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Chapter 29
Researching Ageism in Health-Care  
and Long Term Care
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and Annika Taghizadeh Larsson

29.1  Introduction

Even as the literature documenting the numerous negative consequences of ageism 
for the experiences of older people is constantly growing (Minichiello et al. 2000; 
Dionigi 2015; Chrisler et al. 2016), ageism remains an elusive concept, interchange-
ably used to cover a wide range of phenomena. Research on ageism across contexts 
reveals the equivocal manner in which it is defined. Existing definitions of ageism 
cover intolerant knowledge, values, attitudes and behaviors towards older people or 
more generally, people of a certain age. Commonly, ageism is distinguished from 
age discrimination, the latter often defined as only one of many possible manifesta-
tions of ageism, and used in the context of labor market research to describe the 
manifest preference for younger employees. It is important to recognize that there is 
a spectrum of concepts related to ageism depending more often than not on the 
context in which it is studied. In this chapter, we aim to provide an overview of how 
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ageism is defined, measured and assessed in research on healthcare and long-term 
care, and use some of the emerging research evidence for the existence of ageism in 
these two contexts in order to exemplify. Focusing on ageism (focusing, for the 
purpose of this chapter on its relation to old age) we aim to critically analyze the 
conceptualization and measurement/assessment of ageism in existing empirical lit-
erature covering the wide spectrum of care from emergency and acute care to 
chronic and long-term care of older adults in order to make recommendations for 
future research. In so doing, we aim to provide insights into the various theoretical/
conceptual and methodological approaches that researchers can employ for measur-
ing and assessing ageism. As part of the Memorandum of Understanding for the 
implementation of a European Concerted Research Action, designated as ‘COST 
Action IS1402: Ageism – a multi-national, interdisciplinary perspective’, of which 
the authors form part, five methodological aspects related to ageism were selected 
as relevant. These are assessment; spatial design; prevalence, antecedents and con-
sequences; intervention; conceptualization and theory.

In this chapter, we focus on two of the aforementioned aspects, namely ‘assess-
ment’ and ‘conceptualization and theory’ and aim to answer the following 
questions:

 (i). Why is it important to know how ageism in healthcare and long-term care has 
been empirically studied? (Sect. 29.1)

 (ii). What evidence for the existence of ageism among key stakeholders (e.g. 
health care professionals and long-term care workers, family members and 
older adults) is reported in empirical research covering these two contexts? 
(Sect. 29.2)

 (iii). Which are the conceptual and methodological approaches used to measure 
and assess ageism involving these key stakeholders in the two contexts? 
(Sects. 29.3 and 29.4)

29.2  Why Is It Important to Know How Ageism 
in Healthcare and Long-Term Care Has Been 
Empirically Studied?

Health and long-term care represent important settings in relation to old age and 
ageism as they cover the full pathway of delivery of care related to health and illness 
that older adults often need to access. As populations are ageing, in particular in 
developed countries, increasing numbers of older adults pass through the wide 
spectrum of care from emergency and acute care to chronic and long-term care on 
a daily basis. The spectrum of care includes community and public health, primary 
care, emergency medicine, acute care, care of chronic illness and long term 
care – both institutionalized, as well as home/community-based. Health care and 
long- term care are complimentary yet diverse in the services offered, acuity of care, 
characteristics of health care professionals caring for older people, as well as in 
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terms of proportion and age of older persons cared for. In particular, long-term care 
tends to have a higher percentage of vulnerable oldest old. Additionally, length of 
stay is longer in these settings, thereby potentially increasing the possibilities for 
discriminatory situations to arise. Furthermore, the level of education and training 
of care-workers in long-term settings may be very different from that of health care 
professionals in acute settings.

Our focus on ageism in health and long-term care is further motivated by huge 
gaps in the literature with regard to the real needs of care for this age group, a situa-
tion that may be interpreted as ageist and specifically deficient in focus when it 
comes to delivery of care for older people. This is most probably due to the fact that 
the younger age groups have more often than not attracted attention from health 
policy makers, as well as from hospital and primary care administrators and provid-
ers (Robb et  al. 2003; American Diabetes Association 2015). Gatz and Pearson 
(1988) labeled the attitudes shown toward older adults, namely the specific treatment 
biases that are based on negative misconceptions, as a problem and defined it as 
“professional ageism.” Specifically, Hunold et al. (2016) remarked that emergency 
departments (ED) are progressively becoming a critical site of care for older adults, 
but there is still minimal knowledge regarding the priorities of care delivery for this 
population. The same authors identified accuracy and efficiency of the medical eval-
uation as the most common but lacking priorities among older adults in the 
ED.  Similarly, Aminzadeh and Dalziel (2002) argued that the currently practiced 
disease-oriented and discontinuous models of emergency care are not sufficient to 
match the multidimensional needs of frail older patients, who have divergent patterns 
in terms of care needs, as well as service use (Scott et al. 2007). This situation calls 
for further research to assess the effectiveness of triage and intervention strategies 
pursuing vulnerable older ED patients. With regard to acute care, particularly inpa-
tient services, the major users are older people – a contribution of the ageing popula-
tion but also a reflection of the evolving patterns of disease, i.e. chronic with acute 
complications, multiple comorbidities and functional consequences (Koch et  al. 
2009). Indeed, most health care systems are adapting to this change in users/patients 
age groups by redesigning and shifting care for younger adults to the community, 
primary care and day care where possible (Koch et al. 2009). However, one still ques-
tions the persistently reported fragmented care of older adults and urgently calls for 
an older patient priority-directed and holistic decision-making process that addresses 
the needs of older adults with multiple chronic conditions (Tinetti et al. 2016).

Fried and Ferrucci (2016) highlight the fact that the contribution of aging to 
chronic diseases can no longer be toned down. Geriatricians and gerontologists have 
approached this problem through the conceptualization of frailty as a diagnosable 
clinical syndrome characterized by marked susceptibility to stress, underlying loss 
of resiliency and diminished functional reserve. In health services, which cater for 
the care of chronic diseases, as well as in long-term settings, there is the tendency 
for professionals who may have internalized ageist attitudes during their formative 
years to use patronizing talk to older people, which Nelson (2005) considers as 
 self- fulfilling prophecies that can translate ageist stereotypes into actual behavior 
and eventually into lower levels of older persons’ empowerment of their care.
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Furthermore, Coleman (2003) and Boockvar et al. (2004) identify transitioning 
of care from health to long-term care facilities as commonplace for older adults, 
who are often somewhat ‘lost’ or ‘sidelined’ in terms of clinicians’ priorities par-
ticularly when long lengths of stay in acute settings are mainly due to lack of space 
in long-term institutions. Indeed, older patients in acute settings are often consid-
ered a burden on the health system and are labelled as ‘social cases’ (Cohen et al. 
2014) or ‘bed-blockers’ (Hawkes 2016). Perhaps more distressing is that at the far 
end of the spectrum of care, Condelius and Andersson (2015) state that there are 
gaps in the literature as to what care older people access throughout the last stages 
of their life, as well as which factors enable access to care in this group.

Statistics from the United Nations predict that by 2030, older persons are 
expected to account for more than 25% of the populations in Europe and in Northern 
America, 20% in Oceania, 17% in Asia and in Latin America and the Caribbean, 
and 6% in Africa (United Nations World Populations Ageing 2015). Therefore, it is 
more likely that in the foreseeable future, the need for services in health and long- 
term care will continue to increase as will the risk that older people are not looked 
upon and treated as full citizens in these settings.

From such accounts it becomes evident that a structured analysis of ageism in 
health and long-term care is both timely and pertinent. However, without a compre-
hensive conceptualization and operationalization of ageism efforts to measure and 
assess the multiple manifestations of ageism in these two contexts are bound to fail. 
Consequently, we are not able to fully tackle ageism in practice. It is therefore 
important to evaluate the state of empirical research concerning ageism in both 
health and long-term care in terms of, identifying the definitions used, and the con-
ceptual and methodological approaches applied. Only by so doing can we uncover 
the strengths and weaknesses of research in this field and help guide future research 
efforts towards the areas most in need of being addressed.

Finally, we hope that our results can contribute to the development of what we 
consider that acceptable quality of care for older adults should embrace; that is, the 
holistic bio-psychosocial model delivered by interdisciplinary teams of health care 
professionals, who are competent in the care of older people and that steers away from 
fragmented, chaotic and ageist delivery of care. This model of care is becoming even 
more relevant in view of emerging evidence that the integration of attitudes, values, 
standards and opinions referred to as internalization of ageist stereotypes is related 
to memory failures, physical frailty and risk of cardiovascular events (Levy 2009).

29.3  Evidence for the Existence of Ageism in Health 
and Long-Term Care

This section is organized in two subsections, one focused on health care and the other 
one on long-term care. In both sections we consider the evidence in relation to three 
groups of research participants, namely care professionals, family members and 
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older people. In providing an overview of the evidence of ageism and ageist practices 
in health and long-term care, we consider each sector separately. Our choice reflects 
the clear separation in the specialized literature between analyses in health or in long-
term care settings, with virtually no overlap or joint consideration in extant studies. 
It is also important to draw attention to the fact that each subsection considers evi-
dence of ageism in relation to three stakeholder groups, namely health and long-term 
care professionals, family members and older people. This stands in recognition of 
their separate but equally important roles in the process of care.

29.4  Ageism in Health Care

Existing empirical research on ageism in health care mainly involves health care 
professionals across different disciplines (São José et al. 2017). Examples include 
doctors in primary health care, where ageism is related to clinical decision-making 
(Adams et al. 2006; Arber et al. 2006), physicians in hospital in their recommenda-
tions for physical activity among individuals with arthritis (Austin et  al. 2013), 
unfair judging by Florida physicians of older adults simply because of their advanced 
age (Gunderson et al. 2005). Other examples are physicians deciding on access to 
critical care that is influenced by age against older people (Hubbard et al. 2003), and 
significant differences in access to treatment, depending on the patients’ chronologi-
cal age and prescribing chemotherapy less frequently as the patients’ chronological 
age increase (Protiere et al. 2010).

There are also studies focusing on ageism in research in health care, involving 
researchers in diabetes. Here, evidence of ageism is related to “the extent of 
exclusion of older individuals from ongoing clinical trials regarding type 2 diabetes 
mellitus” (Cruz-Jentoft et al. 2013; p. 734) and “(...)“whether exclusion of older 
people was prevalent in research proposals submitted to Dublin teaching hospitals” 
(Briggs et al. 2012, p.311).

Another group of health professionals involved in the body of research on ageism 
in healthcare is nurses, such as nurses caring for individuals with spinal cord injury 
(Furlan et al. 2009, p. 674). In one of these studies (Gething et al. 2002), evidence of 
ageism is related to patterns of stereotyping among nurses in Australia and the United 
Kingdom. Furthermore, Kydd et al. (2014) described attitudes of nurses and nursing 
students in Scotland, Sweden and the US towards working with older people. 
Moreover, Holroyd et al. (2009) reported that negative biases and  ageist attitudes 
among caregivers, and particularly nurses, toward older people in acute care settings, 
are among the more notable expressions in the health care system.

Some studies report on evidence of ageism in distinct areas of specialization, 
namely psychiatry (Bouman and Arcelus 2001) in the sense of taking a sexual history 
far more frequently of middle-aged men and of neglecting to do so in older male 
patients, and oncology (Kearney et  al. 2000), whereby healthcare professionals 
(physicians, nurses and radiographers) may discriminate against older people.
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There are also studies that provide evidence of ageism involving older adults 
themselves. Chambaere et  al. (2012) reported that the level of involvement of 
patients in decision making to intensify pain alleviation decreases with increasing 
age. Additionally, Koch and Webb (1996) described the ‘conveyor belt’ way of 
organizing care in wards, whereby patients dominated by the demands of the work 
timetable, powerless to have any influence on their own care and unable to express 
their individual needs. These authors also reported segregation in that providers 
label older adults as “old”. Furthermore, Makris et al. (2015) reported that ageism 
emerged as a result of dismissing or minimizing comments by providers that can 
serve to inform or reinforce older adults’ beliefs that back pain is directly related to 
old age, or perhaps, that providers have nothing more to offer.

29.5  Ageism in Long-Term Care

Existing empirical research on ageism in long-term care contrasts with that in 
healthcare in that the studies more often involved older adults and family members 
and less frequently care professionals as participants. This may be due to the fact 
that the subjects are more easily accessible in long-term care.

Most studies on ageism in long-term care involve residents in long-term institu-
tions (Ayalon 2015; Bodner et al. 2011; Dobbs et al. 2008; Doyle 2014; Gamliel 
2000; Lagace et al. 2011, 2012; Macdonald and Butler 2007; Roth et al. 2012, 2015; 
Taverna et al. 2014; Zimmerman et al. 2014). Ayalon (2015) reported a prominent 
general view of old age as a sign of decline and decay. This negative view of old age 
was stated as prominent among adult children, as well as their older parents. 
Zimmerman et al. (2014) also report evidence of ageism, namely physical environ-
ment (environmental press [ex.: not repairing a bathroom nearby because of budget 
restrictions]; not using social space for engagement [ex.: sticking all the older 
people in the front and leave them there]); using labels to describe different types 
of residents; multi-level settings (not minimizing “us” versus “them” [ex.: older 
people who are relatively autonomous and older people who are dependent]); inde-
pendence (not supporting autonomy [e.g.: discouraging older people from doing 
certain tasks]); respect (not valuing the resident [ex.: feeling like a prisoner]); privacy 
(not providing privacy); care provision (not taking the focus off of decline [e.g.: 
reinforcing dependence and decay]; constant supervision).

Several studies on ageism in long-term care involved health care professionals, 
care workers and administrators of long-term institutions (Band-Winterstein 2015; 
Billings 2006; Dobbs et al. 2008; Dunworth and Kirwan 2012; Lagace et al. 2011; 
Reyna et al. 2007; Roth et al. 2012, 2015; Taverna et al. 2014; Wells et al. 2004; 
Zimmerman et al. 2014). For example, Band-Winterstein (2015) reported ageism as 
neglect in the everyday routine of care with the following emerging themes (being 
transparent; being invisible; being forgotten; perceiving older patients as no longer 
human; being treated as an object, in an automated fashion; lack of accurate medical 
diagnosis; using ageist language; using less expensive materials on older patients, 
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because money is not wisely spent on older persons; older persons lose their sexuality, 
which justifies mixed communal and social participation of older people); and 
avoidance (attitudes and behaviour regarding social contact with older people). 
Billings (2006) reported evidence of ageism in professionals from health care and 
social care in terms of insensitive treatment in relation to communication and atti-
tude; excluding older people from conversations, sensitive or otherwise; shouting at 
older people; being patronising; little assessment of the preferred way that older 
people like to be addressed; not giving an older person enough privacy when help-
ing them with activities such as toileting, washing or dressing; letting older people 
have a limited choice in things such as when and what they eat, when they go to bed 
or have a bath; older people are given too many tablets which are not reviewed often 
enough; and that there are assumptions that older people are not sexually active.

There are also a few studies in this body of research that involved family mem-
bers as subjects (Ayalon 2015; Condelius and Andersson 2015; Dobbs et al. 2008; 
Roth et  al. 2012, 2015; Zimmerman et  al. 2014). In particular, Condelius and 
Andersson (2015) reported ageism among the next of kin, “in that they perceive 
some conditions and complaints as a natural part of ageing with further examina-
tions or treatments being regarded as “pointless” or even “wasted” (p. 11).

To sum up, existing empirical research in the contexts of health and long-term 
care provides an interesting continuum and diversity in terms of the evidence of 
ageism provided and the stakeholder groups that are surveyed.

29.6  Theoretical and Conceptual Approaches in the Study 
of Ageism

On an overall level, what appear as most striking in relation to theoretical and con-
ceptual approaches in the empirical study of ageism in health and long-term care is 
that most studies in both of these areas do not, at least explicitly, apply any theory, 
and that very few studies use theories of ageism. Thus, the literature on ageism in 
health and long-term care appears as under-theorized. Particularly striking is the 
relative absence of theories of ageism. While the vast majority of the literature is 
occupied with studying the causes, the consequences and possible preventive strate-
gies of ageism, scant attention has been paid to its conceptualization (Iversen et al. 
2009). As many, non-harmonized definitions coexist in the field, the formulation of 
a general theory on the causes and effects of ageism, which can help ground empiri-
cal research in a coherent fashion, is rendered impossible (Iversen et al. 2009). In 
fact, our survey of the empirical literature on ageism in health and long- term care 
yielded a majority of studies that altogether lack any references to a theoretical 
framework and that are underpinned by definitions and conceptualizations of ageism, 
often only implicitly defined.

Interestingly, even when established theoretical frameworks are included, they 
are rarely theories specifically focused on ageism of ageism. The literature on ageism 
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in health care is affected by the disconnect between empirical work and theoretical 
thinking on ageism. While a minority of studies is grounded in the conceptual works 
of Butler (1969), Butler and Lewis (1973), Bytheway and Johnson (2001), Levy 
et al. (2006), the vast majority fail to mention any theoretical framework or to inter-
pret their results within a broader theoretical context. Other theoretical frameworks 
not specific to ageism, but employed in selected studies on ageism in health care 
include psychological models of clinical decision-making, the Behavioral Model of 
Health Services Utilization, The social ecological perspective (Moos 1979; Stokols 
1992; Parke & Chappell, 2010) and Allport’s intergroup contact theory (Ajzen 
2005). Theories that are normally used to study/discuss ageism in long- term care 
(São José et  al. 2017) are as diverse as Goffman’s perspectives on stigma and 
depersonalization in institutions are applied, Age Stratification Theories, Foucault’s 
perspectives on power, and Normative Ethical Theories are employed by authors, 
while Terror Management Theory (Solomon et al. 1991) or Social Identity Theory 
(Turner and Reynolds 2010), that explicitly refers to the concept and phenomenon 
of ageism, if at all mentioned, are relegated to the discussion sections.

To date, the most comprehensive conceptualization attempt for ageism is offered 
by Iversen et al. (2009) in their seminal paper on the conceptual analysis of ageism. 
Starting from an in-depth review of existing definitions and theoretical works, they 
structured the core aspects of ageism along four dimensions and proposed and 
enriched, multi-dimensional conceptualization: “Ageism is defined as negative or 
positive stereotypes, prejudice and/or discrimination against (or to the advantage of) 
older people on the basis of their chronological age or on the basis of a perception 
of them as being ‘old’ or ‘elderly’. Ageism can be implicit or explicit and can be 
expressed on a micro-, meso- or macro-level”.

As identified by the authors, the key dimensions in the ageism concept are the 
three classical components (cognitive-stereotypes, affective-prejudice, behavioural- 
discrimination); the positive/negative aspect (positive ageism, negative ageism), the 
conscious/unconscious aspect (explicit ageism, implicit ageism); and the levels at 
which ageism can manifest (micro-level ageism, meso-level ageism, macro-level 
ageism) (Iversen et al. 2009). To these dimensions, Sao Jose and Amado (2017) add 
the self-directed/other-directed aspect of ageism, manifesting exclusively at the 
micro-level, in recognition of the prevalence of negative stereotypes towards people 
of one’s own age or towards oneself, a phenomenon aptly described by Bodner et al. 
(2011) as ‘self-ageism’.

Mapping existing empirical literature on ageism in health and long term-care 
over the main components of ageism, a spectrum of 32 possible variants of ageism 
emerges at their intersection (see Table 29.1). Not surprisingly, no studies in the 
empirical literature on ageism in health and long-term care recognize and account 
for the complexity of the ageism concept along all five dimensions (see Table 29.1 
for a visual depiction of the different variants of ageism and an overlayed mapping 
of the empirical literature on ageism in the two settings). In fact, as numerous con-
tributions rely on Butler’s classical definition of ageism (1975) they recognize only 
five of the 32 components, namely: cognitive, behavioural, other-directed, explicit 
and negative ageism. Even more recent definitions of ageism that have been 
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employed in the empirical literature, as those proposed by Cuddy et  al. (2005), 
Greenberg et al. (2002), Levy and Banaji (2002) and others, while generally more 
comprehensive in their scope, cover at most 10 components.

29.7  Comparison of Research on Ageism in Health 
and Long-Term Care

Concerning differences between the empirical literature on ageism in health and 
long-term care, among the three classical components of ageism, discrimination 
against people of a certain age, that is the behavioral components, is by a large mar-
gin most represented in the empirical literature on ageism in health care. The major-
ity of studies concern themselves with identifying forms of discrimination in 
diagnosis (Adams et al. 2006, Arber et al. 2006, Rudd et al. 2007, Bond et al. 2003), 
discrimination in treatment and management (Koch and Webb 1996; Chambaere 
et al. 2012; Pedersen and Mehlsen 2011; Grant et al. 2000; Gnavi et al. 2007; Austin 
et al. 2013), discrimination in access to research and clinical trials (Cruz-Jentoft 
et al. 2013; Briggs et al. 2012) and differences in survival rates (Peake et al. 2003; 
Grant et al. 2000). The cognitive component, mainly addressed in qualitative stud-
ies, is generally reflected in research on the stereotypes and assumption about older 
patients not belonging in specific care institutions (Parke and Chappell 2010), about 
symptoms that are “normal” at more advanced ages (Iliffe et al. 2005; Makris et al. 
2015) and about expected responses to treatment (Skirbekk and Nortvedt 2014). 

Micro-level Meso-level Macro-level

Explicit-
Negative
Explicit-
Positive

Implicit-
Negative
Implicit-
Positive

Legend The 32 variants of ageism

Variants covered frequently in the literature

Variants covered rarely in the literature

Variants lacking from the empirical literature

AffectiveCognitive

Self-
directed

Self-
directed

Self-
directed

Non
self-

directed

Non
self-

directed

Non
self-

directed

Ageism in
corporate

and
categoric

units

Ageism in
institutional

systems

Behavioural

Table 29.1 Variants of ageism and literature mapping

Source: Adapted from Iverson et al. (2009) and Sao Jose and Amado (2017)

29 Researching Ageism in Health-Care and Long Term Care



502

Finally, analyses of the affective component are all but absent in the literature on 
health care, with only one, recent study discussing prejudice towards older people, 
ageing and old age (Kydd et al. 2014) identified in our literature survey. The litera-
ture on ageism in long-term care, on the other hand, presents a more balanced divi-
sion of interest between the three components. Negative stereotypes about the 
condition and abilities of older individuals (Band-Winterstein 2013; Billings 2006; 
Condelius and Andersson 2015) and about old age in general (Ayalon 2015; Gamliel 
2000; Petersen and Warburton 2012; Roth et al. 2012) as well as negative reactions 
and prejudices towards older people (Dobbs et al. 2008; Roth et al. 2012; Natan 
et al. 2013; Wells et al. 2004) are well mapped in empirical studies. Finally, studies 
of discrimination against older adults in long-term care include such diverse topics 
as controlling the interaction and using inappropriate and diminishing language 
with older individuals (Band-Winterstein 2013; Lagacé et al. 2011; Doyle 2014), 
limiting older individuals’ privacy (Billings 2006), providing sub-standard care 
(Band-Winterstein 2013; Doyle 2014) and segregating residents in long-term care 
facilities within age groups (Roth et al. 2012).

The representation of other ageism dimensions in the empirical literature is also 
highly skewed. We were able to identify only one study focusing on ageism in 
health care that explicitly considers positive stereotypes about ageing (Gunderson 
et al. 2005). Research on long term care more often recognizes the positive aspect 
of ageism (Lagacé et al. 2011; Natan et al. 2013; Wells et al. 2004) although it rarely 
takes a central place in the analysis. A noteworthy exception is the study of Taverna 
et al. (2014) who link the desire on the part of long-term care staff to respect resi-
dents’ independence and autonomy due to their age (positive discrimination) to 
improper oral hygiene (a negative health outcome). This imbalance towards nega-
tive aspects of ageism is likely driven by a desire among researchers to identify 
those attitudes and behaviors that are likely to harm older individuals and lower the 
quality of the care they receive, in order to find ways to curtail them. However, the 
study of Taverna et al. (2014) is a case in point that all ageist attitudes and discrimi-
nation, even positive ones, can have negative effects, albeit unintended ones, and 
should therefore be considered in research more often.

Further differences between research on ageism in health and long-term care are 
that empirical studies on ageism in health care exclusively address the non 
 self- directed aspect. This situation likely stems from the nature of interactions 
between older patients and their health care professionals, characterized by large 
information and control imbalances, shorter care spells and a focus on symptoms 
and disease. In long-term care, however, where older individuals interact both with 
caregivers and other residents for longer periods of time and with a more general 
goal of addressing both physical and psychological wellbeing of the care recipients, 
issues related to self-directed ageism are more salient. The empirical research on 
ageism in long- term care includes studies on ageist attitudes among older individu-
als themselves (Ayalon 2015) and discriminatory behaviors towards other older 
aged groups (Roth et al. 2012), as well as how these attitudes and behaviors are 
shaped by the specificities of the community or residential care environment 
(Gamliel 2000; Bodner et al. 2011).
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Concerning similarities between research on ageism in health and long term 
care, due to obvious difficulties in their systematic study, implicit stereotypes, prej-
udices and discrimination are rarely acknowledged in both bodies of the empirical 
literature and are addressed almost exclusively in qualitative studies. They address 
the existence of stereotypes and assumptions about older patients and residents that 
care professional hold, without being consciously aware of their presence or harbor-
ing any ill intention. Nonetheless, such attitudes can lead to improper care (Skirbekk 
and Nortvedt 2014) or delayed diagnosis, assessment (Pedersen and Mehlsen 2011) 
and treatment (Iliffe et al. 2005; Makris et al. 2015) with clear risks for negative 
health outcomes. Research on ageism in long-term care has also almost exclusively 
focused on explicit ageism, although a series of recent studies carried out in Canada 
(Lagace et  al. 2011, 2012) on communication patterns between older adults and 
their caregivers in residential environments had uncovered that ageist language and 
attitudes are often employed by caregivers.

29.8  Methodological Approaches in the Study of Ageism

From our review of the literature, it is immediately apparent that ageism in health 
care is prevalent but immensely vague as a concept. It is important to consider the 
balance between older patients’ experiences demands, real needs and ethical con-
siderations when analyzing contexts, settings and case studies. This renders mea-
surement even more difficult to achieve. Similarly, in long-term care, Sao Jose and 
Amado (2017) argue that despite the fact that ageism is “pervasive”, it is difficult to 
define, identify, measure and most important of all to fight. Indeed, they call for 
research strategies that are capable of detecting, measuring and understanding the 
multidimensionality/complexity of ageism.

As should by now be apparent, the empirical literature on ageism in health and 
long-term care addresses a wide variety of forms and manifestations of ageism in 
these specific settings, which reflect into the diversity of study designs and tools 
employed by authors. As measurement is both difficult and essential in this field of 
research, in this section we turn our attention to methodological aspects. In very 
broad terms, we can talk of two main categories of studies: (i) those attempting to 
identify or capture ageism and that avail of qualitative methodological approaches 
and (ii) those that strive to measure or quantify manifest ageism and that rely on 
quantitative methodological approaches. Each is further described below, with a 
view of comparing and contrasting the bodies of research in health and in long-term 
care. In both fields, mixed methods studies are conspicuously rare. We identified 
only a couple of studies on ageism in health care (Adams et al. 2006; Arber et al. 
2006), and only two contributions in long-term care focused research (Lagace et al. 
2011; Taverna et al. 2014). As a consequence, we do not treat them as a separate 
category. This is an unfortunate gap in existing research, as mixed methods 
approaches offer researchers the opportunity to triangulate and more convincingly 
validate findings via different methodologies.
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29.9  Comparison of Research on Ageism in Health 
and Long-Term Care

29.9.1  Qualitative Approaches

Qualitative studies of ageism in both health and long-term care rely predominantly 
on interviews for data collection. Researchers generally choose a semi-structured 
format for interviews, although structured, open and in-depth interviews are also 
common, and often complement them with other data collection methods. Focus 
groups and participant observation are also commonly employed methods, in 
conjunction with interview based data collection (Makris et al. 2005; Skirbekk and 
Nortvedt 2014; Billings 2006; Gamliel 2000; Lagace et al. 2011) but also as the 
principle data collection method (Iliffe et al. 2005). Less prevalent in the empirical 
literature is the use of document analysis (Petersen and Warburton 2012). While 
many studies do not specifically identify the data analysis methods employed, thematic 
analysis, content analysis, discourse analysis and ethnographic analysis are commonly 
cited by authors.

While studies from both categories stated above have addressed ageism both in 
health and in long-term care settings, imbalances between the frequencies of appli-
cation of qualitative versus quantitative approaches are apparent in both fields. 
Namely, qualitative approaches predominate in research on ageism in long-term 
care, whereas the vast majority of studies of ageism in health care belong to the 
second category. A systematic review of the literature on ageism in long-term care 
(Sao Jose and Amado 2017). reveals that qualitative studies are overrepresented in 
this field and more than twice as numerous as a quantitative approach. Therefore, 
the variety of qualitative methods employed is higher in the empirical long-term 
care literature with respect to that focused on health care.

Interestingly, qualitative studies in long-term care seem to favour the selection of 
older individuals themselves as study participants (Bodner et al. 2011; Doyle 2014; 
Lagace et al. 2012), in the slight detriment of care professionals (Band-Winterstein 
2013; Billings 2006) and family members (Ayalon 2015; Condelius and Andersson 
2015). Conversely, in health care based studies, care professionals are relatively 
more likely to be the subjects of qualitative studies (Skirbekk and Nortvedt 2014; 
Iliffe et al. 2005), although older adults are also often interviewed with regard to 
their in-patient and general care experiences (Koch and Webb 1996; Parke and 
Chappell 2010). We stress that a majority of qualitative studies focus exclusively on 
one participant group and fail to acknowledge the perspectives of other key actors. 
As the results cannot be cross-checked and compared, this lack of triangulation in 
participant selection can lead to one-sided accounts and paint only partial pictures 
of the contexts the studies attempt to describe. It is however, worth noting that a lack 
of diversity in participant selection is a problem that affects more severely the literature 
on ageism in health care. By comparison, qualitative studies in long-term care more 
routinely include two or all key stakeholders – i.e. older adults, family members and 
care professional (Dobbs et al. 2008; Lagace et al. 2011; Roth et al. 2015).
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Concerning similarities between the two fields of research, we note a dispropor-
tionate preference for studies based in residential care settings, both in the health 
care and the long-term care literature. When studying the experience of older adults 
in the health care system, researchers predominantly select in-patient settings and 
only rarely interview older adults outside the hospital setting (Makris et al. 2015). 
Similarly, ageism in long-term care is overwhelmingly studied in residential facili-
ties, be they nursing/care homes, assisted living facilities or retirement communi-
ties. Only one study selected participants living in their own homes to analyze their 
experiences in receiving community based formal care (Doyle 2014). Equally rare 
are research efforts that span care settings. Most noteworthy, Billings (2006) finds 
evidence of ageist attitudes and discrimination against older people among profes-
sionals in health and social care services, working both in the community and in 
residential and medical care settings. The lack of diversity in the selection of the 
study setting is a significant shortcoming of empirical research on ageism in both 
health and long term care, as it fails to reflect the experiences of a wide majority of 
older individuals, who reside in the community and whose interaction with care 
professionals is only episodic. While it is understandable that this bias arises as an 
expression of convenience in participant selection and data collection, it constitutes 
one of the most significant remaining gaps in qualitative research on ageism.

29.9.2  Quantitative Approaches

While outnumbered by qualitative studies in the literature on ageism in long-term 
care, quantitative studies represent an overwhelming majority of research contribu-
tions on ageism in health care settings in our survey. The preferred data collection 
method, by a wide margin, is the administration of questionnaire based surveys to a 
selected population of interest. Common methods of survey administration include 
telephone-based (Austin et al. 2013; Jerant et al. 2004), mail-based (Kearney et al. 
2000; Protiere et al. 2010) and direct distribution to participants (Kydd et al. 2014).
Virtually all quantitative studies on ageism in long-term care rely on validated scales 
of ageism for data collection, while in the literature focused on health care a mix of 
ad-hoc survey instruments (Bouman and Arcelus 2001; Gunderson et al. 2005) and 
validated instruments is used (please refer to the next section for an overview of the 
main scales used to measure ageism). While sample sizes and response rates vary 
widely, in relation to the specific participant population targeted, numerous studies 
draw on small samples (less than 100 respondents), pointing to a necessity to repli-
cate and reconfirm these findings in other settings and on larger groups in order to 
establish to what extent their results are generalizable.

While entirely absent from the long-term care literature, studies with random-
ized experimental designs eliciting the assessment of care professionals for patient/
case vignettes or video clips are not uncommon in health care focused research 
(Adams et al. 2006; Arber et al. 2006). Similarly, in the health care setting, studies 
of ageism are also based on registry data (Cruz-Jentoft et al. 2013), on analysis of 
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case documentation and files (Bond et al. 2003; Peake et al. 2003), on auditing of 
clinical research proposals (Briggs et al. 2012), on the analysis of death certificates 
(Chambaere et al. 2013) and of hospital and other regional medical databases (Gnavi 
et al. 2007; Grant et al. 2000; Rudd et al. 2007). Due to the lack of coordinated data 
collection efforts, among other constraints, such studies are rendered virtually 
impossible and in fact, lack completely, from the empirical literature on ageism in 
long-term care. Not surprisingly, the range of data analysis methods employed 
parallels the diversity of methodological approaches to data collection. The most 
prevalent forms of statistical analysis used include descriptive statistics, analysis 
of variance and analysis of covariance techniques, factor analysis and regression 
analysis, but other approaches, driven by the particularities of the collected data can 
also be identified.

Quantitative studies of ageism using surveys for data collection are almost exclu-
sively directed at care professionals, rather than care users (i.e. older people) both in 
health and in long-term care. Studies like Bodner et al.’ (2011), using self- completion 
questionnaires to examine differences in ageist attitudes and perceived quality of 
life among older persons living in residential facilities and in the community, are 
exceedingly rare in the literature on long term care and, to the best of our knowl-
edge, no similar studies exist in the health care focused literature. Noticeable is also 
the lack of quantitative studies on ageism that include family members among 
participants, both in health and long-term care. It is therefore evident that quantita-
tive research has, to date, failed to recognize and appropriately map all relevant 
actor groups, leaving the perspective and experiences of relatives and close family 
circles covered exclusively by qualitative research efforts.

The problem of under-representation of diverse settings in studies of ageism in 
long-term care described above carries fully to the quantitative research literature. 
Virtually all studies collect data from only one care setting, overwhelmingly a resi-
dential care facility (Dunworth and Kirwan 2012). To the best of our knowledge, 
only Bodner et  al. (2011) use a multi-setting data collection approach including 
individuals living in the community and in sheltered housing arrangements. In 
 studies focusing on ageism in health care a similar imbalance is evident with regard 
to the over representation of specialist and high intensity care services, in the detri-
ment of primary care based studies (Adams et al. 2006; Arber et al. 2006; Gunderson 
et al. 2005). Most commonly, the study focus is further narrowed with reference to 
a specific disease or pathology: diabetes mellitus (Cruz-Jentoft et al. 2013), arthritis 
(Austin et al. 2013), cardiovascular disease (Bond et al. 2003), spinal cord injury 
(Furlan et al. 2009), ischemic heart disease (Gnavi et al. 2007), colorectal cancer 
(Jerant et al. 2004), psychosis (Mitford et al. 2010), lung cancer (Peake et al. 2003), 
brain injury (Pedersen and Mehlsen 2011), breast cancer (Protiere et  al. 2010), 
stroke (Rudd et al. 2007). This high degree of fragmentation of research results, by 
clinical specialty and disease group, raises questions about their transferability and 
generalizability and renders a comprehensive discussion about ageism in health 
care extremely difficult.
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29.10  Specific Measurement Tools: Scales of Ageism

As already hinted above, the majority of quantitative studies on ageism in health and 
long term care rely on already established instruments, generally described as scales 
of ageism. While the present review is not exhaustive, we briefly describe those 
most widely accepted and most commonly used in the health and long-term care 
literature, listed here in the chronological order of their development.

The Attitudes Towards Older People Scale proposed by Kogan (1961) is composed 
by 34 statements in a Likert scale format, with item values ranging between 1 (dis-
agree strongly) to 7 (agree strongly) where higher scores indicate more positive 
attitudes. An attitude index can be computed as the mean of all 34 items. The 
Attitudes Towards Older People Scale is a uni-dimensional tool that does not recog-
nize any dimensions or factors. It covers the affective and cognitive, other-directed, 
explicit, positive and negative components of ageism. This scale has been used both 
in long-term care based (Natan et al. 2013) and in health care based (Furlan et al. 
2009; Gallagher et al. 2006; Kearney et al. 2000; Lui and Wong 2009; Topaz and 
Doron 2013) quantitative studies.

The Aging Semantic Differential Scale (Rosencranz and McNevin 1969) is a multi- 
dimensional tool designed to measure attitudes towards older people. It is organized 
along three factors: (i) level of effective goal orientation, adaptability and energy 
output of older people, (ii) level of dependency upon others and personal autonomy 
and (iii) level of social interaction. The tool consists of 32 polar adjectives (e.g. 
exciting/dull, progressive/old-fashioned, independent/dependent) in a 7-point Likert 
scale format, where lower values indicate more positive views. It covers the cogni-
tive, other-directed, explicit positive and negative components of ageism. The Aging 
Semantic Differential Scale covers exclusively the cognitive component of ageism 
and the explicit and non self-directed aspects. In the empirical literature on ageism 
in health and long-term care it has been used, among others, by Gething et al. (2002) 
and Reyna et al. (2007).

The Facts on Aging Quiz was designed and further developed by Palmore (1977, 
1998) as a tool for measuring basic knowledge about old age and aging as well as 
common misconceptions related to it. The proposed scale is uni-dimensional and 
consists of 50 statements in a true-false format. While it recognizes both positive 
and negative components of ageism, it covers only the cognitive, other-directed and 
the explicit component. Applications to the study of ageism in health care include 
works by Topaz and Doron (2013) and Gethering and colleagues (2002), while in 
the long-term care settings it has been used by Wells et al. (2004).

Developed in 1990 by Maryann Fraboni and colleagues, the Fraboni Scale of 
Ageism (Fraboni et  al. 1990) was designed to measure attitudes and prejudices 
towards older people via 29 statements in a Likert scale format. It recognizes three 
distinct dimensions/factors: antilocution (referring mainly to stereotypes, positive 
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and negative, about older people), discrimination (referring to attitudes, positive 
and negative, towards social rights and social participation of older people) and 
avoidance (referring to affective attitudes and behavior, positive and negative, with 
respect to social contact with older people). The scale covers all three classical 
components and both the positive and negative aspects of ageism, but it focuses 
exclusively on explicit and non self-direct variants of ageism. Examples of applica-
tions to the study of ageism in health and long-term care include Leung et al. (2011) 
and respectively Bodner et al. (2011) and Lagace et al. (2011).

The Reactions on Ageing Questionnaire (Gething 1994) is an instrument devel-
oped to gauge attitudes toward personal aging, a measure that correlates highly with 
attitudes towards other older people. The scale comprises 27 items in a 6-point 
Likert scale format, each represented by a statement on expectations regarding old 
age and is structured along three dimensions: fear of frailty, tedium in later life and 
losses in later life. It covers the affective and cognitive, other-directed, explicit, 
positive and negative components of ageism. Although the instrument was devel-
oped and primarily used in Australia, subsequent research confirmed its validity in 
cross-country studies (Gething et al. 2004). Among the studies using the reactions 
on Ageing Questionnaire, we note Gething et al. (2002), Wells et al. (2004) and 
Williams et al. (2007).

It is worth noting that all the scales presented above are not specific to health and 
long-term care research and are broad enough in their scope to be applicable to the 
analysis of ageism in various other research fields. In fact, the classic scales of age-
ism have been applied widely in fields as diverse as marketing, media, educational 
studies, business and organizational theory. This lack of context-specificity can be 
seen as a limitation, as respondents are requested to think about older people in gen-
eral and not about older people receiving health and long-term care when answering 
these scales. Results might differ if the instruments were contextualized.

29.11  Current Advantages and Shortcomings in Research 
on Ageism in Health and Long-Term Care

The empirical literature on ageism in health and long-term care, as it emerges from 
our analysis of conceptualizations and methodological approaches, is very broad in 
its scope and touches on a wide range of topics. Although not represented with the 
same frequency, in depth analyses of ageist attitudes, prejudices and behaviors 
have been carried out both in long-term care and in health care settings, in a variety 
of contexts. We note however, a propensity for studies overwhelmingly representing 
Western cultures. It is therefore, of great importance that the breadth of the field 
continues to develop in future years, and that further studies are carried out in other 
geographical areas and in more varied cultural contexts.
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Such expectations do not appear overly optimistic, in light of the considerable 
development of the field in the last decade. While ageism has been recognized and 
discussed in the scientific literature for over 50 years, our review has uncovered a 
proliferation of empirical studies of ageism in health and long-term care over the last 
10 years. This is especially true for long-term care based research, where a system-
atic review of the literature on ageism (Sao Jose and Amado 2017) uncovered that all 
selected studies were published after the year 2000, more than half of which had 
appeared between 2011 and 2015. Increased research interest in ageism in health and 
long-term care no doubt reflects growing awareness on the side of policy makers and 
the general public of the relevance of the phenomenon in these specific settings. At 
the same time as more research results become available and are disseminated issues 
related to ageism are better and more widely understood and hopefully, more easily 
addressed at the individual, organizational and institutional levels.

On the backdrop of this rapid and positive progression, a series of remaining 
gaps need to be acknowledged. As a result of persistent theoretical fragmentation 
and the co-existence of complementary but not entirely over-lapping definitions of 
the ageism concept, the empirical literature does not reflect the complexities of 
theoretical thinking on the topic. The mobilization of theories specifically focused 
on ageism is rare. Furthermore, when mapped against the most comprehensive con-
ceptualization of ageism (Iversen et al. 2009; Sao Jose and Amado 2017), empirical 
results cluster around few components while entirely failing to acknowledge more 
refined aspects of ageism. The variants of ageism related to self-directed and to 
implicit ageism are particularly under-covered.

In a similar vein, we argue the field must strive towards higher complexity and 
flexibility in data collection and methodological approaches. Mixed methods stud-
ies that can integrate insights from both qualitative and quantitative data are all but 
lacking in the literature.

Finally, while considerable progress is being made in the development of reliable 
and validated measurement tools, we call attention to persistent shortcomings in the 
available instruments. Studies often rely on overly general terms and imprecise 
tools that use abstract terminology. A case in point is the pervasive use of the 
 syntagma “older people” without any qualification on what is to be considered old. 
Reliance on such homogenizing expressions can mask the considerable diversity 
characteristic of older populations, confounding the obtained results.

29.12  Recommendations for Future Research

Based on the evidence we surveyed in our analysis and building on the gaps and short-
comings identified above, we propose a series of recommendations for future research. 
We believe development in these areas can help push the field forward and a coordi-
nated research effort to address them is timely and would prove most fruitful.
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As our analysis uncovered a common weakness in underpinning empirical 
research into theoretical thinking, we recommend that existing theories of ageism 
should be mobilized more frequently. Such theories can prove extremely helpful for 
the formulation of research questions but also for intervention and study design and 
the interpretation of findings.

In fact, a stronger theoretical grounding, that recognizes the inherent complexi-
ties of the phenomenon of ageism should go hand in hand with the application of a 
more comprehensive and ideally, unified definition of ageism that can reflect the 
multiplicity and complexity of its manifestations. For example, by applying a com-
prehensive definition of ageism, we uncovered a gap in empirical research and 
strongly recommend the development of tools and research strategies to measure 
and assess self-directed ageism and implicit ageism. As long as this is not done, we 
will continue to have an incomplete picture of the prevalence of ageism in health-
care and long-term care. Furthermore, a unified definition would allow for the 
comparison of results between studies and across fields, enhancing the validity of 
the evidence.

Turning to the methodological aspects of research on ageism, we believe future 
studies should more frequently employ mixed research methods. By drawing on 
both quantitative and qualitative methodologies, studies can gain both in breadth 
and depth of understanding, while safeguarding against the shortcoming inherent in 
using each approach in isolation. Triangulation between data sources and methods 
can greatly improve the accuracy and reliability of research results and shed light on 
the finer aspects of the phenomenon of ageism. Furthermore, researchers should 
strive to enhance triangulation also with respect to participant selection (i.e. include 
staff members, as well as older people and family members as study subjects) and 
study setting (i.e. including non-residential settings in the research design) and 
ensure that all relevant perspectives and the whole gamut of situations and living 
conditions confronted by older people today are well represented in academic 
research in health care and long term care.

The quality of available evidence is also likely to improve if future research 
would rely on a combination of self-reporting techniques with non-self-reporting 
techniques, such as, participant observation and experimental designs, by helping 
minimize the impact of reporting biases. Similarly, the adaptation of an existing tool 
to the specificities of the health and long-term care contexts could help to improve 
accuracy. We recommend specifically that efforts should be directed to the develop-
ment of scales and tools that are designed for and sensitive to idiosyncrasies in the 
care setting. A welcomed improvement on existing scales would also be the elimi-
nation of labels such as “old”, “elderly”, etc. As such scales should also be able to 
capture “subtyping ageism”, a better strategy would be to formulate questions with 
reference to specific age groups (e.g. 65–75) rather than homogenizing labels.

In conclusion, we wish to acknowledge the great strides that research on ageism 
in health and long-term care has made over the last decades. This chapter aimed to 
summarize the wealth of knowledge already existing in the field as well as to provide 

S. C. Buttigieg et al.



511

more clarity into the conceptualization and measurement/assessment of ageism 
in healthcare and long-term care. In so doing, we uncovered great achievements but 
also “blind spots” in the literature and have, hopefully, charted the way ahead, in an 
attempt to support researchers, policy makers and practitioners alike in their efforts 
to address ageism in a variety of contexts.
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