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The study's purpose was to identify the perceived needs and concerns of three generations 

in a family with an older adult aging in place in Mississippi. This mixed-methods study used 

snowball sampling in addition to recruitment by community leaders such as Extension agents to 

collect data through semi-structured interviews and structured questionnaires that asked about 

current and future problems among aging adults in rural communities in Mississippi. Three 

generations of Mississippians participated in the study, including older adults (G1; n = 22), adult 

children (G2; n = 23), and young adult grandchildren (G3; n = 19). Quantitative data were 

analyzed using SPSS Statistics, while qualitative data were managed with MaxQDA. Physical 

and mental health concerns were identified across all three generations. Financial concerns, 

including paying for basics such as food, medical and health care costs, and transportation issues, 

were most often reported by the two younger generations rather than the older adults. Services 

that assist with caregiving of older adults, including respite care, home health, and adult daycare 

options, were identified as services G2 and G3 family members reported as families currently 

needed or anticipated to need soon. Implications of the findings for families, community leaders, 

policymakers, non-profit organizations, and for-profit businesses are provided. 



 

 

Keywords: Perceived needs, aging in place, intergenerational relationships, older adults, 

concerns, quality of life 

 



 

ii 

DEDICATION 

I dedicate this work to the older adults who gave their insights in lived experience to 

understand ambiance that would have not been possible to grasp. I appreciate the families who 

spared their time and made three generations available for interviews and questionnaires. I also 

appreciate religious fellows from the churches, extensions agents, and friends who helped me to 

reach out to the families. I wish them the best of their lives for good. I appreciate sincere 

gratitude to my mentors at the university who proved them towering above the surface and 

guided me through this arduous intellectual journey. I also extend staff at the School of Human 

Sciences who maintain peaceful environment to accomplish this intellectual work seamlessly. 

Also, I dedicate this work to my loving children who sacrificed their fatherly affection for a long 

time. 

 



 

iii 

ACKNOWLEDGEMENTS 

I feel privileged that God bestowed on me courage and His wisdom to help me 

accomplish this auspicious work for making my contribution to make this world a place for older 

adults to age in place with their families and familiar environment. I am thankful to my family 

for their support during stressful work episodes. Special appreciation to my youngest son, Abdul 

Moiz, who missed me every moment he needed me. I am greatly thankful to all my entire family 

who shared unconditional love for me. I am greatly indebted to my advisors for their consistent 

guidance and encouragement to fulfil the requirements of scholarly work. I would also like to 

acknowledge the advice and academic assistance of my teachers and classmates for their 

consistent help. 

 



 

iv 

TABLE OF CONTENTS 

DEDICATION ................................................................................................................................ ii 

ACKNOWLEDGEMENTS ........................................................................................................... iii 

LIST OF TABLES ....................................................................................................................... viii 

CHAPTER 

I. INTRODUCTION .............................................................................................................1 

Statement of the Problem ..................................................................................................4 
Background of Study .........................................................................................................7 
Purpose of the Study/Research Objectives ........................................................................8 

Research Questions ...........................................................................................................9 
Significance of the Study ...................................................................................................9 

II. REVIEW OF THE LITERATURE .................................................................................10 

Theoretical Perspectives ..................................................................................................11 

Advantages of Aging in Place .........................................................................................12 
Barriers to Aging in Place ...............................................................................................14 

Intergenerational Relationships .......................................................................................16 
Caregiving Impact on Intergenerational Relationships ...................................................18 
Intergenerational Relationships and the Sandwich Generation .......................................21 

Aging Theories ................................................................................................................22 
Life Expectancy ...............................................................................................................24 
What is Aging? ................................................................................................................24 

Physical Health ................................................................................................................25 
Mental Health ..................................................................................................................27 
Well-Being and Quality of Life .......................................................................................29 

III. METHODOLOGY ..........................................................................................................33 

Participants ......................................................................................................................34 
Data Collection and Measures .........................................................................................38 

Questionnaires ...........................................................................................................39 

Interviews ..................................................................................................................41 
Procedure .........................................................................................................................41 
Data Analysis ...................................................................................................................42 



 

v 

Trustworthiness ...............................................................................................................43 

IV. RESULTS ........................................................................................................................45 

Research Question 1: Current Issues Reported by Older Adults (G1) Aging in Place ...45 
Feeling Lonely or Isolated .........................................................................................45 
Depression .................................................................................................................46 
Boredom ....................................................................................................................46 
Physical Health ..........................................................................................................47 

Suitable Housing .......................................................................................................47 
Adequate Health Care ................................................................................................47 
Transportation ............................................................................................................48 
Having Enough Food to Eat ......................................................................................48 

Affordable Medications .............................................................................................48 
Financial Problems ....................................................................................................48 
Everyday Activities Like Bathing or Preparing Meals ..............................................49 

Research Question 2: Future Concerns Related to Older Adults (G1) Aging in Place ...50 
Future Concerns (5+ Years) Reported by Older Adults (G1) Aging in Place...........50 

Physical Health ....................................................................................................50 
Mental Health ......................................................................................................50 
Finding Employment ...........................................................................................51 

Driving on Your Own ..........................................................................................51 
Lack of Transportation ........................................................................................51 

Affording Basic Needs (Like Food or Rent) .......................................................51 
Affording Medications ........................................................................................52 
Affording Health Care .........................................................................................52 

Living Independently ...........................................................................................52 

Ability to Care for Others ....................................................................................52 
Not Having Someone to Care for You ................................................................53 

Future Concerns (5+ Years) for G1 Reported by G2 ................................................53 

Physical Health ....................................................................................................53 
Mental Health ......................................................................................................54 
Finding Employment ...........................................................................................55 

Driving on Your Own ..........................................................................................55 
Lack of Transportation ........................................................................................55 
Affording Basic Needs (Like Food or Rent) .......................................................56 
Affording Medications ........................................................................................56 
Affording Health Care .........................................................................................56 

Living Independently ...........................................................................................57 
Not Having Someone to Care for Them ..............................................................57 

Future Concerns (5+ Years) for G1 Reported by G3 ................................................57 
Physical Health ....................................................................................................58 
Mental Health ......................................................................................................58 
Finding Employment ...........................................................................................58 
Driving on Your Own ..........................................................................................59 
Lack of Transportation ........................................................................................59 



 

vi 

Affording Basic Needs (Like Food or Rent) .......................................................59 
Affording Medications ........................................................................................60 

Affording Health Care .........................................................................................60 
Living Independently ...........................................................................................60 
Not Having Someone to Care for Them ..............................................................61 

Research Question 3: Perceived Needs and Services Required for Older Adults (G1) to 

Age in Place .........................................................................................................62 

Anticipated Needs for Next 5+ Years by Older Adults (G1) Aging in Place ...........62 
Home-Delivered Meals .......................................................................................62 
Food Stamp Programs .........................................................................................62 
Tax Preparation ...................................................................................................63 
Financial Planning ...............................................................................................63 

Home Health Care ...............................................................................................63 

Homemaker Service (Help with Chores) ............................................................63 
Repair Services ....................................................................................................64 

Senior Discount Programs ...................................................................................64 

Information and Referral Services .......................................................................64 
Telephone Reassurance .......................................................................................64 
Transportation Services .......................................................................................65 

Adult Day Care ....................................................................................................65 
Health Screening .................................................................................................65 

Physical Fitness/Exercise Programs ....................................................................65 
Support Groups ....................................................................................................66 
Nutrition Counseling ...........................................................................................66 

Respite Care (Relief for Caregivers) ...................................................................66 

Senior Medicare Patrol ........................................................................................66 
Anticipated Needs for Next 5+ Years for G1 Reported by G2 .................................67 

Home-Delivered Meals .......................................................................................67 

Food Stamp Programs .........................................................................................67 
Tax Preparation ...................................................................................................68 

Financial Planning ...............................................................................................68 
Home Health Care ...............................................................................................68 
Homemaker Services (Help with Chores) ...........................................................69 

Repair Services ....................................................................................................69 
Senior Discount Programs ...................................................................................70 
Information and Referral Services .......................................................................70 

Telephone Reassurance .......................................................................................70 
Transportation Services .......................................................................................71 

Adult Day Care ....................................................................................................71 
Health Screening .................................................................................................71 
Physical Fitness/Exercise Programs ....................................................................72 
Support Groups ....................................................................................................72 
Nutrition Counseling ...........................................................................................72 

Respite Care (Relief for Caregivers) ...................................................................73 
Anticipated Needs for Next 5+ Years for G1 Reported by G3 .................................73 



 

vii 

Home-Delivered Meals .......................................................................................73 
Food Stamp Programs .........................................................................................74 

Tax Preparation ...................................................................................................74 
Financial Planning ...............................................................................................74 
Home Health Care ...............................................................................................74 
Homemaker Services (Help with Chores) ...........................................................75 
Repair Services ....................................................................................................75 

Senior Discount Programs ...................................................................................75 
Information and Referral Services .......................................................................76 
Telephone Reassurance .......................................................................................76 
Transportation Services .......................................................................................76 
Adult Day Care ....................................................................................................76 

Health Screening .................................................................................................77 

Physical Fitness/Exercise Programs ....................................................................77 
Support Groups ....................................................................................................77 

Nutrition Counseling ...........................................................................................78 

Respite Care (Relief for Caregivers) ...................................................................78 

V. CONCLUSION ...............................................................................................................80 

Limitations .......................................................................................................................85 

Recommendations for Future Research ...........................................................................86 
Summary and Implications ..............................................................................................86 

REFERENCES ..............................................................................................................................88 

APPENDIX 

A. IRB APPROVAL ............................................................................................................99 

B. QUESTIONNAIRES AND INTERVIEW PROTOCOLS ...........................................103 

C. INFORMED CONSENT FORMS ................................................................................125 

 



 

viii 

LIST OF TABLES 

Table 3.1 Participant Characteristics Overall and by Generation ..............................................36 

Table 4.1 Current Concerns Reported by G1 (N = 18) ...............................................................49 

Table 4.2 Anticipated Concerns for G1 Aging in Place in the Next 5+ Years ...........................61 

Table 4.3 Anticipated Services Needed for G1 to Age in Place in the Next 5+ Years. .............78 

 



 

1 

CHAPTER I 

INTRODUCTION 

Older adults (i.e., 65 years and older) make up 9% of the world's population and are one 

of the fastest-growing segments of the American population (United Nations, 2020). In 

comparison to the growth of the total population over the last 100 years in America, the 65 and 

older population has grown nearly five times faster, according to the 2020 Census. In 2019, there 

were 54.1 million people (i.e., 16% of the population) in the United States aged 65 and older and, 

by 2040, that number is expected to increase by more than 5% (Link, 2015). By 2030, all baby 

boomers will be considered older adults, and one in five Americans will be eligible for 

retirement (U.S. Census Bureau, 2020). While this population is growing rapidly, understanding 

how to support older adults best as they age is not well understood, especially in rural 

communities with high poverty rates.  

The shift in age and the associated decline in health status of the population has ripple 

effects on both families and communities (Ratnayake et al., 2022). Also, this will have ongoing 

ripple effects on communities. For example, built environments without adequate support 

services, such as senior centers, pharmacies, or healthcare facilities, pose a challenge for older 

adults. Family members are typically the immediate source of help for older family members, so 

understanding the perceived needs of multigeneration of caregivers is critical to developing 

strategies of support for the aging population. 
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As people grow old, they see time left with them as short that shifts their motivation to 

select fewer and short-term goals that are very meaningful to them (Carstensen, 2006). As 

opposed to younger people who see time as an expansive with them, they pursue extensive goals 

that are comparatively long term. Further, older adults, because they perceive time short, select 

fewer friends and social circles that are meaningful to them and bring them instant gratification. 

On the other hand, younger people pursue knowledge and skills related goals and expand their 

social contacts extensively. So, socioemotional selectivity theory (Carstensen, 2006) explains 

older adults' needs, services that provide them satisfaction to live a successful life during late 

adulthood. 

According to the National Institute on Aging (2017), aging in one's own home, referred 

to as aging in place, provides physical resources that help older adults keep up with home tasks 

like yard work, laundry, grocery shopping, and running errands to avoid stress and anxiety 

during old age. In addition, neighborhoods, familiar places, and people provide resources to fend 

off loneliness and feelings of isolation during aging. Aging in place might provide protective 

factors against common age-related conditions, for instance, hearing loss, reduced vision 

efficiency, back and neck pain, depression, and dementia (Saxon et al., 2021). In addition, aging 

in place might provide scaffolding to live a happy life because older adults are familiar with 

people, places, and public spaces. Moreover, older adults have family members or friends to care 

for them. Humans become part of the ecology and, most importantly, adjust themselves to live 

happy lives using their physical strengths and mobility. As people grow, older adults' physical 

strength becomes less effective due to aging. According to AARP in 2021, most of the older 

adults (77%) would like to age in place because of the social respect, sense of ownership, and 
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agency they earned over their lifetime (Davis, 2021). Aging in place provides older adults with 

life satisfaction, self-esteem, and quality of life.  

 As communities prepare for the increase in the older adult population, many factors, 

including those of individuals, families, and communities, must be considered. Older adults have 

unique needs compared to other age groups, highlighting the importance of identifying those 

needs and how they may vary over time. Rural communities have different resources and 

infrastructure compared to urban communities. Infrastructure according to Sullivan and Sheffrin 

(2003) includes physical facilities that are needed by the community, for instance roads, health 

services, and governance. Needs vary based on the financial health of an individual, family, or 

community, a consideration that must be accounted for when creating safety nets within 

communities for older adults and their families.  

Mississippi is the state with the highest percentage of citizens living in poverty (U.S. 

Census Bureau, 2020) and is considered mostly rural (i.e., 65 of its 82 counties deemed as rural). 

Although the percentage of persons over 50 in Mississippi is similar to the overall U.S. rate, the 

median age is considerably lower than the overall rate (U.S. Census Bureau, 2020). Given the 

unique characteristics of Mississippi, it is imperative to assess the needs of the aging population 

in Mississippi, as well as that of their family caregivers, to better inform communities of how to 

best support this growing population.  

According to Administration on Aging (AOA) profile of older Americans, 16% of the 

total population in Mississippi are older adults (age 65 years and above), about 12.4% living 

below poverty (Administration for Community Living, 2020a). This population has increased by 

29% between 2008 to 2018, adding to the existing challenges of the older adults who live below 

the poverty line. Almost 28% (14.7 million) of all older adults in the United States live alone 
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(about 5 million men and 9.7 million women). Additionally, nearly 1 in 10 people aged 65 and 

older (9.7% or 5.1 million) live below the poverty level. With an increase in age, older 

Mississippians are more likely to live alone, as 44% of women aged 75 and older live alone. 

Statement of the Problem 

While aging in place is the primary choice for older adults (Hooyman & Kiyak, 2010), 

trends in the aging population (e.g., Baby Boomers), reduced birthrates (e.g., declining numbers 

since 2008), and living arrangements pose challenges to this preference. Aging in place means 

“the ability to live in one’s own home and community safely, independently, and comfortably, 

regardless of age, income, or ability level” (Centers for Disease Control and Prevention, 2009, p. 

1). During late adulthood, older adults may not have adequate resources to live a completely 

independent life because of physical limitations, reduced relationships, and limited retirement 

income. Thus, the possibility of aging in place often depends on help from others, most often 

family members. 

By the year 2030, all baby boomers will have reached the standard retirement age of 65 

years, and one in every five Americans will be age 65 or older (Colby & Ortman, 2014). Also, 

according to the SCAN Foundation report (2012), by 2050, the number of Americans needing 

long-term care is expected to rise from 12 to 27 million, mainly due to an aging baby boomer 

population. Furthermore, the Federal Commission on Long-Term Care (2013) warns of the 

challenges posed by a longer life span, including a higher rate of chronic conditions, fewer 

family caregivers, and increasingly limited federal, state, and family resources that restrict the 

elderly’s ability to afford long-term care.  
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Older adults may need care and assistance to age in place successfully, particularly from 

their immediate family members, due to potential age-related morbidities. Understanding what 

possible personal and environmental changes may be needed to help during this time is important 

(Wahl & Lang, 2004). This study will consider the aging-in-place needs recognized by the older 

adults and two subsequent generations of family members. 

Atkinson (2015) noted that older adults’ displacement might include feelings of 

resentment, anger, and nostalgia because of lost connections and social relations. Furthermore, 

unexpected displacement may be associated with a sense of loss and grief (Davidson, 2009). 

Aging in place may provide older adults the feeling of being connected and relevant to their 

community. That attachment to a community may offer them a sense of legacy and continuity. 

However, some communities may be better suited for aging in place than others. Hash and 

colleagues (2015) note remote rural areas have limited government services, poor health care, 

and retail food stores that are hard to access for older adults with limited physical and 

infrastructure resources. Therefore, impoverished communities, particularly in rural areas, may 

have more pronounced caregiving needs. 

Family members make aging in place possible by providing assistance to older adults in 

the family at the time of need. However, migration of children, particularly from rural areas to 

cities for economic reasons, has left older adults with fewer caregivers. Reduced access to 

caregivers may mean that the bulk of the responsibility for caregiving may fall to one or two 

family members.  

It is possible to understand interdependence and interconnectedness among families and 

their members by drawing on family systems approaches (Broderick, 1993). It is also evident 

that social and emotional connections are meaningful and beneficial for older adults (Carstensen, 
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2006). It is likely that emotional connections with significant others are more rewarding than the 

relationships that are created through retirement communities and villages.  

Aging in place requires multiple factors including the availability of any family member 

available at the time of need, the readiness and sacrifice of time, energy, and personal freedom 

required for a successful aging in place. Family members share and exchange services and 

resources out of natural altruism and reciprocity. Reciprocity—i.e., sharing, and mutual benefits, 

and exchanging resources within the kin network—may provide a solid basis for 

intergenerational relationships. Social exchange theory suggests that lack of reciprocity from the 

care recipient incurs poorer outcomes for caregivers (Dwyer et al., 1994). Reciprocity norms 

vary by both cultural and family expectations. For instance, families that foster differentiation 

(i.e., the ability to maintain a sense of self in the context of relationships) among family members 

promote both individual autonomy and close relationships. As Donorfio and Sheehan (2001) 

note in their qualitative study, daughters from undifferentiated families feel more incapacitated 

due to the perceived imminent death of their parents than balanced differentiated children. 

Gaining a better understanding of aging in place in rural areas considering the increase in 

longevity of older adults is a current research need. Little research uses data from three 

generations, particularly in the United States rural context, a novel contribution of the present 

study. Additionally, the present study used a quantitative and qualitative approach to establish 

authenticity and understand lived experiences of families from rural Mississippi currently 

supporting an older adult aging in place was conducted to understand lived experiences using a 

mixed method approach—quantitative and qualitative, simultaneously—to establish authenticity. 

Most current studies use either quantitative or qualitative approaches. However, to have 

in-depth insights into the lives of human experiences embedded in the social context, this study’s 
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data were collected, analyzed, and corroborated data using quantitative and qualitative 

approaches, following a concurrent research method (Morse, 1991). Triangulation, multiple 

methods, and multi-data collections (Fielding & Fielding, 1986) were used to document the 

findings’ validity (Morgan, 1998). To examine aging in place, three generations, including 

grandparents, adult children, and grandchildren, were included in the study to examine their 

perspectives using a semi-structured interview protocol and questionnaires.  

Background of Study 

This study focused on the perceived concerns and needs of three generations of family 

members living in rural Mississippi as it related to supporting older adults in their family to age 

in place. Aging in place has been a preferred arrangement for most older adults, yet successful 

aging in place requires a combination of supports from caregivers (usually family members), 

communities, and the government, and these supports may vary depending on the demographic 

area and/or financial resources (Veron, 2020). 

The rapid aging of industrial societies has prompted policymakers to ponder programs and 

services to meet the complex and diverse needs of their elderly populations that are frail, ill, and 

functionally challenged. Older adults desire to age in their familiar places during their late 

adulthood. In addition, aging in place may potentially enhance self-worth of older adults and a 

sense of attachment to their familiar environment. In addition, aging in place may provide older 

adults with the feeling of being connected and relevant to the community. That attachment to a 

community offers them a sense of legacy and continuity.  

 Older adults may age in place being functional in the community with some personal and 

environmental changes (Wahl & Lang, 2004) to help stay functional in the community. These 

changes may include a regular routine and changes in the house to help older adults move safely. 
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Family members are the immediate source of help that provide care for older family members. 

Intergenerational relationships have been impacted by structural and relational changes in 

families, filial norms, and obligations through legacy (Bowen, 1978) over time due to historical 

and cultural advancements. The family, an emotional unit of interacting personalities, 

experiences different relationships among themselves—positive, negative, or both 

simultaneously. The well-being of individuals is closely linked with these relationships 

(Umberson, 1992), and generally, aging parents and their adult children experience tensions with 

one another during the caregiving context (Fingerman, 2001; Umberson, 1992). For example, 

older children often face dual stress in caregiving. On the one hand, they care for their parents 

who have chronic illnesses and disabilities. On the other side, they deal with their children's 

demands, including the economic downturn, prolonged education, and slow transition to 

adulthood (Arnett, 2000). Understanding the needs and concerns of family members caring for 

the aging population is critical in creating environments that support healthy aging.  

Displacing older adults can be traumatic (Fullilove, 2004) and might lead to resentment, 

anger, and nostalgia because of lost connections and social relations (Atkinson, 2015). Older 

adults have deep rooted connection with the environment where they have spent most of their 

life, and it becomes hard to disassociate from the environment. It may be even more challenging 

when it is untimely. So, unexpected removal from the residence might be associated with loss 

and grief (Davidson, 2009).  

Purpose of the Study/Research Objectives 

This mixed-methods study investigates experiences of older adults aging in Mississippi, 

including the perceptions of two generations of family members caring for them. The study aims 

to explore problems faced by older adults in rural Mississippi and to understand concerns and 
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services from a multigenerational perspective needed to help older adults age in place. The 

results of this study can be used to inform policymakers, families, communities, and 

governmental agencies to help older adults age in place  Based on previous research conducted 

in rural areas, it was expected that older adults may live independently, but the challenges they 

face in achieving this goal as perceived by three generations of a family have not been 

confirmed. 

Research Questions 

The research questions this study sought to answer include: 

1) What current issues do older adults (G1) aging in place face? 

2) Within the same family, how do three generations (G1, G2, G3) perceive future concerns 

related to older adults (G1) aging in place? 

3) Within the same family, how do three generations (G1, G2, G3) perceive needs and 

services required for older adults (G1) to age in place? 

Significance of the Study 

This study has multiple implications for policymakers, community leaders, and, most 

importantly, families of older adults in rural Mississippi who want to age in place. First, this 

study will fill a literature gap in understanding the current and future concerns and perceptions of 

needs to assist the older adult aging in place in Mississippi. Second, this study will identify 

services needed to facilitate aging in place in Mississippi. Third, this study will inform agencies, 

families, professionals, and philanthropists involved with caregiving responsibilities and services 

to create a better environment for older adults aging in place in Mississippi.
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CHAPTER II 

REVIEW OF THE LITERATURE 

Aging in place is an alternative for older adults to live in their own homes is to ensure 

older adults’ independence as far as possible. It is a combination of living environment and the 

physical capacity of older adults (Lawton & Nahemow, 1973) to compensate for the loss of 

physical functionality of older adults within the family environment. This is a time of transition 

from independence to interdependence to dependence gradually within a familiar environment. 

Aging in place is based on interpersonal perceptions that are directed towards familiar people 

and places (Castro & Isaacowitz, 2019) in any social context to accommodate the preference of 

older adults to be independent during late adulthood.  

Healthy aging in place requires more nuance steps to make it happen. For example, 

addressing the aging population's needs requires more than just understanding the physical health 

components of aging. These perceptions are particularly important for rural areas as, historically, 

researchers and policymakers have held idealistic views that rural areas support healthy aging 

through close-knit community relations, a slower pace of life, and natural landscapes, which 

often resulted in oversights of this population in research (Keating & Phillips, 2008).  

Despite the general perception that rural areas are safe and friendly (Keating & Phillips, 

2008), older adults in one study reported lower subjective well-being than urban residents 

because of limited access to health facilities, geographic location, and isolation (Dudley, 2019). 
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Although some studies noted positive outlook and resilience among rural older adults because of 

more robust social networks (Evans, 2009), the population has declined considerably due to 

migration of younger generations to cities, leaving older adults with fewer supports and making 

them vulnerable to depression and isolation (Huxhold & Fiori, 2019). The demographic shift and 

migration of youth from rural to urban areas has negatively influenced caregiving resources. 

Unfortunately, assisted living and skilled nursing facilities are expensive and may be beyond 

most families’ reach. Furthermore, older Americans appreciate living independently. But 

because of health constraints, they may need assistance to stay functionally independent in their 

everyday lives. 

Moreover, many older adults—though not all—may have a physical or mental ailment, 

making them vulnerable and requiring the care of others, most probably family members. 

According to the latest statistics by the Alzheimer’s Association (2019), nearly 6 million 

Americans live with Alzheimer’s disease, the most common form of dementia. Furthermore, 

approximately 14% of all older Americans suffer from some form of dementia (Plassman et al., 

2007). Mental health issues and physical health decline may be challenging for families 

responsible for caring for their aging family members. Multiple studies agree that older adults 

wish to live in their own dwellings (Vasold & Binette, 2019). Physical, social, economic, and 

care features play a crucial part in deciding to age in place.  

Theoretical Perspectives 

Carstensen’s socioemotional selectivity theory (SST), a lifespan theory of motivation, 

helps us understand why older people age in place and desire to live in their dwellings (Vasold & 

Binette, 2019) and within their communities. Socioemotional selectivity theory (SST) explains 

that as people age, they become selective of their time investment that they see limited resources 
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left with them. This notion of limited time and resources changes their motivation and thinking 

process. Older adults tend to select fewer goals, relationships that provide them with more 

satisfaction. Life-changing events such as retirement, lower incomes, spousal death, physical 

limitation, and health decline may leave them to think more selectively of their relationships for 

their well-being and control. Laura L. Carstensen (2006) found that social circles, such as 

friends, family, and neighbors, reduce as older adults age. The older adults become more aware 

of the time they have left and recalibrate goals as their motivations change. They opt for more 

reliable and satisfying relationships that might be more supportive and are more likely to 

enhance their self-efficacy and control (Carstensen, 1992; Charles & Carstensen, 2010). 

Furthermore, Wahl and Lang (2004) argue that, as persons perceive their future as limited, they 

feel a greater sense of belonging to the environment (Diehl & Wahl, 2010) that they have been a 

part of for a long time where they have developed attachments with people and places. In 

particular, African Americans have lived their lives with financial challenges and faced social 

discrimination in rural communities, yet many have been resilient to poverty and illness, which 

might be an outcome of their attachment to the people and places they have been a part of since 

their early years (Rowles, 2017). However, the quality of life can vary greatly amongst older 

adults aging in place.  

Advantages of Aging in Place 

There are several reasons that people may choose to age in place as aging in place offers 

many benefits. The family members can help older adults with the idiosyncratic needs they 

pursued over the years including their choice in food and habits. In addition to more personal 

care, staying in the same home or community allows the older adult to remain connected with 
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neighbors, pets, and memories. This connection can provide them with a sense of familiarity 

(Ratnayake et al., 2022).    

Further, staying at home during old age may provide older adults with a sense of 

autonomy or independence. Aging in place also may improve older adults' quality of life because 

of a familiar physical and geographical setting, and being close to their friends and long-lived 

neighbors may add to their health and happiness. However, happiness is a subjective term that 

may be associated with expectations and the availability of resources (Schnettler et al., 2015). 

Aging in place provides a sense of familiarity in homes older adults have lived their most 

part of their lives. Additionally, aging in place has multiple tangible advantages that enhance the 

quality of life among older adults, including physical, social, and economic benefits. The 

benefits are interlinked, supporting one another to improve the living standard of older adults. 

For instance, older adults in better physical condition can socialize without reliance on others for 

transportation. Further, older adults’ psychological well-being is impacted because they are part 

of the larger community where they have served and lived, creating more happiness and 

satisfaction. Lastly, they contribute to the community by teaching life-long life lessons and 

transferring culture and skills to the next generation. Physical and mental health holistically play 

an integral role in well-being. Therefore, physical well-being, for instance, feeling very healthy 

and full of energy, is considered a critical aspect of aging in place (Keyes, 2002).  

Aging in place may also bring many advantages to communities, for instance, 

intergenerational learning and interaction as accumulated knowledge and experiences that will 

strengthen communities and enrich the lives of its members. Aging in place may provide older 

adults with a sense of community and a feeling of relationships within the community.  
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Another benefit noted in the literature relates to the economic advantages often associated 

with aging in place. While the housing landscape is rapidly changing in the current economy, 

home mortgage payments (Leviton, 2002), especially in the rural South, are still likely to be less 

costly than alternatives such as nursing homes or assisted living facilities. The cost of living in a 

nursing home falls to the individual, except Medicare will cover the first 100 days after a 

hospitalization of at least 3 days. Of note, the average cost of a semi-private room in a nursing 

home is $6,844/month, a private room at an assisted living facility is $3,628/month 

(Administration for Community Living, 2020b), yet the average monthly mortgage payment in 

Mississippi is currently $990. For those who financially qualify, Medicaid will pay for the 

complete cost of nursing home care. However, for Medicaid to cover the bill, the older adult 

must give up all but the Personal Needs Allowance (PNA), which is a small amount determined 

by one’s state of residence. In Mississippi, the PNA is set at $44 per month.  

Barriers to Aging in Place  

As people grow old, their social circles shrink because of retirement, the demise of 

significant others, lack of physical agility, a sedentary lifestyle, and ailments from mild to 

chronic. Mental and physical issues start with aging that are age related problems while aging in 

place become challenging. Epps et al. (2018) summarized challenges for families in urban 

context aging in place that improper housing, financial constraints, inadequate resources, lack of 

transportation and non-availability of proper information about access to services available. Lack 

of transportation may become a serious problem in rural areas with limited resources. Limited 

access to transportation may lead older adults to social isolation and elevated health costs and 

affordability. The lack of affordable transportation may profoundly affect older adults’ mental, 

physical, and social health.  
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Intergenerational support may help aging in place for older adults, but it is less reliable 

than in previous generations because of smaller family size and migration of younger persons to 

cities for financial or social reasons. Lack of skilled family members who can assist older parents 

to age in place is also a barrier to aging in place. For example, family members may not feel 

confident in administering medications or may lack an understanding of how to manage a health 

issue, which could result in risk for the older adult aging in place. Aging in place has been rooted 

in multigenerational living for a long time for many reasons. Multigenerational is a term used to 

define households that include two or more generations living together (Cohen & Casper, 2002). 

Aging in place requires social capital, and multigenerational families build social capital through 

social networks and by making associations with family, friends, and neighbors. 

Multigenerational families share resources including social, economic, and emotional for 

the entire family system. Further, multigenerational families provide support to one another to 

survive and live a comfortable life. As the family approach suggests achieving long-term goals, 

family support is essential. The state of stability and change over a lifetime within the family 

demands intergenerational harmony and collaboration. The dependence on multiple generations 

for care in late life can become a barrier to aging in place when younger generations are not 

available or when relationships are strained or disrupted. 

There are multiple concerns about the well-being of older adults aging in place due to 

rural changes. For example, a study reported four problems that older adults experience: loss of 

sense of community, social loss and isolation, attachment to place, and commitment to stay 

(Strommen & Sanders, 2018). In addition, concerns about aging in place are affected by physical 

health, access to services, and social support.  
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Aging in place provides older adults with community connections. However, some 

remote rural areas have limited government services, poor health care, and retail food stores that 

are hard to access for older adults with limited resources (Hash et al., 2015). Lack of access to 

the services available for older adults are either far away or not fully equipped.  

Intergenerational Relationships 

Intergenerational relationships are a source of satisfaction or distress, depending on the 

quality of relationships, proximity, and success of children among parents. For example, 

proximity and frequency of contact do not relate to parental well-being (Mancini & Blieszner, 

1989; Suitor & Pillemer, 1987), but the quality of parent-child relationships does (Koropeckyi-

Cox, 2002). Close relationships can provide a source of support and positive emotion for older 

adults. Children’s accomplishments and success in a parenting role (Ryff et al., 1994) may buffer 

stressors among older adults (Silverstein & Bengtson, 1991).  

The socioemotional selectivity theory (Carstensen, 1992) suggests that older adults show 

greater interest in family relations than young adults because of perceived imminent death. For 

example, older grandparents were found to have healthier levels of affection for grandchildren 

than younger grandparents (Silverstein & Long, 1998). Intergenerational solidarity keeps 

families cohesive and functionally active and promotes continued reciprocity in emotional, 

financial, and instrumental resources (Silverstein et al., 1997) and strong intergenerational 

relationships (Hank, 2007). Intergenerational solidarity (Bengtson & Roberts, 1991) includes 

associational, affectual, consensual, functional, normative, and structural dimensions, but only 

associational solidarity has been examined in any depth. Associational solidarity refers to 

frequency and patterns of interaction of family members engaged in by the family; affectual 

solidarity means positive sentiment towards family members; consensual solidarity means degree 
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of agreement on values, attitudes, and belief among family members; functional solidarity 

includes degree of support and exchange of resources among family members; normative 

solidarity refers to the strength of commitment to perform familial roles and obligations; and 

structural solidarity speaks of number, type, and proximity of family members. These 

dimensions help understand the contextual hazards that hamper quality of life of older adults 

aging in place. Furthermore, they provide resources for helping older adults age in place 

successfully. 

Baby boomers are a cohort that promoted new standards of personal and individualistic 

lifestyles. Fingerman et al. (2012) argue that some baby boomers favored their children more 

than their aging parents. Furthermore, personal values, family members’ needs, and unique 

rewards rather than familial bonds and intergenerational obligations influenced their support 

patterns in some, if not all, families. Similarly, frequent divorces and remarriages have weakened 

familial bonds. These changes have created uncertainty about late caregiving by baby boomers in 

subsequent decades. 

Older adults prefer to live independently from their children as long as possible (De Jong 

Gierveld & Van Tilburg, 1999), but some children may fail to launch due to multiple reasons, 

such as disabilities and delaying education. On the other hand, health problems lead children to 

perform as caregivers for older adults doing daily living activities (Hank, 2007). There are two 

kinds of activities essential for independent living: activities of daily living (ADLs) and 

instrumental activities of daily living (IADLs). Activities of daily living consist of basic self-

care, for instance, getting into/out of bed, toileting, bathing, eating, and getting dressed, whereas 

instrumental activities are more complex tasks related to living independently, for example, 

going to grocery shop, driving, cleaning, and preparing meals. Socioeconomic conditions also 
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affect older adults’ ability to live independently: Well-off families may not experience the 

situation in the same way as less fortunate families (Dunn & Phillips, 1998; Kotlikoff & Morris, 

1990).  

Caregiving Impact on Intergenerational Relationships 

 Caregiving is an altruistic behavior, and over 65 million adult family caregivers provide 

unpaid care for their loved ones who cannot care for themselves (Gibbons et al., 2014). With 

40% of all long-term care residents suffering from some form of dementia (Centers for Disease 

Control and Prevention, 2014), the burden placed on caregivers is substantial. Many caregivers, 

mostly family members, report experiencing burnout or “emotional and physical exhaustion 

caused by the stressful demands of their daily work” (Sarabia-Cobo, 2015, p. 76). Because of 

those technical aspects of caring for their older family members, caregivers feel the strain of 

physical, emotional, and financial issues (Cho et al., 2016). There are 5.5 million U.S. adults 

ages 70 and older receiving informal care, including 3.6 million experiencing dementia 

(Friedman et al., 2015). The demographic shift and migration of youth from rural to urban and 

industrial proximity, for any reason, have negatively influenced caregiving resources. 

The family members may better assist older adults by providing instrumental care in the 

family because family members might know the preferences and lifestyles of their older 

relatives. Instrumental care includes laundry, cleaning and organizing the room, preparing food, 

and offering transportation (Maas et al., 2004). Family involvement in caring for older adults 

provides socioemotional assistance to older adults by talking with older adults, holding their 

hands for physical touch, reminiscing, and involving them in social activities (Maas et al., 2004). 

Assisted living facilities are expensive and may be beyond most families’ reach. In addition, 
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older Americans appreciate living independently. To live independently, they may need 

assistance according to health constraints to stay functional in their everyday lives.  

Bobinac et al. (2010) notes that terms caring for and caring about are slightly different in 

connotation. For instance, “caring for” includes more instrumental support to carry out daily 

functions for a smoothly functioning life, such as dressing, helping move around, and eating. On 

the other hand, the term “caring about” means more psychological and emotional support in 

which someone contacts physically or digitally to know about their well-being and provide 

emotional assistance. Instrumental support is more concrete in helping with chores related to 

everyday activities, whereas expressive support is more psychological and sympathetic. 

However, both may contribute to the well-being of older adults.  

Despite the general perception that rural areas are safe and friendly (Keating & Phillips, 

2008), older adults reported lower subjective well-being than urban residents because of limited 

access to health facilities, geographic location, and isolation (Dudley, 2019). Although some 

studies noted positive outlook and resilience among rural older adults because of more robust 

social networks (Evans, 2009), the population has declined considerably due to the migration of 

younger generations to cities, leaving older adults with fewer supports and making them 

vulnerable to depression and isolation (Huxhold & Fiori, 2019). 

In some instances, the need for caregiving becomes inevitable for older adults in the 

family. Still, challenges related to family configuration and early parental attachment can lead to 

poorer well-being. Silverstein et al. (1997) argued that unhealthy early parent-child relationships 

might have adverse effects on future caregiving because of weaker intergenerational affiliations. 

Further, these trends are linked with marital instability, family atomization, and disruption. In 
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some instances, remarriage with a younger spouse may mitigate caregiving for baby boomers in 

their late adulthood. 

Intergenerational relationships that are compromised reduce the chance of social support 

in late adulthood among step and divorced families. Similarly, the probable support network may 

decline due to the proliferation of kin relationships that result from repeated divorces and 

remarriages in families (Riley & Riley, 1994). Every family is different and may deal with aging 

in place differently. 

Hence, solidarity theory reflects on many aspects of relationships but emphasizes on 

three dimensions of intergenerational relationships, for instance frequency of contacts, positive 

relationship quality, and support exchange among generations. It also happens ambivalence, 

mixture of positive and negative feelings at the same time, happens even in positive relationships 

(Birditt & Fingerman, 2012). Solidarity theory also posits that positive aspects of 

intergenerational ties are reciprocal in nature. In the coming decades, many baby boomers may 

have disabilities and need care. Although norms and perceived obligation to support family 

members have declined (Silverstein et al., 2006), most baby boomer parents are involved with at 

least one grown child weekly (Fingerman et al., 2012). This is because they need social 

connectivity with family members to feel emotionally attached to feel better. However, healthy 

attachment and reciprocity matter in support and care (Silverstein et al., 2002).  

Family support for older adults in their late life is desired and expected. According to 

Van Den Broek et al. (2019), the recent long-term care (LTC) reforms in the Netherlands are an 

example of a paradigm shift of caregiving through family support contrary to state-supported 

services through recognition and support of families’ older relatives. The families’ care may 

have an added benefit of shared vision and historical background. Shared histories among family 
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members may buffer against depression and loneliness during late adulthood. However, care 

provision is varied among families with more siblings and only children. For example, Broek and 

Dykstra (2017) note that only children are more likely than children with siblings to provide 

support and care for aging parents. They may perceive it to be their obligation as the sole 

caregiver to accommodate their parents in times of need. 

Older adults are healthier than their predecessors. A positive aspect of older adults is that 

they provide more care to their grandchildren and spouses than they receive care from family 

members. For example, for many older adults, almost half are caring for a spouse; others care for 

their friends, neighbors, or frail parents. According to the National Alliance for Caregiving 

(2015), 75-year-old adults provide caregiving for about 34 hours per week, which is 10 hours 

more caregiving per week than younger caregivers provide to older adults. According to Sarasa 

and Billingsley (2008), caregiving depends on the parent’s health status, the need for activities of 

daily living (ADLs), the family income, and where adult children are involved in caregiving. 

Similarly, the number of children, children’s social position, and the nature of governmental 

support may also affect the probability of providing care for older adults. 

Family plays a critical role in the lives of older adults in terms of the care they provide 

and helps them stay in their homes comfortably irrespective of their physical frailty, cognitive 

disorders, and neurocognitive dysfunctionality during their old age. In addition, families often 

support their older adults in instrumental tasks such as handling finances or making meals for 

them.  

Intergenerational Relationships and the Sandwich Generation 

The sandwich generation refers to the adults with at least one living parent aged 65 or 

older and who are either raising a child younger than 18 or providing financial help to a grown 
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child age 18 or older (see DeRigne & Ferrante, 2012 for review). The sandwich generation is 

squeezed between their children and parents, meaning they are caring for their parents and 

support their children at the same time. This gap is wider in developed countries compared to 

developing nations. Despite the stresses placed on the family with increasing modernization, 

families in developing parts of the world continue to be the caregivers’ elders irrespective of 

community and public support systems. According to Charles and Carstensen (2010), people are 

generally satisfied in old age and experience relatively high levels of emotional well-being. 

However, the responsibilities of work and home simultaneously make caregiving challenging for 

adult children, the sandwich generation. The sandwich generation implies the people in their 

thirties or forties that are responsible simultaneously for bringing up their children and caring for 

the aging older adults in their family. 

Aging Theories 

There are many theories on biological aging. Weinert and Timiras (2003) summarize four 

general categories of theories on aging and discuss possible interaction among the suggested 

mechanisms that cause aging. These include evolutionary, molecular, cellular, and system-based 

theories. Evolutionary theory argues that aging results from the force of natural selection, with 

aged individuals no longer having characteristics necessary for reproductive success and 

therefore providing no benefit for the continuation of the species (Haldane, 1941). Molecular 

theories explain that aging results from changes in the expression of genes that regulate both 

development and aging. The cellular theory argues that cell division among normal genes limits 

the number of cell divisions over time (Hayflick, 1965). Lastly, system-based approaches explain 

that the aging process is a decline of the organ systems affecting the adaptation to the 

environment, for instance, the nervous, endocrine, and immune systems. Findings based on 
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different theoretical approaches suggest aging can demonstrate decreased physical, 

physiological, and cognitive capacities.  

Theory of selective optimization with compensation (SOC; Baltes & Baltes, 1993) posits 

as people age their capacities to be functional decline gradually through the losses that bring the 

aging process, but using compensation strategies, older adults maintain reasonable functionality 

in their lives. Theory of socioemotional selectivity SST (Carstensen, 1992) posits that younger 

people opt for long term and expansive goals and expand their social contacts to explore 

meaningful experiences in their life ahead. On the other hand, older adults prioritize their goals 

that are meaningful to them emotionally and comparatively short-term goals with fewer contacts 

but emotional satisfying. 

As noted above, theories of aging explain the process from various perspectives. For 

instance, people with parents who have lived long lives are likely to live longer. Genes and the 

mutations in those genes are responsible for how long we live (Jin, 2010). On the other hand, 

non-genetic theories explain aging in terms of molecular and cellular changes that affect the 

performance of muscular work and distort everyday functionality in some cases. Wear-and-tear 

theory (Wiesmann, 1882, cited in Sattaur et al., 2020) assumes that animal cells are like 

machines, and they wear out after long-term use; however, they can recover to a certain extent 

with the right kind of support. The cross-linking theory (Diggs, 2008) explains that, during 

aging, chemical changes happen in the body; for instance, proteins, and DNA chemical bonds to 

each other. Cross-linking also explains the reduced elasticity of tendons, skin, and blood vessels: 

The binding of glucose to a protein causes various health issues. Diabetes is also viewed as a 

form of accelerated aging and age-related problems.  
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Life Expectancy 

The number of years a person in a particular population can expect to live under the best 

of circumstances is known as life expectancy. As compared to almost all other wealthy countries, 

American have shorter life expectancy, despite being one of the wealthiest nations across the 

globe (Kontis et al., 2017).Recently, a newborn can expect to live until about the age of 79; a 65-

year-old can expect to live another 19.3 years, until the age of 84 years; and a 75-year-old can 

expect to live another 12.2 years, until the age of 87 (Arias et al., 2022). So, the older you are, 

the longer you are likely to live. There may be factors contributing to long life for instance, 

healthy habits, better sanitation, and better behaviors towards a better lifestyle.  

What is Aging?  

 During normal aging, naturally physiological processes slow down with age. Many 

adults reach their physical peak in their 20s, when their biological functions begin to decline 

gradually. Many structural and functional changes happen during aging, such as reduced walking 

ability, muscular strength, balance, and elasticity (Benavent-Caballer et al., 2014). As a result of 

aging, mental health is also affected severely because of deterioration in neurological 

mechanisms (Bishop et al., 2010). However, adapting to changing physical and social 

environments can enhance abilities and skills even in advanced age (Crews, 2022). However, an 

older person’s memories and fluid intelligence may not be as keen as during previous life stages.  

People age biologically, socially, and emotionally over time; however, at the biological 

level, aging prevails because of a myriad of muscular, molecular, and cellular damage in every 

individual's life (da Costa et al., 2016). These deteriorations may lead to decreased physical and 

mental capacity, increased risk of diseases, and, ultimately, death. These changes are neither 

linear nor age-specific and not consistent throughout the elderly population. There are many age-
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related conditions including hearing loss, cataracts, refractive errors, back and neck pain, chronic 

obstructive pulmonary diseases, diabetes, depression, and dementia that can impact the process 

of aging (da Costa et al., 2016). These biological and health-related changes often result in the 

need for assistance with daily tasks, but access to assistance varies by individual circumstances 

and location.  

Historically, life expectancy has continued to rise as technology, medical advances, and 

nutrition opportunities have expanded (Crimmins, 2015). For example, life expectancy in 

industrialized countries has significantly increased from 45 years to 80 years since the beginning 

of the 20th century because of improvements in health care, food, sanitation, and living 

standards. Moreover, demographic projections suggest that life expectancy for men and women 

who maintain the healthiest lifestyle will continue to increase. However, according to the Arias, 

(2011), life expectancy in the United States lags that of many high-income countries. Among the 

top 40 countries with the highest life expectancies worldwide, the United States rests 40th, which 

is a decrease over the last half of a century (e.g.., the United States had the 20th highest life 

expectancy in 1980). Lastly, everyone's aging process is unique; genetics as well as healthy 

habits and living conditions earlier in life can play a role as well as current experiences and 

access to services. 

Physical Health 

Physical health is important for better cognitive functioning, avoiding depression, and 

maintaining everyday functionality, particularly during late adulthood. The sedentary behavior 

invites a repertoire of health-related complications including digestive disorders, arthritis, and 

other chronic problems. Maintaining regular light physical exercises may avoid many of these 

problems. However, physical health is a significant determinant of independent living for older 
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adults. Older adults suffer from chronic diseases such as dementia, heart-related issues, type 2 

diabetes, cancer, and arthritis. These physical issues are challenges to effectively age in place. 

There is a myriad of chronic problems that impede older adults’ everyday functionality. For 

example, arthritis, joint inflammation, is a common complaint among older adults that restricts 

their mobility. Swelling, pain, and stiffness can result in loss of function for older adults. 

However, arthritis is more common in women than men and in African Americans than 

Europeans.  

Sensory limitation among older adults plays a perilous role among older adults’ everyday 

functionality: Reflex responses, hearing loss, and vision issues come together that hamper 

multiple everyday functions like driving and reading. According to Heinrich et al. (2016) sensory 

impairment disrupts communication, may cause social isolation, depression in some acute cases, 

compromise independence, cognitive decline, and affect general well-being. 

 In addition to chronic disease, accidental injury in older adults increases, placing them at 

greater risk of unintentional injuries from falls. In addition, accidents are the ninth leading cause 

of death among older adults in the United States. However, falls can be reduced by equipping 

homes with safety features, for instance, railings and non-skid floors. Accidents can be further 

reduced by wearing proper glasses and using hearing aids, when needed, thus reducing 

unintentional injury for older adults.  

Another common disease among older adults is type 2 diabetes worldwide due to 

increased life span. According to Mordarska and Godziejewska-Zawada (2017), one third of U.S. 

population over 65 years old are diabetic, which is a major cause of morbidity and mortality 

among the geriatric population. Diabetic older adults are more at risk of depression, cognitive 

decline, increased urinary incontinence, and frequent falls. 
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Age-specific conditions such as hearing loss, sleep difficulties, bone and muscle loss, 

diabetes, and decline in physical and mental functionality affect a person's capacity to age in 

place. Further, many changes happen in sensory functioning after the age of 40; for instance, the 

lenses of the eyes become stiffer, leading to presbyopia. Presbyopia is a refractive error that 

makes it difficult for older adults to see things up close. Many physical and mental implications 

are related to normal aging (Merchant et al., 2021). Moreover, cataracts cloud the lenses of the 

eyes, which reduces the vision among many older adults.  

 Mental Health 

As people age, age-related changes impact mental health, for instance, coping with 

chronic illness, losing loved ones, and reduced social circles. In case these circumstances persist, 

it may lead to depression, feeling of grief, social isolation, and anxiety. Mental health affects our 

functionality through how we think and feel. Newman and Zainal (2020) reported that social 

isolation and loneliness have a strong connection with cardiovascular, immune, neurocognitive, 

and mental problems. 

While aging, older adults undergo various life changes that influence mental health, for 

example, coping with a severe issue such as losing a loved one. In certain instances, emotional 

distress may lead to physical illnesses such as digestive disorders, sleep disturbances, and lack of 

energy. Although many older adults cope with these changes and normative stressors, some do 

not. 

Mental health is a crucial part of a healthy lifestyle where people go on with their lives 

using their cognitive reserves. As 77% of adults, 50 years old and older, opt to age in place 

(Davis, 2021) because of social and emotional benefits, for instance, the comfort of home, family 

and friends, social engagement in the community they lived with, cost-effectiveness, and the 
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ability to uphold dignity and independence. Further, a sense of empowerment and autonomy 

might be encouraged when they run errands and complete daily living tasks like house 

maintenance, food preparation, and personal care. To shed off loneliness and isolation while 

aging in place, older adults may continue their social networks with religious communities, 

favorite clubs, and related organizations that can offer resources to live a happy life with minimal 

physical and financial resources. Social activity during old age benefits physically and 

emotionally and reduces cognitive decline. For example, the results of research at Rush 

Alzheimer's Disease Center in Chicago found 70% less cognitive decline among socially 

involved older adults than those with low social activity (James et al., 2020).  

Dementia, including Alzheimer’s disease, is common among older adults, although 

dementia is not a consequence of normal aging but of disease processes that damage brain tissue. 

Common symptoms of dementia include slow thinking processes, memory, judgment, and 

reasoning. Alzheimer’s disease is a progressive brain disease affecting four to five million 

Americans. Alzheimer’s disease increases with age, and 1 in 10 Americans over the age of 65 

years of age has Alzheimer’s disease. Alzheimer’s disease is also the fifth leading cause of death 

in older adults (Rabinovici et al., 2016) Chronic stress is a major health problem among many 

older adults that may lead to depression and anxiety. Depression affects 10% of people aged 65–

80 and affects 20% of the population aged 81 and above (Solhaug et al., 2012). Depression, 

according to Casey (2012), can be a continuation of depression from earlier periods of life or can 

be developed afresh. Depression goes beyond sadness or bereavement and may relate to the loss 

of companions and friends. There is empirical evidence that mindfulness helps improve mental 

health and well-being (Gu et al., 2015).  
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Well-Being and Quality of Life  

Although there is no agreed-upon definition of quality of life, a combination of terms like 

quality of life, well-living, life satisfaction, needs fulfillment, and happiness may be used to 

explain well-being (Carreira et al., 2019). Well-being is the experience of health, happiness, and 

prosperity that includes having good mental health, life satisfaction, a sense of meaning or 

purpose, and the ability to manage stress (Pidgeon & Keye, 2014). Well-being and life 

satisfaction are commonly intertwined with basic human needs, such as food, shelter, income, 

and modern conveniences (electricity, health equipment, and communication). Higher levels of 

well-being are associated with decreased risk of disease, illness, and injury; better immune 

functioning; speedier recovery; and increased longevity (Ostir et al., 2000). Also, well-being is 

associated with numerous health, job, family, and economically related benefits (Centers for 

Disease Control and Prevention, 2014). Frey and Stutzer (2002) summarized research from 

multidisciplinary fields and delineated various aspects of well-being, such as physical (e.g., 

limited health concerns), economic (e.g., can make ends meet), social (e.g., supportive social 

network), emotional/psychological (e.g., feelings of worthiness and value), intellectual (e.g., 

ability to plan and engage in daily activities), and spiritual (e.g., the purpose of life greater than 

self.  

Similarly, quality of life, as defined by the World Health Organization, is an individual's 

perception of their position in life in the context of the culture and value system where they live, 

and concerning their goals, expectations, standards, and concerns" (The WHOQOL Group, 1995, 

p. 3). Brown et al. (2004) determined that quality of life “is inherently a dynamic, multi-level and 

complex concept, reflecting objective, subjective, macro-societal, and micro individual, positive 

and negative influences which interact together" (p. 46). Spitzer (1987) identified three 

https://www.psychologytoday.com/us/basics/happiness
https://www.berkeleywellbeing.com/anti-stress.html
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dimensions of quality of life: physical function, mental status, and the ability to engage in normal 

social interactions).  

As in everyone's life, well-being is essential for older adults who are aging in place. A 

comprehensive review study (Van Leeuwen et el., 2019) suggested that older adults value (1) 

feeling healthy and not restricted by physical issues, (2) managing their own tasks, (3) having 

prestige, (4) not having a feeling of burden, (5) spending time in everyday activities, (6) being 

involved in social tasks, (7) having close relationships that provide them a feeling of attachment, 

(8) feeling secure in home, and (9) not having financial restrictions. So, quality of life means 

many factors under an enormous umbrella of well-being and satisfaction. 

The health factor in quality of life is often elevated above other elements. The World 

Health Organization (WHO) defined health as a “state of complete physical, mental and social 

well-being, and not merely the absence of disease and infirmity” (WHO, 1947). Mental well-

being is an essential part of well-being in general so, during old age, mental well-being is 

strongly associated with better health and a higher level of functioning (Fox et al., 2007). 

Further, it is bidirectional and has a connection with physical well-being and prolonged life 

expectancy (Steptoe et al., 2012).  

Behavioral health can improve physical well-being, cognitive well-being, social well-

being, and independence (Abud et al., 2022). Physical well-being means maintaining a good 

level of physical capability to improve successful healthy aging. Wallack et al. (2016) described 

physical activity as a subtype of lifestyle and choices that include exercise but also medication 

management and alternative therapies. Cognitive well-being means self-awareness, 

outlook/attitude, lifelong learning, and faith (Abud et al., 2022). Self-awareness includes self- 
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esteem, self-achievement, resilience, body awareness, and a sense of purpose (Wallack et al., 

2016). 

Social well-being includes social support, financial security, and community engagement. 

Social support is not only establishing relationships and rapport with family members but also 

with acquaintances. Community engagement includes volunteering for service work, going to 

churches, and feeling acquainted with the community. Being a part of a community helps 

develop a sense of ownership and oneness. Despite working with others, one feels independent 

and able to use one’s cognitive ability to live without support as well as being financially 

independent of family or friends (Chen & Zhang, 2022). Economic well-being is interpreted as 

having security at present and in the time to come, wherein present security includes the ability 

of an individual, family, and community to meet their basic needs for things such as food, 

housing, utilities, health care, transportation, care, and control over their day-to-day expenses 

and functionality. 

Well-being and life satisfaction are commonly intertwined with basic human needs, such 

as food, shelter, income, and modern conveniences (electricity, health equipment, and 

communication). Higher levels of well-being are associated with decreased risk of disease, 

illness, and injury; better immune functioning; speedier recovery; and increased longevity (Ostir 

et al., 2000). Also, well-being is associated with numerous health, job, family, and economically 

related benefits (Centers for Disease Control and Prevention, 2014).  

Quality of life term is subjective in connotation as it varies contextually and from person 

to person as well. However, quality of life is influenced by many things such as having services 

and resources to meet basic needs. The needs include both psychological and physical within any 

specific geographical location. Further, people around the environment provide many resources 
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to add to one’s quality of life such as reaching out to help at the time of need, spending time 

together, and making one another feel supported. Thus, aging in place can provide multiple 

social, psychological, and physical resources that add to quality of life of older adults. However, 

aging in place does not ensure quality of life because older adults may not have continuity of 

roles, responsibilities, and relationships especially in the case of mental issues with older adults 

like dementia (LeRoy et al., 2010).  
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CHAPTER III 

METHODOLOGY 

A mixed-method study design was selected to examine three-generational families’ 

perceptions of concerns and needs related to aging in place in rural Mississippi, gathering 

quantitative data using a questionnaire and qualitative data through interviews. This study was 

conducted using triangulation design (Creswell et al., 2003) commonly used in mixed methods 

studies in social sciences. The reason for using this design was to collect data on the same topic 

through different methods concurrently (Morse, 1991) to grasp in-depth understanding of the 

research problem. This design is feasible to benefit from quantitative method, for instance large 

sample size and generalization, and qualitative method for example, in detail, small sample, and 

minute details. It is also suitable for comparing two separate data sets to arrive at conclusive 

findings (Morse, 1991) about the research problem.  

The decision to use a mixed-method approach is to integrate quantitative and qualitative 

information for meaning-making and trustworthiness of the nuanced construct of aging in place, 

including issues, caregiving, and intergenerational relationships. Grandchildren, parents, and 

grandparents of more than 65 years in rural areas of Mississippi were recruited using personal 

acquaintances, Extension agents, church leaders, and snowball sampling. Rural areas are defined 

as all areas that are not considered urban areas; the threshold for classifying an area as “urban” 

ranges from 2,500 to 50,000 (Economic Research Service, 2019). The specific research questions 

this study sought to answer include: 
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1) What current issues do older adults (G1) aging in place face? 

2) Within the same family, how do three generations (G1, G2, G3) perceive future concerns 

related to older adults (G1) aging in place? 

3) Within the same family, how do three generations (G1, G2, G3) perceive needs and 

services required for older adults (G1) to age in place? 

Participants 

The sample consisted of 59 participants: older adults aged 65 years and over (G1; n = 

18), adult children (G2; n = 22), and grandchildren 18 years or older (G3; n = 19) (see Table 

3.1). To recruit participants, word-of-mouth recruitment procedures were utilized. Specifically, 

Extension agents and community ties (e.g., church and community leaders) were used for the 

initial recruitment. A snowballing strategy was used to generate additional interest in 

participation in which participants recommended families who were experiencing similar phases 

in their lives to join the study by providing researchers with names, phone numbers, and 

addresses of other families who had older adults aging in place and living in rural communities. 

The researchers contacted participants via phone and described the study and, if they were 

interested, the researcher worked with the family members to set up an interview time in their 

home or in a neutral location, such as a county Extension office or community center, where all 

three generations of the family could be present.  

Table 1 displays the demographic characteristics of participants. Participants were 

between the ages 18 and 93 (M = 56.20; SD = 23.40) at data collection time. G1 ages were on 

average 85.26 years, G2 ages on average were 57.10 years, and G3 ages on average were 27.23 

years. One participant from G3 was 15 years of age and participated with parental consent and 

child assent. Out of 59 participants, 34.48% (n = 20) were male and 65.52% (n = 38) identified 
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as female. Most of the participants (54.39 %; n = 31) were white including 11 from G1, 11 from 

G2, and 9 from G3; the remaining (45.61%; n = 26) identified as African American or Black 

including 6 from G1, 11 from G2, and 9 from G3. None of the participants described themselves 

as Hispanic or Latino. 

A plurality of the participants had some type of post-high school education and/or 

training. Specifically, 13 participants (22.81%) earned bachelor’s degrees, including three from 

G1, six from G2, and four from G3. Some of the participants (14.04%; n = 8) had an associate or 

some technical education (i.e., one from G1, four from G2, and three from G3). Similar numbers 

of participants (14.04%; n = 8) had master’s degrees: none from G1, five from G2, and three 

from G3. Eleven participants (19.30%) had earned some college credits, including six from G1, 

three from G2, and two from G3. Nine participants (15.79%) had high school education (i.e., 

three persons from each of three generations), whereas seven (12.28%) had less than a high 

school education, including four from G1, none from G2, and three from G3.  

Almost half of the participants (48.28%; n = 28) were married including 8 from G1, 15 

from G2, and 5 from G3. Approximately one-fourth of the participants (27.59%, n = 16) were 

single and never married including 2 from G2 and 14 from G3. Some participants (15.52%, n = 

9) reported being widowed: eight from G1 and one from G2. One participant from G2 reported 

their marital status as separated, with four participants (6.90%) reporting they were divorced 

(i.e., one from G1 and three from G2).  

Nearly half of the participants (46.43%, n = 26) reported working full-time jobs, 

including 1 from G1, 17 from G2, and 8 from G3. Part-time employment was noted for five 

participants (8.93%; i.e., one each from G1 and G2, and three from G3). A small number of 

participants were unemployed and looking for jobs (5.36%, n = 3); all were from G3. Some 
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(8.93%, n = 5) participants, one from G2 and four from G3, were unemployed but not looking 

for a job. Fourteen participants from G1 (87.50%) and three participants from G2 (13.64%) 

reported that they were retired. 

Fifty-five participants reported their annual income, including 16 from G1, 22 from G2, 

and 17 from G3. Many of the participants (23.64%, n = 13) described their annual income as less 

than $15,000. The remaining family incomes reported are as follows: 7.27% (n = 4) noted their 

annual income between $15,000 to $25,000; 27.27% (n = 15) described their annual income 

between $25,000 to $50,000; 18.18% (n = 10) noted their income between $50,000 to $75,000; 

3.64% (n = 2) described their income between $75,000 to $100,000; and 20.00% (n = 11) noted 

their annual income as $100,000 or more. 

Table 3.1 Participant Characteristics Overall and by Generation 

 Total/Overall 

N (%)   

G1  

N (%)   

G2  

N (%)   

G3 

N (%)   

Participants    18 (30.5%)  22 (37.3%)  19 (32%)  

Age          

15-25  6 (10.90%)    6 (31.58%) 

26-35  12 (21.81%)    12 

(63.16%) 

36-45  2 (3.64%)   1 (4.76%) 1 (5.26%) 

46-55  10 (18.18%)   10 (47.6%)   

56-65  9 (16.36%) 1 (6.67%) 8 (38.10%)    

66-75  7 (12.73%) 5 (33.33%) 2 (9.52%)  

76-85  4 (7.27%) 4 (26.67%)    

86-95  5 (9.09%) 5 (33.33%)    

Gender           

Male  20 (34.48%)  6 (35.29%)  8 (36.36%)  6 (31.58%)  

Female  38 (65.52%)  11 (64.71%)  14 (63.64%)  13 

(68.42%)  

Race (Self-described)           

African American or 

Black  

26 (45.61%)  6 (35.29%)  11 (50.00%)  9 (50.00%)  

White  31 (54.39%)  11 (64.71%)  11 (50.00%)  9 (50.00%) 
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Table 3.1 (continued) 

 Total/Overall 

N (%)   

G1  

N (%)   

G2  

N (%)   

G3 

N (%)   

Ethnicity          

Not Hispanic/Latino  54 (100.00%)  15 (100.00%)  20 (100.00%)  19 

(100.00%)  

Educational 

Attainment  

         

Less than High School  7 (12.28%)  4 (23.53%)  0 (0.00%)  3 (16.67%)  

High School Diploma  9 (15.79%)  3 (17.65%)  3 (13.64%)  3 (16.67%)  

Some College (No 

Degree)  

11 (19.30%)  6 (35.29%)  3 (13.64%)  2 (11.11%)  

Associate's or Technical 

Degree  

8 (14.04%)  1 (5.88%)  4 (18.18%)  3 (16.67%)  

Bachelor's Degree  13 (22.81%)  3 (17.65%)  6 (27.27%)  4 (22.22%)  

Master's Degree  8 (14.04%)  0 (0.00%)  5 (22.73%)  3 (16.67%)  

Professional Degree 

(medical, vet, dental, 

law)  

1 (1.75%)  0 (0.00%)  1 (4.55%)  0 (0.00%)  

Marital Status           

Single (Never Married)  16 (27.59%)  0 (0.00%)  2 (9.09%)  14 

(73.68%)  

Married  28 (48.28%)  8 (47.06%)  15 (68.18%)  5 (26.32%)  

Divorced  4 (6.90%)  1 (5.88%)  3 (13.64%)  0 (0.00%)  

Separated  1 (1.72%)  0 (0.00%)  1 (4.55%)  0 (0.00%)  

Widowed  9 (15.52%)  8 (47.06%)  1 (4.55%)  0 (0.00%)  

Employment Status           

Working Full-time  26 (46.43%)  1 (6.25%)  17 (77.27%)  8 (44.44%)  

Working Part-time  5 (8.93%)  1 (6.25%)  1 (4.55%)  3 (16.64%)  

Unemployed but looking 

for work  

3 (5.36%)  0 (0.00%)  0 (0.00%)  3 (16.64%)  

Unemployed but not 

looking for work  

5 (8.93%)  0 (0.00%)  1 (4.55%)  4 (22.22%)  

Retired  17 (30.36%)  14 (87.50%)  3 (13.64%)  0 (0.00%)  

Household Income           

Less than $15,000  13 (23.64%)  7 (43.75%) 2 (9.09%)  4 (23.52%) 

$15,000 to less than 

25,000  

4 (7.27%)  2 (12.50%) 0 (0.00%)  2 (11.76%) 

$25,000 to less than 

50,000  

15 (27.27%)  3 (18.75%) 7 (31.82%)  5 (29.41%)  

$50,000 to less than 

75,000  

10 (18.18%)  4 (25.00%)  5 (22.73%) 1 (5.88%)  

$75,000 to less than 

100,000  

2 (3.64%)  0 (0.00%)  1 (4.55%) 1 (5.88%)  
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Table 3.1 (continued) 

 Total/Overall 

N (%)   

G1  

N (%)   

G2  

N (%)   

G3 

N (%)   

$100,000 or more  11 (20.00%)  0 (0.00%) 7 (31.82%)  4 (23.53%) 

Note. Not all participants answered all demographic questions; some data are missing. 

Percentages are calculated on valid data for each demographic characteristic. 

Data Collection and Measures 

Data were collected from three generations of the same family using a questionnaire and 

semi-structured interview protocol. The questionnaire and interviews were administered on the 

same day, with the questionnaire filled out prior to the interview. The questionnaire and 

interview were administered to each member of the family at their place of residence or a neutral 

location (e.g., county Extension office) with three generations including grandparents (G1), adult 

children (G2), and young adult grandchildren (G3). Quantitative data were obtained by 

questionnaire to discover what each generation perceived as their current and future needs for 

G1to successfully age in place. Qualitative data were collected through interviews to understand 

the lived experiences of older adults aging in place in rural Mississippi. Participants were asked 

about during the interview, the quality of life, needs, services, caregiving resources, and the 

nature of the relationship of older adults with caregivers while aging in place. See Appendix B 

for the interview protocol and questionnaires that asked for information about family members, 

quality of life, current issues, services needed and demographic data about the population. To 

recruit more African Americans, IRB was revised for a second round of data collection, such that 

$50 gift cards ($16.67 per individual) were given when a family of three generations had 

completed their interviews. The oldest family member must be at least 65 years of age, and, to 

ensure participants from three generations, the gift cards were given after the third family 

member had completed the interview and questionnaire. 
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Questionnaires 

There were five sections on the questionnaire including quality of life, current issues, 

issues to be foreseen in the following 5 years, services needed for them to facilitate aging in 

place in rural Mississippi, and demographics. The questionnaire was simplified after initial 

consultations for a better understanding of the constructs included in the study (i.e., aging in 

place, relationships, caregiving, and perceived needs now and in the following 5 years).  

Current issues faced by G1 were derived from a needs assessment survey conducted in 

2011 for the Mississippi Department of Human Services Division of Aging and Adult Services 

(Smith et al., 2011). The overarching question asked, “On a scale of “1” to “5,” please rate how 

much of a problem the following issues are for you CURRENTLY. A score of “1” will indicate 

that this is not a problem, while a score of “5” will indicate it is a major problem.” Eleven issues 

were assessed with response options on a five-point scale that ranged from 1 = not a problem to 5 

= major problem, without clear descriptions within the outer points. To aid interpretation of the 

data, the qualitative markers on the scale were adjusted for analysis (1 = not at all, 2 = a little, 3 

= some, 4 = a lot, 5 = a whole lot).  

All generations were also asked to look ahead over the next 5+ years and rate how 

concerned they were about several issues that would affect aging in place for themselves (G1) or 

for their older family member (G2 and G3). The overarching question for G1 asked, “Looking 

ahead over the next 5+ years, on a scale of '1’ to '5,' please rate how concerned you are about the 

following items. A score of '1' will indicate the lowest level of concern, while a score of '5' will 

indicate the highest level of concern.” The overarching question for G2 and G3 asked, “Looking 

ahead over the next 5+ years, on a scale of '1' to '5,' please rate your level of concern about how 

the following issues might affect your older family member (for example, your older family 
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member’s physical health). A score of '1' will indicate the lowest level of concern, while a score 

of '5' will indicate the highest level of concern.” Response options were on a five-point scale that 

ranged from 1 = least concern to 5 = greatest concern. To aid interpretation of the data and be 

consistent with the data presented about G1’s current concerns, the qualitative markers on the 

scale were adjusted for analysis (1 = not at all, 2 = a little, 3 = some, 4 = a lot, 5 = a whole lot).  

All generations were also asked to look ahead over the next 5+ years and rate perceived 

need for services to be able to age in place. G1 answered about their own perceived needs, while 

G2 and G3 responded about needs for their older family member. The list of needs/services was 

also derived from the 2011 Mississippi Department of Human Services Division of Aging and 

Adult Services survey (Smith et al., 2011). The overarching question for G1 asked, “Looking 

ahead over the next 5+ years, please rate how much you think you might need each of the 

following services on a scale of '1' to '5' in order to be able to age in place. A score of '1' 

indicates the least amount of need while a score of '5' indicates the greatest amount of need.” The 

overarching question for G2 and G3 asked, “Please rate your level of need for each of the 

following services on a scale of '1' to '5' in order for your older family member to be able to age 

in place. A score of '1' indicates the least amount of need while a score of '5' indicates the 

greatest amount of need.” Perceived needs were also measured on a five-point scale that ranged 

from 1 = least need to 5 = greatest need, without clear descriptions within the outer points. To be 

consistent with the assessment of concerns, the qualitative markers were adjusted for analysis (1 

= not at all, 2 = a little, 3 = some, 4 = a lot, 5 = a whole lot).  

Each generation was asked about their own overall quality of life. Quality of life was 

measured with one item, “On a scale of “1” to “5,” how would you rate your overall Quality of 

Life? A score of “1” will indicate the lowest score possible, while a score of “5” will indicate 
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the highest score possible. A five-point response scale was used with 1 = lowest quality of life 

and 5 = highest quality of life. Demographic questions included date of birth, race, ethnicity, 

gender, educational attainment, marital status, employment status, household income, and zip 

code. 

Interviews 

In the interviews, the G1 participants were asked how they describe their family, 

advantages and disadvantages of aging in place, what kinds of needs they think they might have 

as they get older, what resources or help might be needed to be able to age in place, who would 

provide care to them as they get older if they needed help to age in place, how receiving care 

from family members might affect family relationships, and any other thoughts about how aging 

in place might affect them or their family. G2 and G3 participants were asked similar questions 

(e.g., how they describe their family, advantages and disadvantages of aging in place, what needs 

might their older family member have as they age, what resources may be needed to help their 

older family member age in place, who would provide care if their older family member stayed 

in their own home, how providing care for their loved one might affect family relationships, and 

any other thoughts about how aging in place might affect them or their family). G3 participants 

were asked two additional questions: “How many people your age have left this area?” and 

“What are advantages of staying in this area?” Note that not all questions asked were analyzed as 

part of this study. 

Procedure 

The data are from a sample of 18 families, including 18 grandparents (G1), 22 adult 

children (G2), and 19 grandchildren (G3). The study was approved by Mississippi State 
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University’s Institutional Review Board (see Appendix A). The questionnaires and interviews 

were conducted consecutively; the questionnaire was completed first and then interviews. The 

interview was conducted according to the interview protocol. The reason for this sequence was if 

any participant had a question or needed clarification, the facilitator could address it. For 

example, if grandchild (G3) and adult child (G2) were completing the questionnaire, then in 

another room privately, the older adult (G1) was interviewed and recorded after their verbal and 

written consent to meet the research ethics. See Appendix B for the interview protocols and 

questionnaires. 

The questionnaires were administered using paper copies, and interviews were digitally 

recorded with participants’ written consent (see Appendix C). The questionnaire took 30 minutes 

to fill in, and the interview lasted for 25 minutes on average. The responses were audiotaped and 

then transcribed using MaxQDA, a qualitative software.  

Data Analysis  

Questionnaire data were entered into and analyzed with SPSS. Frequencies and 

percentages were calculated for the current issues, anticipated issues, perceived needs, and 

demographic questions. Crosstabulations were performed to describe demographic 

characteristics within each of the three generations and overall. 

Qualitative analysis is a categorization process within social science that is an active 

process in which researchers choose multiple moves to help make sense of data (Grodal et al., 

2021). In this study, interview data were analyzed using Braun and Clarke’s (2006) approach to 

thematic analysis. This approach includes six steps: 1) familiarizing yourself with data, 2) 

generating initial codes, 3) searching for themes, 4) reviewing themes, 5) defining and naming 

themes, and 6) eventually drawing results (Braun & Clarke, 2006). In step 1, the recorded 
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interviews were replayed, transcribed, and reviewed multiple times to have a feel for the data. In 

step 2, while performing line-by-line thematic coding of interview data, categories were 

organized to identify themes. MaxQDA was used to organize the coding process. In steps 3 and 

4, themes were derived and checked multiple times to maintain validity. I used both inductive 

and deductive approaches to thematic analysis and worked within a constructivist epistemology 

(Lee, 2012) to understand subjective experiences and context of aging in place in Mississippi. 

Constructivists, according to Lee (2012), emphasize participants' observation and interviews to 

generate data to perceive felt experience through rich description of interview process. In steps 5 

and 6, after creating and reviewing themes to corroborate with content written results for the 

study and this dissertation was completed.  

Trustworthiness 

By combining and corroborating both methods, we mean to understand lived experiences, 

not to generalize them. This provides mutual verification of the information sought from two 

different angles to acquire trustworthiness. Combining both methods for confirmation and 

convergence of the findings is commonly known as triangulation, a methodological research 

procedure in which multiple methods (Denzin, 1970; Fielding & Fielding, 1986) are used to 

answer predetermined questions at hand so they may ensure the validity of findings (Morgan, 

1998). Triangulation may take multiple forms; however, this study used Quant + Qual 

(quantitative and qualitative) in a concurrent approach (Morse, 1991). Notably, this approach 

serves the purpose of meaning-making in which both pieces of information contribute equally 

and supplement each other to enhance each other’s impact.  

Guba (1981) elaborated four processes to ensure trustworthiness of the data: credibility, 

transferability, dependability, and conformability. Credibility is the process of ensuring 
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congruence with the findings. The process of triangulation described in the previous paragraph 

helps to establish credibility. Transferability implies the applicability of the processes in other 

similar situations. To establish transferability, the study’s results are described in depth, and 

participant quotes were used to support the quantitative data. Dependability means if the study is 

repeated in a similar context, with the same methods, similar results would be obtained. To 

address dependability, the process in the study has been elaborated in detail for helping others to 

perceive the situation clearly for replication purpose. Conformability relates to objectivity. 

Member checks helped establish conformability. A few of the themes were also validated 

through member checks to make sure the data accurately represented what the participants 

shared. 
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CHAPTER IV 

RESULTS 

The specific research questions this study sought to answer include: 

1) What current issues do older adults (G1) aging in place face? 

2) Within the same family, how do three generations (G1, G2, G3) perceive future 

concerns related to older adults (G1) aging in place? 

3) Within the same family, how do three generations (G1, G2, G3) perceive needs and 

services required for older adults (G1) to age in place? 

Research Question 1: Current Issues Reported by Older Adults (G1) Aging in Place 

To understand current concerns of G1 who were aging in place, G1 participants were 

asked to rate how much of a problem they had in 11 different areas. The 11 areas assessed were 

(1) lonely or isolated, (2) depressed, (3) boredom, (4), physical health (5) suitable housing, (6) 

adequate health care, (7) transportation, (8) having enough food to eat, (9) affordable 

medications, (10) financial problems, and (11) everyday activities like bathing or preparing 

meals. Comments from interviews provided additional evidence of current concerns. The 

findings are provided below and summarized in Table 4.1. 

Feeling Lonely or Isolated 

Most G1 participants (88.88%; n = 14) indicated they did not currently have a problem 

with feeling lonely or isolated. A small percentage (11.11%; n = 2) indicated that feeling lonely 
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or isolated was currently a little problem for them. Two participants (11.11%) reported that they 

had some problem with loneliness, while none indicated more than some concern with their 

current feelings of loneliness or isolation. One male participant from G1 described scarcity of 

associational solidarity, the frequency of contacts between family members (Bengtson & 

Roberts, 1991) as, “The only bad things about it to me is we don’t see them enough because you 

know, all of them work and now, the grands are getting married and the greats are little, they go 

on to school so you don’t get to see them too much. It is just this world to me is a dog eat dog 

because to really live, both of them got to work.” A female participant from G2 described, “I 

think they are facing more of a loneliness; they need people to come check on them...” 

Depression 

When asked about their current concerns of depression, 68.75% (n = 11) of G1 

participants did not report a problem. Of those who did indicate a concern (31.25%; n = 5), three 

participants reported a little problem, and two reported depression was somewhat of a problem 

for them currently. However, two participants did not answer this item on the questionnaire.  

Boredom 

One-third of G1 participants who indicated boredom as a concern noted it to be only a 

little problem for them (35.29%; n = 6). One person reported boredom to be somewhat of a 

problem for them, and one indicated boredom was a lot of a problem. However, boredom was 

not reported as a problem by most of the respondents (52.94%; n = 9), and one person abstained 

from responding to this item on the questionnaire.  
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Physical Health 

In response to the current concern about physical health, many (64.70%; n = 11) 

considered physical health to be a current concern, with six of them reporting it to be a little 

problem in their life, five suggesting it was somewhat of a problem, and two reporting physical 

health to be a major concern currently. One male participant from generation one described, "I 

have my knee operations." A small number of G1 participants (23.52%; n = 4) reported physical 

health not to be an issue. One person did not respond to this item. One participant from G1 

described that he has not been able to do what he used to, “Not really. I can do all, but I cannot 

get to do what I used to.”  

Suitable Housing 

The majority of G1 in this sample (88.88%; n = 16) answered that they have no problem 

with housing suitability. Only a couple of participants (11.11%; n = 2) described that suitable 

housing is currently a concern. One of those respondents reported the condition of their home to 

be a concern, whereas the other reported it to be a whole lot concern. However, one male 

participant from G1 stated in response to an interview question either he would opt for aging in 

place or moving to a nursing home, his preference was to remain at home: “No, there is no 

problem living at home.” 

Adequate Health Care 

Many of G1 aging in place (77.77%; n = 14) responded that they have no concern 

regarding adequate health care. One participant described the adequacy of health care as a little 

bit of a current problem. A few participants (16.66%; n = 3) described adequacy of health care as 

a whole lot of an issue.  
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Transportation 

Most G1 participants reported transportation to not be a current problem (88.88%; n = 

16). Only two participants (11.11%) indicated transportation as a problem. That is, one 

participant (5.60%) reported some concern about transportation, and another reported it as a 

whole lot of concern (5.60%). A female participant from G1 described inability to drive to get 

the doctor, “Well, somebody to go to Jackson. My daughter would not let me drive. She hates it.” 

Having Enough Food to Eat 

Many G1 participants (77.77%; n = 14) reported no current concerns with having enough 

food to eat. One participant indicated that having enough to eat was a little problem. A few 

participants (16.66%; n = 3) described the availability of enough food to eat as a lot or a whole 

lot of concern for them currently. One female participant from G2 described, “Meals on wheels 

to help them prepare so they won’t have to cook as much, and then that would’ve had more 

money, because sometimes older people, you are colder, and they have to spend more money on 

heat and lighting.” 

Affordable Medications 

A good majority of G1 (61.11%; n = 11) indicated affordability of medication was not a 

problem for them. However, some older adults (22.22%; n = 4) described that the affordability of 

medicines is a little problem. A few participants (16.66%; n = 3) described the affordability of 

medications as a lot of a problem (n = 2) or a major concern (n = 1) for them.  

Financial Problems 

All G1 participants responded to how much of a current concern that financial problems 

were for them. Most (77.78%; n = 14) indicated that financial problems were not a concern, but 



 

49 

four did. That is, one G1 participant marked finances as a little problem (5.56%; n = 1), one as 

somewhat of a problem (5.56%; n = 1), and two reported major concern (11.11%; n = 2).  

Everyday Activities Like Bathing or Preparing Meals 

Many G1 participants (72.22%; n = 13) responded that everyday activities like bathing 

and preparing meals were not a problem. However, five participants indicated varying levels of 

concern with everyday activities. Specifically, two G1 participants indicated a little problem 

completing everyday activities. One additional G1 participant stated that everyday activities were 

somewhat of a problem. A couple of G1 participants (11.11%; n = 2) described a lot of concern 

with everyday activities like bathing and preparing meals. One female participant from G2 

responded, “I am sure I will come to that help with the housekeeping and then yard work. I 

cannot think of anything else. A female participant from G1 described her inability to cook for 

herself and received help from her daughter, “Well, I can do a little cooking.” Then she 

responded to the question who cooked for her, “Um-hmm. My daughter cooks.” 

Table 4.1 Current Concerns Reported by G1 (N = 18) 

Concerns Frequency Percentage 

Feeling lonely or isolated 4/18 22.22% 

Depression 5/16 31.25% 

Boredom 8/17 47.06% 

Physical health 13/17 76.47% 

Suitable housing 2/18 11.11% 

Adequate health care 4/18 22.22% 

Transportation 2/18 11.11% 

Having enough food to eat 4/18 22.22% 

Affordable medications 7/18 38.89% 

Financial problems 4/18 22.22% 

Everyday activities like bathing or preparing meals 5/18 27.78% 

Note. Responses on a five-point scale of 1 = not at all, 2 = a little, 3 = some, 4 = a lot, 5 = a 

whole lot. The data in the table only shows a little to a whole lot of responses. 
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Research Question 2: Future Concerns Related to Older Adults (G1) Aging in Place 

Future Concerns (5+ Years) Reported by Older Adults (G1) Aging in Place 

In addition to understanding the concerns of G1 participants aging in place currently, data 

were gathered to delineate the types of concerns anticipated within the next 5 years. G1 

participants were asked to rate on a 5-point scale how much of an anticipated concern they have 

in 11 areas. The 11 areas are as follows: (1) physical health, (2) mental health, (3) finding 

employment, (4) driving on your own, (5) lack of transportation, (6) affording basic needs (like 

food or rent), (7) affording medications, (8) affording health care, (9) living independently, (10) 

ability to care for others, (11) and not having someone to care for you. The findings are 

presented below and summarized in Table 4.2.  

Physical Health 

G1 participants who are currently aging in place had varying responses to the question 

regarding their anticipated concerns about physical health in the next 5 years. Some G1 

participants (27.77%; n = 5) described that physical health is no concern for them, but a lot of 

G1 (44.44%; n = 8) termed physical health as little or some concern. However, some (27.77%; n 

= 5) described physical health as a whole lot of concern in the following 5 years. There was a 

quote from a male participant from G1 about anticipating health concerns: “It’s hard to say 

because I’m in good health now, and I’m 70 and a half. I really can’t answer that question 

truthfully, because I don’t know, I’ve never been in that position, so I don’t know.” 

Mental Health 

Approximately one-fourth of G1 participants (27.77%; n = 5) currently aging in place 

indicated that their mental health in the next 5 years was not a concern. Many G1 participants 
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(50.00%; n = 9) aging in place described mental health as a little or some concern for them. 

However, some (27.77%; n = 5) described mental health as a major concern for them in the 

following 5 years. 

Finding Employment 

An overwhelming majority of G1 (93.75%; n = 15) described finding employment in the 

next 5 years as no concern. However, one G1 participant (6.25%; n = 1) described finding 

employment as the greatest concern in the following 5 years to come. Two participants did not 

respond to this question. 

Driving on Your Own 

 G1 participants were asked to describe their concern regarding driving on their own; 

many (61.11%; n = 11) described driving on their own as no concern. Some G1 (16.66%; n = 3) 

noted that driving on their own was a little concern. Only two (11.11%) described that driving on 

their own was some concern. Finally, two (11.11%) described a lot of concern about driving on 

their own.  

Lack of Transportation 

 G1 participants were asked about their concerns related to lack of transportation. Most 

(83.75%; n = 15) said that lack of transportation was no concern for them. However, some older 

adults (16.66%; n = 3) noted that lack of transportation was a little concern for them. The 

question was responded to by all participants (N = 18). 

Affording Basic Needs (Like Food or Rent) 

 When G1 participants were asked about affording basic needs (like food or rent), most of 

them (88.88%; n = 16) noted that it was no concern. One (5.60%) noted that affording basic 
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needs (like food or rent) was some concern for them, and one (5.60%) described this as a major 

concern. 

Affording Medications 

 G1 participants aging in place indicated their concerns regarding affording their 

medications. The majority of G1 participants (88.88%; n = 16) noted that affording medication 

was a concern of least interest for them. However, two of the participants (11.11%) noted that 

affording medication was a major concern. 

Affording Health Care 

 While responding to the question regarding affording health care, most of the G1 

participants (88.88%; n = 16) noted that it was a matter of least concern. One G1 participant 

(5.60%) noted that affording health care was a lot of concern for them. Similarly, one (5.60%) 

described affording health care as a whole lot of concern for them. 

Living Independently 

 G1 participants aging in place were asked about their concerns related to living 

independently. Many (61.11%; n = 11) noted that living independently was not a matter of 

concern for them at all. Four G1 participants (22.23%) noted that living independently was a 

matter of little concern. Two (11.11%) noted that living independently was a lot of concern, 

while one (5.60%) described it as a major concern for them. 

Ability to Care for Others 

 G1 participants were also asked if they were able to provide care for others, and most of 

them (44.44%; n = 8) noted that it was not a concern for them. Many (27.8%; n = 5) described 

that their ability to care for others was a little concern for them. Some (16.70%; n = 3) noted that 
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their ability to care for others was a concern for them. However, two (11.11%; n = 2) noted 

either a lot or a whole lot of concern about their ability to care for others.  

Not Having Someone to Care for You  

 G1 participants were asked to respond to the question regarding the availability of any 

caregiver for them too. The majority of G1 participants (77.80%; n = 14) described that not 

having someone to care for them was a matter of least concern for them. For example, one G1 

participant said, “They get along pretty good now, so I’m quite sure they would probably take 

turns in taking care of me.” Many G1 (16.66%; n = 3) noted that not having someone to care for 

them was a matter of little concern. However, one (5.60%) noted that not having someone to care 

for them was a matter of concern for them. One G1 participant said, “It is going to be hard with 

the children. Like I said my son drives trucks and he is going out of town and my other daughter 

live in Memphis.” 

Future Concerns (5+ Years) for G1 Reported by G2 

G1’s adult children (G2) also responded to questions about 10 potential areas of concern 

related to G1’s ability to age in place. The areas of concern included (1) physical health, (2) 

mental health, (3) finding employment, (4) driving on your own, (5) lack of transportation, (6) 

affording basic needs (like food or rent), (7) affording medications, (8) affording health care, (9) 

living independently, and (10) not having someone to care for them. The findings are presented 

below and summarized in Table 4.2.  

Physical Health 

 As noted by G2, most (63.61%; n = 14) indicated that G1’s physical health was a whole 

lot of concern, with two additional (9.11%) having a lot of concern. One female participant from 
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G2 described, “He had a heart attack one day at home. He was by himself, so he called an 

ambulance, and he was on the porch when they got there.” Four (18.20%) had little or no concern 

regarding G1’s physical health, while two (9.11%) reported that they had some concerns about 

G1’s physical health. One female participant from G2 noted, “I stayed with my parents between 

the ages which my mom is 68, my dad is 67 and its just me, her, and my nephew. But at the age 

that they are, my mom, to me she’s getting forgetful, and I’ve been trying to tell the doctor this, 

she really needs to get some medicine before you know. I work in the pharmacy, I kind of know a 

lot about stuff like that and just try to combat it before it gets to a stage where it's not nice 

because then you’d have to deal with a lot of memory loss and stuff like that so you got to combat 

that before it happens and stuff like that because if she repeats stuff.” 

Mental Health 

 Regarding mental health concerns for G1, some G2 participants (22.71%; n = 5) noted 

mental health as little or no concern for older adults. A few G2 participants (13.61%; n = 3) 

described a little concern about G1’s mental health, while two (9.11%) expressed some concern. 

Comparatively, over half of G2 participants described a lot (9.11%, n = 2) or a whole lot 

(40.90%; n = 9) of concern about G1’s future mental health. One female participant from G2 

noted, “So she would not eat and then you know she would not remember if she took her 

medicine. She could come to my house for the day and then she will get home and she would call 

my sister-in-law and say I should not enjoy being at your house today and she would think what 

you are talking about, just a bit I come to your house. So, it just got to the point with her that we 

just could not leave her alone.”  
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Finding Employment 

 In terms of concern related to G1 finding employment, most of G2 (86.42%; n = 19) 

described that they had little or no concern about G1 finding a job. Only one G2 participant 

(4.51%) described some concern about G1 finding employment. However, two G2 participants 

(9.11%) expressed major concern regarding G1 finding employment. 

Driving on Your Own 

 G2 participants were asked about G1’s ability to drive on their own. More than one-third 

(36.41%; n = 8) described that they had no concern about G1 driving on their own. Only one G2 

participant had a little concern about G1 driving on their own. Some G2 (13.61%; n = 3) noted 

some concerns about G1 driving on their own. Ten G2 participants had a lot (9.11%; n = 2) or a 

whole lot (36.41%; n = 8) of concern about G1 driving on their own. One female participant 

from G2 described, “She insisted on watching T.V., we walk together, we sit up and talk, we—if 

she says, well, I just want to go to the store sometimes, I said, come on lets go to the store you 

know but I’m very particular about her driving because as they get older and driving, they won't 

see like they used to see versus younger than older.” In another quote, a female participant from 

G2 described, “His transportation. Because I think as he gets older, he is not going to be able to 

drive. He is doing good at it now, but he does not like it. When we had to go to a doctor 

appointment, I think Jackson two hours like that either she or I take him.” 

Lack of Transportation 

Half of the G2 participants (50.01%; n = 11) noted no concern about G1 having a lack of 

transportation. However, two (9.11%) described a little concern about lack of transportation. 

Three G2 participants (13.61%) described some concerns about lack of transportation. Finally, 
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one G2 participant described a lot of concern, while five noted a whole lot of concern (22.71%) 

about lack of transportation for G1. A female participant from G2 described, “He shot himself 

and he was dealing with macular degeneration and hearing, and I knew he was fixed not to give 

up his keys so that, you know that is.” 

Affording Basic Needs (Like Food or Rent) 

Most of the G2 participants (50.01%; n = 11) described that G1 affording basic needs 

(like food or rent) was no concern for them. G2 participants (9.11%) noted that affording basic 

needs (like food or rent) was a little concern, while three (13.61%) reported it as some concern. 

One G2 participant (4.50%) noted that affording basic needs (like food or rent) was a lot of 

concern, while five (22.71%) reported a lot of concern about G1 affording basic needs (like food 

or rent). One female participant from G2 described, “Well, they might need like some assistance 

coming in so, I recommend clean up or wash for them, fold clothes for them, whatever they in 

their home. If they cannot do it, I think they really need somebody in there to help them.” 

Affording Medications 

 Nearly half of G2 participants indicated that G1 affording medication was no concern 

(31.81%; n = 7) or a little concern G2 (13.61%; n = 3). Some G2 participants (22.71%; n = 5) 

noted some concerns regarding affording medications. One G2 participant noted G1 affording 

medication was a lot of concern, while six (27.3%) noted that it was a whole lot of concern. 

Affording Health Care 

 Many G2 participants (27.31%; n = 6) noted that G1 affording health care was a little 

concern (18.21%; n = 4). Two G2 participants (9.11%) noted some concern regarding G1 
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affording health care. One G2 participant described a lot of concern, and nine (40.91%) noted a 

whole lot of concern about G1 affording health care. 

Living Independently 

 Regarding G1 living independently, three G2 participants (13.61%) described no concern 

and four (18.21%) noted a little concern. Some concern was described by only two (9.11%) G2 

participants. The majority of G2 participants reported a lot of concern (13.61%; n = 3) or a 

whole lot of concern (45.51%; n = 10) about G1 living independently.  

Not Having Someone to Care for Them 

Most G2 participants (54.52%; n = 12) described that not having someone to care for G1 

was no concern, while only four G2 (18.20%) indicated a little concern. One female participant 

from G2 while responding to the interview questions explained the scarcity of family members to 

help in caring for older adult aging in place. However, some G2 participants (27.27%; n = 6) 

reported not having someone to care for G1 as a major concern. One female participant from G2 

described, “Oh a lot of that I feel sad, but I know my sister would be here in the daytime. I would 

have to take the night shift. I do not know if there is somebody that we could trust to help out, 

you know.” Another female participant from G2 described hardships of helping older adults: 

“She’s in bad shape, she’s real big and she got diabetes and her feet bust open, sometimes they 

bleed, and she can’t get around, she’s got two boys and a girl, closest one is in Aberdeen.” 

Future Concerns (5+ Years) for G1 Reported by G3 

To understand and foresee concerns of grandchildren (G3) related to G1 aging in place in 

Mississippi, G3 were asked about multiple areas of older adults’ life span development. They 

pointed out 10 areas of concern related to older adults aging in place in Mississippi. The areas of 
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concern include (1) physical health, (2) mental health, (3) finding employment, (4) driving on 

your own, (5) lack of transportation, (6) affording basic needs (like food or rent), (7) affording 

medications, (8) affording health care, (9) living independently, and (10) not having someone to 

care for them. The findings are presented below and summarized in Table 4.2.  

Physical Health 

 G3 participants noted various concerns about physical health in the next five years for G1 

who are currently aging in place in Mississippi. Some G3 participants noted (21.11%; n = 4) that 

physical health is the least concern for them, but more G3 (31.61%; n = 6) described G1’s 

physical health as some concern. Five G3 participants (26.31%) noted physical health was a lot 

of concern in the following five years. Also, a few G3 (15.80%; n = 3) noted physical health of 

G1 was a lot of concern for them. 

Mental Health 

 G3 participants foresaw concerns about the mental health of G1 aging in place in the next 

5 years. G3 noted (27.81%; n = 5) that mental health is no concern for older adults. A few G3 

(15.80%; n = 3) described the mental health of G1 as either a little concern or some concern. 

However, some G3 participants (21.12%; n = 4) described G1’s mental health as a lot of concern 

in the next 5 years. Similarly, a few G3 (15.81%; n = 3) realized the mental health of older adults 

was a whole lot of concern. 

Finding Employment 

 Most G3 participants (57.91%; n = 11) described that G1 finding employment was no 

concern for them. Accordingly, a few G3 (15.80%; n = 3) noted either a little or some concern 
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about G1 finding employment. Only one G3 participant (5.31%) either described a lot of concern 

for G1 finding employment. 

Driving on Your Own 

G3 were asked to describe their concerns related to the driving capacities of G1 aging in 

place. Some G3 (26.32%; n = 5) noted some concern for G1 driving on their own. A similar 

number of G3 participants (21.11%; n = 4) described either no concern or a little concern. 

However, one grandchild noted that G1’s driving on their own was a lot of concern, whereas 

some (21.10%; n = 4) G3 noted a whole lot of concern. 

Lack of Transportation 

 G1 were also asked to respond to the concerns regarding transportation unavailability for 

G1. The majority (52.62%; n = 10) of G3 noted for their G1 that lack of transportation was no 

concern for them. Two of G3 (10.51%) noted a little concern about lack of transportation for G1. 

A few of the G3 participants (15.81%; n = 3) described some concerns about lack of 

transportation for G1. Some G3 (15.81%; n = 3) noted lack of transportation the greatest 

concerns whereas one G3 participant described lack of transportation as a lot of concern for G1 

aging in place. 

Affording Basic Needs (Like Food or Rent) 

 Most G3 participants (52.61%; n = 10) noted no concern regarding affording basic needs 

(like food or rent) for G1. A little need for affording basic needs (like food or rent) was described 

by two G3 participants (10.50%). Some of G3 (26.32%; n = 5) noted some concerns regarding 

affording basic needs (like food or rent). However, only one G3 participant (5.31%) noted a lot 
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of concern, and the other participant described a whole lot of concern pertaining to affording 

basic needs (like food or rent). 

Affording Medications 

 G3 participants were also asked about affordability of medications for G1. A plurality of 

G3 (47.41%; n = 9) described affordability of medications as no concern, but some (26.31%; n = 

5) noted affordability of medications as a lot of concern. Also, two (10.50%) described 

affordability of medications as a whole lot of concern for G1 aging in place. One G3 participant 

noted affordability of medications was a little concern. Two G3 participants (10.50%) noted 

affordability of medications as some concern for G1 aging in place.  

Affording Health Care 

 G3 participants reported on affording health care for G1 aging in place in Mississippi. 

Most of G3 (52.63%; n =10) noted no concern regarding G1 affording health care. One G3 

participant described a little concern about affording health care for G1. A few of G3 (15.80%; n 

= 3) noted either some or a lot of concern for G1 affording health care. However, two G3 

participants (10.52%) described affording health care as a whole lot of concern for G1 aging in 

place. 

Living Independently 

 G3 participants were asked to note the capacity of G1 to live independently. Many G3 

participants (31.60%; n = 6) described no concern for G1 to live on their own independently. 

Several G3 (21.10%; n = 4) noted some concern for G1 to live independently, while a few 

(15.80%; n = 3) described a lot of concern. However, many G3 participants (26.32%; n = 5) 

described living independently as a whole lot of concern for G1 aging in place. One female 
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participant from generation three described, “Well, they might need like some assistance coming 

in so I recommend clean up or wash for them, fold clothes for them, whatever they need in their 

home, if they can’t do it, I think they really need somebody in there to help them.” 

Not Having Someone to Care for Them 

 G3 participants noted concern regarding G1 not having someone to care for them when 

aging in place. The majority of G3 (63.16%; n = 12) described that not having someone to care 

for G1 was no concern for them. Some of the grandchildren (15.79%; n = 3) noted not having 

someone to care for G1 was a little concern. Similarly, a few G3 (15.79%; n = 3) noted not 

having someone to care for G1 was a whole lot of concern. Only one G3 participant described 

not having someone to care for G1 was a concern to some extent. 

Table 4.2 Anticipated Concerns for G1 Aging in Place in the Next 5+ Years  

Concerns G1 G2 G3 

 
Frequency Percentage Frequency Percentage Frequency 

Percent

age 

Physical health  13/18 72.22% 18/22 81.81% 15/19 78.95% 

Mental health  13/18 72.22% 17/22 77.27% 13/18 72.22% 

Finding employment  1/16 6.25% 3/22 13.63% 8/19 42.10% 

Driving on your own  7/18 38.89% 14/22 63.63% 14/19 73.68% 

Lack of transportation  3/18 16.67% 11/22 50.00% 9/19 47.37% 

Affording basic needs   2/18 11.11% 11/22 50.00% 9/19 47.37% 

Affording medications  2/18 11.11% 15/22 68.18% 10/19 52.63% 

Affording health care  2/18 11.11% 16/22 72.72% 9/19 47.37% 

Living independently  7/18 38.89% 19/22 86.36% 12/19 63.16% 

Ability to care for 

others  
10/18 55.56% - - - - 

Not having someone to 

care for you  
4/18 22.23% 10/22 45.46% 7/19 36.84% 

Note. N = 49. Responses on a five-point scale of 1 = not at all, 2 = a little, 3 = some, 4 = a lot, 5 

= a whole lot. Data in the table only shows a little to a whole lot of responses. 
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Research Question 3: Perceived Needs and Services Required for Older Adults (G1) to Age 

in Place  

Anticipated Needs for Next 5+ Years by Older Adults (G1) Aging in Place 

 To foresee the needs of older adults aging in place in Mississippi, G1 participants were 

asked to rate on a five-point scale to describe how concerned they were with 18 anticipated needs 

in the following 5 years. The needs include (1) home-delivered meals, (2) food stamp programs, 

(3) tax preparation, (4) financial planning, (5) home health care, (6) homemaker service (help 

with chores), (7) repair services, (8) senior discount programs, (9) information and referral 

services, (10) telephone reassurance, (11) transportation services, (12) adult day care, (13) health 

screening, (14) physical fitness/exercise programs, (15) support groups, (16) nutrition 

counseling, (17) respite care (relief for caregivers), and (18) senior Medicare patrol. The scale 

used to describe was 1 = none, 2= a little, 3 = some, 4 = a lot, 5 = a whole lot. Results are 

presented below and summarized in Table 4.3. 

Home-Delivered Meals 

 Most G1 participants (83.33%; n = 15) rated their need for home-delivered meals as a 

little for aging in place. But two participants (11.11%; n = 2) noted that home-delivered meals 

were needed to some extent. However, one participant described that home-delivered meals are a 

whole lot of concern. 

Food Stamp Programs  

 G1 participants were asked about their anticipated need for food stamp programs when 

aging in place. Most G1 participants (83.33%; n = 15) felt that food stamp programs would not 

be needed, and one noted a little need. However, two (11.11%) described a whole lot of need for 

food stamp programs. 
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Tax Preparation 

 Regarding G1’s anticipated need for tax preparation, most G1 participants (76.47%; n = 

13) noted that tax preparation would not be needed. Only a few (17.63%; n = 3) described that 

tax preparation would be of a little need to age in place. One G1 participant noted a whole lot of 

need for tax preparation. One participant did not respond to this question at all. 

Financial Planning 

 Many G1 participants (76.47%; n = 13) responded that financial planning help would not 

be needed to age in place. Two G1 participants (11.80%) stated that they would need a little help 

in financial planning, while one described some need for help. However, one G1 participant 

identified a whole lot of need for help in financial planning. One participant did not respond to 

this question. 

Home Health Care 

 G1 participants were asked about their anticipated need related to home health care to age 

in place. Half of (50.00%; n = 8) G1 participants described no need for any kind of home health 

care. Four (25.00%) stated that they would need a little help with home health care, while one 

(6.30%) anticipated some need. One G1 participant noted a lot of need for home health care, and 

two (12.50%) described a whole lot of need for home health care while aging in place. Two 

participants did not respond to this question. 

Homemaker Service (Help with Chores) 

 Many G1 participants (58.80%; n = 10) described no anticipated need for homemaker 

services (help with chores) when aging in place. Two G1 participants (11.80%) stated a little 

need for homemaker services. Four G1 participants (23.50%) described that they anticipated 
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needing some help in homemaker services. Only one participant indicated a whole lot of need for 

homemaker services. One participant did not answer this question. 

Repair Services 

 The majority of G1 participants (77.80%; n = 14) described no anticipated need for repair 

services to age in place. One participant stated that they would need a little help with repair 

services, and one anticipated some need for repair services. However, some (23.53%; n = 4) 

described a lot of need for repair services. 

Senior Discount Programs 

 G1 participants were asked about their anticipated need for senior discount programs to 

age in place. Many (61.11%; n = 11) described no need for any senior discount programs. A 

good number of G1 participants (27.81%; n = 5) described a little need for senior discount 

programs. However, two (11.11%) desired a whole lot of need for senior discount programs. 

Information and Referral Services 

 The majority of G1 participants (64.71%; n = 11) described no anticipated need for any 

referral services to age in place. Some (29.40%; n = 5) anticipated a little need for information 

and referral services. However, one participant described a whole lot of need for information and 

referral services. One participant did not answer this question. 

Telephone Reassurance 

 Most G1 participants (75.00%; n = 12), given two responses missing, described no 

anticipated need for telephone reassurance when aging in place. Telephone reassurance refers to 

phone calls from a volunteer to an older adult as a way to reduce loneliness, anxiety, depression, 

and other consequences that may accompany living alone or being homebound.  Only two 
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(12.50%) said they would have little need for telephone reassurance. One G1 participant reported 

some need for telephone reassurance. However, one G1 participant said there would be a whole 

lot of need for telephone reassurance.  

Transportation Services 

 The majority of G1 participants (67.71%; n = 12) described no need for any 

transportation services to age in place. Only a few participants (16.71%; n = 3) reported a little 

need for transportation services. However, a similar number of older adults (16.71%; n = 3) 

described a whole lot need for transportation services. 

Adult Day Care 

 The anticipated need for adult day care was also explored among G1 participants aging in 

place. Many G1 participants (61.11%; n = 11) described that adult day care would not be needed 

to age in place. Some G1 (22.22%; n = 4) described a little need for adult daycare services. 

However, a few G1 participants (16.71%; n = 3) described a whole lot of need for adult day care. 

Health Screening 

 The majority of G1 participants (64.71%; n = 11) described no anticipated need for 

health screening when aging in place. Two participants (11.82%) noted a little need for health 

screening. Similarly, two (11.82%) described some anticipated need for health screening. One 

G1 participant described a lot of need for health screening, whereas one noted a whole lot of 

need for health screening. One participant did not respond to this question. 

Physical Fitness/Exercise Programs 

 The majority of G1 participants (58.8%; n = 10) described no need for physical 

fitness/exercise programs to age in place. Many of them (35.31%; n = 6) noted a little need for 
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any physical fitness/exercise programs. One G1 participant noted a whole lot of need for 

physical fitness/exercise programs. Only one G1 participant did not respond to the question. 

Support Groups 

 Many of the G1 participants (66.71%; n = 12) noted no need for support groups to age in 

place. Two participants (11.11%) described a little need for support groups. A similar number of 

G1 participants (11.11%; n = 2) noted some need for support groups. Two G1 participants 

(11.11%) also noted a whole lot of need for support groups. 

Nutrition Counseling 

 A large number of G1 participants (66.71%; n = 12) noted no need for nutrition 

counseling services to age in place. Some (16.71%; n = 3) described a little need for nutrition 

counseling services, while two (11.11%) noted some need for nutrition counseling services. 

However, one G1 participant described a whole lot of need for nutrition counseling services. 

Respite Care (Relief for Caregivers) 

 Nearly half of G1 participants aging in place (47.06%; n = 8) noted no need for respite 

care (relief for caregivers). Some G1 participants (29.4%; n = 5) anticipated a little need for 

respite care. Two (11.11%) noted some need for respite care, while one G1 participant noted a 

whole lot of need for respite care to age in place. 

Senior Medicare Patrol 

 Many G1 participants (64.31%; n = 9) noted no need for senior Medicare patrol for them 

to age in place. Some (21.41%; n = 3) described a little need for senior Medicare patrol. One of 

the G1 participants noted some need for senior Medicare patrol, whereas one described a whole 

lot of need. 
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Anticipated Needs for Next 5+ Years for G1 Reported by G2 

To identify the needs of G1 in aging in place in Mississippi, G2 were also asked about 17 

services that may be needed for older adults to age in place in Mississippi. The needed services 

include (1) home-delivered meals, (2) food stamp programs, (3) tax preparation, (4) financial 

planning, (5) home health care, (6) homemaker services (help with chores), (7) repair services, 

(8) senior discount programs, (9) information and referral services, (10) telephone reassurance, 

(11) transportation services, (12) adult day care, (13) health screening, (14) physical 

fitness/exercise programs, (15) support groups, (16) nutrition counseling, and (17) respite care 

(relief for caregivers). Results are presented below and summarized in Table 4.3. 

Home-Delivered Meals  

 Regarding the provision of home-delivered meals to help G1 age in place, many G2 

participants (38.10%; n = 8) anticipated no need for home-delivered meals for G1. Some G2 

participants (19.04%; n = 4) described a little need for meals delivered at home to G1. Only 

three participants (14.28%) described some need for home-delivered meals. Some G2 

participants (14.28%; n = 3) anticipated a lot of need for home-delivered meals. However, a 

similar number of G2 (14.28%; n = 3) described a whole lot of need for home-delivered meals. 

One participant did not answer this question. 

Food Stamp Programs 

 Many G2 participants (63.63.%; n = 14) described no need for food stamp programs for 

G1 aging in place. Only one (4.54%) noted some need for a food stamp program. However, 

many G2 participants (38.82%; n = 7) described a whole lot of need for a food stamp program 

for G1 to age in place. As one G2 participant said, "I think with that, just say, I think she might 
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need some food stamps because food is getting higher, it is getting high, and they said, well, you 

make too much to get food now." 

Tax Preparation 

 Regarding services for tax preparation to G1 aging in place, many G2 participants 

(59.10%; n = 13) described no need for tax preparation services. A few G2 (13.63%; n = 3) 

noted a little need for tax preparation services. One G2 participant (4.54%) described some need 

for tax preparation services, but another participant (4.54%; n = 1) noted a lot of need for it. 

However, some G2 participants (18.18%; n = 4) described a whole lot of need for tax 

preparation services. 

Financial Planning 

Many G2 participants (36.36%; n = 8) noted that there was no need for financial services 

for G1 aging in place. Four G2 participants (18.18%) described a little need for financial 

planning, and a similar number of G2 (18.18%; n = 4) anticipated G1 having some need for 

financial planning services. One participant noted a lot of need for financial services, whereas 

more G2 participants (22.72%; n = 5) anticipated a whole lot of need for financial services for 

G1 to age in place. One G2 participant discussed finances as an advantage of aging in place: 

“Advantages, I would say maybe it wouldn’t be a financial burden, because a lot of times, when 

we have to go through different stuff like that, you have to pay for that. So, it wouldn’t be like a 

financial burden on the family.” 

Home Health Care 

 Many G2 participants (22.72%; n = 5) described no need for home health care service for 

older adults aging in place. Some G2 (18.18%; n = 4) noted that there is little need for home 
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health care for older adults. A similar number of G2 participants (18.18%; n = 4) expressed some 

need for home health care for older adults. Two G2 participants (9.10%) noted a lot of need for 

home health care services for older adults. However, many G2 participants (31.81%; n = 7) 

anticipated there would be a whole lot of need for home health care for G1 to age in place. 

Homemaker Services (Help with Chores) 

 Some G2 participants (18.18%; n = 4) described no need for homemaker services (help 

with chores) for G1 aging in place. Several G2 participants (27.27%; n = 6) noted a little need 

for homemaker services, while two (9.09%) anticipated G1 having some need for homemaker 

services. Some (18.18%; n = 4) noted a lot of need for homemaker services. Many G2 

participants (27.27%; n = 6) described a whole lot of need for homemaker services (help with 

chores) for G1 to age in place. One G2 participant said, “They need people to come check on 

them, and basically house care, cleaning up, and cooking for them, and just taking them places 

sometimes.” Another G2 participant recommended, “meals on wheels to help them prepare so 

they won’t have to cook as much, and then that would’ve had more money, because sometimes 

older people, you’re colder, and they have to spend more money on heat and lighting, so that 

will help them out in different things.”  

Repair Services 

 Many G2 participants (36.36%; n = 8) described no need for repair services for G1 aging 

in place. Two G2 participants (9.09%) noted a little need for repair services for older adults 

aging in place. Many G2 participants (22.72%; n = 5) expressed some need for repair services. 

Three of the G2 participants (13.63%) noted a lot of need for repair services for G1 aging in 

place, while four (18.18%) noted a whole lot of need for repair services. 
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Senior Discount Programs 

G2 participants noted the need for senior discount programs to allow G1 to successfully 

age in place. Approximately one-fourth of G2 participants (27.27%; n = 6) described no need for 

senior discount programs for older adults aging in place. Several G2 (22.72%; n = 5) noted a 

little need for senior discount programs for G1. Two G2 participants (9.09%) described some 

need or a lot of need for senior discount programs. However, nearly half of the G2 participants 

(40.90%; n = 9) noted a whole lot of need for senior discount programs for G1 aging in place in 

Mississippi. 

Information and Referral Services 

 Approximately one-fourth of G2 participants (27.27%; n = 6) noted no need for 

information and referral services for older adults aging in place. Some (22.72%; n = 5) described 

a little need for information and referral services. A small percentage of G2 participants 

(18.18%; n = 4) noted some need for information and referral services. A few of G2 (13.63%; n 

= 3) anticipated a lot of a need for information and referral services for G1 aging in place. 

However, four G2 participants (18.18%) noted a whole lot of need for information and referral 

services for older adults.  

Telephone Reassurance 

A few G2 participants (57.14%; n = 8) reported that telephone reassurance is not needed 

for older adults to age in place. Some G2 participants (14.32%; n = 2) described that telephone 

reassurance is of little need to them. One G2 participant (7.11%) described it as some need to age 

in place. Some G2 (21.42; n = 3) noted that telephone reassurance is of a lot of need G1 to age in 

place. Eight older adults did not respond to this question. 
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Transportation Services 

 G2 noted the need for transportation for their G1 parents differently. A large number of 

G2 participants (45.52%; n = 10) noted transportation services as no need for their older adults 

to age in place. Only one G2 participant (4.51%) described transportation services as a little 

need. A few G2 participants (13.62%; n = 3) described transportation services as a need to some 

extent. One G2 participant (4.51%) noted a lot of need, while several (28.61%; n = 6) noted 

transportation services for G1 as a whole lot of need for G1 to age in place. 

Adult Day Care 

 G2 also reported on the adult day care services needed for G1 to age in place. Most of the 

G2 (40.91%; n = 9) reported adult care services of least need for older adults. Many adult 

children (22.72%; n = 5) anticipated that adult day care is of some need for G1 to age in place. 

Some G2 (13.61%; n = 3) described a lot of need for adult day care for G1. However, many G2 

participants (22.72%; n = 5) deemed adult daycare as a whole lot of need for G1 to age in place.   

Health Screening 

 The need for health screening for G1 to age in place was noted by G2. While some G2 

participants (27.31%; n = 6) described health screening as not needed for G1 to age in place, 

other G2 participants (22.71%; n = 5) noted a little need for health screening. Two G2 

participants (9.11%) anticipated some need for health screening for G1. One G2 participant 

noted a lot of need for health screening for older adults. However, many G2 participants 

(36.41%; n = 8) described a whole lot of need for health screening for G1 aging in place.  
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Physical Fitness/Exercise Programs 

 Five G2 participants (22.71%) described physical fitness/exercise programs as services of 

a whole lot of need for older adults to age in place. Four G2 participants (18.21%) noted 

differently about physical fitness/exercise programs services some need and a lot of need. Some 

G2 (22.71%; n = 5) described a little need for physical fitness/exercise programs for G1. 

However, some G2 (18.21%; n = 4) anticipated a whole lot of need for physical fitness/exercise 

programs for G1 aging in place. One female participant from G2 described, “I feel that they 

would need more of definite centers for them to come to, like this here, like recreation for them to 

do. I guess sometimes, sitting at home, get lazy, you know, and you don’t wanna do anything but 

recreation.” 

Support Groups 

  More than one-third of the G2 participants (36.41%; n = 8) noted support groups were of 

no need for older adults to age in place. Similar numbers of G2 (13.62%; n = 3) described a little 

need or some need for support groups for G1 to age in place. Four G2 participants (18.20%; n = 

4) noted a lot of need and four (18.20%) reported a whole lot of need for support groups for older 

adults to age in place successfully. 

Nutrition Counseling 

 Several G2 participants (38.11%; n = 8) noted no need for nutrition counseling services 

for G1 to age in place. However, some G2 participants (19.05%; n = 4) described either a little 

need or some need for nutrition counseling services for older adults to age in place. A plurality of 

G2 (42.85%; n = 9) anticipated a lot or a whole lot of need for nutrition counseling services for 

their older adults to age in place in rural Mississippi. 
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Respite Care (Relief for Caregivers) 

 Nearly one-third of G2 participants (31.82%; n = 7) described no need for respite care 

(relief for caregivers) to help G1 stay in their homes to age in place. Similarly, nearly one-third 

of the G2 participants (31.82%; n = 7) noted respite care as a little need or some need for older 

adults to age in place. However, slightly more than one-third of G2 participants (36.36%; n = 8) 

anticipated respite care as a lot or a whole lot of need or the greatest need for G1 to age in place.  

Anticipated Needs for Next 5+ Years for G1 Reported by G3 

 To identify the needs for services by older adults (G1) in aging in place in Mississippi, 

grandchildren (G3) were also asked questions about 17 services that could be needed: (1) home-

delivered meals, (2) food stamp programs, (3) tax preparation, (4) financial planning, (5) home 

health care, (6) homemaker services (help with chores), (7) repair services, (8) senior discount 

programs, (9) information and referral services, (10) telephone reassurance, (11) transportation 

services, (12) adult day care, (13) health screening, (14) physical fitness/exercise programs, 

(15)support groups, (16) nutrition counseling, and (17) respite care (relief for caregivers). 

Results are presented below and summarized in Table 4.3. 

Home-Delivered Meals 

 Many of the G3 participants (42.11%; n = 8) noted there was no need for home-delivered 

meals for G1 in their families aging in place. Some of G3 (21.11%; n = 4) described a little need 

for home-delivered meals for G1, while a few (15.80%; n = 3) noted some need for home-

delivered meals. One G3 participant described a lot of need for home-delivered meals for G1, 

while some (15.79%; n = 3) noted a whole lot of need for home-delivered meals for G1 aging in 

place in Mississippi. 
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Food Stamp Programs 

 G3 participants reported on food stamp programs for G1 aging in place. Most of G3 

(52.63%; n = 10) noted food stamp programs were no need for G1. Similar numbers of G3 

(10.52%; n = 2) noted either a little or a lot need for food stamp programs for G1. One G3 

participant noted some need for food stamp programs for G1 aging in place. However, several 

G3 (21.05%; n = 4) described food stamp programs as a whole lot of need for G1 to age in place. 

Tax Preparation 

 Many of the G3 participants (42.11%; n = 8) described no need for tax preparation 

services for G1 aging in place. Some of G3 (21.11%; n = 4) noted tax preparation services as a 

little need for G1 aging in place. One G3 participant noted some need for tax preparation 

services, while two (10.52%) described a lot of need for tax preparation services for G1. 

Similarly, some G3 participants (15.79%; n = 4) noted tax preparation services as a whole lot of 

need for G1 aging in place in Mississippi. 

Financial Planning 

 Many G3 participants (42.11%; n = 8) noted no need for financial planning for G1 aging 

in place. Several G3 (15.81%; n = 3) described a little need or some need (21.05%; n = 4) for 

financial planning for G1. Only two (10.53%) G3 participants noted the need for financial 

planning as a whole lot of need for G1 aging in place in Mississippi. 

Home Health Care 

 G3 reported on the need for home health care services for G1, and nearly one-third 

(31.58%; n = 6) of G3 participants noted no need for home health care services. Some G3 

participants (26.32%; n = 5) noted a little or some need for home health care. Several G3 
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(26.32%; n = 5) described home health care as a lot of need for G1 aging in place. There were 

some G3 participants (15.79%; n = 3) who reported a whole lot of need for home health care for 

G1 aging in place. 

Homemaker Services (Help with Chores) 

 Many G3 participants (36.84%; n = 7) described no need for homemaker services (help 

with chores) for G1 aging in place. Some G3 participants (26.32%; n = 5) noted homemaker 

services as either a little need or some need. Two G3 participants (10.53%) described a lot of 

need for homemaker services for G1, while one-fourth (26.32%; n = 5) noted a whole lot of need 

for homemaker services (help with chores) for G1 aging in place in Mississippi. One G3 female 

described, “Well I can see he got a grandkids … he has across the street. They are there to help. 

If we can get down and he cannot do it what they do is to bathe him, feed him, keep the house 

clean, feed his pets.” 

Repair Services 

 Approximately one-third of G3 participants (36.84%; n = 7) reported no need for repair 

services for G1 aging in place. Some G3 participants (21.10%; n = 4) noted repair services for 

older adults as either a little or some need. One G3 participant noted a lot of need for repair 

services for G1. However, a few G3 (15.79%; n = 3) noted a whole lot of need for repair services 

for G1 to age in place. 

Senior Discount Programs 

 Several G3 participants (26.32%; n = 5) noted no need for senior discount programs for 

G1 aging in place. More G3 participants (42.11%; n = 8) described either a little or some need 
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for senior discount programs. However, nearly one-third of G3 participants (31.58%; n = 6) 

described a lot or a whole lot of need for senior discount programs for G1 aging in place. 

Information and Referral Services 

 Many of G3 participants (36.91%; n = 7) noted no need for information and referral 

services for G1 aging in place in Mississippi. Fewer (22.21%; n = 4) described either a little or 

some need for information and referral services. One G3 participant noted a lot of need for 

information and referral services, while two (11.11%) described a whole lot of need for 

information and referral services for G1 aging in place in Mississippi. 

Telephone Reassurance 

Nearly half of G3 (46.15%; n = 6) noted no need for telephone reassurance for G1 aging 

in place. A few G3 participants (23.11%; n = 3) described a little need for telephone reassurance 

for G1. The remaining G3 participants (30.77%; n = 4) described a lot or a whole lot of need for 

telephone reassurance for G1 aging in place.  

Transportation Services 

 Several G3 participants (42.11%; n = 8) reported no need for transportation services for 

G1 aging in place in Mississippi. Some G3 participants (26.32%; n = 5) described a little or 

some need for transportation services for G1. However, many G3 participants (31.58%; n = 6) 

noted the greatest need for transportation services for G1 aging in place. 

Adult Day Care 

 Most of G3 (57.89%; n = 11) described no need for adult day care for G1 aging in place. 

Some G3 participants (15.79%; n = 3) described a little need for adult day care for G1. Two G3 

participants (10.51%) noted some need for adult day care for G1. One G3 participant described a 
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lot of need for adult day care, whereas two (10.52%) noted a whole lot of need for adult day care 

for G1 aging in place.  

Health Screening  

 A few G3 participants (16.67%; n = 3) described no need for health screening for G1 

aging in place. One-third of G3 participants (33.33%; n = 6) noted a little need for health 

screening for G1 aging in place. Many described a lot (27.78%; n = 5) or a whole lot (22.22%; n 

= 4) of need for health screening services for G1 aging in place in Mississippi.  

Physical Fitness/Exercise Programs 

 G3 participants were asked about the need for physical fitness/exercise programs for G1 

aging in place. A few of them (16.67%; n = 3) described no need for physical fitness/exercise 

programs for G1 aging in place. Several G3 (38.89%; n = 7) described a little need for physical 

fitness/exercise programs for G1. Two G3 participants (11.12%) noted some need for physical 

fitness/exercise programs for older adults. The same number of G3 participants (11.12%; n = 2) 

described a lot of need for physical fitness/exercise programs for older adults. However, less than 

one-fourth of G3 participants (22.22%; n = 4) noted a whole lot of need for physical 

fitness/exercise programs for G1 aging in place in Mississippi.  

Support Groups 

 A plurality of G3 (47.41%; n = 9) noted that there would be no need for support groups 

for G1 aging in place. A few G3 participants (15.81%; n = 3) described a little need for support 

groups to age in place. Two (10.51%) noted some need for support groups for G1 to age in place 

in Mississippi. One G3 participant noted a lot of need for support groups for G1 aging in place. 
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Some of the G3 participants (21.11%; n = 4) described a whole lot of need for support services 

for G1 to age in place in Mississippi. 

Nutrition Counseling 

 Many G3 participants (38.90%; n = 7) noted no need for nutrition counseling for G1 to 

age in place. A few G3 (16.71%; n = 3) described a little need for nutrition counseling for G1. 

Two G3 participants (11.12%) noted some need for nutrition counseling for G1. One G3 

participant noted a lot of need, while several (27.81%; n = 5) described a whole lot of need for 

nutrition counseling for G1 to age in place in Mississippi. 

Respite Care (Relief for Caregivers) 

 Many G3 participants (42.11%; n = 8) noted no need for respite care for G1 to age in 

place. A few G3 participants (15.81%; n = 3) noted a little need for respite care to age in place. 

The same number (15.81%; n = 3) described a lot of need for respite care. Approximately one-

fourth (26.32%; n = 5) noted a whole lot of need for respite care for G1 to age in place in 

Mississippi.  

Table 4.3 Anticipated Services Needed for G1 to Age in Place in the Next 5+ Years. 

Services G1 G2 G3 

 Frequency Percentage Frequency Percentage Frequency Percentage 

Home-delivered meals 3/15 20.00% 13/21 61.90% 11/19 57.89% 

Food stamp programs 3/15 20.00% 8/22 36.36% 9/19 47.37% 

Tax Preparation 4/17 23.53% 9/22 40.91% 10/19 52.63% 

Financial planning 4/17 23.53% 14/22 63.64% 11/19 57.89% 

Home health care 8/16 50.00% 17/22 77.27% 13/19 68.42% 

Homemaker services (help 

with chores) 
7/17 41.18% 16/22 72.73% 12/19 63.16% 

Repair services 4/18 22.22% 14/22 63.64% 12/19 63.16% 

Senior discount programs 7/18 38.89% 16/22 72.73% 14/19 73.68% 

Information & referral 

services 
6/17 35.29% 16/22 72.73% 11/18 61.11% 

Telephone reassurance 4/16 25.00% 6/14 42.86% 7/13 53.84% 

Transportation services 6/18 33.33% 11/21 52.38% 11/19 57.89% 

Adult daycare 7/18 38.89% 14/22 63.64% 11/19 42.11% 
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Table 4.3 (continued) 

Services G1 G2 G3 

 Frequency Percentage Frequency Percentage Frequency Percentage 

Health screening 6/17 35.29% 16/22 72.73% 15/19 78.95% 

Exercise programs/ 

physical fitness 
7/17 41.18% 18/22 81.82% 15/18 83.33% 

Support groups 6/18 33.33% 14/22 63.64% 10/19 52.63% 

Nutrition counseling 6/18 33.33% 13/21 61.90% 11/18 61.11% 

Respite care 9/17 52.94% 15/22 68.18% 11/19 57.89% 

Senior Medicare Patrol 5/14 35.71% - - - - 

Note. N = 49, Responses on a five-point scale of 1 = not at all, 2 = a little, 3 = some, 4 = a lot, 5 

= a whole lot. Data in the table only shows a little to a whole lot of responses. 
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CHAPTER V 

CONCLUSION 

This study aimed to understand what the current and anticipated needs and services 

during late adulthood are for rural families aging in place in Mississippi. This study is novel in 

that it assessed the current and anticipated needs and services from three generations’ 

perspectives via quantitative and qualitative approaches. Obtaining perspectives from multiple 

generations involved in the caregiving of older adults is critical to understanding how best to 

support the growing aging population in America.  

Overall, results suggest physical and mental health concerns were common concerns for 

all three generations. Most older adults in this study endorsed physical health as a current 

concern. This finding is consistent with the literature and aging theories (Weinert & Timiras, 

2003), which postulate a decline in health due to evolutionary, molecular, cellular, and system-

based mechanisms. Physical health concerns were also anticipated to become more pressing 

concerns for the generations in the next 5 years. In addition to reduced physical health, many G1 

participants were currently concerned with being able to afford medications, which was also 

noted by more than 50% of G2 and G3 when asked about concerns in the next 5+ years. While 

older adults are eligible for Medicare, it does not cover all medical costs and not everyone is 

eligible for premium free Part A. According to the AARP, 1 in 5 adults of Medicare age paid 

more than $2,000 out of pocket to cover their health care costs in 2021. Additionally, Medicare 

does not cover all prescription drugs, another noted concern across the generations. Taken 
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together, these data suggest that the declining physical health of older adults and the associated 

costs of care and medications are concerns that families need to plan for, and the government 

needs to consider more fully as costs of healthcare continues to rise (Coulter et al., 2019).  

Out of the 11 different areas of current concerns, boredom was the second most endorsed 

concern of older adults, although it was only a major concern for one participant. Boredom is 

associated with reduced cognitive functioning in older age, as well as depression (Conroy et al., 

2010), the latter of which was endorsed by almost half of the G1 participants as a current 

concern. While boredom was not an area assessed in the survey that the younger two generations 

completed, boredom and loneliness were noted during the interviews. For instance, family 

members suggested that communities needed additional places for older adults to go during the 

day to be entertained, physically active, and engage in social interactions. Finding ways to 

engage older adults in activities, both social and physical, is an area for communities to focus 

resources to reduce faster declines in mental health, the latter of which was a concern noted by 

all generations.  

Almost all of G2 participants and more than half of G3 participants reported concerns 

about older adults living independently. G1 participants may not recognize the dangers of living 

independently, which can lead to family conflict. Families should try to discuss the signs that 

living independently may not be the safest route. For example, falling is one of the major risk 

factors to older adults living alone. When older adults have lost flexibility, have weakened 

muscles, experience balance problems, are slower to react, and experience brittle bones, 

conversations about the next step need to be considered. While that is the case, it is important for 

families to remember that barriers to independent living are unique to individual situations 
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(DiGennaro Reed et al., 2014), highlighting the need for early planning and good family 

communication as families prepare to care for the older generations.  

Financial concerns were rarely reported by G1 individuals, but these concerns received a 

lot of attention from the two younger generations. Affording basics like food was noted as a 

concern for about half of the participants in G2 and G3. However, financial concerns related to 

healthcare and medication were endorsed by 47%-73% of family members. These findings 

highlight the issue of rising healthcare costs (Coulter et al., 2019) and suggest that families may 

struggle to meet the medical needs of older adults. Additionally, these concerns also point to 

policy gaps in caring for older adults.  

Responses of G2 and G3 participants aligned more often than either generation did with 

G1. For example, telephone reassurance for older adults was reported as a need by only one-

fourth of G1 participants (25.00%), almost half of G2 participants (42.86%), and more than 60% 

of G3. There was a gradual increase in the percentage perceiving a need for telephone 

reassurance across the generations. The percentage may be higher among G2 and G3 because of 

higher rates of smartphone ownership; 95% of 18–49-year-olds own a smartphone compared to 

61% of those age 65 and older (Laricchia, 2023). Other generational differences in concerns 

were noted in regard to driving. Specifically, older adults driving was noted by 14 participants in 

both G2 and G3 as a concern, whereas only 7 of G1 participants reported this as a concern. 

Similarly, not having transportation was noted by almost 50% of G2 and G3 participants, but 

only 17% of G1 participants. While consistency between G2 and G3 were noted often, some 

differences also existed. For example, living independently was noted as a concern by almost 

40% of G1, 86% of G2 and 63% of G3. Additionally, G2 noted more concerns than any other 

generation, with the highest percentage of all generations in 8 of the 10 concerns. These 
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variations in responses suggest that obtaining concerns from multiple generations are important 

if we want to support families while they support their aging in place family member(s).  

According to intergenerational solidarity theory (Bengtson & Roberts, 1991), family 

members help older adults because of familial commitment to family roles and responsibilities. 

Middle-aged family members, often called the sandwich generation, may feel the most 

commitment to care for their aging parents, while balancing the demands of a younger 

generation and work. Consistent with the literature on the sandwich generation (DeRigne & 

Ferrante, 2012), results from this study indicate that G2 participants reported more concerns than 

the other two generations, most likely due to their involvement in the day-to-day caregiving of 

the older adult while still feeling the strain of managing their children, home, and work. Given 

that adult children are often tasked with most of the caregiving and work responsibilities in the 

family, particularly women (Parker & Patten, 2013), research finds that this generation is at risk 

for mental health problems, including stress, depression, and anxiety (DeRigne & Ferrante, 

2012). Caregiver depression is noted as a “silent health crisis,” with estimates indicating that 

20% of family caregivers suffer from depression (Family Caregiver Alliance, 2002). To support 

healthy aging in place, communities and governments may need to consider ways to relieve 

stress for this generation.  

One of the services noted by the two younger generations, particularly that of G2, was 

respite care. Respite care services are not usually covered by insurance plans but are covered by 

Medicare for up to 5 days if the care occurs in a hospital or skilled nursing facility. However, 

availability of those services may be scant in rural areas such as Mississippi, limiting 

opportunities for the caregiving generations to have relief from the stress often associated with 

day-to-day caregiving. Communities in rural areas may need to find ways to attract these 
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services to the area and to ensure that citizens can afford the associated costs of the services. 

Also, making families aware of resources available to them such as the MS Access to Care 

Network or the Mississippi Family Caregiver Coalition, may help provide options in more 

populated areas of the state.  

Regarding services that families felt would be needed, the majority of each generation 

endorsed the need for home health care services to assist G1 with successfully aging in place. 

Considering the rural nature of the sample in this study (Hash et al., 2015) and the associated 

reduced access to medical services in Mississippi, this finding is not a surprise. Additionally, as 

older adults age, their health deteriorates, requiring more skilled caregiving that family members 

may not feel competent to administer alone. This might also explain in part the finding that adult 

day cares were a needed service, particularly from the perspective of G2 participants. Family 

members may be concerned about leaving old adults alone during the day while they are at work. 

Having a place where older adults can “hang out” with others and get out of the house while also 

being cared for may be appealing to family, especially if the day care is affordable.  

The need for services that address everyday chores such as cooking, laundry, cleaning, 

and yard work was noted by most G2 and G3 participants but less than half of G1 participants. 

Similarly, repair services were also mentioned by more than half of G2 and G3 family members. 

The higher number of family members in the latter two generations endorsing these items could 

be due to the younger generations feeling added pressure of performing these daily tasks, which 

may be a source of stress for them if they are also balancing school/work, children, and/or care 

of their home. Older adults may be less likely than the other two generations to endorse this 

needed service due to perceptions that they can still maintain at least some of these tasks on their 

own (e.g., making a sandwich) or because they are satisfied with the current arrangement. Given 
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that stress of caregivers is common (Dwyer et al., 1994) communities can use this information to 

help find ways to assist families with an older adult aging in place. For example, communities 

could address the need for services by encouraging and incentivizing businesses in 

housekeeping, laundering services, repair/maintenance, and landscaping.  

Another service particularly important to G2 participants revolves around information 

and referral services. Being familiar with amenities and resources in the community is key to 

successful aging in place. One way that communities, especially in rural areas (RHIhub, 2023), 

can ensure families have access to the information is to create wraparound programs and/or the 

integration of physical and behavioral health services that help coordinate services for older 

adults. Models such as the Program of All-Inclusive Care for the Elderly (PACE) are available to 

residents of many communities in Mississippi. PACE is an innovative model that provides a 

range of integrated preventative, acute care, and long-term care services to manage the often 

complex medical, functional, and social needs of the frail elderly. It was created to provide 

clients, family, caregivers, and professional healthcare providers the flexibility to meet a 

person’s health care needs while continuing to live safely in the community.  

Limitations 

 Although this research adds to the body of empirical knowledge, there are some notable 

limitations too. The data collected from three generations could not be compared at a specific 

familial level. The small number of participants made inferential analyses impossible; thus, 

limited options for statistics were available. Lastly, the response scales on the questionnaire 

only had clear descriptions for the two outer endpoints which included terms of “greatest” and 

“least.” Those terms imply ranking, but participants were not asked to rank concerns or needs 

across the full list of items; instead, they were asked to indicate greatest or least concerns or 
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needs within an item. This made analysis challenging; thus, the qualitative markers were 

adjusted for analysis and reporting purposes. 

Recommendations for Future Research 

Future research on intergenerational relationships may enhance understanding of social 

scientists on how ambivalence impacts intergenerational relationships among three generations 

in the same families affected by aging in place. Further, any research conducted on more than 

three generations in multigenerational context may help social scientists understand dynamics 

of intergenerational relationships among families of older adults aging in place with limited 

resources and amenities. Research on both rural and urban samples may provide insights into 

how multigenerational families traverse through needs and services to hamper/enhance 

intergenerational relationships that change in the face of rural and urban context. Extending the 

sample using predetermined classification rather than depending on snowballing and 

convenient sampling could provide a wider variety of experiences. Lastly, the research should 

be repeated using a more diverse population, including all ethnic groups and cultures.  

Summary and Implications 

While aging is an inescapable phenomenon, aging in place may buffer against age-related 

decline. These findings build on the limited knowledge regarding aging in place in rural, 

impoverished communities. Data from this study indicates that for families aging in place, top 

concerns revolve around physical and mental health issues and supports, whether that be access 

to or costs of medical care. The findings have implications for families, community leaders, non-

profit organizations, and for-profit businesses, as well as local, state, and federal governmental 

agencies. Families can familiarize themselves with information and resources available to them 
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in the local community or within the state. Communities can find ways to incentivize businesses 

that fill some of the gaps in care such as lawn or home health services. Policies need to be re-

evaluated regarding affordability of healthcare and governments can work to make citizens 

aware of models such as PACE that can provide integrative and wraparound services. While 

some concerns are consistently noted across three generations of family members, G2 and G3 

responses regarding their concerns were more aligned than either of the two younger generations 

and G1, highlighting the need to evaluate multiple family members’ perspectives on what they 

need to successfully age in place.  
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