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Abstract
Discussions of disability in the gerontological and the disability studies literatures have seldom considered unique perspectives 
and needs of older adults. Disability has often been stigmatized and viewed as antithetical to successful aging. We call for 
expansion of prevailing paradigms of disability to address the resilience and continuing human potential of older adults 
living with disabilities. In addition to recognizing the environmental context of disability, we propose greater attention to 
adaptive potential of disabled older adults. We discuss 6 types of proactive adaptations that can contribute to empower-
ment, meaning, enhanced quality of life and psychological well-being among persons living with late-life onset disabilities. 
These include: (a) helping others, (b) planning for future care, (c) marshaling intergenerational support, (d) self-advocacy for 
responsive health care, (e) making environmental modifications to improve safety and comfort of the home, and (f) finding 
strength in spiritual pursuits. Enacting proactive adaptations can contribute to resilience in facing late life impairments and 
functional limitations. Such efforts can complement utilization of services and obtaining accommodations. Maintaining life 
satisfaction among older adults living with disabilities also involves focus on transcendent personal goals and acceptance of 
an altered self. We note how a more integrative view of medical and social dimensions of disability, infused with concepts 
of human agency, contributes to rapprochement between alternative disciplinary orientations to late life disability. Without 
negating society’s important responsibilities for accommodating to needs of older adults living with disability, we reaffirm 
their potential for greater control and self-determination through proactive adaptations.

Keywords: Disability, Disability models, Environmental modifications, Helping, Intergenerational support, Planning, Proactive 
adaptations, Self-advocacy, Spirituality
  

If one were to ask older persons what they fear the most, 
surely the loss of their health and developing disability 
would rank high on the list. Having lived well thus far 

without disability, the idea of entering the world of impair-
ment toward the end of their lives can be a scary and un-
predictable place. Many older people particularly fear the 

Translational Significance This article calls for recognizing and encouraging personal efforts by older adults 
who develop disabilities in late life to build on their strengths and engage in active coping efforts to live 
fulfilling lives. Service providers and policy planners can best contribute to these efforts by making services 
available that support self-determination and respect unique adaptations of older adults with disabilities.
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prospects of being a burden to others. This essay ventures 
into the world of late life disability and aims to dispel some 
of the fears associated with developing a disability in later 
life. Specifically, we hope to distill lessons learned from ex-
ploring the intersection of aging and disability undertaken 
in our recent book Disability and Aging: Learning from 
Both to Empower the Lives of Older Adults (Kahana & 
Kahana, 2017). We offer further reflections, building on the 
authors’ multidisciplinary perspectives (sociology, history, 
and psychology) to elucidate factors that can foster resili-
ence among older adults who are aging into disability.

Disability for older adults is not the result of failure (or 
the lack of “successful aging”), nor should it be attended 
with shame or stigma. Indeed, disability can provide new 
opportunities to find greater meaning in life. We see both 
disability and aging as mutually supporting concepts both 
for the individual living into old age with disability and 
for the respective fields of disability studies and geron-
tology. In this article, we seek to address unique challenges 
and opportunities in exploring disability in the context of 
old age. We focus on adaptive skills that can contribute to 
well-being among older adults living with disabilities.

Disablement has been defined as the impact of acute 
and chronic conditions on people’s abilities to act in nec-
essary, usual and expected ways in their society (Verbrugge 
& Jette, 1994). It is well recognized that rates of disability 
increase greatly in very old age, with the vast majority of 
elders over age 85 being unable to perform all activities of 
daily living independently (Freedman, Martin, & Schoeni, 
2002). There are consistent findings that disability preva-
lence is higher among women. This trend, combined with 
greater longevity of older women, “results in older women 
spending more years living in a disabled state” (Fried & 
Guralnick, 1997, p. 92). Mobility limitations are the most 
prevalent late life disabilities with 18% of those over age 
85 reporting such limitations (Simpson, 2005). In addition 
to visible and readily identifiable disabilities, many older 
adults suffer from chronic illnesses that result in extreme 
fatigue or other invisible disabilities (Welch, 2016).

Expanding Existing Disability Paradigms to 
Fit Unique Needs of Older Adults
Currently, there are two major models that serve as 
frameworks for understanding disability: the social model 
is espoused by disability studies scholars and the med-
ical model is adopted in much of gerontological research. 
The social model considers disability to be a reflection of 
society’s inattention to human needs and invokes soci-
etal responsibilities for making accommodations to create 
suitable environmental supports for the disabled. It is pri-
marily focused on young persons and places disability 
into an interpersonal and policy context (Shakespeare & 
Watson, 2002). In contrast, the medical model is focused 
on definitions and assessment of disability as being based 
on physical impairments and functional limitations of the 

individual (Verbrugge & Jette, 1994). It calls for rehabil-
itation in a medical context as a way to compensate for 
disabilities. The social model is concerned with victimiza-
tion of the disabled and demands to offer societal solutions 
that ensure their participation in social roles. In considering 
factors that can facilitate well-being among older adults 
living with disabilities we draw on both of these models of 
disability (Kahana & Kahana, 2017). We also add a focus 
on individual, personal adaptations including proactive 
adaptations (Kahana & Kahana, 2003).

There have been numerous recent critiques in the litera-
ture of the dominant disability models (Haegele & Hodge, 
2016; Kavanagh, 2018; Owens, 2015) and several alter-
native models have been proposed. Additional paradigms 
have been advanced in the context of economics, framed 
as the capabilities approach (Mitra, 2006; Sen, 2002) and 
from an international perspective, highlighting functioning 
and environmental opportunities (Altman, 2001). Notably 
none of these models are specifically focused on late life 
disability. Helpful reviews of disability models in relation 
to aging with long term disabilities have been offered by 
Putnam (2002). She emphasizes the importance of person–
environment transactions for defining disability and calls 
attention to neglect of research on persons with life-long 
disabilities, who are now attaining old age (Putnam, 2017). 
She also calls for crossing network lines in service provision 
to disabled persons who are attaining old age.

We believe that scholars of aging have the potential to 
refine the understanding and conceptualization of disability 
as a sociological and historical concept and pay attention 
to the value of both psychological and social adaptations, 
thereby contributing greatly to a renewed and expansive 
understanding of disability. This can also help theorize 
aging in more complex ways—and permit room for empir-
ical studies and theoretical frameworks in gerontology to 
grow and evolve in discussion with disability scholars, and 
with health scholars.

We argue that it is important to bring about dialogue 
between scholars of disability studies and scholars of aging. 
Each of these fields has valuable insights. Disability studies 
better reveals how social and environmental factors can be 
as disabling as impairments of the mind and body. They 
envision disability as a liberating concept that empowers 
people, notwithstanding the challenges they face (Oliver, 
1995). The Americans with Disabilities Act of 1990 
(ADA), achieved through social activism, prohibits dis-
crimination on the basis of disability and provides crit-
ical accommodations to those with disabilities. This may 
be viewed as a triumph of the disability studies movement 
(Rimmer, Riley, Wang, Rauworth, & Jurkowski, 2004). 
Nevertheless, older adults are not likely to be involved 
in work or school environments, where accommodations 
are most prevalent (DeLeire, 2000). In this essay, we dis-
cuss how the social model can be expanded to consider 
individual efforts to cope with disability (Baltes & Baltes, 
1990). We recognize that the medical model correctly 
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addresses the etiology and measurement of disability and 
recognizes the stressful aspects of disability. However, it is 
limited in consideration of human agency in adapting to 
disability.

Learning to live with disability in late life is a multifac-
eted process that can simultaneously include self-advocacy 
and reliance on services, thereby including some aspects 
of both social and medical models. We have previously 
proposed a framework for successful aging based on pre-
ventive and corrective proactive adaptations (Kahana & 
Kahana, 2003; Kahana, Kahana, & Kercher, 2003). This 
framework can readily apply to coping with stressors posed 
by disability in old age. Such coping efforts may range from 
concrete behaviors, such as environmental modifications 
and marshaling social support to psychological adaptations 
expressed through a reappraisal of one’s situation. 
Adaptations can also invoke altruism and spirituality as 
psychological resources that enhance well-being of older 
persons living with disability (Kahana, Bhatta, Lovegreen, 
Kahana, & Midlarsky, 2013). We also recognize that per-
sonal coping efforts, (considered by disability scholars 
as part of the medical model) must be complemented by 
significant policy initiatives that can empower older per-
sons with disability and their families (Wacker & Roberto, 
2013).

If we analyze the experience of an older person living 
with disability it is difficult to escape the conclusion that 
there are physical impairments and functional limitations 
that contribute to their disability (this is the domain of 
the medical model; Nagi, 1991). If we consider factors 
that facilitate late life well-being in living with disability, 
we must also look at physical and social environment and 
supports that make life easier or more difficult (domain of 
social model; Putnam, 2002). Given these medical and so-
cial circumstances, the daily lives of disabled older adults 
are also impacted by their personal adaptations as defined 
by active behaviors and cognitive orientations (Kahana & 
Kahana, 2017).

It is an all too common belief—among scholars and 
those writing books about aging well—that disability is 
separate from old age. The idea that natural aging processes 
somehow “cause” disability has little factual support; yet 
many people first experience disability in old age. How can 
the lack of a cause and effect relationship be understood in 
a way that is in harmony with the lived experience of older 
persons? How can older people best face their experiences 
with disability? How can adaptations enhance quality of 
life among older adults living with disabilities? And how 
can older people find meaning in life in the face of disa-
bility? We argue that proactive personal adaptations can 
empower older persons to live meaningful and satisfying 
lives with disability.

We begin with the premise that disability and aging are 
connected. Both have been stigmatized and yet also have 
the potential to reveal human strengths and resiliency. In 
this essay, we acknowledge that disability in old age differs 

from disability in younger populations. Younger people 
with disabilities lack a history as a nondisabled person and 
are more likely to see disability as a core aspect of their 
identity. This gives disability in old age a particularity, and 
helps us see that disability is a gateway concept—it opens 
doors to more clearly focus on the particular. This is needed 
because much of disability studies operates within a frame-
work of generality. It is prevalent among disability scholars 
to use the “social model” as a comprehensive method-
ology suitable for all disabled persons, while eschewing 
all aspects of health or medical frameworks. The reality 
of physical impairments and functional limitations is thus 
relegated into the domain of a “reactionary” medical model 
(Shakespeare, 2006) Furthermore, there is little attention to 
the lived experience of disabled elderly persons.

There are challenges that lie in the way of integrating 
gerontological and disability studies perspectives. These 
include the reality that many older persons (even when 
disabled) opt to see themselves as not being disabled 
(Kelley-Moore, Schumacher, Kahana, & Kahana, 2006). 
Our position comes down in favor of accepting older 
adults’ self-definition, and recognizing the importance of 
personal autonomy and the dignity of risk. We do not take 
the position that all disabled people should maintain an ap-
proach that highlights pride and vigorous pursuits of legal 
and political rights based on a status of disability. Calling 
on a stress theory based approach that considers appraisals 
and coping (Kahana & Kahana, 2003), we highlight the 
life-course perspective as critical to understanding the na-
ture of disability in old age. This life-course approach sees 
the linkages between a person’s past life, their present, and 
the future and it contextualizes late life within the social 
and cultural frameworks the person encountered in their 
earlier life (Dannefer, 2011). The life-course perspective 
also acknowledges the great importance of social ties in the 
framework of linked lives (Elder, 1994).

However, we also see the value of de-linking the present 
from the past, and the future in understanding late life disa-
bility. Too much emphasis on continuity in late life (Atchley 
& Barusch, 2004) can make disability and increasing func-
tional limitations difficult to incorporate into one’s present 
concept of self. We try to show that the time of now is not 
the same as the time of the past, or the future—and here we 
emphasize personal adaptations that can enable the person 
to marshal resources and strength, and enlist the help of 
others. Examples of such adaptations are discussed in the 
remainder of this essay. We view them as markers of resil-
ience in the face of late life disability.

Exploring Resilience Among Older Adults 
Living With Disability
In this essay, we consider older adults’ orientations to-
ward aging with disability and offer examples, based on 
their perspectives on attaining resilience in the face of late 
life onset disabilities. We address the special challenges 
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faced by older adults who encounter disabling physical 
conditions in late life and endeavor to maintain meaning 
and good quality of life. We identify creative approaches to 
resilience and meaning making in the face of late life dis-
ability and explore the “disability paradox” (Albrecht & 
Devlieger, 1999) that highlights high quality of life among 
many frail older individuals who are living with disabilities. 
Yet, we also acknowledge perceptions of disability burden 
among older adults (Barry, Allore, Bruce, & Gill, 2009).

The concept of resilience has been primarily studied 
in the context of positive psychology and related to 
overcoming adverse effects of trauma (Seligman, 2011). It 
has been also a focus of attention in the nursing literature 
in relation to older adults (MacLeod, Musich, Hawkins, 
Alsgaard, & Wicker, 2016). Nurse researchers have also 
utilized this concept in the context of teaching resource-
fulness to older adults who have experienced stressful life 
situations (Zauszniewski, 1997). Accordingly, to under-
stand positive quality of life outcomes among older adults 
living with disabilities we must consider not only practical 
and behavioral adaptations, but also cognitive maneuvers 
that can help offer meaning to lives that include physical 
limitations and suffering. Such coping approaches com-
prise psychological orientations to dealing with disability 
(Aspinwall, 2011). In a qualitative study of old–old adults 
living with major disabilities, King and colleagues (2012) 
found that dignity and control were the key factors noted 
by respondents as defining their quality of life in the face 
of disabilities.

We recognize that models of disability are on a con-
tinuum regarding locus of control by the disabled older 
adult. The collective power of social movements that 
animates the social model of disability (Oliver, 1995) offers 
the greatest control. The expectation among young people 
with disabilities is that they are provided with funding to 
hire, direct, and supervise attendants to help them. There is 
also significant control by community dwelling older adults 
with disabilities who engage in individual adaptations in a 
home environment (Gitlin, 2003). These findings point to 
the continuing value of self-determination and choice for 
frail elders.

We must also consider unique needs of older adults, who 
live in long-term care facilities because of their disabilities. 
Life in long term care facilities offers the least personal 
control to those with disabilities (Kane et  al., 1997). 
There are limited choices in such settings and residents’ 
lives are regulated by institutional rules that residents 
are expected to conform to. These older adults are de-
pendent on support by often underpaid and overburdened 
formal caregivers (Olson, 2003). Such facilities may rein-
force dependency and thereby undermine good quality of 
life (Baltes & Wahl, 1996). Even with some recent strides 
toward more resident-centered care, research on older 
adults living in long term care facilities documents the iat-
rogenic features of such settings (Kahana, Lovegreen, & 
Kahana, 2011).

To maintain good quality of life into their later years, 
older adults must engage in personal adaptations to live 
with their disabilities. Additionally, society must also make 
accommodations to improve lives of disabled older adults. 
Adaptations may be initiated by the older person or they 
may be facilitated by others, representing one’s social envi-
ronment. Indeed, one of Zola’s (1982) major contributions 
to the study of disability has been the expectation that there 
be social inclusion of persons of all ages, who are living 
with disabilities.

Although older adults with disabilities are often part of 
the sample in diverse studies of late life, there are few studies 
that explicitly focus on adaptations to life with disabilities 
in old age (Hutcherson & Nimrod, 2012). Existing studies 
of adapting to late life disability are primarily qualita-
tive explorations based on small purposive samples. Such 
studies have highlighted the importance of dignity and 
meaningfulness for older adults living with disabilities 
(Charmaz, 1995). Some quantitative studies (Gignac, Cott, 
& Bradley, 2000) have considered perceptions of independ-
ence as positive outcomes of successful adaptation to mo-
bility limitations.

In our analyses of individual adaptations to late life 
disability, it is useful to build on theoretical approaches 
that have been previously applied primarily to the study 
of successful aging (Martin et al., 2015). Among the most 
relevant of these, we note Baltes and Baltes (1990) SOC 
theory, proposing selective optimization with compen-
sation as useful strategies to build on existing strengths 
while recognizing limitations due to disability. Kahana 
and Kahana’s (1996, 2003) preventive and corrective pro-
activity theory also offers useful orientations that recog-
nize the value of health promotion, planning ahead, and 
helping others as useful preventive adaptations. Corrective 
adaptations address existing disabilities and include envi-
ronmental modifications and marshaling support. Health 
care consumerism is noted as an emergent adaptation that 
comes closer to the social model of disability as older adults 
advocate for responsive care.

Given that disabled older adults typically need assis-
tance with instrumental activities of daily living, we also 
recognize the unique task demands of being a successful 
care-getter (Kahana, Kahana, & Wykle, 2010). It has been 
argued that older people are often silenced in care discourses 
with little attention to their perspectives (Weicht, 2013). 
Consideration of active roles by elders with disabilities for 
marshaling support also brings us closer to the social model 
of disability that has been championed by young people 
living with disabilities (Shapiro, 1994). Nevertheless, we 
also acknowledge the general absence of collective action 
by older adults living with disabilities (Binstock, 2000).

To shed light on constructive coping strategies to deal 
with late life disability we must specify the many unique 
adaptive tasks that disabled adults must deal with. 
Adaptations can then be matched to specific task demands. 
Disability related adaptive tasks can be conceptualized as 
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similar to some of the to the illness adaptive tasks specified 
by Moos and Schaefer (1984). The latter include coping 
with discomfort and incapacity, preserving a reasonable 
emotional balance and preparing for an uncertain future. 
Goals of disabled older adults include maximizing comfort 
(reducing physical symptoms) and maintaining optimal 
functioning. To maintain psychological well-being, they 
must also strive to accept their disability while rejecting 
stigma. Additionally, they must maintain self-determina-
tion as care recipients and find dignity and meaning in the 
face of disabilities (Ryan & Deci, 2000).

Examples of Resilient Adaptations to Living 
With Disabilities
Here, we offer some illustrative examples of proactive 
coping strategies that can benefit older adults living with 
disabilities. These examples incorporate adaptations con-
sistent with the social model as well as those more con-
sistent with the medical model of disability. We have 
selected five examples from among adaptations proposed 
in the Proactivity Model of Successful Aging (Kahana et al., 
2003): helping others, planning ahead, marshaling support, 
health care advocacy, and environmental modifications. We 
further add a dimension that is uniquely suited to dealing 
with disability: finding strength in spiritual or religious 
pursuits.

Maintaining Dignity Through Helping Others

Older adults living with disability often do not want to 
accept dehumanizing aspects of the medical model of late 
life disability (Kelley-Moore et al., 2006). They reject being 
considered as only recipients of care and not being able to 
offer any help or resources to others (Shield, 1988). One 
way they can seek empowerment is by finding helping roles, 
even while living with disabilities. Such roles are consistent 
with helping as a strategy of preventive proactivity outlined 
in the model by Kahana and Kahana (2003).

Sari Frost, the first author’s late mother was an amputee 
in late life. Soon after her amputation she learned that home 
health aides, paid through health insurance could only pro-
vide her with personal care as long as she was home-bound. 
Sari did not want to accept being doomed to lack of a 
meaningful and productive existence. She persevered until 
she could hire a helper who would enable her to cook from 
her wheelchair. She endeavored to maintain meaning in her 
life even as a care receiver. This included continuing en-
gagement in productive activities and being a helper to ben-
efit others. She hired a Hungarian immigrant who spoke 
only her native tongue. She suggested to her new helper 
that they should converse only in English to help the aide 
eventually get an education and obtain a better job. Feeling 
that she was a provider as well as a recipient of help made 
Sari feel like a “whole person,” in spite of her severe disa-
bility (Kahana & Kahana, 2017).

Planning for Future Care to Promote Personal 
Control in Meeting Care Needs

Being unprepared for increasing care needs and disability 
related limitations can create confusion and uncertainty 
and may lead to lack of personal control. An impor-
tant preventive adaptation relates to planning ahead for 
increased care needs that are likely to arise among older 
persons living with disabilities (Kahana, Kahana, Bhatta, 
et al., 2019; Pinquart & Sorensen, 2002). Such future care 
planning (FCP) may involve marshaling support through 
conversations with family members, friends, and health 
care providers about anticipated resource availability, 
should care needs increase. Learning about high quality 
community services, such as home care, before acute care 
needs arise, can be highly beneficial in addressing diverse 
disabilities. There has been increasing attention directed at 
benefits of forward looking adaptations (Sudore & Fried, 
2010). Specifically, the more of an active role the older 
adult plays in FCP, the more likely it is that their wishes 
will be respected and the care they will receive will be 
consistent with their preferences. FCP relates to the med-
ical model in terms of focus on health care needs, but it 
also includes components of the social model by seeking 
accommodations through enlisting help of family members 
and service providers.

Marshaling Intergenerational Support to Provide 
Technical Knowhow and to Empower Older 
Adults With Disabilities

Help seeking from grandchildren or other young relatives 
can open up pathways to independence through tech-
nology. The “Mutuality Model of Grandparent–Grandchild 
relationships” (Kahana, Kahana, Kahana, & Goler, 
2019) proposes that grandparents with disabilities seek 
accommodations from their own families by turning to 
adolescent and young adult grandchildren who can serve 
as mentors for skills needed for using technology. Adult 
children may be less likely to find time, given work and 
family obligations to provide such “nonessential” serv-
ices. Grandparents can request targeted help for learning 
to retrieve health information, seek online resources, and 
communicate with health care providers using smart 
phones and computers. Getting “technical support” from 
grandchildren can also foster maintenance of meaningful 
relationships that can also yield emotional support. This 
type of adaptation is consistent with the social model by 
seeking accommodations through technology and fits with 
the medical model in addressing health related concerns.

Obtaining Responsive Health Care Through 
Consumerism and Self-advocacy

Persons with late life disabilities are no longer considered 
as full partners in medical care and are often excluded from 
shared decision making (Epstein, Fiscella, Lesser, & Stange, 
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2010). Physicians and other health care providers often opt 
to discuss the disabled older adult’s problems and options 
with care givers, rather than addressing them with the older 
adult directly. Self-advocacy reflects patients’ willingness 
to act positively in their self-interest, make decisions for 
themselves and negotiate with health professionals (Curtin 
et al., 2008). Becoming a self-advocate in health care can 
lead to patient empowerment (Kahana & Kahana, 2003).

Sari Frost accomplished this goal after her amputation 
by asking that family members wheel her to the waiting 
room in the doctor’s office. She asked to be left there and 
to be picked up after her visit was over. She was willing to 
forgo having her family present during the medical visit to 
ensure that her doctor could hear her own words and ad-
dress her questions and concerns directly. This helped her 
cope proactively with her disability and empower her in the 
doctor–patient encounter.

Environmental Modifications to Improve Safety 
and Well-being of Older Persons Living With 
Disabilities

Most older adults want to age in place and continue 
living in their familiar surroundings (Wiles, Leibing, 
Guberman, Reeve, & Allen, 2012). Older people, who live 
with disabilities, may be able to extend community living 
through creative environmental modifications (Kahana 
& Kahana, 2017). According to the AARP (2010) “some 
simple modifications include adding nonslip strips to bath-
room floors or other smooth surfaces, improving lighting, 
providing telephones with large numbers and letters, and 
installing grab bars and lever door handles.” Examples of 
environmental modifications also include rearranging fur-
niture, so that needed items are easier to get to, “creating a 
command post” where frequently needed items are at hand. 
In reviewing research on the effectiveness of environmental 
modifications, Wahl, Fänge, Oswald, Gitlin, and Iwarsson 
(2009) found that functional abilities among older adults 
with disabilities can be improved by interventions to create 
a safe and comfortable environment, resulting in benefits 
consistent with the medical model.

Finding Strength in Spiritual and Religious 
Practices

Recognizing the salience of cognitive and psychological 
adaptations, there is an extensive literature discussing the 
value of spirituality and religiosity for enhancing well-being 
of older adults (Koenig, 2001; Pargament, Koenig, & Perez, 
2000). Linkages of religiosity and spirituality to positive 
health outcomes in late life have been documented by 
Powell, Shahabi, and Thoresen (2003). Research done on 
older adults with disability in England (Kirby, Coleman, & 
Daley, 2004), indicates that spiritual beliefs offer a greater 
resource for frail older adults living with disabilities than 
they do for those who are not challenged by disabilities. 

Religious involvement has been found to moderate the ad-
verse effects of disability on psychological well-being (Idler 
& Kasl, 1997). There has also been increasing attention in 
the field of medicine to the value of meditation and spe-
cifically mindfulness, as useful mechanisms for stress re-
duction in dealing with disability (Ludwig & Kabat-Zinn, 
2008; Young & Baime, 2010). Indeed, these practices have 
been advocated as particularly useful for older adults as 
pathways toward resilience in the face of health-related 
challenges (Morone, Lynch, Greco, Tindle, & Weiner, 
2008).

Toward Transcendent Goals in Adapting to 
Late Life Disability
In focusing on adaptations that can help older people live 
well with disabilities, we have considered the usefulness 
of various proactive adaptations, labeling some aspects 
of adaptation as more consistent with the social model of 
disability and others as more consistent with the medical 
model. These distinctions reflect our recognition that the 
lived experience of older persons is difficult to fully align 
with either of these prevailing models. The examples of in-
dividual adaptations we described above allow for alterna-
tive adaptive strategies, based on older adults’ values and 
preferences. Successful adaptations were also characterized 
by proactive orientations that call for older adults to con-
tinue seeking solutions based on their opportunities and 
preferences.

In the literature on disability and aging it is argued 
that older disabled persons are relegated to a more pas-
sive medical model of disability (Verbrugge & Jette, 1994). 
This may be due to their reluctance to get involved in social 
movements and engage in social advocacy on their own be-
half (Kahana & Kahana, 2017). Yet, it must be recognized 
that the old live with far more limited time perspectives than 
do the young disabled. They have a foreshortened future and 
thus focus their energies on solutions that can yield rapid 
benefits (Kahana, Kahana, & Zhang, 2005). Their goals 
may also be viewed as consistent with Tornstam’s (2011) 
notions of gerotranscendence that involve finding meaning 
in more contemplative, legacy building orientations. 
This is also consistent with investing in fewer, but deeper 
relationships in late life, as proposed by Carstensen (1992) 
in her theory of socioemotional selectivity.

Perhaps the old are less concerned with oppressive so-
cial forces on the one hand (social model), and limitations 
imposed by their body on the other (medical model) than 
they are with maintenance of meaning and quality of life. 
Older adults and especially the very old, living with ac-
quired physical disabilities have been found to define the 
good life based on connections with others, on developing 
positive traits and enhancing life regulation qualities (Dunn 
& Brody, 2008). These qualities echo Seligman’s (2003) 
notions, pursued in the Positive Psychology movement, re-
garding the universal human goals of a pleasant life and 
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a meaningful life. These characteristics are not directly 
addressed by the medical or social models of disability.

As noted in the disability paradox (Albrecht & Devlieger, 
1999), maintenance of high quality of life near the end of 
life is infused with transcendent dimensions. We can learn 
much by listening to older adults as they find meaning 
in their lives, while living with disabilities and forge di-
verse individual pathways toward resilience and meaning 
making. Many people who at one time had ability—this is 
the aging with disability experience—will at a later point 
lose ability. When this happens and how it happens is un-
known to most of us, yet in all likelihood it will happen.

Since most of the readers of this journal are students of 
aging, it might help to mention that the largest gain from the 
social model and the disability studies perspective is to help 
shift our perspective. Thus disability should not be treated 
and perceived as something that is wrong with the person, 
that is bad, and something we should avoid or compress. 
Disability represents an opportunity for personal growth 
and insight even if it also takes away aspects of ability and 
control. Indeed, thinking and talking about disability can 
make us have less fear about it, and give us courage. We 
believe that the discussion of disability should allow for 
disabled people of all ages—and especially the elderly—to 
be seen as having the right, power, and capability to fully 
engage in life.

In concluding our essay, we argue that there is no need 
to see either disability studies or gerontology as competing 
with one another from a disciplinary point of view. The 
real benefit of dialogue between the two fields is to the 
growth of both fields, and to older persons aging with dis-
ability, and younger persons with disability who are now 
aging. Disability and aging are truly interdependent—as 
are younger persons and older persons who are living with 
disability.

Funding
This work was supported by the National Institute of 
Nursing Research (Grant number 1 R01 NR10271 to 
Elders Marshaling Responsive Care to Enhance Quality 
of Life in the Final Years. Principal Investigator: Dr. Eva 
Kahana).

Conflict of Interest
None reported.

References
AARP. (2010). Home modifications to promote independent 

living. Fact sheet. Retrieved from https://www.aarp.org/con-
tent/dam/aarp/livable-communities/old-learn/housing/home-
modifications-to-promote-independent-living-2010-aarp.pdf. 
Accessed July 12, 2019.

Albrecht, G. L., & Devlieger, P.  J. (1999). The disability paradox: 
High quality of life against all odds. Social Science & Medicine, 
48, 977–988. doi:10.1016/s0277-9536(98)00411-0

Altman, B. M. (2001). Disability definitions, models, classification 
schemes, and applications. In: G. L. Albrecht, K. D. Seelman & 
M. Bury (Eds.), Handbook of disability studies, (pp. 97–122). 
Thousands Oaks, CA: Sage. doi:10.4135/9781412976251.n4

Aspinwall, L. G. (2011). Future-oriented thinking, proactive coping, 
and the management of threats to health and well-being. In: 
S. Folkman. & P. Nathan (eds.) The Oxford handbook of stress, 
health, and coping (pp. 334–365). New York: Oxford University 
Press. doi:10.1093/oxfordhb/9780195375343.001.0001

Atchley, R. C., & Barusch, A. S. (2004). The demography of aging. 
R. C. Atchley & A. S. Barusch (Eds.), Social forces and aging: An 
introduction to social gerontology. Belmont, CA: Wadsworth/
Thomson Learning.

Baltes, P. B., & Baltes, M. M. (1990). Psychological perspectives on 
successful aging: The model of selective optimization with com-
pensation. Successful Aging: Perspectives From the Behavioral 
Sciences, 1(1), 1–34. doi:10.1017/CBO9780511665684.003

Baltes, M. M., & Wahl, H. W. (1996). Patterns of communication 
in old age: The dependence-support and independence-ignore 
script. Health Communication, 8(3), 217–231. doi:10.1207/
s15327027hc0803_3

Barry,  L.  C., Allore,  H.  G., Bruce,  M.  L., & Gill,  T.  M. (2009). 
Longitudinal association between depressive symptoms 
and disability burden among older persons. The Journals of 
Gerontology, Series A: Biological Sciences and Medical Sciences, 
64A, 1325–1332. doi:10.1093/gerona/glp135

Binstock,  R.  H. (2000). Older people and voting participation: 
Past and future. The Gerontologist, 40, 18–31. doi:10.1093/
geront/40.1.18

Carstensen,  L.  L. (1992). Social and emotional patterns in adult-
hood: Support for socioemotional selectivity theory. Psychology 
and Aging, 7, 331–338. doi:10.1037/0882-7974.7.3.331

Charmaz,  K. (1995). The body, identity, and self: Adapting 
to impairment. Sociological Quarterly, 36(4), 657–680. 
doi:10.1111/j.1533–8525.1995.tb00459.x

Curtin, R. B., Walters, B. A., Schatell, D., Pennell, P., Wise, M., & 
Klicko, K. (2008). Self-efficacy and self-management behaviors 
in patients with chronic kidney disease. Advances in Chronic 
Kidney Disease, 15, 191–205. doi:10.1053/j.ackd.2008.01.006

Dannefer,  D. (2011). Age, the life course, and the sociolog-
ical imagination: Prospects for theory. In: R. H. Binstock & 
L. K. George (Eds.), Handbook of aging and the social sci-
ences (pp. 3–16). New York: Academic Press. doi:10.1016/
B978-0-12-380880-6.00001-0

DeLeire,  T. (2000). The wage and employment effects of the 
Americans with Disabilities Act. Journal of Human Resources, 
35, 693–715. doi:10.2307/146368

Dunn, D. S., & Brody, C. (2008). Defining the good life following 
acquired physical disability. Rehabilitation Psychology, 53(4), 
413–425. doi:10.1037/a0013749

Elder,  G.  H., Jr. (1994). Time, human agency, and social change: 
Perspectives on the life course. Social Psychology Quarterly, 57, 
4–15. doi:10.2307/2786971

Epstein, R. M., Fiscella, K., Lesser, C. S., & Stange, K. C. (2010). Why 
the nation needs a policy push on patient-centered health care. 

Innovation in Aging, 2019, Vol. 3, No. 4 7

Copyedited by: SE

https://www.aarp.org/content/dam/aarp/livable-communities/old-learn/housing/home-modifications-to-promote-independent-living-2010-aarp.pdf
https://www.aarp.org/content/dam/aarp/livable-communities/old-learn/housing/home-modifications-to-promote-independent-living-2010-aarp.pdf
https://www.aarp.org/content/dam/aarp/livable-communities/old-learn/housing/home-modifications-to-promote-independent-living-2010-aarp.pdf


Health Affairs (Project Hope), 29, 1489–1495. doi:10.1377/
hlthaff.2009.0888

Freedman,  V.  A., Martin,  L.  G., & Schoeni,  R.  F. (2002). Recent 
trends in disability and functioning among older adults in the 
United States: a systematic review. JAMA, 288, 3137–3146.  
doi:10.1001/jama.288.24.3137

Fried,  L.  P., & Guralnik,  J.  M. (1997). Disability in older 
adults: Evidence regarding significance, etiology, and risk. 
Journal of the American Geriatrics Society, 45, 92–100. 
doi:10.1111/j.1532–5415.1997.tb00986.x

Gignac,  M.  A., Cott,  C., & Badley,  E.  M. (2000). Adaptation to 
chronic illness and disability and its relationship to perceptions 
of independence and dependence. The Journals of Gerontology, 
Series B: Psychological Sciences and Social Sciences, 55, P362–
P372. doi:10.1093/geronb/55.6.p362

Gitlin, L. N. (2003). Conducting research on home environments: 
Lessons learned and new directions. The Gerontologist, 43, 
628–637. doi:10.1093/geront/43.5.628

Haegele, J. A., & Hodge, S. (2016). Disability discourse: Overview 
and critiques of the medical and social models. Quest, 68(2), 
193–206. doi:10.1080/00336297.2016.1143849

Hutchinson, S. L., & Nimrod, G. (2012). Leisure as a resource for 
successful aging by older adults with chronic health conditions. 
International Journal of Aging & Human Development, 74, 
41–65. doi:10.2190/AG.74.1.c

Idler,  E.  L., & Kasl,  S.  V. (1997). Religion among disabled and 
nondisabled persons II: Attendance at religious services as a pre-
dictor of the course of disability. The Journals of Gerontology, 
Series B: Psychological Sciences and Social Sciences, 52, S306–
S316. doi:10.1093/geronb/52b.6.s306

Kahana, E., Bhatta, T., Lovegreen, L. D., Kahana, B., & Midlarsky, E. 
(2013). Altruism, helping, and volunteering: Pathways to 
well-being in late life. Journal of Aging and Health, 25, 159–187. 
doi:10.1177/0898264312469665

Kahana,  E., & Kahana,  B. (1996). Conceptual and empirical 
advances in understanding aging well through proactive adap-
tation. In V. L. Bengtson (Ed.), Adulthood and aging: Research 
on continuities and discontinuities (pp. 18–40). New York, NY: 
Springer Publishing. doi:10.2307/353489

Kahana,  E., & Kahana,  B. (2003). Patient proactivity enhancing 
doctor–patient–family communication in cancer prevention and 
care among the aged. Patient Education and Counseling, 50, 
67–73. doi:10.1016/S0738-3991(03)00083-1

Kahana, J. S., & Kahana, E. (2017). Disability and aging: Learning 
from both to empower the lives of older adults. Boulder, CO: 
Lynne Rienner Publishers.

Kahana, E., Kahana, B., Bhatta, T., Langendoerfer, K. B., Lee, J. E., 
& Lekhak, N. (2019). Racial differences in future care planning 
in late life. Ethnicity & Health, 1–13. doi:10.1080/13557858.2
019.1573974

Kahana, E., Kahana, B., Goler, T., & Kahana. J. (2019). Grandparent–
grandchild relationships: Proposing a mutuality model with focus on 
young children and adolescents. In B. Hayslip & C. Fruhauf (Eds.), 
Handbook on grandparenthood. Springer Publishing Company.

Kahana, E., Kahana, B., & Kercher, K. (2003). Emerging lifestyles and 
proactive options for successful ageing. Ageing International, 
28(2), 155–180. doi:10.1007/s12126-003-1022-8

Kahana, E., Kahana, B., & Wykle, M. (2010). “Care-getting”: A con-
ceptual model of marshalling support near the end of life. Current 
Aging Science, 3, 71–78. doi:10.2174/1874609811003010071

Kahana,  E., Kahana,  B., & Zhang,  J. (2005). Motivational 
antecedents of preventive proactivity in late life: Linking future 
orientation and exercise. Motivation and Emotion, 29, 438–459. 
doi:10.1007/s11031-006-9012-2

Kahana,  E., Lovegreen,  L., & Kahana,  B. (2011). Long-term 
care: Tradition and innovation In: Handbook of sociology of 
aging (pp. 583–602). New York, NY: Springer Publishing. 
doi:10.1007/978-1-4419-7374-0_36

Kane,  R.  A., Caplan,  A.  L., Urv-Wong,  E.  K., Freeman,  I.  C., 
Aroskar, M. A., & Finch, M. (1997). Everyday matters in the 
lives of nursing home residents: Wish for and perception of 
choice and control. Journal of the American Geriatrics Society, 
45, 1086–1093. doi:10.1111/j.1532–5415.1997.tb05971.x

Kavanagh, C. (2018). What contemporary models of disability miss: 
The case for a phenomenological hermeneutic analysis. IJFAB: 
International Journal of Feminist Approaches to Bioethics, 
11(2), 63–82. doi:10.3138/ijfab.2018.01.26.1

Kelley-Moore, J. A., Schumacher, J. G., Kahana, E., & Kahana, B. 
(2006). When do older adults become “disabled”? Social and 
health antecedents of perceived disability in a panel study of the 
oldest old. Journal of Health and Social Behavior, 47, 126–141. 
doi:10.1177/002214650604700203

King,  J., Yourman,  L., Ahalt,  C., Eng,  C., Knight,  S.  J., Pérez-
Stable, E. J., & Smith, A. K. (2012). Quality of life in late-life 
disability: “I don’t feel bitter because I  am in a wheelchair”. 
Journal of the American Geriatrics Society, 60, 569–576. 
doi:10.1111/j.1532-5415.2011.03844.x

Kirby, S. E., Coleman, P. G., & Daley, D. (2004). Spirituality and 
well-being in frail and nonfrail older adults. The Journals 
of Gerontology, Series B: Psychological Sciences and Social 
Sciences, 59, P123–P129. doi:10.1093/geronb/59.3.p123

Koenig, H. G. (2001). Religion, spirituality, and medicine: How are 
they related and what does it mean? Mayo Clinic Proceedings, 
76(12), 1189–1191. doi:10.4065/76.12.1189

Ludwig, D. S., & Kabat-Zinn, J. (2008). Mindfulness in medicine. 
JAMA, 300(11), 1350–1352. doi:10.1001/jama.300.11.1350

MacLeod,  S., Musich,  S., Hawkins,  K., Alsgaard,  K., & 
Wicker,  E.  R. (2016). The impact of resilience among older 
adults. Geriatric Nursing, 37, 266–272. doi:10.1016/j.
gerinurse.2016.02.014

Martin,  P., Kelly,  N., Kahana,  B., Kahana,  E., Willcox,  B.  J., 
Willcox, D. C., & Poon, L. W. (2015). Defining successful aging: 
A  tangible or elusive concept? The Gerontologist, 55, 14–25. 
doi:10.1093/geront/gnu044

Mitra, S. (2006). The capability approach and disability. Journal of 
Disability Policy Studies, 16(4), 236–247. doi:10.1177/104420
73060160040501

Moos, R. H., & Schaefer, J. A. (1984). The crisis of physical illness. 
In: R. H. Moos (Ed.), Coping with physical illness (pp. 3–25). 
Boston, MA: Springer. doi:10.1007/978-1-4684-4772-9_1

Morone,  N.  E., Lynch,  C.  S., Greco,  C.  M., Tindle,  H.  A., & 
Weiner, D. K. (2008). “I felt like a new person.” The effects of 
mindfulness meditation on older adults with chronic pain: qual-
itative narrative analysis of diary entries. The Journal of Pain, 9, 
841–848. doi:10.1016/j.jpain.2008.04.003

8 Innovation in Aging, 2019, Vol. 3, No. 4

Copyedited by: SE



Nagi, S. (1991). Disability concepts revisited: Implications for pre-
vention. In A. Pope & A. Tarolv (Eds.), Disability in America: 
Toward a national agenda for prevention (pp. 309–327). 
Washington, DC: National Academy. doi:10.17226/1579

Oliver, M. (1995). Understanding disability: From theory to practice. 
London: Macmillan. doi:10.1017/s0047279400024053

Olson,  L.  K. (2003). The not-so-golden years: Caregiving, the 
frail elderly, and the long-term care establishment. New York: 
Rowman & Littlefield.

Owens,  J. (2015). Exploring the critiques of the social model 
of disability: The transformative possibility of Arendt’s no-
tion of power. Sociology of Health & Illness, 37, 385–403. 
doi:10.1111/1467-9566.12199

Pargament, K. I., Koenig, H. G., & Perez, L. M. (2000). The many  
methods of religious coping: Development and initial val-
idation of RCOPE. Journal of Clinical Psychology, 56,  
519–543. doi:10.1002/(SICI)1097–4679(200004)56:4<519:: 
AID-JCLP6>3.0.CO;2-1

Pinquart,  M., & Sörensen,  S. (2002). Factors that promote 
and prevent preparation for future care needs: Perceptions 
of older Canadian, German, and US women. Health Care 
for Women International, 23, 729–741. doi:10.1080/ 
07399330290107467

Powell, L. H., Shahabi, L., & Thoresen, C. E. (2003). Religion and 
spirituality: Linkages to physical health. American Psychologist, 
58(1), 36–52. doi:10.1037/0003-066X.58.1.36

Putnam,  M. (2002). Linking aging theory and disability models: 
Increasing the potential to explore aging with physical impairment. 
The Gerontologist, 42, 799–806. doi:10.1093/geront/42.6.799

Putnam, M. (2017). Extending the promise of the older Americans 
act to persons aging with long-term disability. Research on 
Aging, 39, 799–820. doi:10.1177/0164027516681052

Rimmer, J. H., Riley, B., Wang, E., Rauworth, A., & Jurkowski, J. 
(2004). Physical activity participation among persons with 
disabilities: Barriers and facilitators. American Journal 
of Preventive Medicine, 26, 419–425. doi:10.1016/j.
amepre.2004.02.002

Ryan,  R.  M., & Deci,  E.  L. (2000). Self-determination theory 
and the facilitation of intrinsic motivation, social develop-
ment, and well-being. The American Psychologist, 55, 68–78. 
doi:10.1037/0003-066X.55.1.68

Seligman, M. E. (2003). Authentic happiness: Using the new positive 
psychology to realize your potential for deep fulfillment. New 
York: Free Press.

Seligman,  M.  E. (2011). Building resilience. Harvard Business 
Review, 89, 100–106.

Sen, A. (2002). Why health equity? Health Economics, 11, 659–666. 
doi:10.1002/hec.762

Shakespeare, T. (2006). The social model of disability. The Disability 
Studies Reader, 2, 197–204.

Shakespeare,  T., & Watson,  N. (2002). The social model of disa-
bility: An outdated ideology. Research in Social Science and 
Disability, 2, 9–28. doi:10.1016/S1479-3547(01)80018-X

Shapiro, J. P. (1994). No pity: People with disabilities forging a new 
civil rights movement. New York: Times Books.

Shield, R. (1988). Uneasy endings: Daily life in an American nursing 
home. Ithaca, NY: Cornell University Press.

Simpson,  R.  C. (2005). Smart wheelchairs: A  literature review. 
Journal of Rehabilitation Research and Development, 42, 423–
436. doi:10.1682/JRRD.2004.08.0101

Sudore,  R.  L., & Fried,  T.  R. (2010). Redefining the “planning” 
in advance care planning: Preparing for end-of-life deci-
sion making. Annals of Internal Medicine, 153, 256–261. 
doi:10.7326/0003-4819-153-4-201008170-00008

Tornstam, L. (2011). Maturing into gerotranscendence. Journal of 
Transpersonal Psychology, 43(2), 166–180.

Verbrugge,  L.  M., & Jette,  A.  M. (1994). The disable-
ment process. Social Science & Medicine, 38, 1–14. 
doi:10.1016/0277-9536(94)90294-1

Wacker, R. R., & Roberto, K. A. (2013). Community resources for 
older adults: Programs and services in an era of change (4th ed.). 
Thousand Oaks, CA: Sage Publications.

Wahl, H. W., Fänge, A., Oswald, F., Gitlin, L. N., & Iwarsson, S. 
(2009). The home environment and disability-related outcomes 
in aging individuals: What is the empirical evidence? The 
Gerontologist, 49, 355–367. doi:10.1093/geront/gnp056

Weicht, B. (2013). The making of ‘the elderly’: Constructing the sub-
ject of care. Journal of Aging Studies, 27, 188–197. doi:10.1016/j.
jaging.2013.03.001

Welch, M. J. (2016). Back to the future: Irving K. Zola’s contribution 
to the sociology of disability. In S. Green & S. N. Barnartt (Eds.), 
Sociology looking at disability: What did we know and when did 
we know it? (pp. 97–143). Bingley: Emerald Group Publishing. 
doi:10.1108/s1479-354720160000009007

Wiles,  J. L., Leibing, A., Guberman, N., Reeve,  J., & Allen, R. E. 
(2012). The meaning of “aging in place” to older people. The 
Gerontologist, 52, 357–366. doi:10.1093/geront/gnr098

Young,  L.  A., & Baime,  M.  J. (2010). Mindfulness-based stress 
reduction: Effect on emotional distress in older adults. 
Complementary Health Practice Review, 15(2), 59–64. 
doi:10.1177/1533210110387687

Zauszniewski,  J.  A. (1997). Teaching resourcefulness skills to 
older adults. Journal of Gerontological Nursing, 23, 14–20. 
doi:10.3928/0098-9134-19970201-07

Zola, I. K. (1982). Missing pieces: A chronicle of living with a disa-
bility. Philadelphia, PA: Temple University Press.

Innovation in Aging, 2019, Vol. 3, No. 4 9

Copyedited by: SE


