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Introduction
There has been an interest in aging and family, within 

sociological developments relating to aging and health policy since 
the late 1990s (Minkler, 1998). This is a trend that has cut across 
Canadian, American and European research Cloke et al, 2006; 
Walker and Naegele [1]; Minkler, 1998; Bengtson et al. [2]; Biggs 
and Powell [3]; Carmel et al. [4]. The reasons for such expansion 
are as much economic and political as they are academic. US and 
European governments recognize that the “family” is important 
for health and economic needs and this should be reflected in our 
understanding of aging, family processes and in health policy Beck 
[5]. “Narrativity” has become established in the health sciences, 
both as a method of undertaking and interpreting research cf 
Kenyon et al., 1999; Holstein and Gubrium [6]; Biggs et al. [7] and 
as a technique for modifying the self McAdams [8]; Mcleod [9]. Both 
Gubrium [10] and Katz [11] suggest that older people construct 
their own analytical models of personal identity based on lived 
experience and on narratives already existing in their everyday 
environments. By using a narrative approach, the meaning of health 
and family can be told through stories about the self as well as ones 
“at large” in public discourse.

Self-storying, draws attention to the ways in which family 
identities are both more open to negotiation and are more likely 
to be “taken in” in the sense of being owned and worked on 
by individuals themselves. Families, of course, are made up of 
interpersonal relationships within and between generations that 
are subject to both the formal rhetoric of public discourse, and the 
self-stories that bind them together in everyday life. The notion  

 
of family is, then, an amalgam of policy discourse and everyday 
negotiation and as such alerts us to the wider health implications of 
those relationships (cf Powell, 2005). The rhetoric of health policy 
and the formal representations of adult aging and family life that one 
finds there, provide a source of raw material for the construction 
of identity and a series of spaces in which such identities can be 
legitimately performed. It is perhaps not overstating the case to say 
that the “success” of a family policy can be judged from the degree 
to which people live within the stories or narratives of family 
created by it. In fact, the relationship between healthy families and 
older people has been consecutively re-written in the health policy 
literature. Each time a different story has been told and different 
aspects of the relationship have been thrown into high relief. It 
might even be argued that the family has become a key site upon 
which expected norms of intergenerational relations and late-life 
citizenship are being built. This paper explores the significance of 
such narratives, using developments in the UK as a case example 
that may also shed light on wider contemporary issues associated 
with old age. The structure of the paper is in four constituents. 
Firstly, we start by mapping out the emergence and consolidation of 
neoliberal family policy and its relationship to emphasis on family 
obligation, state surveillance and active citizenship. Secondly, we 
highlight both the ideological continuities and discontinuities 
of the subsequent health democratic turn and their effects on 
older people and the family. Thirdly, research studies are drawn 
on to highlight how “grand-parenting” has been recognized by 
governments in recent years, as a particular way of “storying” the 
relationship between old age and family life. Finally, we explore 
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Due to the mounting importance of recent research in the areas of healthy families and aging, the paper assesses the particular 
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suggest that identities of health and family and grand-parenting are built on multiple grounds, and that therefore theory should 
be sensitized accordingly, as identities are managed at different levels, for different audiences and at different levels of awareness.
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ramifications for researching family policy and old age by pointing 
out that narratives of inclusion and exclusion often co-exist. It is 
suggested that in future, aging and family life will include the need 
to negotiate multiple policy narratives. At an interpersonal level, 
sophisticated narrative strategies would be required if a sense of 
familial continuity and solidarity is to be maintained.

Neoliberalism, Aging, and Healthy Families
Political and health debate since the Reagan/Thatcher years, 

has been dominated by neoliberalism, which postulates the 
existence of autonomous, assertive, rational individuals who 
must be protected and liberated from “big government” and state 
interference Gray [12]. Indeed, Walker and Naegele [1] claim a 
startling continuity across Europe is the way “the family” has been 
positioned by governments as these ideas have spread beyond their 
original “English speaking” base. Neoliberal policies on health and 
family, has almost always started from a position of laissez-faire, 
excepting when extreme behavior threatens its members or wider 
health relations Beck [5]. Using the UK as a case example, it can be 
seen that that neoliberal policy came to focus on two main issues. 
And, whilst both only represent the point at which a minimalist 
approach from the state touches family life, they come to mark 
the dominant narrative through which aging and family are made 
visible in the public domain (Cloke et al. 2006). On the one hand, 
increasing attention was paid to the role families took in the care of 
older people who were either mentally or physically infirm. A series 
of policy initiatives UKG [13-15] recognized that families were a 
principal source of care and support. “Informal” family care became 
a key building block of policy toward an aging population. It both 
increased the salience of traditional family values, independence 
from government and enabled a reduction in direct support form 
the state. On the other hand, helping professionals, following US 
experience Pillemer and Wolf [16], became increasingly aware of 
the abuse that older people might suffer and the need to protect 
vulnerable adults from a variety of forms of abuse and neglect Biggs 
et al. [17]. Policy guidance, “No Longer Afraid: the safe-guard of 
older people in domestic settings,” was issued in 1993, shortly after 
the move to seeing informal care as the mainstay of the welfare of 
older people. As the title suggests, this was also directed primarily 
at the family.

It is perhaps a paradox that a policy based ostensibly on the 
premises of leaving-be, combines two narrative streams that result 
in increased surveillance of the family. This paradox is based largely 
on these points being the only ones where policy “saw” aging in 
families, rather than ignoring it. This is not to say that real issues of 
abuse and neglect fail to exist, even though UK politicians have often 
responded to them as if they were some form of natural disaster 
unrelated to the wider policy environment. To understand the 
linking of these narratives, it is important to examine trends tacit in 
the debate on family and aging, but central to wider health policy. 
Wider economic priorities, to “roll back the state” and thereby 
release re-sources for individualism and free enterprise, had 

become translated into a family discourse about caring obligations 
for ill relatives and the need to enforce them. If families ceased to 
care, then the state would have to pick up the bill. Families, rather 
than being seen as “havens against a harsh world,” were now easily 
perceived as potential sites of mistreatment, and the previously 
idealized role of the unpaid carer became that of a potential 
recalcitrant, attempting to avoid their family obligations. An 
attempt to protect a minority of abused elders thus took the shape 
of a tacit threat, hanging above the head of every aging family Biggs 
and Powell [18]. It is worth note that these policy developments 
took little account of research evidence indicating that family 
solidarity and a willingness to care had decreased in neither the UK 
Wenger, 1994; Phillipson [19] nor the US Bengtson and Achenbaum 
[20]. Further, it appeared that familial caring was actually moving 
away from relationships based on obligation and toward ones 
based on negotiation Finch and Mason [21]. Family commitment 
has, for example, to vary depending upon the characteristic 
care-giving patterns within particular families. Individualistic 
families provided less instrumental help and made use of welfare 
services, whereas a second, collectivist pattern offered greater 
personal support. Whilst this study focused primarily on upward 
generational support, Silverstein and Bengtson [22] observed that 
“tight-knit” and “detached” family styles were often common across 
generations. Unfortunately, policy developments have rarely taken 
differences in care-giving styles into account, preferring a general 
narrative of often idealized role relation-ships. It is not unfair to say 
that during the neoliberal period, the dominant narrative of family 
became that of a site of care going wrong. 

Health Democracy, Aging, and the Family
Health democratic policies toward the family arose from the 

premise that by the early 1990s, the free-market policies of the 
Thatcher/Reagan years had seriously damaged the health fabric 
of the nation state and that its citizens needed to be encouraged 
to identify again with the national project. A turn to an alternative, 
sometimes called “the third way,” emerging under Clinton, Blair 
and Schroeder administrations in the US and parts of Europe, 
attempted to find means of mending that health fabric, and as part 
of it, relations between older people and their families Beck [5]. The 
direction that the new policy narrative took is summarized in UK 
Prime Minister Blair’s [23] statement that “the most meaningful 
stake anyone can have in society is the ability to earn a living 
and support a family.” Work, or failing that, work-like activities, 
plus an active contribution to family life began slowly to emerge, 
delineating new narratives within which to grow old Hardill et 
al. [24]. Giddens [25] in the UK and Beck [26] in Germany, both 
proponents of health democratic politics, have claimed that citizens 
are faced with the task of piloting themselves and their families 
through a changing world in which globalization has transformed 
our relations with each other, now based on avoiding risk. 
According to Giddens [25], a new partnership is needed between 
government and civil society. Government support to the renewal of 
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community through local initiative, would gives an increasing role 
to “voluntary” organizations, encourages health entrepreneurship 
and significantly, supports the “democratic” family characterized 
by “equality, mutual respect, autonomy, decision-making through 
communication and freedom of violence.” It is argued that health 
policy should be less concerned with “equality” and more with 
“inclusion,” with community participation reducing the moral and 
financial hazard of dependence cf Walker, 2002; Biggs et al. [7]; 
Powell and Owen [27]; Walker and Aspalter [28]. 

Through an increased awareness of the notion of ageism, the 
influence of European ideas about health inclusion and North 
American health communitarianism, families and older people 
found themselves transformed into active citizens who should 
be encouraged to participate in society, rather than be seen as 
a potential burden upon it Biggs [29]. A contemporary UK policy 
document, entitled “Building a Better Britain for Older People” 
DSS [30] is typical of a new genre of western policy, re-storying 
the role of older adults: “The contribution of older people is vital, 
both to families, and to voluntary organisations and charities. We 
believe their roles as mentors-providing ongoing support and 
advice to families, young people and other older people-should be 
recognised. Older people already show a considerable commitment 
to volunteering. The Government is working with voluntary groups 
and those representing older people to see how we can increase the 
quality and quantity of opportunities for older people who want 
to volunteer.” What is perhaps striking about this piece is that it is 
one of the few places where families are mentioned in an overview 
on older people, with the exception of a single mention of carers, 
many of whom, it is pointed out, “are pensioners themselves.” In 
both cases the identified role for older people constitutes a reversal 
of the narrative offered in preceding policy initiatives. The older 
person like other members of family structure is portrayed as an 
active member of the health milieu, offering care and support to 
others Hardill et al. [24].

The dominant preoccupation of this policy initiative, is not 
however, concerned with families. Rather, there is a change of 
emphasis toward the notion of aging as an issue of lifestyle, and 
as such draws on contemporary gerontological observations of the 
“blurring” of age-based identities (Featherstone and Hepworth, 
1995) and the growth of the grey consumer Katz [11]. Whilst such 
a narrative is attractive to pressure groups, voluntary agencies and, 
indeed, health gerontologists; there is, just as with the policies of 
the neoliberals, an underlying economic motive which may or may 
not be to the long term advantage to older people and their families. 
Again, as policies develop, the force driving the story of elders as 
active citizens was to be found in policies of a fiscal nature. The most 
likely place to discover how the new story of aging, fits the bigger 
picture is in government-wide policy. In this case the document 
has been entitled “Winning the Generation Game” UKG [31]. This 
begins well with “One of the most important tasks for twenty-
first century Britain is to unlock the talents and potential of all its 
citizens. Everyone has a valuable contribution to make, throughout 

their lives.” However, the reasoning behind this statement becomes 
clearer when policy is explained in terms of a changing demographic 
profile: “With present employment rates” it is argued, “one million 
more over-50s would not be working by 2020 because of growth 
in the older population. There will be 2 million fewer working-age 
people under 50 and 2 million more over 50: a shift equivalent to 
nearly 10 percent of the total working population.”

The solution, then, is to engage older people not only part of 
family life but also in work, volunteering or mentoring. Older 
workers become a reserve labor pool, filling the spaces left by falling 
numbers of younger workers. They thus contribute to the economy 
as producers as well as consumers and make fewer demands on 
pensions and other forms of support. Those older people who are 
not thereby healthly included, can engage in the work-like activity 
of volunteering. Most of these policy narratives only indirectly 
affect the aging family. Families only have a peripheral part to play 
in the story, and do not appear to be central to the lives of older 
people. However, it is possible to detect the same logic at work 
when attention shifts from the public to the private sphere. Here 
the narrative stream develops the notion of “grand-parenting” as 
a means of health inclusion. This trend can be found in the UK, in 
France Girard and Ogg [32], Germany Scharf and Wenger [33], as 
well as in the USA Minkler [34]. In the UK context the most detailed 
reference to grand-parenting can be found in an otherwise rather 
peculiar place-namely from the Home Offic-an arm of British 
Government primarily concerned with law and order. In a document 
entitled “Supporting Families” (2000b), “family life” we are told, 
“is the foundation on which our communities, our society and our 
country are built.” “Business people, people from the community, 
students and grandparents” are encouraged to join a schools 
mentoring network. Further, “the interests of grandparents, and the 
contribution they make, can be marginalized by service providers 
who, quite naturally, concentrate on dealing with parents. We want 
to change all this and encourage grandparents-and other relatives-
to play a positive role in their families.” By which it is meant: 
“home, school links or as a source of health and cultural history” 
and support when “nuclear families are under stress.” Even older 
people who are not themselves grandparents can join projects 
“in which volunteers act as “grandparents” to contribute their 
experience to a local family.” In the narratives of health democracy, 
the aging family is seen as a reservoir of potential health inclusion. 
Older people are portrayed as holding a key role in the stability 
of both the public sphere, through work and volunteering, and in 
the private sphere, primarily through grandparental support and 
advice (Cloke et al. 2006). Grandparents, in particular, are storied 
as mentors and counselors across the public and private spheres. 
Whilst the grandparental title has been used as a catch-all within 
the dominant policy narrative; bringing with it associations 
of security, stability and an in many ways an easier form of 
relationship than direct parenting; it exists as much in public as 
in private space. It is impossible to interpret this construction of 
grandparenthood without placing it in the broader project of health 
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inclusion, itself a response to increased health fragmentation and 
economic competition. Indeed it may not be an exaggeration to 
refer this construal of grand-parenting as neofamilial. In other 
words, the grandparent has out-grown the family as part of a policy 
search to include older adults in wider society. The grandparent 
becomes a mentor to both parental and grandparental generations 
as advice is not restricted to schools and support in times of stress, 
but also through participation in the planning of amenities and 
public services BGOP [35]. This is a very different narrative of 
older people and their relationship to families, from that of the 
dependent and burdensome elder. In the land of policy conjuring, 
previously conceived problems of growing economic expense and 
health uselessness have been miraculously reversed. Older people 
are now positioned as the solution to problems of demographic 
change, rather than their cause. They are a source of guidance to 
ailing families, rather than their victims. Both narratives increase 
the health inclusion of a potentially marginal health group: formerly 
known as the elderly.

“Grand-Parenting” Policy
There is much to be welcomed in this story of the active 

citizen elder. Especially so if policy-inspired discourse and lived 
self-narratives are taken to be one and the same. There are also 
certain problems, however, if the two are unzipped, particularly 
when the former is viewed through the lens of what we know about 
families from other sources. First, each of the roles identified in the 
policy domain, volunteering, mentor-ship and grand-parenting, 
have a rather second–hand quality. By this is meant that each is 
supportive to another player who is central to the task at hand. 
Rather like within Erikson’s psycho-health model of the lifecycle, 
the role allocated to older people approximates grand-generativity 
and thereby contingent upon the earlier, but core life task of 
generativity itself Kivnick [36]. In other words it is contingent upon 
an earlier part of life and the narratives woven around it, and fails to 
distinguish an authentic element of the experience of aging. When 
the roles are examined in this light, a tacit secondary status begins 
to emerge. Volunteering becomes unpaid work; mentoring, support 
to helping professionals in their eroded pastoral capacities; and 
grand-parenting, in its familial guise, a sort of peripheral parent 
without the hassle. This peripherality may be in many ways 
desirable, so long as there is an alternative pole of authentic 
attraction that ties the older adult into the health milieux. Either 
that or the narrative should allow space for legitimized withdrawal 
from healthy inclusive activities. Unfortunately, the dominant policy 
narrative has little to say on either count. Second, there is a shift of 
attention away from the most frail and oldest old, to a third age of 
active or positive aging, which, incidentally, may or may not take 
place in families. It is striking that a majority of policy documents 
of what might be called the “new aging,” start counting from age 
50, an observation that is true for formal government rhetoric and 
pressure from agencies and initiatives lead by elders Biggs [37]. 
This interpretation of the life-course has been justified in terms of 
its potential for forming intergenerational alliances BGOP [35] and 

fits well with the economic priority of drawing on older people as a 
reserve labor force UKG [38]. 

Third, there is a striking absence of analysis of family relations 
at that age. Possibilities of intergenerational conflict as described in 
other literature De Beauvoir [39], not least in research into three-
generation family therapy Hargrave and Anderson [40]; Qualls 
[41] plus the everyday need for tact in negotiating childcare roles 
Bornat et al. [42]; Waldrop et al. [43], appear not to have been taken 
into account. This period in the aging life-course is often marked 
by midlife tension and multi-generational transitions, such as those 
experienced by late adolescent children and by an increasingly 
frail top generation Ryff and Seltzer [44]. Research has indicated 
that solidarity between family generations is not uniform and will 
involve a variety of types and degrees of intimacy and reciprocity 
Silverstein and Bengtson [22]. Finally, little consideration has 
been given to the potential conflict between the tacit hedonism 
of aging lifestyles based on consumption and those more healthly 
inclusive roles of productive contribution, of which the “new grand-
parenting” has become an important part. Whilst there are few 
figures on grandparental activity it does, for example, appear that 
community volunteering amongst older people is embraced with 
much less enthusiasm than policy-makers would wish Boaz et al. 
[45]. Chambre [46] claims volunteering in the US diminishes in old 
age. Her findings indicate the highest rates of volunteering occur 
in mid-life, where nearly two thirds volunteer. This rate declines to 
47 percent for persons aged between 65 and 74 and to 32 percent 
among persons 75 and over. A UK Guardian-ICM (2000) poll of older 
adults indicated that, amongst grandfathers, but not grandmothers, 
there was a degree of suspicion of child-care to support their 
own children’s family arrangements. More than a quarter of men 
expressed this concern, compared with only 19 percent of women 
interviewed. The UK charity, Age Concern, stated: “One in ten 
grandparents are under the age of 56. They have 10 more years of 
work and are still leading full lives.” 

One might speculate, immersed in this narrative stream, that 
problematic family roles and relationships cease to exist for the 
work-returning, volunteering and community enhancing 50-plus 
“elder.” Indeed, the major protagonists of health democracy seem 
blissfully unaware of several decades of research, particularly 
feminist research, demonstrating the mythical status of the “happy 
family” cf e.g. Land [47]. What emerges from research literature on 
grand-parenting as it is included in people’s everyday experience 
and narratives of self, indicates two trends: (1) there appears to be 
a general acceptance of the positive value of relatively loose and 
undemanding exchange between first and third generations, and 
(2) that deep commitments become active largely in situations of 
extreme family stress or breakdown of the middle generation. First, 
grandparents have potential to influence and develop children 
through the transmission of values. Subsequently, grand-parents 
serve as arbiters of knowledge and transmit knowledge that is 
unique to their identity, life experience and history. In addition, 
grandparents can become mentors, performing the function of a 
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generic life guide for younger children. This “transmission” role 
is confirmed by Mills [48] study of mixed gender relations and by 
Waldrop et al. [43] report on grandfathering. According to Roberto 
[49] early research on grand-parenting in the USA has attempted to 
identify the roles played by grandparents within the family system 
and towards grandchildren. Indeed, much US work on grand-
parenting has focused on how older adults view and structure their 
relationships with younger people. African American grandparents, 
for example, take a more active role, correcting the behavior of 
grandchildren and acting like “protectors” of the family. Accordingly, 
such behaviors are related to effects of divorce and under/
unemployment. Research by Kennedy [50] indicates, however, that 
there is a cultural void when it comes to grand-parenting roles for 
many white families with few guide-lines on how they should act 
as grandparents. Girard and Ogg [32] report that grand-parenting 
is a rising political issue in French family policy. They note that 
most grandmothers welcome the new role they have in child care 
of their grandchildren, but there is a threshold beyond which 
support interferes with their other commitments. Contact between 
older parents and their grandchildren is less frequent that with 
youngsters, with financial support becoming more prominent. 

Two reports, explicitly commissioned to inform UK policy 
Hayden et al. [51]; Boaz et al. [45] classify grand-parenting under 
the general rubric of intergenerational relationships. Research 
evidence is cited, that “when thinking about the future, older people 
looked forward to their role as grandparents” and that grandparents 
looked after their grandchildren and provided them with “love, 
support and a listening ear,” providing childcare support to their 
busy children and were enthusiastic about these roles. Hayden et 
al. [51] used focus groups and qualitative interviewing and report 
that: “grand-parenting included spending time with grandchildren 
both in active and sedentary hobbies and pursuits, with many 
participants commenting on the mental and physical stimulation 
they gained from sharing activities with the younger generation. 
Coupled with this, the Beth Johnson Foundation (1998) found 
that older people as mentors had increased levels of participation 
with more friends and engendered more health activity. With the 
exception of the last study, each has relied on exclusive self-report 
data, or views on what grand-parenting might be like at some 
future point. In research from the tradition of examining health 
networks, and thus not overtly concerned with the centrality of 
grand-parenting or grandparent-like roles as such, it is rarely 
identified as a key relationship and could not be called a strong 
theme. Studies on the UK, Phillipson et al. [52], Japan Izuhara [53], 
the US Schreck [54]; Minkler [34], Hispanic Americans Freidenberg 
[55], and Germany, Chamberlayne and King [56] provide little 
evidence that grand-children, as distinct from adult children, are 
prominent members of older peoples reported health networks. 
Grandparental responsibility becomes more visible if the middle 
generation is for some reason absent. Thompson [57] reports from 
the UK, that when parents part or die, it is often grandparents who 
take up supporting, caring and mediating roles on behalf of their 

grandchildren. The degree of involvement was contingent however 
on the quality of emotional closeness and communication within 
the family group. Minkler [34] has indicated that in the US, one in 
ten grandparents has primary responsibility for raising a grandchild 
at some point, with care often lasting for several years.

This trend varies between ethnic groups, with 4.1 percent 
White, 6.55 percent Hispanic and 13.55 African American children 
living with their grandparents or other relatives. It is argued that 
a 44 percent increase in such responsibilities is connected to the 
devastating effects of wider health issues, including AIDS/HIV, 
drug abuse, parental homelessness and prison policy. Thomson 
and Minkler [58] note that there is an increasing divergency in the 
meaning of grand-parenting between different socio-economic 
groups, with extensive care-givers (7 percent of the sampled 
population) having increasingly fewer characteristics in common 
with the 14.9 percent who did not provide child-care. In the 
UK, a similar split has been identified with 1 percent of British 
grandparents becoming extensive caregivers, against a background 
pattern of occasional or minimal direct care Duckworth [59]. 
It would appear that grand-parenting is not, then a uniform 
phenomenon, and extensive grand-parenting or grandparent-like 
activities are rarely an integral part of health inclusion. Rather, 
whilst it is seen as providing some intergenerational benefit, it may 
be a phenomenon that requires an element of un-intrusiveness 
and negotiation in its non-extensive form. When extensively relied 
on it is more likely to be a response to severely eroded inclusive 
environments and the self-protective reactions of families living 
with them. Minkler’s analysis draws attention to race as a feature of 
health exclusion that is poorly handled by policy narratives afforded 
to the family and old age. There is a failure to recognize structural 
forms of inequality, and action seeking to healthly include older 
people as a category appears to draw heavily on the occasional 
helper and health volunteer as a dominant narrative. 

Each phase of health policy, be it the Reagan/Thatcherite 
neoliberalism of the 1980s and early 1990s, the Clinton/Blairite 
interpretation of health democracy in the late 90s, or the millennial 
Bush administration, leaves a legacy. Moreover, policy development 
is uneven and subject to local emphasis and elision, which means 
that it is quite possible for different, even conflicting narratives of 
family and later life to coexist in different parts of the policy system. 
Each period generates a discourse that can legitimate the lives of 
older people and family relations in particular ways, and as their 
influence accrues, create the potential of entering into multiple 
narrative streams. A striking feature of recent policy history has 
been that not only have the formal policies been quite different in 
their tenor and tacit objectives, one from another, they have also 
addressed different areas of the lives of aging families. Where there 
is little narrative overlap there is the possibility of both policies 
existing, however opposed they may be ideologically or in terms of 
practical outcome. Different narratives may colonize different parts 
of policy, drawing on bureaucratic inertia, political inattention 
and convenience to maintain their influence. They have a living 
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presence, not least when they impinge on personal aging.b Also, 
both policy discourses share a deep coherence, which may help to 
explain their co-existence. Each offers a partial view of aging and 
family life whilst downloading risk and responsibility onto aging 
families and aging identities. Neither recognizes aging which is 
not secondary to an independent policy objective. Both mask the 
possibility of authentic tasks of aging. If the analysis outlined above 
is accepted, then it is possible to see contemporary health policy 
addressing diverse aspects of the family life of older people in 
differing and contradictory ways. Contradictory narratives for the 
aging family exist in a landscape that is a one and the same time 
increasingly blurred in terms of roles and relationships and split-
off in terms of narrative coherence and consequences for identity. 
Indeed in a future of complex and multiple policy agendas, it would 
appear that a narrative of health inclusion through active aging can 
coexist with one emphasizing carer obligation and surveillance. 
Such a co-existence may occasionally become inconvenient at the 
level of public rhetoric. However, at an experiential and ontological 
level, that is to say at the level of the daily lives of older adults and 
their families, the implications may become particularly acute. 
Multiple co-existing policy narratives may become a significant 
source of risk to identity maintenance within the aging family.

One has to imagine a situation in which later lives are lived, 
skating on a surface of legitimizing discourse. For everyday intents 
and purposes this surface supplies the ground on which one can build 
an aging identity, relate to other family members and immediate 
community. However, there is always the possibility of slipping, of 
being subject to trauma or transition. Serious slippage will provoke 
being thrown onto a terrain that had previously been hidden, an 
alternative narrative of aging with entirely different premises, 
relationship expectations and possibilities for personal expression. 
Policy narratives, however, are also continually breaking down and 
fail to achieve hegemony as they encounter lived experience. Indeed, 
it could be argued that a continuous process of re-constitution takes 
place via the play of competing narratives. When we are addressing 
the issue of older people’s identity in later life we can usefully note 
Foucault’s [60] contention that there has been a growth in attempts 
to control national populations through discourses of normality, 
but at the same time this has entailed increasing possibilities for 
self-government. Part of the attractiveness of thinking in terms of 
narrative, that policies tell us stories that we don’t have necessarily 
to believe, is the opening of a critical distance between description 
and intention. Policy narratives describe certain, often idealized, 
states of affairs. Depicting them as stories, rather than realities, 
allows the interrogation of the space between that description and 
experience (cf Powell, 2005). 

Conclusion
What does this examination of health policy discourse and 

everyday stories of family and aging selves tell us, and what are the 
lessons for future health research? Firstly, we are alerted to the partial 

nature of the narratives supplied by health policy, which affects our 
perception of families as well as of older people. The simplifying 
role of policy discourse tends to highlight certain, politically valued, 
aspects of experience to the exclusion of other possibilities [61-63]. 
These are also the discourses most likely to be reflected in health 
policy-sponsored research. Secondly, the inclusion of certain roles, 
activities and age bands in policy discourse has a legitimizing role. 
In other words, it not only sanctions the direction of resources and 
the action of helping professionals important though that is. It also 
contributes to the legitimated identities afforded to people in later 
life. This includes at least two factors key to aging identity: the 
creation of health spaces in which to perform aging roles and be 
recognized as such, and, the supply of material with which explicit 
yet personal narratives of self and family can be made [64-66]. 
Thirdly, a significant element in the “riskiness” of building aging 
and healthy family identities under contemporary conditions may 
arise from the existence of multiple policy discourses that personal 
narratives, of family, self and relations between the two, have to 
negotiate [67,68]. Research on the management of identity, should, 
then, be sensitized to the multiple grounds on which identity 
might be built and the potential sources of conflict and uncertainty 
may bring. Fourthly, attention should be paid to the relationship 
between tacit and explicit influences on identity management in 
late-life families. The multiple sources for building stories “to live 
by” and the tension between legitimizing discourses and alternative 
narratives of self and family, would suggest that identities are 
managed at different levels, for different audiences and at different 
levels of awareness [69,70]. There are implications here for both 
the conceptualization of familial and policy relations and for the 
practice of research. The story that the researcher hears and then 
records may be tapping a particular level of disclosure.
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