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Abstract: This paper presents results of a national survey of directors of Area Agencies on Aging (AAA) regarding pro-

vision of innovative community services. We sought to understand factors that impede and those that encourage provision 

of preventive service programs and facilitation of independence and proactivity in late life. We also contextualize priori-

ties within the aging network by describing the historical and policy frameworks that gave rise to development of AAAs 

in the US through legislative mandates of the Older Americans Act. Findings of our study, based on responses to a web 

based survey by 112 directors indicate that, even while meeting their primary mission of assisting frail elders, AAA direc-

tors seek innovation. They assign high priority to introduction of preventive services that can promote health and 

empowerment of elders. Facilitators of this type of program innovation included forging partnerships with other commu-

nity agencies, including hospitals, churches and schools. Having a dedicated staff member and success in external fund-

raising efforts were also associated with endorsement and implementation of service innovation. 
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 This paper explores the attitudes of Area Agency on  
Aging (AAA) directors toward health promotion and disease 
prevention programs. AAA’s are conduits for services pro-
vided to vulnerable older adults under the authority of the 
Older Americans Act (1965). There are currently more than 
650 AAAs throughout the U.S. whose purpose is to both 
promote the independence of at risk seniors and to assure 
that they receive appropriate care within a communal setting.  

 The choice of AAAs as a site for investigation, and their 
directors as key informants, was made based on their role 
under the Older Americans Act as “advocates” for the eld-
erly – not just as service providers. Area agencies are in-
volved in planning, service coordination and advocacy 
across five broad service domains: access (e.g. transporta-
tion), nutrition, home and community based long term care, 
disease prevention and health promotion, and protection of 
seniors. Within this “planning” framework there is room for 
innovation and program development. At present, however, 
little is known about the attitudes of agency directors to such 
innovation in the context of health promotion and disease 
prevention, the feasibility of new programs, and the con-
straints which might limit innovation.  

 This paper offers a preliminary assessment of these ques-
tions. To gauge the attitudes of agency directors and their 
experiences in health service provision we conducted a web 
based survey of area agencies throughout the United States. 
Our research is based on the initial 112 responses from 
agency directors across a wide spectrum of urban and rural 
AAAs. Prior to presenting findings from our survey, we give 
an overview of the contexts – population, familial, and  
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policy that help situate the issues and challenges facing 
AAAs as advocates for disease prevention and health promo-
tion by seniors.  

 A brief word about AAAs is warranted at the outset. 
These entities are unique to the American aging system or 
“network” and reflect the alliance between federal, state and 
local government that is known as “cooperative federalism” 
[1]. While federal law stipulates the mission and priorities to 
be pursued by area agencies, implementation takes place at 
the state and local levels. The main services provided to sen-
iors by AAAs are: information assistance and case manage-
ment; transportation to physician appointments; congregate 
and home delivered meals; nutrition counseling and health 
education. Additional services include day care programs 
and family support. Total federal funding for the OAA is 
approximately two billion dollars per year. Area agencies 
also receive support from state and local governments, but 
are increasingly expected to engage in private fundraising 
initiatives [2]. 

POPULATION CONTEXT 

 At present, almost 13% of the US population is sixty five 
or older. Demographers expect that over the next ten years 
this figure will reach 20% [3]. Americans are not alone in 
seeing significant population growth among older individu-
als. Life expectancy rates are growing worldwide as people 
live healthier lifestyles and health care providers adopt pre-
ventive orientations. This increase in longevity has broad 
implications for the institutions of these societies. In the 
United States, individuals today are living much longer than 
the architects of American public policy for the aged envi-
sioned [4]. The average life expectancy in 1935 when Social 
Security was passed was 61.7 years. The average life expec-
tancy increased by about ten years to nearly 70 in 1965 when 
Medicare became law. Since then, the average life expec-



The Role of AAAs in Promoting Health for Seniors Open Longevity Science, 2010, Volume 4    31 

tancy has jumped almost ten more years to nearly 80, al-
though for minorities and individuals with low incomes, life 
expectancy has significantly lagged these averages.  

 The 'longevity-shift' outlined above has implications for 
older individuals, their families, and policy-makers [5]. 
Theoretical models of aging, practice intervention ap-
proaches and service delivery systems will need to adapt to 
growing life-spans. Those providing services to seniors – 
such as AAAs - will also have to appreciate the complex 
connections between age, disability and disease. Longer life 
expectancy means that many individuals can expect to spend 
significant years of their late lives managing physical dis-
abilities, dealing with psychological depression, and living in 
nursing homes [6].  

 Longevity has highlighted issues of senior independence, 
maintenance and enhancement of quality of life in old age as 
well as best practices for avoiding and managing disabilities 
[7, 8]. Policy-makers and social service practitioners are also 
more aware of the manifold challenges posed by longevity. It 
is not just physical limitations or disability that often accom-
panies advanced age, but losses of spouses, friends and so-
cial networks. Physicians, nurses, social workers and psy-
chologists are all being sensitized to the importance of “qual-
ity of life,” which cannot be reduced to categories of 
health/wellness versus illness/disease [9].  

 Longevity clearly comes with a high price for many sen-
iors. A major goal for the service delivery system is to ex-
plore and evaluate strategies that can empower older people 
to gain control over their health care decisions in order to 
strengthen their role in decision-making and to make in-
formed choices in the latter part of life [10]. The problem 
from a policy perspective is that current aging policies – So-
cial Security, Medicare and Medicaid and the Older Ameri-
cans Act – were not designed to address the challenges of 
disability and loss of independence which are common fea-
tures of living to a very old age. The absence of social poli-
cies and programs focused on aging well and longevity can 

be traced to the historic role/responsibility of the family as 
caregiver to older adults facing health challenges. 

FAMILY CONTEXT 

 The extended family has historically played an important 
role in the care of the elderly and infirm [11]. As a result of 
inheritance-rules and normative principles, children and par-
ents had mutual responsibilities and obligations. In tradi-
tional societies the “combination of economic, demographic 
and cultural arrangements maintained the usefulness of chil-
dren to their parents… while family structure and ideology 
maintained the dominance of the older generation with the 
family” [12]. 

 By the middle of the nineteenth century, however, forces 
of modernization, especially the greater availability of land 
and increased social mobility, weakened paternal authority 
and reduced the number of close-knit, extended families 
[13]. By the end of the nineteenth century older adults were 
already being relegated to a subordinate position in the fam-
ily as new forces – most notably the influx of women into 
the work place – put additional stress on traditional notions 
of family care taking of seniors. Throughout the twentieth 
century demographic, economic, and cultural forces would 
further alter the traditional family system, leaving seniors 
with fewer family based supports [14]. Even with these so-
cial changes many older spouses, adult children and other 
family members have been actively involved in caregiving to 
frail family members. However, the burdens of caregiving 
may overwhelm financial, social and psychological re-
sources and or physical capacities of informal caregivers. 
[15]. These trends accelerated the need for publicly spon-
sored family care services, however, the underlying role and 
responsibility of family was never meant to be replaced by a 
public policy response.  

POLICY CONTEXT 

 The dominant motifs in health policy for the aged over 
the last thirty years have been three-fold. First, diseases have 
been conceptualized beyond their biological bases and to-

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. (1). U.S. Life-Expectancy Projections. 



32    Open Longevity Science, 2010, Volume 4 Force et al. 

ward the social, behavioral and economic factors that under-
lie them [16]. Second, a wide body of literature has shown 
the importance of individual autonomy for the physical and 
emotional well-being of seniors [17]. Third, there is a reali-
zation that public policy efforts should focus on health pro-
motion and disease prevention rather than medical care alone 
[18].  

 These developments were not prominent when policy-
makers fashioned old age policy around income maintenance 
and care for the sick and disabled [19]. Indeed, such policies 
seem reactive to assumptions of physical decline and inevi-
table loss of economic independence. The new orientations 
are more proactive, as indicated by the Wanless Report [20], 
issued in England where public health is defined as “the sci-
ence and art of preventing disease, prolonging life and pro-
moting health through the organised efforts and informed 
choices of society, organizations, public and private, com-
munities and individuals.”  

 This proactive model places the focus on broad determi-
nants of health (including income, educational, occupational 
and social factors), and makes longevity and wellness priori-
ties equal to provision of medical services for treating dis-
ease and illness. Research also shows the salience of social 
well-being for physical wellness. Lack of “social capital” 
and lower “status” scores have been linked to higher rates of 
morbidity and disability among the elderly [21, 22]. While 
public health models have incorporated these social determi-
nants since the early 1970s, aging policy and service models 
in the United States have been slow to incorporate them. The 
one policy domain where health promotion and disease pre-
vention are prominent, at least in theory, if not funding, is 
the Older Americans Act and the Aging Network.  

THE HISTORICAL CONTEXT 

 The Older Americans Act (1965) was ambitious in its 
aims but modest in its funding [23]. Its goal was to better 
integrate older adults into the mainstream of American soci-
ety. Title II of the Act established an Administration on Ag-
ing; Title III created a federal grant program for states; Title 
IV supported research on aging; and Title V provided re-
sources for training individuals in the field of aging. A lead-
ing scholar has recently noted that while “a relatively small 
proportion of the older population receives services directly 
funded by the Act … the infrastructure created by the Act 
can influence service programs that reach a far larger propor-
tion of the older population” [2].  

 One of the most significant features of the Act was set 
forth in Title I which stated the Act’s ten objectives in 
“keeping with the traditional American concept of the inher-
ent dignity of the individual in our democratic society.” 
These objectives included providing the “best possible 
physical and mental health,” for the elderly; promoting 
“community services” and “research knowledge which can 
sustain and improve health and happiness,” and providing 
for “freedom, independence, and the free exercise of indi-
vidual initiative.”  

 Viewed from an “agenda building” perspective [24], the 
Older Americans Act signified the arrival of aging as a pol-
icy area sui generis -- no longer tethered to the economic 
security issues that under-girded passage of the Social Secu-
rity Act. The purpose of this legislation was grounded in 

principles of social solidarity. Thus, the Older Americans 
Act marked a new turn in the trajectory of American public 
policy toward the aged. 

 Amendments to the OAA in 1973 created local agencies 
(Area Agencies on Aging) which were charged with imple-
menting the Act and providing services directly or indirectly 
(through local service providers) to individuals over 60 years 
of age. The initial plan of the OAA was expansive, was built 
on the social citizenship agenda of Lyndon Johnson’s Great 
Society program, and was framed between the historic 1961 
White House Conference on Aging and legislation in 1965 
creating the Medicare and Medicaid programs.  

 The relationship between the national government and 
the states in administering this program through the AAAs 
was conceived as a partnership, with federal money flowing 
to the states and states having flexibility in spending these 
funds to meet their specific needs. In the intervening years, 
however, amendments to the OAA have modified the origi-
nal universalistic design of the program and directed federal 
funds to the neediest seniors – a process of movement away 
from age based benefits to need based criteria that has been 
part of a more widespread shift in American aging policy 
[25, 26].  

 Social policy has not kept up with demographic changes 
such as increased longevity, diversified families, and 
changes in family roles. Equally, there has been a failure to 
develop social policies and services to adequately meet the 
needs of older adults and their families. Since the AAA's 
have the capacity and network for conducting outreach and 
follow-up with families, additional community outreach 
could be added to existing structures [27]. In light of the his-
torical development of the OAA, a reasonable question is: to 
what extent can AAA's play a leading role in outreach and 
health advocacy for the senior population?  

 The AAAs are mandated to serve individuals sixty and 
over [28]. However, services are targeted to those seniors 
with “greatest needs,” a group that includes the economically 
and socially disadvantaged. Recent data shows that nearly 
30% of those receiving services represent the very poor (fed-
eral poverty level), while approximately 20% are minorities, 
and 30% live in rural areas [2]. This means that the majority 
of elderly are not being served by AAAs (roughly 75% of 
those over sixty), especially those individuals who are cur-
rently well and whose income and social status does not put 
them in the “greatest needs” category.  

 Presently, Area Agencies on Aging vary in terms of their 
organizational structure. Some are private not-for-profit cor-
porations (41%), others are situated within local and munici-
pal governments (32%), and others operate directly through 
government councils (25%) [2]. The agencies also differ in 
how they provide services. Some do so directly; others oper-
ate indirectly through contracts with service agencies; and 
some provide a combination of direct and indirect services 
[29, 30]. The resources available to AAAs represent a third 
area where there is divergence between AAAs. Such re-
sources can be derived from three sources: federal funds 
under the OAA, state and local funds, and monies raised 
from private sources, including contributions from seniors 
for services.  
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 The main services offered by AAAs and funded by the 
federal government are contained in Title III of the Older 
Americans Act. They include supportive services (senior 
centers), nutrition services (congregate and home delivered 
meals), disease prevention and health promotion services, 
and caregiver support. Yet, in terms of federal spending on 
these Title III programs (which consume 66.7% of the total 
OAA budget) only 1.1% is dedicated to disease prevention 
and health promotion. Nutrition services comprise 39.6% of 
the budget, family caregiver support 8%, and supportive 
services 18.3%. Thus, the question of how important AAA 
directors perceive disease prevention and health promotion 
and their willingness to pursue these programs notwithstand-
ing limited federal funding is one that deserves investigation. 

AREA AGENCY SURVEY: METHODS AND RE-
SULTS 

 We contacted AAA directors by email and those who 
responded to the survey (n=112) submitted their results via 
an online program. Respondents represented a cross-section 
of directors from urban and rural communities as well as 
agencies of larger and smaller sizes. Directors also reported 
on the financial backgrounds of their clients, with 25.2% of 
agencies serving a population that was below the federal 
poverty level; 52.5% of agencies serving populations that 
ranged from one quarter to one half below the federal pov-
erty level and 22.2% of agencies serving populations where 
fewer than one quarter of clients were below the federal pov-
erty levels. A majority of directors (55%) also indicated that 
one quarter to one half of their clients could be characterized 
as homebound. The semi-structured survey instrument ad-
dressed issues of service provision, staffing characteristics, 
client characteristics, agency director background and pro-
jected future directions in programming by agencies.  

 Directors were specifically asked a series of questions 
relating to their attitudes toward health promotion and dis-
ease prevention services. These attitudes were measured us-
ing a five point scale ranging from very important to not at 
all important. Directors rated health promotion and disease 
prevention as very important (60.6%) which was exceeded 
only by basic needs (81.7%). This contrasts with ratings of 
very important for social activities (24.8%), educational pro-
grams (23.1%), civic engagement (20.2%) and financial 
management (29.4%). And, even in the face of budgetary 
constraints, directors indicated that it was very important 
(56%) to introduce new programs for disease prevention and 
health promotion.  

 Health promotion and disease prevention programs of-
fered by these AAAs included: exercise programs (78%); 
nutrition counseling (89.5%); health screenings (76.2%); 
dental screenings (17.8%); falls prevention (88.1%); mental 
health counseling (50.5%); health care consumer education 
(81.8%); and consumer advocacy (87.6%). These programs 
are offered either directly by the AAA or through subcon-
tracts. Area agencies were most likely to offer exercise, nu-
trition and health screening through subcontracts and fall 
prevention, health care consumer education and advocacy 
directly. Many of these health promotion and disease preven-
tion programs are offered in senior centers. Transportation to 
these centers was provided by 84.8% of AAAs. Most agen-
cies (69.5%) subcontract for these transportation services.  

 The specific programs offered for health promotion and 
disease prevention were varied. They generally reflected the 
AAA recognition of an empowerment approach whereby 
seniors were expected to take an active role in their own 
health management and to utilize services as active partners. 
Programs to facilitate health maintenance included diverse 
exercise programs and encouragement of good nutrition. 
Approaches to encouraging exercise ranged widely from 
weight training programs for healthy bones, to senior Olym-
pics, Tai Chi, and line dancing to the development of state-
of-the-art fitness centers complete with walking tracks and 
personal trainers.  

 Programs to facilitate healthy diets included farmers’ 
market programs and nutritional counseling. In addition to 
physical exercise and healthy diets, aimed at those elders 
who are still in good health, agencies also offered special 
programs for the more frail or "at risk" elderly. Balance 
training exercises were often coupled with fall prevention 
initiatives. These programs reflect recognition that the risk of 
falling increases with age and threatens health and well being 
of this population. Similarly, reflecting concern about preva-
lent health risks of late life, education for prevention and 
control of diabetes was offered by several area agencies. 

 A second important focus was on preventive health serv-
ices and early disease detection, through screening. Pro-
grams reflecting this orientation included clinics offering flu 
shots, mobile vans to facilitate dental health, foot care pro-
grams including nail trimming and massage services. Tradi-
tional health screening programs were also offered by some 
AAAs. These included screening for osteoporosis, breast 
cancer and diabetes. A number of programs were also ori-
ented at reduction of risky behaviors such as smoking cessa-
tion. But these were a distinct minority.  

 A third group of health promotion programs was oriented 
toward promoting self-management of prevalent chronic 
diseases such as diabetes or arthritis. Numerous agencies 
reported utilizing techniques developed by Stanford Univer-
sity for illness self-management. This more corrective orien-
tation to health promotion was often described as directed at 
limiting physical impairments or further deterioration of 
health through early intervention after the diagnosis of 
chronic illnesses. Many of the programs noted focused on 
medication management and utilized services of pharma-
cists. 

 In describing the innovative nature of these diverse 
health promotion programs agency directors, often noted, 
forging alliances with community agencies, including hospi-
tals, churches and universities. Securing funding for these 
programs often represented major challenges and the tri-
umph of implementing “discretionary” programs within a 
climate of funding limitations was a source of pride to area 
agency directors. Another important dimension of program 
innovation related to the active involvement of seniors both 
in program development and implementation. Many innova-
tive programs comprised a partnership among community 
representatives, public agencies and elderly program partici-
pants. 

 It is noteworthy that innovative programming related to 
health promotion and disease prevention was typically asso-
ciated with having a dedicated staff member working on 
these issues. Some directors indicated that using volunteers 
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due to funding limitations does not allow for carrying out 
substantial preventive programming. Our findings also un-
derscore the creativity of AAA leadership in forging ahead 
toward innovative program development even within an en-
vironment of fiscal constraints. Directors indicated that they 
engage in private fundraising (51.8%), seek private grants 
(69.8%) and state grants (76.6%) and partner with other 
agencies (92.2%). In the case of public agencies, fundraising 
often requires the creation of a separate not-for-profit corpo-
ration that can accept private donations.  

 While solicitation of private funds and grants is pursued 
by AAAs, they most often (49%) identified lack of appropri-
ate federal and state funding as an obstacle to program de-
velopment for health promotion and disease prevention. In-
deed, obstacles related to lack of staff acceptance, political 
environment or client demand, were seldom endorsed as 
significant problems. In their comments, directors frequently 
referred to the need for on-going funding for disease preven-
tion and health promotion rather than funding of specific 
demonstration projects. They also indicated that they under-
stood that “prevention is always cheaper than treatment.” 
However, when the conflict was between basic needs and 
preventive service, they were emphatic that basic needs 
would be given priority. As one director stated, “when you 
have to choose between giving someone a bath and printing 
a brochure on the latest food pyramid, the bath will win out 
every time (or at least it should).”  

 Area agency directors also provided useful information 
about the ethical dilemmas they face as they endeavor to 
ensure that critical basic needs of frail elderly can be met 
within existing funding parameters. While at the same time 
they also want to maintain a forward looking orientation 
directed at more discretionary preventive and health promo-
tion services.  

SUMMARY AND RECOMMENDATIONS 

 The demographic profile of the American population is 
changing. There were 35 million persons age 65 or older in 
the United States in 2000. It is expected that over the next 
thirty years the population age 85 and older will grow faster 
than any other age cohort. This “longevity revolution” will 
force policy-makers to reconsider how to use the aging net-
work to enable seniors to lead longer, healthier and produc-
tive lives within their communities. The impetus for such 
action need not be based purely on altruistic motives. Finan-
cial considerations are already leading to major reassess-
ments of health care delivery in the United States. The con-
cern that Medicare and Medicaid programs will not be able 
to meet the needs of seniors by the middle decades of the 
century has already been raised in both conservative and 
liberal quarters of the American polity. Thus, it is likely that 
policy-makers will look to existing arrangements, such as the 
aging network, in the hope of finding common ground to 
build solutions that will maintain seniors in their communi-
ties longer in a cost effective manner.  

 Research confirms that investments in health promotion 
have substantial long-term pay-offs [31] Policies that support 
health promotion and disease prevention among older adults 
are likely to produce public health benefits [32]. In respond-
ing to increased life expectancy, policy-makers will need to 
consider how to enable AAAs to provide more health pro-

motion services to younger seniors in order to prevent the 
health declines that prove so costly over the long run. At 
present, policy works in the opposite direction. Most federal 
money (understandably) is being spent by AAAs to serve 
those in the frailest health. Yet this leaves AAAs with few 
resources to invest in the types of health promotion and dis-
ease prevention programs that are likely to be most cost  
effective and beneficial.  

 Another significant challenge is bringing social support 
into the domain of health promotion. As Marmot and others 
have so convincingly shown, health and social status are 
closely linked together [16, 33]. AAAs will need to be able 
to offer seniors more social supports, and to construct these 
in ways that are sensitive to the cultural, ethnic and commu-
nity norms of the populations being served [34]. The good 
news is that AAAs are already implementing programs that 
are sensitive to the heterogeneity of their communities, and 
are organized in such a way that they are well positioned to 
understand the local needs of the seniors they serve. But ad-
ditional resources will be needed to integrate social supports 
within their health promotion and disease prevention pro-
grams [35].  

 The special needs of minority, disabled and other “at 
risk” groups of seniors are known to AAAs and resources are 
specially earmarked to aid these groups. Yet the current 
framework does not provide sufficient resources for the sub-
stantial services that are needed to appropriately maintain 
them within their communities. The process of developing 
special programs that are designed to support “at risk” sen-
iors within their communities is an urgent priority. 

 Each of these cases illustrates the need for rethinking 
current policies and priorities related to AAAs. Our survey 
suggests that the challenge to “think outside of the box" is 
one that many AAAs are already taking up as they develop 
new avenues for service delivery, advocacy and administra-
tion. They have already recognized the increased life expec-
tancy, the value of preventive programs and the role that 
technology plays in promoting longevity. In addition, they 
have expressed a strong commitment to conduct outreach 
efforts and to collaborate with a wide range of public and 
private “partners.”  

 Our survey also indicates that AAA directors appreciate 
that service delivery does not occur in isolation. They are 
working with numerous service providers to find solutions to 
the challenges of longevity. AAA directors are also over-
whelmingly supportive of the importance of disease preven-
tion and health promotion. Yet they struggle with how to 
find the resources and collaborative partners to best imple-
ment such programs. They also must contend with differing 
population patterns and the challenges this poses to finding 
appropriate service providers, and with offering seniors ac-
cess to these services. It is clear from the responses to our 
study that AAAs are prepared to work toward constructive 
solutions to meet the health and longevity needs of their cli-
ents. It is also apparent that AAAs are sensitive to historical 
patterns, financial realities as well as the opportunities to 
make a positive impact on their communities with modest 
increases in resources. While the future cannot be known, it 
is very likely that AAAs will have a major role in the im-
plementation of an aging policy geared toward longevity in 
years to come.  
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