainty is of pivotal importance in seeking to understand the lack
of any coherent political or private sector response to the changing age
structure in this country. For example, because of the absence of con-
sensus about retirement and employment, or about the role of govern-
ment in these matters, we are markedly reluctant to adopt social poli-
cies and institutional arrangements designed to provide “bridge” jobs,
which would ease the transition from full time career work to full
time retirement, or options to reduce work hours among those want-
ing to remain in their career jobs but work less (Quinn, 1999). Clearly,
however, policies to promote job opportunities and more flexible job
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arrangements among older workers would capture the productive ca-
pacity of older individuals while also fostering the social integration
of older Americans.

The United States does have a policy to promote the welfare and
well-being of the older population, as exemplified by Social Security
and Medicare (Bronfenbrenner et al., 1996). As a consequence, the pov-
erty rate of older people is much lower in this new millennium than
was the case in the middle of the twentieth century. Particular sub-
groups of the older population, such as women, minorities, oldest-
old, rural residents, and individuals who live alone, however, have
not shared equally in the overall rising affluence of the older popula-
tion. A fresh vision of social policy is needed to address the realities of
older people who are economically secure and who can make valu-
able contributions to society in paid work, volunteer, educational,
and other productive roles, provided opportunities to do so are avail-
able to them. For those older people in contemporary America who
are economically insecure, the more immediate concern of policy
makers is to promote their economic well-being, but in doing so, the
social integration of disadvantaged groups within our society can also
be promoted.

How can we, as a nation, provide support for individuals and fami-
lies in the second half of life without at the same time promoting
dependency rather than independence? How can government programs
work in partnership with families to promote social integration and
well-being without constraining options and opportunities? As we
move through the early twenty-first century, these are the kinds of
questions facing citizens in and out of government who are concerned
with social integration in the second half of life. The dramatic growth
in the aging population makes a concerted approach to research, inter-
vention, and policy necessary. We hope that the present volume has
provided a starting point for future efforts on these fronts.
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