SUPPLEMENT

Social Capital and Successful Aging: The Role of Senior Housing
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Social capital is defined as the resources available to individuals
and groups through social connections and social relations with
others. Access to social capital enables older citizens to maintain
productive, independent, and fulfilling lives. As the U.S. popula-
tion ages, accompanied by a rise in the prevalence of seniors
living alone, the availability of social capital within communities
will become an important ingredient of successful aging. Recent
evidence suggests that many traditional forms of social capital in
communities—as represented by civic engagement in local asso-
ciations and by the extent of voluntarism and social trust—are on

the decline. If this observation in correct, there is no simple
solution to rebuilding this lost social capital. Novel forms of senior
housing, such as planned care developments and assisted-living
facilities, may offer promising modes of delivery of social capital
to the aging population. However, assisted living remains finan-
cially inaccessible for a large segment of the U.S. population, so
investment in communities “aging in place” may be the key to
delivering the health dividends of social capital.
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Social capital can be defined broadly as the resources
available to individuals and groups through their social
connections to their communities (1). Although the precise
definition of social capital is contested and continues to
evolve, most definitions emphasize its characteristic as a
collective good (1). Social capital can be considered a kind
of public good that is provided by a group or community,
and, consequently, the benefits of social capital tend to be
more widely shared by members of the community. It is
the collective dimension of social capital that most sharply
distinguished it from other existing concepts, such as social
networks and social support. A classic example of this dis-
tinction, which we develop further in the following case
study, is the individual who may lack social ties and social
support on a personal level but nevertheless benefits from
residing within a community that is rich in social connec-
tions. In turn, communities with high stocks of social cap-
ital may be more effective in responding to external health
threats, such as natural disasters, or the threatened closure
of local health services. Such communities are also better
equipped to protect the health of its citizens, even those
who are socially isolated. The social connections that exist
within a community therefore represent a form of capital
that can be leveraged for health gain (1).

Empirical work has usually measured social capital by
proxy indicators, such as the extent of civic engagement
within a community (for example, the density of member-
ship of civic organizations), the extent of citizens’ partici-
pation in voluntary activities, and the levels of trust and
norms of mutual aid between members of a communiry (1).

Social capital is relevant to successful aging in two
ways: 1) Older individuals are at greater risk for losing
critical parts of their social ties as they age, which makes
them more dependent on social capital available within
their communities; 2) the levels of social capital within
U.S. communities appear to be on the decline, even as our
population continues to age (2).

In this paper, we discuss the implications of the long-
term trends in social capital for successful aging in U.S.
society, as well as potential solutions for “building” social

capital in the community, specifically through examples of
options for senior housing. First, we turn to a case study
that illustrates the relevance of social capital for the well-
being of the elderly.

A Case STupy

The July 1995 Chicago heat wave dramatically illus-
trates the relevance of social capital for the well-being of
the elderly. This heat wave resulted in more than 700
deaths. As the sociologist Eric Klinenberg has pointed our,
the pattern of deaths was not random (3). Three quarters
of the heat-related deaths occurred among residents older
than 65 years of age. The highest risk for death was con-
centrated among socially isolated elderly persons. From a
case—control study of heat-related deaths, Semenza and
colleagues (4) estimated that the odds ratio of dying during
the hear wave was 2.3 (95% CI, 1.4 to 3.5) among those
living alone, whereas those who participated in community
groups (such as clubs, churches, and support groups) expe-
rienced a 30% lower risk for death (odds ratio, 0.7 [CI, 0.5
to 0.9]).

The underlying social conditions that led to the trag-
edy in Chicago in fact mirror broader trends in U.S. soci-
ety. In Chicago, as well as in the rest of the United States,
the proportion of persons who live alone has increased
dramatically in the past four decades. According to the
Census Bureau, the total number of Americans living alone
rose from 10.9 million in 1970 to 24.9 million by 1996
(3). Approximately 1 of every 3 noninstitutionalized se-
niors now lives alone (5). For these 10 million older Amer-
icans, living alone increases vulnerability to a variety of
threars to successful aging, including social isolation, finan-
cial insecurity, lack of stimulating interactions, and loss of
mobility and transportation. Access to social capital within
the broader community, derived through norms of mutual
assistance berween neighbors and the involvement of local
groups, becomes important for this large group of elderly
persons who have limited opportunity for social engage-
ment within their homes.
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In the 1995 Chicago heat wave, the risk for dying was
increased not just among personally isolated elderly per-
sons. Death rates were especially high among those who
resided in communities characterized by low levels of social
interaction in public places and high crime rates (3). The
absence of an active community life, combined with a fear
of crime, kept many elderly persons locked inside their
homes and prevented them from reaching community
cooling centers during the heat wave crisis (3). As a result,
the geographic pattern of heat wave deaths across Chicago
neighborhoods was not random. Communities with an ac-
tive street life, where neighbors saw each other and inter-
acted on a daily basis, were more successful at protecting
their residents against the risk of death. During the heat
wave, these neighborhoods drew out even those individuals
who were isolated and reclusive. This example illustrates
the importance of the collective (or community) dimen-
sion of social capital, above and beyond the private benefits
from interactions that individuals secure through their in-
timate relationships or social networks. According to some,
the community stocks of social capital appear to be declin-
ing in U.S. society.

THE DecLNE OF SociAL CAPITAL IN THE UNITED STATES

In his 1995 essay “Bowling Alone”™ (6) and a subse-
quent book with the same title (2), the political scientist
Robert Putnam argued that social capital in U.S. society
has eroded. Whether measured in terms of formal mem-
bership and participation in civic organizations, informal
socializing between neighbors, levels of trust between citi-
zens, or indicators of voluntarism and charitable giving,
social capital has declined sharply in this country since the
mid-1960s.

According to Putnam, the long-term decline in civic
engagement represénts a generational (or birth cohort) ef-
fect, not an age effect. The so-called long civic genera-
tion—the cohort of citizens who attended school during
the Great Depression and lived through World War 11—
have maintained high levels of civic participation, commu-
nity involvement, and social trust throughout their lives
(2). As this generation has become an increasingly smaller
part of the U.S. population, social capital has declined be-
cause subsequent generations have not maintained the
same level of civic engagement. Americans born in the
1920s are much more likely than those born in the 1960s
to belong to an organization, to trust other people, to vote,
to attend church, or to volunteer on a community project,
all examples of activities that are critical to the mainte-
nance of community social capital. Even as the “long civic
generation” declines in size, they make up a progressively
higher proportion of community members who hold to-
gether the social fabric. For example, while those 60 years
of age or older made up 20% of community volunteers and
24% of club attendees in 1970, these proportions increased
to 35% and 38% in the 1990s (2).
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Some critics have contested Putnam’s diagnosis, argu-
ing that old forms of social capital have been replaced by
new forms, such as the Internet (7, 8). In addition, the
contention that cohorts born after 1960 ditfer from those
born in the 1920s and 1930s cannot be fully evaluated
until the later-born cohort reaches the same age and stage
of the lifecourse. For cohorts born after the 1960s, civic
engagement, volunteering, and other forms of “viral in-
volvement” in the community may still catch up over time,
as this group reaches late adulthood, retirement, and be-
yond.

Nonetheless, the long-term trends in U.S. society are
of potential concern because the elderly today are not only
the primary producers of the social glue that holds together
communities, but they (and future generations of elders)
are also significant beneficiaries of social capital. The role
of communities in supporting the elderly is changing.
Through reductions in Medicare and Medicaid funding for
the institutional care for the elderly, the federal govern-
ment has been pursuing a long-term policy of de-institu-
tionalization for the elderly (9). From 1985 to 1995, the
number of individuals age 65 to 74 years in the United
States living in a nursing home fell from 12.5 persons per
1000 to 10.1 per 1000. Among Americans age 85 years
and older, the number of nursing home residents fell from
219 per 1000 to 199 per 1000 over the same period. These
trends, coupled with the improved health and reduced
functional impairment of today’s older population, are
mirrored by the rise in community-dwelling elders who are
living alone. In turn, families and communities have been
called on to assume a greater role as informal caregivers,
even at a time when people are working longer hours (10).
Home care, for which Medicare and Medicaid raised ex-
penditures by 10-fold and 5-fold between 1987 and 1995,
respectively (11), can aid informal caregivers but is not
sufficient to satisfy all of the needs of those aging at home,
including the need for vital social involvement. Our com-
munity social capital is declining at precisely the moment
when it may be most needed.

THE PAsT AND FUTURE OF SOCIAL CAPITAL

Proponents of social capital have sometimes been crit-
icized for seeming ro advocate turning back the clock on
U.S. society to a bygone era when communities were more
cohesive and people happily volunteered in communiry
groups and the local church soup kitchen. Social capital,
however, is neither a panacea for public health nor a con-
cept that can be easily translated into a recipe for successful
aging. In fact, “building” social capital has both positive
and negative aspects, as we describe in the following sec-
tion, specifically through a discussion of recent trends in
senior housing options. Some types of housing environ-
ments almost enforce isolation, while other types facilitate
interaction among elderly residents as well as foster con-
nections between residents and the broader communiry.
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Although we do not purport to provide a comprehensive
review of available living arrangements for the elderly, we
highlight ways in which architecture and urban design may
stimulate or derer furure investment in social capital.

Gated Communities: A Reaction to Decline in
Social Capital?

In the United States, gated and guarded communiries
have proliferated rapidly (12). These privately managed
residential arrangements, which originared with retirement
communiries in southern Florida and California, are sur-
rounded by walls that contain “entire neighborhoods, com-
prising homes, community infrastructure, services, and
micro-urban governance” (13). The concept holds broad
appeal to the U.S. public, especially among older people.
In one survey, 42% of people older than 55 years of age
favorably rated properties with gates and security (14).
These communities were almost unknown in the 1970s,
but by 1997 they housed up to 9 million residents in
approximately 20 000 communities (15). The Community
Association Institute estimates that approximately 50% of
all new homes in major metropolitan areas are within pri-
vate community associations (13). Gated communities are
markered as loci of “security, neighborliness, social peers,
social and age similarity, friendship ties, social networking,
common values, group participation, and a sense of be-
longing” (16). Such marketing has been called the “com-
modification of community” (17). In other words, gated
communities seemingly promise to recreate the social co-
hesion and social capital that have eroded elsewhere in U.S.
society.

Whether gated communities deliver on their promise
is another matter. Although few data with which to evalu-
ate this issue empirically are available, preliminary indica-
tions suggest that gates and guards guarantee neither safety
nor improved community integration for residents. In
their book Fortress America, Blakely and Snyder conclude
that “Gated communities are no better or worse than so-
ciety as a whole in producing a strong sense of collective
citizenship” (15). Furthermore, the walls and rules of gated
communities may serve as agents of social control— defin-
ing who is and is not welcome (in terms of age, race, and
certainly socioeconomic status), and codifying or asserting
narrowly bound cultural and behavioral expectations.
Nonetheless, gated living offers several potentially health-
enhancing features: common spaces for gathering, sport,
and play (clubhouses, swimming pools, golf courses); rela-
tively low-traffic streets; and opportunities for involvement
in community boards. These features may be viewed as
facilitators of social interaction and social cohesion, but
only within the confines of the community’s walls.

What are the implications of gated communities for
civic life outside the walls? As gated communities continue
to multiply, they draw younger, wealthier retirees out of
metropolitan centers, leaving older, poorer elderly residents
behind, as well as a weakened tax base within urban areas
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(18). In addition, this pattern of migration may deplete
inner-city resources for civic involvement and reduce el-
derly persons’ use of urban parks and cultural institutions.
The problem peaks when gated communities threaten to
secede from surrounding municipalities in favor of self-
governance. The result is an exacerbation of social exclu-
sion and political isolation of the “have nots.” Those resi-
dents remaining in urban centers may be least likely to
have the resources necessary to organize and lobby for
much-needed services and amenities, such as community
centers, transportation, street lighting, police or emergency
response, and cleaning of public parks (19).

Especially in geographic regions saturated with gated
communities, there is a need to examine trends in the
health, well-being, political power, and social integration
of elders within—and especially outside—the confines of
gated America.

Individualism or Institutionalization: Norms for
U.S. Seniors?

While gated communities are marketed as fonts of so-
cial interaction, the desire for individualism and indepen-
dence remains strong among older Americans. According
to an American Association of Retired Persons (AARP)
survey of civic involvement, 59% of 1500 adults older than
50 years of age agreed with the statement “I hate to depend
on other people.” In another survey by the AARP, 81% of
respondents older than age 50 years preferred to remain in
their current homes, and 64% were confident that they
could do so, even in the event of disabling illness (20).
Only 4.5% (1.56 million) of U.S. elders currently reside in
nursing homes, although risk for nursing home placement
is higher among those living alone (21).

The institutional model of nursing home care remains
in many ways the epitome of social isolation for elders, as
homes are often geographically segregated from vital com-
munity centers (because of zoning laws), highly regulated,

and depersonalized. Nursing homes and their care delivery-

systems are designed to maximize efficiency and safety, of-
ten at the expense of residents’ quality of life. Bathrooms
and showers may be centralized to facilitate staff support of
residents’ personal care, even though residents could ben-
efit from performing activities of daily living in the privacy
of their own rooms, thereby remaining as-independent as
possible for as long as possible (22). Institutions offer few
private areas for congregation, minimizing opportunities
for meaningful interaction among residents as well as be-
tween residents and their visitors. Finally, the health care
delivery model in most traditional nursing homes defines
residents as “patients” and leaves little room for families to
participate in continued caregiving. As Regnier (22) pur it,
once an elderly person becomes a patient “the baton is
passed,” and care becomes the dominion of health care
workers alone. With this institutional model, elders are
effectively isolated both socially and geographically from
their families and communities of origin. The pattern of
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declining nursing home use might therefore be argued as a
positive trend in terms of putting elders back in touch with
their families and communities. While this may be the case
for elders who have families and communities to fall back
on, it is unlikely to be true for those who lack such ties.

Planned Care Environments

Wolinsky and colleagues (23) have remarked on a shift
in the nursing home market toward models that may pro-
mote more successful aging. This shift is represented by the
increasing presence of “vertically integrated” housing op-
tions. Such communities link nursing homes to a contin-
uum of retirement apartments, intermediate care, and
skilled nursing facilities. These new residential options may
presage a rehabilitation of the stereotype of the nursing
home as a “total institution,” with potentially beneficial
effects on residents’ autonomy and health outcomes.

For example, Homestead Village in Lancaster, Penn-
sylvania, was designed to promote reciprocal, intergenera-
tional exchange berween elderly residents and members of
the surrounding community. The physical environment
was planned accordingly to support residents’ continued
community connections and social engagement. Home-
stead Village was built on land originally owned by, and
surrounding, the Church of the Apostles United Church of
Christ. Church membership is not a requirement for resi-
dence at Homestead, but member-residents can continue
to participate in church functions with ease because of
proximity and church outreach. The planners of Home-
stead Village also provided onsite office facilities for volun-
tary organizations, such as the American Cancer Society
and the American Heart Association, to facilitate residents’
participation in volunteerism. Residents also volunteer at
an onsite rehabilitation center, at the church’s preschool
program, and at nearby Lancaster General Hospital. Fur-
ther resources include an indoor pool and walking track in
a barn-like setting, as well as a chapel, medical care facili-
ties, and common areas for fellowship. Homestead’s plan-
ners also incorporated varied residence styles—single-fam-
ily homes, townhouses, elevator apartments, skilled-
nursing rooms—to accommodate residents’ varying
preferences and abilities. Residents may remain a part of
the Homestead community even as their health care needs
change.

Assisted-Living Developments

A major goal of assisted-living developments, which
are now home to between 600 000 and 1 million (mostly
middle- and upper-income) U.S. elderly persons, is to shift
from an institutional, medically based housing model to a
residential, therapeutic one. While the definitions and clas-
sifications for assisted living vary, in general these develop-
ments provide independent, residential living with some
personal and health-related assistance. Designed especially
for elderly individuals who might be socially isolated, these
facilities attempt to create a community with both mental
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and physical stimulation. The facilities are often designed
to foster social interaction and social connections (24, 25).

In an assisted-living facility in northeast Illinois, for
example, the developers applied a home/household/neigh-
borhood/village structure to promote a communal atmo-
sphere (26). Rather than maintaining the traditional model
with many apartments and a central dining area, wings of
the home were designed to serve as “neighborhoods” with
units facing an internal “street.” Activity centers with a
bathing room, craft room, and other areas flanked the
“street” to offer opportunities for spontaneous social inter-
action. For every 4 to 6 apartments—each with its own
bedroom, living rooms, and kitchens—small lounge areas
were made available to serve small-scale interactions be-
tween immediate neighbors. Shared spaces for all residents
were also built, including a greenhouse, coffee shop, dining
area, and kitchen.

However, as in the case of nursing homes, U.S. zoning
regulations often result in the geographical isolation of
assisted-living facilities, thereby thwarting the goal of com-
munity integration. In addition, because of the lack of
federal regulation, assisted-living options may be ill-
equipped to provide skilled-nursing services for the most
dependent elders.

The most promising models of assisted living attempt
to integrate these facilities with their surrounding commu-
nities. Regnier (24) offers several such models from north-
ern Europe, where senior residences coexist in neighbor-
hoods with schools, community centers, businesses and
retail shops, and parks. Instead of removing elders from
vital community hubs, these homes are centered in, and
contribute to, areas dense with social activity. For example,
in the Jan van der Ploeg development in urban Rotterdam,
the Netherlands, planning decisions involved local com-
munity members, while elderly volunteers within the de-
velopment manage an onsite grocery store and restaurant.
The Flesseman Center in Amsterdam overlooks a busy sub-
way station, providing proximity that is both practical and
entertaining for residents with limited mobility. In Fin-
land, the Old People’s Home and Health Center of Oitti
was constructed over a busy pedestrian thoroughfare that
connects two parts of town; this traffic can be viewed from
the center’s dining room. At the Kuuselan Palvelukoti
project in Finland, the swimming pool, restaurant, and
sauna are open to elderly residents and neighbors of the
project. And at the de Klinker and de Gooyer elder hous-
ing project in Amsterdam, the billiards bar was designed to
resemble a neighborhood café. The bar became so popular
with locals of all ages that the staff began to screen visitors
by age to optimize use by patrons older than 65 years of
age (all examples from Regnier [24]). These models, de-
signed to structurally facilitate continued social involve-
ment by elders, provide a sharp contrast to the geographic
and social isolation that often accompany moves to assisted-
living facilities out of the community mainstream in the
United States.
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CONCLUSION

Social capital is an important ingredient for successful
aging. The elderly are represented on both the supply and
demand sides of social capital within the community. So-
cial capital—at least in the form of civic engagement,
neighborliness, and generalized trust—is on the decline in
U.S. society.

Clinicians can harness the benefits of social capital in
several ways. For example, they should incorporate an as-
sessment of the community living situations of elderly pa-
tients into routine clinical assessment and care. In certain
cases, it would be appropriate for clinicians to prescribe
more active involvement of patients in their communities
(for example, through volunteering in local services or in-
volvement in senior centers), just as they would currently
prescribe regular exercise or smoking cessation. Gerontol-
ogists can become active advocates for long-term housing
options that emphasize greater integration into local com-
munities. Like any public good, however, the provision of
social capital is likely to require coordinated planning and
financing (for example, in the form of subsidies for assisted-
living developments) at the federal, state, and local levels.

Although there is no simple solution to rebuilding lost
social capital, emerging developments in elder housing op-
tions offer the potential for translating social capital into
health gains. While existing elder housing options must be
carefully evaluated and future residences thoughcfully
planned, in truth many of the nation’s elderly will “age in
place,” creating “naturally occurring retirement communi-
ties.” Will these communities successfully keep up with the
changing needs of an aging population? The answer to that
question depends on our investments in social capital today.
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