Ageing and its embodiment

One of the first sociologists to question this division of intellectual
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labour, Bryan Turner, has written:

sociological theory has effectively neglected the importance of the lxumar;
ijod}’ in understanding social action and social interaction. The nature o
human embodiment has . . . not been important in cither social research or
1uma

social theory.!

There has since been an outpouring of academic writing on the ‘soccll—
ology of the body’. Over the last decade numeraus books have.alppsa.rc ﬁ
conferences have been held and a new journal h?S been publishe - a
concerned with the theme of the ‘social’ body.” Amongst the various

Over the last century, social policy has contributed significantly to the
social construction of old age. Underpinning much of that policy has

been a view of old age characterized by the notion of progressive enfee-
blement. The ‘physiological neediness’ of the ageing body has been seen
as justifying many of the policics concerning retirement, social security,:
health and welfare that have evolved over the first half of the last cen-

tury. Any ‘marginalization’ of older people by these policies, it can be
argued, largely reflects the debilitating impact of physical ageing. In the
following chapters, we shall explore some of the underlying assump-
tions abour the ageing body and its status as the ‘bottom line” that not
only determines the agenda of social policy but also limits the cultural
expression of ageing,.

While social gerontologists have been critical of the ‘biomedicalization’
of ageing, they have made relatively lirtle attempt to challenge the founda-
tions from which studies of bio-ageing come. Within sociology and social
theory, however, there has been a growing interest in the reciprocal
relationship between our existence as bodies and as social agents. In
order to better discuss the relationships between social and physical
ageing, it is helpful, first, to consider in a little more detail what lies
behind this new interest in ‘theorizing the body’.

Embodiment and social theory

The Cartesian tradition in Western intellectual thought has fostered a
persistent division between the body and the mind. Until relatively re-
cently, in the social sciences, the focal interest has heen on relationships
between individuals as rational acrors. Their physicality — their bodily
identity — had remained the legitimate subject principally and largely
unquestioningly of the natural sciences.

126

. . o " _ i
reasons puc forward for this incerest is the privileged position the body
has acquired within contemporary consumer culture. Sulkunen makes

4

the point:

The issue of the social constitution of the body is important m.consumedr
society not only because everything we consume is taken in enjoyed an
processed by the body, whether through the tactile senses of touclljl ;ast.(,
' ' o =NNTY 3 ls
and smell, or through the distant senses of the eye and .the_ear. The body f
important also because in its social and historical constitution the nature o

the social bond is at issue. .
e . Aects and
Consumer saciety is individualistic by definition. Consumption reflect

embodics our relationships not only to objects but als? to others as cdho1c§
and pleasure through the exploitation of goods and services lfsually l],)fo, L-Efis
by others but also through our own judgements as .frct: cic?cmmn ma xu's,' his
has brought the body into focus for it is as embodied beings that we experi

3
ence our separateness from others.

The growing importance given to ageing h':.lS been‘ a factor too. As wle
have already noted in Chapter 4, fear of bodily ageing Permeates much
of contemporary culture, boosting the sales of a wide variety ot:produits
ranging from anti-ageing cosmetics to \.fitarnm su.pple.ments‘ But tdlcj
significance of ageing is not confined to its e'xpressmn in the commodi
fication of individual fears and desires. Within th.e press and br{oadc‘ast:
ing media there are endless reports and ru.rnmatl.ons over the %ref/lnig
of the population and the threats posed by increasing numbers o p{.(;gle
in their sixth, seventh, eighth and ninth decades. .Ag.e—related bo 1};
impairments are highlighted in public debates not principally because o
their ‘anti-aesthetic qualities” but because they are thought to present a
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growing demand upon the state that, if unchecked, will overrax the
public purse. These were noted in the previous chapter. However, these

two issues are not unconnected. Health and the prevention of morbidity

have become central elements in people’s lives — as well as becoming

central to the renegotiation of public and private responsibilities in con-

temporary society. Looking after one’s body and preventing or putting

off a costly old age are increasingly interwoven ‘postmodern’ virtues — -

in whar Bauman has referred to as the aestheticization of everyday life.
A third factor contributing to the rise of sociological interest in the
body is the contemporary uncertainty that renders problematic both

our understanding of the body and its place in human/social life. Shilling -
describes the contradictions that emerge out of the modernist attempt

to control/make safe our bodies thus:

while rationalisation may have provided us with the potential to control our
bodies more than ever before and have them controlled by others, its double
edged narure has also reduced our certainty over what conssirutes a body and
where one body finishes and another starts. |

This uncertainty is expressed in various ways. On the one hand devel-
opments in medical technology enable far more to be done to the body
— grafting skin, transplanting organs, unblocking arteries, introducing
biomechanical prostheses, re-designing sexualicy and so on. The ‘cyborg’
phenomenon has become a common theme for science fiction novelists
and now for some postmodern social commentators. It ‘embodies’ the
idea that biotechnology will gradually undermine many of the founda-
tional properties of human nature, including characteristics such as age
and sexuality.” Fashion itself plays an increasing role in determining
bodily physique. The body has taken on a more plastic quality. Physical
appearance is now manufactured out of individual consumer choice
rather than fashioned by the necessary labour that a worker performs.
The body has become the site for 2 new transgressive aesthetic.” Chal-
lenging ‘wholesome tastes’, the physical stereotypes of masculinity and
femininity, and foundationalist ideas of beauty, a growing range of
bodily types compete as aesthetic models for the human form. Despite
the postmodern crisis in the visual arts, there is a burgeoning interest
in the aesthetic possibilities of the human body. This is sustained by —
and no doubt sustains — developments in ‘creative’ marketing where the
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human figure is endlessly deconstructed and reconstructed in the ex-
panding interests of retail capiral.

The potentially significant progress in molecular genetics also raises the
serious possibility of turning ourselves inside out. This ‘new technology’
offers tantalizing prospects of reconstructing human natures through
cloning, gene splicing, organ synthesis and cell repair nanotechnology
systems.® The idea of the body as a vehicle that ~ aside from a few
patches — must carry us through life in a largely predestined fashion is
challenged on several fronts. Just as the social boundaries of the lifecourse
have become blurred, so too have the physical determinants of our bodily
identity. While many of the possibilities for reconstructing biological
structures remain largely unrealized — and most probably are unrealizable
— the existence of this science suggests that it is within its capabiliries to
rewrite the story that our bodies express. It is this potential for recon-
struction that so much echoes the mood of our postmodern times.

For these reasons — the rise of consumerism, the growing salience of
age and the increased uncertainty surrounding the nature of bodies -
the topic of embodiment has become an important part of (post)modern
sociology. The physicality of ageing has always been a central issue in
gerontology. Rendered problematic by the shifts of postmodern culture,
the body continues to play a critical but now increasingly confusing role
in the various approaches to understanding and making sense of ageing
expressed at the end of the twentieth centary.

The body as the ‘true’ foundation of ageing:
confronting physicality

While public policies contribute much to the social construction of old
age, there is a strong perception in people’s minds that ageing is really a
bodily affair. This viewpoint is evident in gerontology where the body
has been a central reference point from which to study and understand
‘the ageing process’. Perhaps the bulk of gerontologists would argue that
ageing is, in the end, a matter of biology, best defined by an increasing
risk of irremediable physical disability and death.” Most gerontologists
— indeed most social gerontologists -~ accept ageing as an immutable fact,
one that is fundamentally unaffected by how the productive processes
are organized and how goods, services and capital are distributed. The
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only arena for human agency is in equalizing the quality of life for each
age group and for each category of physical and mental frailty.

It seems incontestable that there are limits to every lifespan. The more
social environments support and enable everyone to reach old age, the

more evident are these [imits." In the process of constructing a more
equitable old age, what becomes evident is that age itself is unfair; that,

in the end, age impoverishes more than poverty ages. Removing the

skeins of social disadvantage exposes the greater disadvantage that is
woven into our own imperfect DNA,
This kind of foundationalist position raises several questions for social

gerontologists particularly when they adopt a ‘social constructionist’
account of old age as a product of social policy. The biological finitude
of ageing is taken as sctting the limits to the social construction of old -

age. The physicality that is the essence of old age seems to wipe away
the imprint of class, gender and race thar is so salient in eaclier life. This
view is illustrated in a comment made by Kathleen Woodward in her
book Aging and Its Discontents:

As we approach the extremity of old age we approach in the West the limit
of the pure cultural construction of aging.!'

Faced with the physicality of old age — the changes in appearance and
function that are seen socially as defining adult ageing — it seems imposs-
ible to argue that ageing can be understood as rooted not in the domain
of biology bur in social relations.' It is in the biological materiality of
the body that the ‘cultural’ approach toward understanding ageing meets
its greatest challenge.

Postmodernism has developed a fascination with the body ~ particu-
larly its plastic potential to fashion identities out of a cultural rather
than a biological reality. The new sociology of the body reflects this
fascination — with its focus on sexuality, physical culture, the aesthetic-
ization of the body and its products and the ‘disciplinary’ regimes to
which the bodies of late modernity are subject. At first sight it might
seem that ageing and old age are excluded from this discourse of hodily
signification. Body image preoccupies teenagers wrestling wich the prob-
lems of puberty and popular culture; bodily aesthetics provide a site for
young artists, including the young disabled and the young whose bodies
have been shaped by the knife and the scalpel. Physical culture offers
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both active and passive means of reshaping the body, but its domain
too is youth and the youthful middle aged, those who are not intimid-
ated by tireless work on the treadmill and the weights bench. At some
point, it seems, age draws a line, effectively disengaging individuals
from such cultural practices.

But now, at the start of a new century and a new millennium, drenched
in the hyperreal cyber-cultures that promise endless human possibilities,
discernible elements of ‘modern’ culture can be identified that continue
to shape the body across the lifecourse. It is to these current cultural
and technological practices that influence both the external appearance
and the inner mechanisms of ‘ageing’ that we wish to turn our atten-
tion."” Highlighting such considerations serves to challenge any straight-
forwardly foundationalist position that seeks to establish the body as
the unquestionable ‘bottom line” in the discourse on ageing, enabling an
examination of how the ageing body might be, and we would argue, is

culturally differentiated.

Anti-ageing and the aesthetics of the body

Cosmetic surgery is available only to a limited number of people. It is
not funded within either taxation-based or insurance-based health-care
systems. There are still relatively few people whose lives create sufficient
dissonance between their public and private selves that they would go
so much out of their way to realize a wish to look younger. Anti-ageing
medicine remains very much a private business. Nevertheless, the rising
popularity of cosmetic surgery has more than merely iconic value in
demonstrating the plasticity of the ageing body. That a significant minor-
ity of people — usually those with considerable material resources - do
choose to have aesthetic surgery to rejuvenate their appearance shows
what the many without those resources might also do had they similar
opportunities."

Much of the work of cosmetic surgeons concentrates primarily upon
‘anti-ageing’ procedures. These are becoming more various and more
technically sophisticated year on year. Current practice includes chem-
ical skin peels to rejuvenate the appearance of the skin, scleropathy
(removing distended veins on the legs), hair transplantation, facelifts
and tucks, forehead lifts and blepharoplasty (correction of drooping
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eyelids). New techniques are constantly being introduced such as laser
hair transplanting and ‘botox’ injections to relax lined and wrinkled

skin. These developments are driven by market forces originating largely

from the baby-boomer generation.” What is surprising is that ‘anti-

ageing’ cosmetic surgery is sought not only by the middle-aged/third-

age population but also by significant numbers of people in their twenties
and thirties. As we pointed out in Chapter 3, ‘age concerns’ have spread
across significant sections of the adult population. Surveys conducted
in 1998 and 1999 in the United States indicate that the majority of
20-year-olds, 30-year-olds, 40-year-olds, 50-year-olds and 60-year-olds
‘approve’ of cosmetic surgery. Only after age 65 do the approval ratings

decline. Equally significant, though less surprising, is the finding chat -

approval ratings are lower, the lower the individual’s income.

It seems probable that these cohort effects will persist, and cosmetic -
surgery and related procedures will become part of everyday life, -

providing more and more people with the opportunity to mould their
appearance to how they would like to be. Surgeons themselves see
techniques improving as they become more widely used and the growth
of computerized systems using photographs of patients that were
taken in their youth in order to ‘redesign’ the face in advance of surgery
offers further evidence of what Baudrillard termed the simulation and
hyperreality of modern life.

People aged 65 and over currently make up a small sector of the
market for cosmetic surgery (teenagers are the smallest) but figures from
the American Society for Aesthetic Plastic Surgery indicate a steady rise
in the numbers of retired people undertaking such procedures. Moreover,
members of each new mid-life cohort who undergo anti-ageing pro-
cedures face a further dilemma deciding when to ‘get out of’ the market.
One recent study indicates considerable variation berween individuals

'* The growing individual-

about deciding when and whether to stop.
ization of the ageing experience makes it likely that such decisions
will create still further distinctions amongst third-agers, berween those
adopting ‘managed ageing’ strategies and those opting for a strategy of
difelong prolongevity’.

In the absence of an inner logic ro ageing, the play of signification
that is involved in choosing how and when to age offers a wide scope

for the marketing of desire. Skin peels, tummy tucks, forehead lifts, hair
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gransplants, botox injections and facial far grafring do net ‘restore’ a
youthful appearance so much as improve the “aestheric’ appearance of
the ageing face. To that extent cosmetic surgery is less about anti-ageing
and more to do with a general desire felt by many people to improve
on their ‘natural’ appearance. The public appearance of ‘agedness’ is no
deep signifier of incipient disability or closeness to death." It is in that
sense exquisitely concerned with the surface plane of ‘signification’.
However, without this connectivity to the interior pathways of old
age, the increasing lifestyle aestheticization exemplified by anti-ageing
cosmetic surgery might seem a cultural epiphenomenon of the com-
modification and marketing of health rather than posing a serious chal-
lenge to the foundaronalist position of bio-ageing. At the same time,
dissatisfaction with ageing is highly predictive of mortality amongst
older adults — even after taking account of chronological age, socioeco-
nomic status, health and other risk factors." If aesthetic surgery suc-
ceeds in reducing such dissatisfaction it may contribute quite incidenrally
to distancing chronological agedness from both decline and death.

Other anti-ageing technologies offer a more direct route toward
preventing or delaying bio-ageing. Continuing medical research into
various steroids, steroid-like compounds, vitamins and related nutrients
(dehydroepiandrosterone  (DHEA); estrogens and phytoestrogens;
coenzyme Q-10; vitamin E; superoxide dismutase (SOD); etc.) suggests
small but measurable benefits in terms of later-life disease prevention.
Cross-national and temporal variations in the age-specific rates of car-
diovascular disease and various cancers also suggest that there is scope
for further gains in ‘healthy years of life’ by modification of lifestyle and
dietary habits." More radical proposals exist.

Ronald Klatz, a major proponent of anti-ageing medicine, confidently
predices that in the near future:

A minimum of 40 000 lifespans [will be] extended annually by eliminating
heart failure by a combination of medical options: totally implantable artificial
hearts, a modified heart assist device, xenograph transplant/repair or micro-
transplanation of fetal heart cells in devitalized heart tissue . . . A 30 year
reversal in the aging process will be achieved by means of an implantable hor-
monal/pacemaker device to deliver a concentrated mixture of growth factors/
hormones in cyclic thythm to improve basic cellular funcrion resulting in main-
tenance of bone densiry, muscle strength and overall cardiovascular firness.”™
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The ageing body is rapidly becoming a key element in the postmodery
uncertainty over what constitutes the nararal. While cosmeric surgery
exploits the possibilities of surgical technology to re-aestheticize th
ageing body in one swift act, it remains a private and risky enterprig
that currently possesses a rather limited social value. Consumption
of over-the-counter medicines and all the various ‘anti-ageing’ cos
meceuticals and nutraceuticals offers a less risky strategy but requires
sustained lifestyle changes with little obvious to show for them. Both
practices nevertheless represent the active choices of consumers. Other
aspects of anti-ageing medicine relate less to consumerism and the health:
market. Rather they seek to derive their status from their ability to
represent themselves as a continuing part of medicine’s modernist:
‘triumph over nature’. Prophylactic high-technology surgery is a small
but significant component of a largely private health-care industry thar
actively promores itself as ‘anti-ageing medicine’. The evidence base for
such practices is extremely limited and often rather tenuously linked to -
experimental gerontological research. In fact, much of the secular and
cross-national variation in age-specific morbidiry seems to derive not -
from variations in access to the latest technology but from variation in
lifestyle and environment. The claims of anti-ageing medicine represent
more an aspirational science which has flourished within postmodern
culture than traditional ‘modern medicine’. Indeed all three elements of
‘anti-ageing’ health care can be seen as deriving from and reinforcing
that particular form of ‘ageism’ ushered in by modernity. In the next

section we examine the impact of such ‘ageism’ on the experience of
bio-ageing.

Ageism: the personal and the public

Using cosmetic surgery to determine whether and how to ‘age’ is not
just a matter of personal aesthetics. It reflects the public valuing of
‘agedness’. Expenditure of over $15 billion on anti-ageing nutritional
compounds in the USA is not just a matter of consumer choice. It repres-
ents a massive social dread of old age. While negative artitudes toward
old age have been in evidence for centuries, they have rarely played the
role that they do in contemporary society. What is unique abour the
ageism of modernity is that it is represented in numerous institutional
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{practices that treat ‘agedness’ as a proxy for poverty, neediness and

pro:{imity to death. Therefore, we shall argue, current ageist assumptions
constitute more than mere cultural by-products of particular economic
and biological power relations. They exercise a direct and proximal
infiuence upon the processes of bio-ageing itself.

Three routes mediate the effects of ageism on bio-ageing. In rthe
frst place secular changes in the economy have resulred until relatively
recently in older adults occupying positions of lowered socioeconomic
status. This position of sociveconomic disadvantage enhances their risks
of ill-health, disability and death. Secondly, the internalization of neg-
ative attitudes about ageing and old age undermines the confidence of
older adults in cheir dealings with the physical and social world, leading
them to entertain lower expectations of themselves as agents, Such self-
imposed limitations lead in turn to poorer health and fitness, increased
cisk of disability and ultimately a reduced chance of survival. Finally,
institutional ageism limits access to those facilities and resources that
promote health and well-being, prevent disease and facilitate recovery.
Although this is most obvious in relation to health-care practices, it
applies to a much wider set of institutions including the workplace,
personal finance institutions and the educational system.

In short, ageism has economic, psychological and social effeces that
potentially impact upon the physical well-being of retired people. We
shall consider the evidence for each of these propositions in turn.

Ageism and economic disadvantage

Cowgill and Holmes were amongst the first social gerontologists to
argue that the status accorded to older people varies across culturgs
and over time, depending upon the organization of productive forces.”
They argued that systematic shifts in the status of older adults arise as a
function of the economic power which older adults control within soci-
ety. The economic power of older adults in turn is derermined by the
ex-tent to which the productive forces within a society support the accu-
mulation and eransfer of boch cultural and material resources within the
patrilineal family.” Within this perspective, ageism reflects the devalued
status given to older people resuleing from their lack of economic and
cultural power vis-g-vis the younger members of society. This is most
marked during periods of social and economic change. The transition
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from an agrarian/mercantile to an industrial economy alters the contrg
of the domestic economy exercised by older men. With industrializa
tion, the furure economic well-being of adult children is less dependeq
upon what they might inherit, Manufacturing industry provides increas
ing opportunities to sell one’s labour/fearn one’s living independent}
of the home, with the prospect of gaining access to a wider range g
resources than could be obtained by patiently working the land whill
waiting to inherit. This aspect of modernization theory — the term use
by Cowgill and Holmes to describe this doctrine — has received a sur
prising amount of empirical support.*® There is also evidence now tha
with current trends towards a new affluence amongst the younger mem
bers of the retired community, at least, a reversal of this status declin
is taking place.”™ The impact of this ‘post-industrial’ turn should lea
to consequent improvements in health and well-being. Such trends o
improving health and reductions in disability do seem to be emergin
and we shall consider them in more detail in the next chapter. For now:
it is sufficient to note that there are consistent signs of a steady improve-
ment in the overall economic starus of older adults — both in the US*
and in the UK** — which might well be seen as predictable from the basis’
of modernization theory and all that it implies concerning ageism and’
relative economic disadvantage. These trends in improved economic well-"
being are associated with increased longevity and reduced disability.

What remains is the impact of economic disadvantage on groups
within the retired population who remain ‘vulnerable’ by still retaining
the devalued status that modernization conferred upon ‘the old’ in gen-
eral. People from racial/fethnic minorities, widows from working-class
backgrounds and people whose working lives have been locked imto
welfare remain particularly vulnerable. Table 7.1 illustrates the relative
economic position of black and white householders in the United States
at the onset of working life and after retirement.

Berween 1987 and 1997 the average income of white retired US house-
holders rose by 17 per cent from 75 per cent to 84 per cent of that of
white younger adults; in contrast biack retired US householders’ aver-
age income rose by only 9 per cent during the same period, and acrually
fell from 75 per cent to 72 per cent of the average income of younger
black adults. The position of retired houscholders from hispanic back-
grounds was intermediate to that of white and black householders. In
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1aBLE 7.1 Average income in U5 dollars for US white, black and hispanic

nouseholders at ages 25-34 and 65-74 years*

Year  White Black Hispauic White Black Hispuanic
bonsebolder  bouseholder  householder  houselolder  housebolder  honseholder
e nean mean mean e triean
IHcome: ncone: incone: moonme: ncorme: income:
25-34 years  25-34 years 2534 years  65-74 years 605=74 vears  65-74 years

1987 %43 963 $27 644 %34 296 $34 438 $20 765 $23 375

1997 $48 082 $31 646 $35 464 $40 194 $22 637 $26 883

*Dam derived  from US Census Burean, Historical Inconw Tables, Tables H-10A o H-10C,
hr[p:fﬂ'www.ccnsus.gnw‘hhcs.’incomulhisrincfh ithhemi

1987, their average income was only 68 per cent of younger adult
hispanic householders, but, by 1997, it had risen by 14 per cent to
75 per cent of the average income of younger adults.

Paralleling this selective economic disadvantage are indications of a
similar health-related disadvantage. Data from Medicare files for this
same period indicate that, amongst those aged 65 years and over, age-
adjusted mortality rates were 19 per cent higher for black men and 16
per cent higher for black women compared with white men and women.
Hospital discharges likewise were 14 per cent and 15 per cent higher
amongst black men and women.”” These and other studies we shall
examine later indicate the potential costs to older people arising from
remaining at a disadvantaged socioeconomic position. That a positive
‘postmodern’ transformation in socioeconomic status has occurred for
the majority of older people in Western societies seems undeniable; but
for those still occupying such disadvantaged statuses, there are clear
conseguences for their health and expectation of life.

Ageism and the internalization of failure

Several writers have argued that the widespread negative attitudes toward
old age evident in contemporary society lead to an internalization of
these values by older people themselves. This internalized ageism erodes
the self-confidence of older people, reducing expectations, leading to
poorer physical and mental performance, which are then treated as
‘objective’ evidence of an age-related decline.™

Evidence to support this argument is less well established. Neverthe-
less, there is some direct empirical support. Two particular examples
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are used as illustration. The first is a study examining the relatia
ship between age, memory performance and attitudes toward ageiﬁg
conducted by two social psychologists, Levy and Langer.”” They soug
to test the hypothesis that cultures which held positive views of slg
age would lead older adult members of that culture to experience Eeés;
‘internalized’ ageism. Consequently they would have greater confideng
in their personal competence and perform berrer on meneal perform
ance tests — in this case memory tests. Comparing groups of younger
and older adults in three different cultural groups — Americans, Amer-
ican Sign Language using deaf Americans and Chinese - they observed
that the Chinese showed least evidence of ‘questionnaire-measured’
ageism and least evidence of age differences in memory test perform-
ance. In stark contrast, the Americans reported considerable ‘ageism;’
in both young and old samples and highly significant age differences
on the memory tests in favour of the younger adults. Results from

the American deaf sample were intermediate between the other two
groups. '

A second study examined the impact of subtly reinforcing positive
messages about ageing on measures of gait. Two matched groups of
older people were filmed walking before and after playing a computer
game during which they ‘subconsciously’ received either positive or
negative messages about old age and the ageing process. Significant
improvements in the speed and ‘spring’ of walking were observed in
those receiving the positive message while those receiving the negative
message showed no change.”” The implications of both these ‘experi-
mental’ studies arc that at least part of the so-called age-related decline
in physical and mental performance can be arttributed to social and
cultural forces rather than chronological age per se.

Bytheway has argued that all categorizations of old age are inherently
ageist since such language first reifies then sets apart a group of people
whose differences from others are a matter of degree rather than indic-
ative of a fundamental discontinuity.’’ For Bytheway, the very act of
distinguishing a period within the lifespan called old age carries with it
connotations of “otherness’ that ignore the very real continuities across
adult life. Certainly there is evidence that self-definitions of being ‘old’
or ‘elderly’ are associated with poorer health, reduced well-being and
greater mortality. Just as self-rated health predicts future life expectancy,
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~gelf-defined old age reflects a similar relationship™ — suggesting either
self-

that the act of defining one’s status as ‘aged’ influences i‘l.ow .‘aged’ one
becomes or that self-defined agedness serves as ‘zm ‘(:‘}":perlentlal marker
of biological fitness. Whatever the mechanism, individual and cultu'ral
variation in the exposure to and acceprance of messages concerning
fimess or ‘agedness’ does appear to be related to varl'iltlolls in latc—hf.e
outcomes. Older people’s pessimistic beliefs about tllwe;'r agedne.ss, their
health and their ability to ‘control’ these characteristics contribute to
functiona! decline and death in later life.”” These effech appear con-
stant across quite disparate cultures.” More assertive artitudes amongst
future generations of older people are likely. Asked w‘het.hfar they would
be willing, as ‘older’ patients, to stand aside in. waiting list queuee: fm;
surgery in favour of younger patients, the s:na‘]omty of those n::)t yet (.)ld,
replied that when tcheir turn came they definitely \:vould not ‘step aside
_in marked contrast to the willingness to do so evidenced amongst con-

- 33
temporary older adules.

Ageism and jts institutionalization

Alongside the economic and cultural devaluing of age, there are c_)the'r
structurally embedded forms of ageism still evident in many of the insti-
tutions operating within the modern state. Numerous reports h;-.lve found
evidence of institutionalized ageism in health-care systems, m educ-i»
tional institutions, in the workplace and in the financial services sectoF.* f
Institutionalized ageism involves selective exclusion from, or .reducno‘n
in access to, particular societal resources on the explicit basis of people’s
adult age. Within health-care systems this includes inadequat‘e access to
health care; inadequate investigation of healch problems; and 111_‘adequ§tc
and/or inappropriate treatment of identified health prob]lems.s’ Specific
examples include failure to provide routine breast screcning for women
aged over 63; limited investigations performed onoolder patsen.ts follovw-
ing admission to hospital after a heart attack; denial o.f access to cardiac
rehabilitarion programmes; a more limited range of investigations and
treatments offered to older people with various types of cancer; refusal
to make available certain types of day surgery to patiencs aged over 70;
excess use of neuroleptics (anti-psychotics) in nursing homes; widetv.p%read
polypharmacy associated with a raised incidence of hO{SplFal ﬂdmlSSl?HS
of older adults — the list is extensive and exhausting in 1ts cumulative
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potential to demote the health of older people.” Although it is nd{
possible currently to determine how much age-related restrictions on
access to health care contribute to the excess morbidity and mortality of
older people, it seems likely that there is a significant and measurable
impact on the health and physical function of older people, which goe§
well beyond that which can be accounted for by the clinical ‘risk’ of
being a certain age.”” : .

The impact of age discrimination in the provision and range of Anancial
services offered by the various private investment, insurance and pen-
sion schemes has not been subjecr to the same kind of research scrutiny
as that conducted in the health field. Nevertheless, numerous examples
have been reported to organizarions such as Age Concern England. These
complaints range from unwarranted restrictions on insurance covers to

lack of access to some types of pension schemes, limited credit facilities.

and investment opportunities, and so on. The general conclusion to be
drawn from these and other related reports is that older people are less
able to invest in ways that can maximally improve their material con-
ditions in comparison with younger adults.*

Ageism Is not just a problem of cultural representation ~ the lack of
representation or lack of respect given to older people. It has material
consequences in the lives of older people, in their access to material
resources, in their capacity to benefit from health care and in their own
expectations of themselves. The power of cultural representations to
influence the physical experience of later life may not he casily demon-
strated, burt there are plenty of reasons to believe that it can and does do
so. The nonchalant acceptance of difference and the infinite potential to
work and rework regimes of signification that are meant to be the hall-
marks of postmodern life have yet to fully penetrate the lives of older
people. Age and ageing remain largely, though by no means completely,
outside the play of the more extreme transgressions of postmodern cul-
ture. However, while it may be possible to ridicule some of the naivety
of postmodern writings, the fact remains thar it is the institutions of
modernity that have oppressed older people. The institutions that were
built up in the nineteench and early twentieth centuries — the founda-
tions both of our industrial economy and of our welfare state — are the
principal sites where the exclusion and the marginalization of older
people have taken place. The embodiment of ageing that takes place
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in the institutional practices of geriatrics and gerontology reinforces the
idea that ageing is at bottom a physiological affair and that the resolu-
tion of the ageism that exists in society requires primarily the moral
exhortation of the state and other welfare institutions to stop it. Such
an approach fails to engage with the nature of the dilemma — that cul-
rures of ageing are also primarily cultures of resistance to age, not ways
of embracing old age. They express the same antipathy to old age that
has been present throughout recorded history. Anti-ageing surgical prac-
tices and anti-ageing medicines are not designed to counteract or to
challenge ageism. They represent an aesthetic preference not to look like
an old person; not to appear elderly. If resistance to ageism also requires
opposition to such surgery {much in the same way that the advocates
of deaf culrure oppose cochlear implants) it is likely to collapse under
the weight of contradictions that reside within conceptualizations of a

" 1
‘positive’ old age.

Ageing: appearance, reality and then some

[f sex reassignment surgery is poised to be incorporated into the British
Nartional Health Service’s “free at the point of delivery” services, estab-
lishing a place for itself alongside sexual dysfunction clinics for people
wanting a better sex life and infertility clinics for couples wanting to
have a better family life, then why should not NHS surgeons be permitted
to lift and abrade the skin, replace and re-position the fatty tissue and
musculature of the face in order to restore a more youthful look to
older men and women who feel they need an improved appearance?
Why should health insurance programmes not include such procedures
amongst their list of approved medical services? Why should general
practitioners not be permitted to prescribe Viagra to all those older
men who wish to have more regular and reliable erections? Why should
peri- and postmenopausal women not be able to get a choice of estrog?:n—
replacing prescriptions? Moreover, why should people approaching
retirement not be entitled to the prophylactic benefits of grafts, trans-
plants and other ‘rejuvenating’ forms of surgery? Why are limits dra'wn
round those practices that could prevent aspects of bodily ageing which,
in turn, put at risk the viability and opportunity for post-work lifestyles

that aim at staying young?
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Is i.t ageism, in short, thar causes people to undergo cosmetic surgef
~oris i_t ageism that prevents or restricts the accessibility of such suy
gery; is it ageism thart seeks to set limits on how old a woman can be t;)
receive fertility treatments; that asserts that death should be the appro:
p.rlate fate of “old’ people but not ‘young’ people? Resolutions of thes.
dilemmas will not arise from the shrinking postmodern state. Creatin
viable culrures of ageing depends upon establishing a sufficient eco'g
nomic base to sustain a level of consumption that will enable them to be
expressed through the strength of individual demand. For most older.
people, the body is still too dangerous to serve such ends and after all -
consumer culture is not really about instilling physical self-confidence. |
[ts success comes from achieving the very opposite. Our bodies are still -
too little our own. Retired people are establishing an increasing varicry.
of post-work lifestyles, yet the body remains problematic, occupying a
complex and contradictory position in relation to ageing and its cc:ﬂ- '
tural possibilities. Should one exercise it, dress it and decorate it or
simply ignore it? Should it be tinkered with, tarted up or is it best left
alone? Should the signs of age — grey hair, wrinkled and lined skin — be
the basis of a new form of identity politics: should we be glad to be
grey? And what features of bodily ageing should be selected as positive
sources of significance and what features should be excluded?

Ensr.aring that people have access to effective health care, sound
financial advice and savings systems, and a wide range of opportunities
to develop their skills and knowledge, is an agenda that can be sup-
ported by adults irrespective of their working status. While access to the
social material and cultural resources might be expected to yield bene-
fits in terms of health, well-being and ftness, the principle of ensuring
an age-irrelevant equity of access might garner more popular support
than the principle of ensuring equalization of the lifespan. The body
clearly is not without a material reality, but that reality can only be
expressed through social means. There can be no pure human ‘ageing’;
no ageing under glass. Advice exists in many forms about how the body
can be treated to reduce its significance as a marker of personal ageing
and proximity to death. The aim of such advice is more or less the
same as that of anti-ageing medicine — to reduce the negative markers of
old age. What remains after the success of such an enterprise may well
never be known - indeed it may not be knowable, Making clear the
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ceasonableness of a position that states that people do not want to Eook _
old and unattractive, do not want to feel fatigue, pain and sickness, do
not want to be incapable of carrying out those everyday acts that confer
2dult status and adult competence, in short that people are happy to age. .
but not be aged, is a necessary step in establishing a cultaral and polit-
ical agenda ro combat ageism. That agenda must be to resist those
practices which seek to chwart such desires and support those practices
which render them more likely to be expressed, legitimated and embodied
in practice. It is a policy to reduce inequalitics amongst adults as adults,
and not to improve the treacment of old age.

Such a platform seems in keeping with the personal aesthetic that
characterizes postmodern culture — including the inherent contradiction
chat lies at the heart of this message, namely that one day we must fail.
The failure that is old age cannot be translated into a rallying cry.
Seeking collective redress abour the social revaluing of old age cannot
ignite the kind of identity politics that exists around skin colour, gender
or sexual orientation. Realizing virtue despite the handicap of age is
clearly one widespread form of recognition that is often claimed — praise
for doing something ‘despite’ one’s age. But it privileges exception and
requires that most people of that age remain unable. Resisting and chal-
fenging the structured inequalities within society may provide a firmer
platform in that it promises to improve both the quality and length of
life while offering a programme whose support is not determined by an
age-based constituency. The extent to which such inequalities can and
do structure bio-ageing is addressed in the next chapter.
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