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Ageism is deeply ingrained in cultures worldwide and omnipresent in all social systems and institutions. In this form of discrimination, mainly negative assumptions
are made on large portions of the population based on age alone—85% of Americans over 60+ report age discrimination as a regular part of their lives. The
problem is expected to worsen due to stressors caused by massive demographic growth. Among the tragedies of ageism is how it affects mental and physical health and sense of well-being. In the AMA Journal of Ethics,
Miller (2020) states, “Good health care for elders requires acute ethical attention to the role of ageism as a pervasive source of bias.”  This type of discrimination is largely out of sight. The fact that other prejudices get far more attention than those affecting older Americans
is a manifestation of the devaluing of people based on age. “In many ways, it is the last socially accepted form of discrimination.” Understanding ageism and how it manifests is a vital survival skill for the retired and those in service to them, wherever they reside.
People learn the discriminations from their earliest childhood and normalize them, so they appear “just the way it is.” Ageism can be direct, indirect, subtle, overt, or escalate to outright harassment or victimization. It is always damaging. The Older Women’s League (OWL) reports that although elder abuse is increasing, the funding for studies is limited, possibly because it is an under-recognized crisis. For older persons, repeated exposure to ageist attitudes slowly grinds down one’s
self-image and sense of well-being. The process becomes internalized, whereby the person believes the stereotypes and accepts being devalued. Depression, withdrawal, anxiety, fear, and self-hatred are shared among the elderly, leading to self-neglect and the inability to participate in medical care or social activities.
Ageism wears two faces, neither of which is reality based. According to Dobbs (2008), “the sad truth is that, in our society, older adults are stigmatized because of myths and stereotypes associated with the very
fact of being old.” The first myth is the “over-aging” myth which assumes that the entire aging population is plunged into a wasteland of physical and mental decline. This is false, but the attitudinal system that

drives it continues, interfering with problem solving and healthcare. The second myth is equally as incorrect, the “anti-aging movement.” For decades, the United States has been obsessed with youth as a panacea, denying the developmental stage of life that culminates in psychological and spiritual growth. The multibillion-
dollar anti-aging industry booms as people buy products promising the illusion of youth. The marketing to
older people capitalize on both myths ad nauseum, promising an idyllic retirement. The marketing science is sophisticated and well-honed to target retirees’ fears and hopes, catering to their desires with unrealistic promises.
Continuing Care Retirement Communities (CCRCs) are sprawling, complex organizations composed of multitudes of services that differ from state to state, facility to facility. Some of the service areas are heavily regulated, and others are less or not at all. The medical services (nursing homes, rehabilitation, medical clinics, etc.) operate under strict government oversight,
including policies and procedures regarding patient/elder mistreatment and incident reporting. These government- regulated clinical areas must employ highly trained professionals knowledgeable in ethics, discrimination, and abuse. They are required to document and report situations of negative impact on the elderly. Nelson (2019) states that “ageism is best reduced by . . . training and education for physical and mental health workers who work with older adults.” Similar protections may not be available in the non-regulated areas in the system.
The independent living areas of CCRCs are much less regulated, varying from state to state. A national movement to regulate the separate living part of retirement is underway. However, only a few states are participating so far as the action is meeting with
resistance. Since the bulk of the retiree’s life will be spent in this less-regulated area, possibly 20 years or more,
it behooves one to exercise due diligence to discover how grievance reporting works in the less-regulated
independent living areas. The policies and procedures, or lack thereof, in any organization reflect how complaints, grievances, and discrimination are managed. Do policies and procedures exist? Are they easily accessible and known? Are they clear and concise? Do trained staff implement, review, and revise them? Is there adequate follow-up?
Another indication of ageism in an institution is the use, or lack of, satisfaction forms or other direct feedback on the quality of service. Business surveys are standard the service industries that depend on repeat customers, 

such as travel, hospitality, healthcare, education, etc. Surveys are process improvement tools to identify high-performing staff as well as low-performers. A few states mandate Resident Service Forms regularly,
typically, every 2 years. Many CCRCs need a private and confidential way to evaluate and report the quality of service. Some have complex feedback systems that are difficult to use and need to be more confidential. Private surveys could be one way to identify discriminatory processes within the institution.
Grievance reporting in many CCRCs is done through Resident Councils, which may be the only available reporting system. These councils can be practical in matters of broad concern to the resident population but could be more effective with complaints requiring privacy and confidentiality. The boards are composed of well-intentioned lay volunteers who must be trained to resolve complex social issues requiring professional
intervention. The size of the panels alone, and the public nature of their work, make it unlikely that residents would report a grievance when their issues could become known to the whole community. The internalized shame and self-blame associated with discriminatory events keep people silent, and the problem continues unabated. Hyatt (2007) recommends checking “the policies of the CCRC to make certain that fair and adequate procedures exist to keep grievances confidential.”
Most hospitals have trained “Patient Advocates” who work to resolve issues and concerns on the patient’s behalf. It is reasonable to expect that retirement communities in such a vast and growing industry would have trained “Resident Advocates” who do the same function. These advocates should work on the resident’s behalf and be free of conflict-of-interest relationships within the organization. Some CCRCs and states may have similar professionals to work with residents: ombudsmen, patient liaisons, consumer advocates, care managers, etc. Residents need to know what resources are available and how to use them to ensure that substantive improvements are possible.
Discrimination, bias, bigotry, and ageism exist in every social system and are arguably one of the reasons
older people may choose to live among age-peers in retirement communities. The previous generation of retirees was less likely to advocate for themselves. Thus, they were called The Silent Generation. Established CCRCs tailored their services to this silent demographic, and the staff is accustomed to it. The incoming Baby
Boomer Generation retired with different expectations
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in retirement, have a history of advocating for themselves and others, and are not silent. Making sure that policies and procedures governing grievance reporting, including discrimination, are known and readily available to all residents would be of immense value to the community, it’s residents health and well-being. 
                                   ###
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