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Abstract—Never before in history has population aging been a driving factor in epidemics to the same extent
as with the current COVID-19 pandemic, with its dramatic shift in mortality towards older age groups. The
paper presents the results of an analysis of the COVID-19-related mortality data for Spain, Italy, and Sweden,
which show that within the 30- to 90-year age range, the logarithms of mortality rate depend on age linearly,
and all regression lines are strictly parallel to the lines corresponding to the dependencies of the general mor-
tality on age in accordance with the Gompertz law. In all cases, irrespective of the countries and epidemic
stages, the mortality doubling times within this age range are close to 7.5 years. The probabilities of infection
with the SARS-CoV-2 coronavirus, the causative agent of COVID-19, and of the development of the clinical
symptoms of infection depend on age to a much lesser extent. Based on these observations, three main points
are proposed for discussion: (1) Older people have become the main victims not only of SARS-CoV-2 itself
but also of the measures undertaken to prevent its spread; (2) At the same time, older people are not the main
force driving the spread of SARS-CoV-2, and (3) Older people can and should participate in the fight against
the pandemic and in overcoming its consequences, but not through their selective isolation and other forms
of discrimination. People over 65 years of age make up a considerable segment of the population and have at
least as much right as other age groups to have their needs and interests be respected and observed, including
the right to as high quality of life as is accessible even in extreme situations. The prospects for full control over
SARS-CoV-2 are vague. This is why those who are in charge of decisions that concern people over 65 years
of age should mind that, unlike the situation in the Middle Ages, the age of 65+ is the individual future of
almost everyone.
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{Epidemics like the coronavirus outbreak are a mirror
for humanity, reflecting the moral relationships

that people have toward one other.}
Frank M. Snowden

https://www.facebook.com/newyorker/posts/epidemics-
like-the-coronavirus-outbreak-are-a-mirror-for-

humanity-reflecting-the/10157255100133869/
{…The Government of the Russian Federation, together

with the top officials (heads of top executive governmental
bodies) of the constituent entities of the Russian Federa-
tion, should ensure… that a self-isolation regime is main-

tained for persons over 65 years of age.}
http://kremlin.ru/events/president/news/63358

INTRODUCTION
At the very start of the COVID-19 infectious dis-

ease pandemic (CoronaVirusDisease 2019), attention
was drawn to the fact that the age structure of mortal-
ity caused by its pathogen, the SARS-CoV-2 (Severe
Acute Respiratory Syndrome Coronavirus 2) corona-

virus, is characterized by a significant shift towards
older age groups (Fig. 1).

Reports concerning the COVID-19 pandemic are
now proliferating mainly in the form of preprints, i.e.,
almost without peer review. An analysis and summary
of these reports are also challenging due to the signifi-
cant differences between countries in the approaches,
methods, and assessment criteria for epidemiological
indices [3], as well as their position regarding preven-
tion measures, including social distancing in the form
of voluntary/recommended self-isolation or
forced/mandatory strict isolation of different popula-
tion groups. However, there is a perspective from
which the most diverse data fits into a single model. If
the relationship between, on the one hand, the quo-
tients obtained by dividing the numbers of deaths
attributed to the coronavirus within certain age inter-
vals by the numbers of the reported cases of coronavi-
rus infection within the same intervals and, on the
other hand, the average ages in those intervals is pre-
sented on a semilogarithmic scale, then straight lines
303
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Fig. 1. Example of data demonstrating the relationship between the COVID-19 mortality rate and age (http://ourworldin-
data.org/mortality-risk-covid?county).
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that are strictly parallel to each other and to the line
representing general mortality dependence on age will
be obtained in all cases (Fig. 2).

The linear dependency between the logarithm of
mortality rate and age is equivalent to the exponential
increase in the death rate with age, which is known in
gerontology as the Gompertz law (or model):

The factor γ at age t is usually interpreted as the
average aging rate for the population where the quan-
titative estimates of the model parameters are deter-
mined. Another way to present aging rate, if it leads to
an exponential increase in the death rate, can be the
mortality doubling time d = ln2/γ. For all (!) data in
Fig. 2, d ≈ 7.5 years.

There are numerous publications on the feasibility
and applicability of the Gompertz law (or model) to
the relationship between age and the risk of death
(e.g., [14, 15], which provide references to different
points of view). As for Fig. 2, the application of this
model to the analysis of COVID-19 mortality data
indicates that there is some order in the world, even in
a situation close to chaos, as long as the model indeed
reflects this order. Figure 2 shows a strikingly consis-
tent pattern that remains the same at different epi-
demic stages, from the exponential growth phase to
the plateau (data for Spain), and in different countries

0 0( ) e or ln ln .tt tγμ = μ μ = μ + γ
AD
that vary greatly in their approaches to controlling the
epidemic and the dynamics of its development, from
Sweden to Italy. It should be emphasized that we refer
here only to the linearity and parallelism of the plots in
Fig. 2 and not to the extent to which they are shifted
relative to the total mortality rate. It is these shifts that
depend on the case-recording methods used in differ-
ent countries and on the stages of the epidemics.

In all cases, the invariant mortality doubling time,
which is close to 7.5 years, means that the risk of death
among all patients with infection symptoms is by
approximately 2(70–30)/7.5 ≈ 40 times higher for those
aged 70 than for those aged 30. The risk of death is
generally about 8% in the 60- to 70-year-old group
and is higher in men than in women (10 and 6%,
respectively, data not presented).

Similar observations, as well as the data for China
and South Korea, laid basis for the conclusion that
COVID-19 can be classified as an emergent disease of
aging [31] that appeared in addition to the diseases
typically prevalent in older people, mostly chronic
noninfectious diseases, including primarily all cardio-
vascular and neurodegenerative diseases and cancer.

What is critically important is that only 2% of
COVID-19 victims do not have any concomitant dis-
eases typical of the older age, while the remaining 98%
suffer primarily from such diseases as hypertension,
coronary heart disease (CHD), and type-II diabetes
VANCES IN GERONTOLOGY  Vol. 10  No. 4  2020
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Fig. 2. Dependencies of mortality rates on age (on a semi-
logarithmic scale). Case fatality rates in COVID-19
patients:
—in Italy (fine line); data source https://www.epicen-
tro.iss.it/en/coronavirus/bollettino/Infografica_15aprile%
20ENG.pdf;
—in Sweden (dashed line); data source
https://www.statista.com/statistics/1107913/number-of-coro-
navirus-deaths-in-swedenby-age-groups/;
—in Spain, at the three epidemic stages; data source
https://www.isciii.es/QueHacemos/Servicios/Vigilancia-
SaludPublicaRENAVE/EnfermedadesTransmisibles/Pagi-
nas/Informes-Previos-COVID-19-sanitarios.aspx. The
plots for the dates May 11 and April 23 (dotted and dashed
lines) coincide. Total mortality (%) during a year accord-
ing to http://mortality.org data. The plots obtained for
Sweden and Italy almost coincide.
Dots are set against the centers of the 10-year age intervals
from x0 to x9 years.
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mellitus, which often develop in combination in a sin-
gle patient [31]. It is known that the number of patients
with these newly diagnosed diseases and the rate of
mortality caused by them increase exponentially with
age, doubling time being ca. 6–8 years. The presence
of each of these diseases increases the risk of death
from any cause, including infections.

Interestingly, it is also known for other types of
pneumonia that hospitalization rates and mortality
rates caused by them increase exponentially with age,
doubling times being the same [18, 28], as was con-
firmed by Santesmasses et al. [31]. Thus, almost any
pneumonia can be classified as a disease of aging on
the same grounds.

Moreover, the prevalence of some other infections
that normally do not affect lungs also shows nearly
exponential growth [28]. This relates to the infectious
diseases caused by Haemophilus influenzae, strepto-
cocci, West Nile virus, and influenza A virus, etc.
Obviously, the proportion of patients suffering from
typical age-related diseases will be higher among
infected older age individuals.

The 1917–1919 Spanish f lu pandemic caused by
the influenza A virus holds an exceptional position in
this regard. The peak of mortality at that time was
observed in the middle age group. This is still often
considered typical of acute respiratory disease epi-
demics, and, if judged from this perspective, the cur-
rent coronavirus pandemic appears to be exceptional.
However, it can be seen that, in terms of the increase
in mortality with age, the pandemic is only exceptional
quantitatively, not qualitatively, and once again con-
firms that the ability to withstand any cause of death
decreases as we get older.

The discussion of the reasons why the organism’s
ability to withstand the development of any disease or
death from a wide variety of causes decreases with
increasing age and is associated with an exponential
increase in mortality goes far beyond the scope of this
article. The authors’ positions regarding these issues
can be found elsewhere [1, 2]. Still, there are two points
which are worth noting.

The special role of hypertension as a concomitant
disease in increasing the risk of SARS-CoV-2 infec-
tion fatality draws attention to the possible involve-
ment of the cellular protein that SARS-CoV-2
“clutches”—the angiotensin-converting enzyme 2,
which participates in blood pressure regulation. Its
expression in tissues increases with age and in aging-
associated diseases [12, 31].

Another point is the status of the immune system.
Aging is associated with involution of the thymus, the
organ where lymphocytes capable of producing an
immune response to antigens encountered for the first
time undergo differentiation. This involution takes
place in virtually all mammals. Its rate is higher in
short-living than in long-living animals. The reasons
underlying the emergence and fixing of this phenom-
ADVANCES IN GERONTOLOGY  Vol. 10  No. 4  202
enon in evolution are unclear. As for its consequences,
it is thought that thymic involution may form the gen-
eral bases for a decrease in the organism’s ability to
resist both infectious diseases and cancer [28]. Addi-
tionally, the aging immune system becomes increas-
ingly loaded with cells that retain memory of antigens
met earlier [27]. This gradually makes the immune
system less capable of learning. The immune system of
older people, already trained to combat the infections
that constantly circulate in the population, allows
older individuals to more efficiently defend themselves
from such infections as compared to young people
with an untrained immunity. However, new or rapidly
mutating infectious agents are more dangerous for
older individuals, and vaccine treatment can be less
efficient in this age group [23]. This fact is directly
related to the prospects for the suppression of SARS-
CoV-2 circulation in human populations. In the long-
0
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Fig. 3. Age dependencies (dots are set against the centers of the ten-year age intervals) for the relative number of diagnosed
COVID-19 cases in Spain at the three different stages of epidemic and in Sweden as of May 13, 2020. 
The inset provides the same plots on a semilogarithmic scale. The COVID-19 data sources are the same as in Fig. 2. The sizes of
populations within the 10-year age intervals in 2018 were calculated based on data available in the Human Mortality Database
(http://mortality.org).
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term, it may happen that COVID-19 will remain the
cause of new epidemic outbreaks while a certain por-
tion of individuals, including those aged 65 years and
older, demonstrate insufficient immunity against this
virus.

It should also be noted that the state of the immune
system determines not only the ability of the organism
to resist an infection and, consequently, lower the
mortality rates among the infected individuals but also
the probability of the infection as such, which is
expressed as the number of infected individuals within
a certain age interval per the total number of individu-
als within this age interval. However, the age depen-
dencies of mortality calculated per the number of
diagnosed cases, of the number of such cases and of
the real risk of infection do not necessarily match one
another.

The dependency of the probability of COVID-19
diagnosis on age can be deduced from the comparison
of the number of registered infected individuals and the
number of individuals in each given age range (Fig. 3).

As is the case with Fig. 2, it is important to empha-
size that the key point here is the age dependencies,
not the absolute values, which depend on the epidemic
stage and the country (as far as different countries
practice different approaches to the control of
COVID-19). Despite all of the differences, it can be
seen that the number of diagnoses per the number of
AD
“those at risk of diagnosis” depends little on age within
the range of 45–75 years; a small peak being observed at
around 50–55 years of age. What are the grounds in this
case for the total isolation of all individuals aged 65+?

As for the absolute numbers, it is clear that the
number of diagnoses in Spain increased in all age
groups as the epidemic developed, and the situation in
Sweden is determined not only by the actual infection
rate in the population but also by the adopted practice
of COVID-19 diagnosis biased to severe cases. How-
ever, it should be emphasized here once again that the
pattern of age-related changes does not depend on the
time or place.

In order to get an idea of the actual dependencies of
the risk of infection and the number of SARS-CoV-2
infected individuals, including asymptomatic cases,
on age, the results of tests in the entire population, or
at least in a sufficiently large random sample, at the
stationary phase of the epidemic should be obtained.
Such studies, which use serological antibody tests for
SARS-CoV-2, are already underway or are planned in
many countries, but they are still rarely published.

In the f low of papers promptly posted on servers
like MedRxiv and BioRxiv, only two reports could be
found [11, 33] to present the results of the studies of
random sera samples collected irrespective of indica-
tions for testing for SARS-CoV-2 antibodies and
binned into defined age intervals.
VANCES IN GERONTOLOGY  Vol. 10  No. 4  2020



THEORY AND PRACTICE OF AGING DURING THE COVID-19 PANDEMIC 307

Fig. 4. Dependence of the proportion of COVID-19 seropositive sera on the blood-donor age in Kobe (Japan). The data on men
and women reported in [11] are combined. To the left, trend lines are presented as fourth-order polynomial regressions; to the
right, linear trends are shown. In both cases, the 95% CI is indicated above and below the lines.
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In a work reported by Japanese authors [11], the data
for Kobe are binned in 10-year age intervals. The sim-
plest calculation made with these data, however limited
they are, in no way shows that the risk of infection
increases with age as sharply as the risk of lethal compli-
cations of the infection (Fig. 4).

Obviously, the behavioral differences between the
age groups should not be ignored. However, even in
this case, the same considerable increase in the risk of
infection upon an increase in the age from 35 years to
70 years, as is observed with the risk of death after
infection, can not be demonstrated. The data obtained
in Gilan Province, Iran were stratified by age less pre-
cisely, namely, 18–60 years old and above 60 years of
age. The percentage of SARS-CoV-2 seropositive
individuals were 21% (95% CI, 14–30) and 26% (95%
CI, 15–41), respectively. In this case again, no signs of
any significant shift towards the older age can be
observed.

However, it can be seen that the general SARS-
CoV-2 seropositivity rate is considerably higher than
the estimates made based on selective testing when
medically required. According to the calculations
made by the Japanese authors, the number of individ-
uals positive for SARS-Cov-2 in Kobe should be 400–
800 times higher than the number of cases confirmed
by testing when medically required. These conclusions
are somewhat shocking. However, from all appear-
ances, this may prove to be a common case. According
to [33], the situation in Iran is not much better. In
ADVANCES IN GERONTOLOGY  Vol. 10  No. 4  202
France, as follows from the results of epidemiological
situation modeling [30], the number of SARS-CoV-2
seropositive individuals in some large regions may
reach 10% of the population.

If the number of lethal cases is determined not vs.
the registered COVID-19 cases (case fatality rates,
CRF) but rather vs. SARS-CoV-2 infection cases,
then even the most rough calculations show that the
rates of mortality caused by any SARS-CoV-2 virus
infection, including asymptomatic cases (infection
fatality rates, IFR) must be two orders of magnitude
lower than the 6–10% CFR. If it is about 400–800
times lower (see the above [11]), e.g., 500 times lower,
then IFR appears to be 0.01–0.02%. Is it high or low?
It depends on what we compare. In Russia, the total
per year mortality rates for the individuals aged 65 and
75 years are 1.5 and 4% in women and 4 and 8% in
men, respectively (mortality.org). If we consider that
the duration of COVID-19 from the moment of infec-
tion to the disease outcome is about 1 month, then it
appears that IFR and the risk of death caused by any
other factor during one month are quite comparable.
COVID-19 increases mortality, which may also be due
to other causes, by about two to three times at any age.
Since the risk of death at 70 years of age is about
40 times higher than that at the age of 30 years (Fig. 1),
the age-related differences in COVID-19 mortality
will be approximately the same. The total mortality
caused by SARS-CoV-2 in the population increases
with an increasing number of older persons in the pop-
ulation. This will continue until everyone contracts
0
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the disease or until a total effective vaccination is car-
ried out, i.e., until collective immunity is achieved or
until effective therapeutic methods for the prevention
of death from this disease are developed.

It is then reasonable to ask what pandemic-control
measures would be the most promising in an aging
society? In fact there are two questions: (1) what mea-
sures are needed “here and now,” regardless of what
may happen next; and (2) what measures are justified
with the prospect of the permanent presence of SARS-
CoV-2? The latter scenario is quite possible [22], con-
sidering cases with influenza viruses and pneumo-
cocci and streptococci. If SARS-CoV-2 becomes a
permanent presence, it should be born in mind that
the proportion of individuals aged 65 years or older
will further increase in the population (provided
COVID-19 or self-isolation will not kill them immedi-
ately). In this view, a third question arises: is it wise to
make decisions on the first two questions without consid-
eration of the gerontological aspect of the situation?

In the long term, the only way to reduce the load on
the healthcare system imposed by the diseases of
aging, i.e., those for which the medical cost of treat-
ment increases with age (and this can be seen to be
true for COVID-19 as well), is to reduce the risk fac-
tors of these diseases. The main factor behind the need
for resuscitation procedures in COVID-19 is not the
age itself but the accompanying hypertension, CHD,
obesity, and diabetes [12, 19, 34, 36] or merely a
decrease in glucose tolerance [40], which is possible at
any age. These disorders can be classified in different
combinations as metabolic syndrome, inflammaging,
or another term. In any case, it is important that these
disorders contribute to the development of the dis-
eases, including cardiological, neurological, nephro-
logical, and pulmonary diseases, and even cancer [17],
which, in aggregate, as indicated above, cause mortal-
ity rates comparable with those caused by coronavirus
during the pandemic.

The authors who have included, not without rea-
son, COVID-19 among the diseases of aging [34] have
concluded that this can pave the way for the use of
future antiaging pharmacological products, such as
senolytics, to prevent and treat potentially deadly
infectious diseases. So, what? Does this mean that it is
better for older people to stay at home until such drugs
are developed? In the meantime, it becomes increas-
ingly clear that the implementation of the effects of
virtually all potential antiaging drugs involves only
some of the several molecular mechanisms that
together can decelerate the decline in the functional
abilities and increase life expectancy when nutrition
and physical activity are optimized (e.g., [16]). At the
same time, population studies clearly demonstrate
that adequate physical activity counteracts the devel-
opment of almost all age-related diseases, including
infections, more effectively than any of the substances
tested in this regard [8, 10, 24, 37]. Adequate physical
AD
activity, which makes aging healthier and thus less
burdensome for the society and people themselves,
should be combined with active mental activity, abun-
dance of experience, an optimistic view of life, and
involvement in social relations [20, 21, 32, 39]. This
observation is based not on just “everyday experience”
but on the facts established in large-scale population
studies and corresponding measurements and calcula-
tions. Then, should our limited resources be spent on
the development of simulators of those measures that
will surely produce the desired result of extending a
healthy life expectancy, if those resources can be used
on measures that may help to motivate and create con-
ditions for a healthy lifestyle?

Meanwhile, the most stringent forms of self-isola-
tion, which are justified in principle, are imposed on
the 65+ part of the population. They are imposed in
an indiscriminate way, regardless of the actual health
status of people aged 65+, many of whom may at the
moment be much healthier than some people in their
forties or even younger. These older people are still
healthy only because of their personal attention to fac-
tors that reduce mortality from age-related diseases,
including COVID-19 complications, the factors now
being nullified by self-isolation measures. At the same
time, each day of the rest of lifetime means a lot more
for those who have reached 65+ than for those who
still have time to make up for losses. How is this bor-
derline justified at all—at 64 you are allowed, but at 66
you are not?

The reason of the “super-mortality” of older peo-
ple in the context of the COVID-19 pandemic is not
their age itself but their health conditions [5]. One
might ask, of course, who would individually distin-
guish more or less healthy people under extreme con-
ditions? However, why not entrust the informed deci-
sions on this issue to those who are the most con-
cerned ones? It has been noted and repeatedly stated
that the success in the fight against pandemics
depends on the mutual trust among all parties con-
cerned [9]. Absolutely, on the mutual trust. It is love
that may be one-way, but respect and trust can only be
mutual.

How and to what extent can it be justified that
social distancing, which in the context of pandemics is
justified in principle, would require, among other
things, that forced restrictions, the so-called “recom-
mendations,” the failure to comply with which is sanc-
tioned by a fine that grows with the age of the viola-
tors, should be the most severe towards older people?
At the same time, it is older people who take the most
responsible attitude towards their health and readily
follow reasonable antiepidemic recommendations,
such as masks and gloves in public places and the
observance of personal space and hygiene, and refrain
from participation in mass gatherings, including joint
barbecues, as well as demonstrative protests for their
own sake.
VANCES IN GERONTOLOGY  Vol. 10  No. 4  2020
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However, if one looks beyond the sentimental
screen, it is easy to see that the only purpose of age dis-
crimination, which is already becoming apartheid, is
to reduce the competition for the limited number of
intensive care beds between those who are less likely to
have fewer extra years of less productive life and those
who are more likely to have more extra years of more
productive life.

An impartial discussion of the appropriateness,
acceptable boundaries, and publicly stated justifica-
tions for this kind of “optimization” of public resource
allocation between different age groups may be found
in the literature [13]. The remote consequences of
these “optimization” measures, which may be mani-
fested in increased mortality—well, let it be mortality,
but not overloaded healthcare facilities—are also dis-
cussed, since self-isolation nullifies all of the conse-
quences of a healthy and active lifestyle, which pre-
vents the development of diseases associated with
aging, including complications from coronavirus
infection [4].

No one really knows what the course of events will
be like in pandemics. The significance of the experi-
ence gained in previous pandemics is largely limited by
the very fact that the factor of aging has never been so
significant previously. The lack of real experience that
would facilitate decision-making is made up for by the
development of models and the playing out of differ-
ent scenarios with these models. The number of pub-
lished models has already reached several dozen, if not
more than a hundred. Of these, only one (!) took the
age aspect of the situation into account [29]. The vari-
ants of social distancing measures used in different
ways in each of the three age groups (the young, mid-
dle, and older ages) were simulated based on data
obtained in France. The conclusion made by the
authors is intentionally presented here verbatim, so as
not to distort any semantic nuances:

{We found that epidemic suppression can only be
achieved by targeting isolation of young and middle age
groups with high efficiency. All other strategies tested
result in a flatter epidemic curve, with outcomes in (e.g.
mortality and health system overcapacity) dependent of
the age groups targeted and the isolation efficiency. Tar-
geting only the elderly can decrease the expected mortal-
ity burden, but in proportions lower than more integrative
strategies involving several age groups… The only partial
lockdown strategy that achieved suppression in our simu-
lations was targeting young and middle ages at efficien-
cies higher than 60%. The impact of this strategy on the
outcomes assessed (epidemic duration, death burden,
days over capacity and peak of severe cases) was compa-
rable to a complete lockdown at an efficiency higher than
40%, because these age groups (young and middle ages)
contribute greatly to transmission…Alternatively, target-
ing only the elderly population could theoretically
decrease the death toll in similar proportions than if com-
bined with another age group… However, relying just on
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targeting the elderly would result in thousands more
severe cases at the peak of the epidemic than for other
strategies, and the health system could be over capacity
for several weeks. The consequences of this could be offset
if current efforts to discover effective treatments and to
rapidly increase the country’s bed capacity at intensive
care units are successful.}

The content of the cited article shows that the
social isolation of older age groups makes the smallest
contribution to the overall effectiveness of antiepide-
miological tactics, which means that these measures
may be relaxed to the greatest possible extent, while
their reinforcement is justified at the lowest level. Of
course, the conclusions made based on a model are
predetermined by the model’s starting points. Any of
them may be challenged in any model. “Essentially all
models are wrong, but some are useful” [6]. How use-
ful is this one? France, where the practice of keeping
older people in nursing homes is widespread, is very
different from Russia in this respect and in terms of the
age structure of the population in general. Further-
more, “acceptable” is one thing, but the extent to
which it is reasonable and justified is a different thing.
How far may “optimization” go? Not only in terms of
tactics, but also in terms of strategy. All of these con-
siderations may be declared to be subtleties, which
there is currently no time to consider. This is true if the
only available tool is a hammer. Then, yes, the only
thing that may be done is treating all around like nails.

It is also important to recall that the difficult situa-
tion faced by Russia’s healthcare system in the context
of the pandemics was only exacerbated by the “opti-
mization” measures undertaken earlier by “efficient
managers,” those who are primarily interested in the
fulfillment of the immediate economic optimization
criteria. “Lawyers, economists, and managers are too
preoccupied with lawmaking and legal obedience to
pay attention to the regularities that exist independent
of their consciousness and beyond their accessibility”
[1]. All of this contributes in no way to the mutual trust
and respect (see above) between the managers and
managed subjects. One can also recollect the well-
known experiment on the optimization of financial
and economic relations between different age groups,
which was carried out in “Crime and Punishement”
by Rodion Raskolnikov, who was a law school dropout
but still a lawyer by training.

Let us see what an “epidemics mirror” can show us
in this respect. Looking into it, those who have
reached the age of 65+ may at last understand who
they are from the economic, legal, and managerial
point of view. They will see that they should not live,
because it could lead to increased competition with
the more promising part of the population for hospital
beds, and they should not die either, because it will
increase the load on the civil registry and funeral ser-
vices. Those who lingered in relieving the managers
involved in the optimization from such extra trouble
0
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are simply too late to be late. Staying at home is the
destiny of those 65+ years old. 

There is also another attitude to the current situa-
tion: the coronavirus pandemic is an attempt made by
nature or some other force to improve the demo-
graphic situation in countries with a high percentage
of older people and to rejuvenate the countries' popu-
lation. In the scientific literature, if these ideas are ever
discussed, it is only as a reaction to their appearance in
the mass media. Consider the term “boomer remover”
(https://nypost.com/2020/03/19/ morbid-boomer-
remover-coronavirus-meme-onlymakes-millenni-
als-seem-more-awful/) as an example. Remover is a
savior, and Baby Boomer is one who was born during
the childbearing boom around 1946–1964. Today,
this population group, those about 70 years old, is still
numerically large, and it is these people who hold
influential positions in politics and economics. The
positions and views of these people are not always
clear, or are even annoying, to those whose life atti-
tudes are determined by the ideology and practice of
digital technologies. In times of crisis, conspiracy the-
ories f lourish rapidly, driving the foundations of social
life that have developed over centuries, including
humanism, human rights, long-term economic feasi-
bility, and, finally, common sense, out of people’s
mind.

The UN “Convention on the Prevention and Pun-
ishment of the Crime of Genocide” (https://trea-
ties.un.org/doc/publication/unts/volume%2078/vol-
ume-78-i-1021-english.pdf) defines one form of
genocide as “the deliberate infliction on the group
conditions of life calculated to bring about its physical
destruction in whole or in part.” It is hard to imagine
that someone somewhere would implement measures
to reduce the number of older people, considering
them overly burdensome during pandemics. However,
unintentional “gerocide” may be based on the negli-
gence of the interests and rights of these people.

It is hardly reasonable to regard the trends detected
in the halls of power as the manifestation of disposi-
tion towards genocide in the form of “gerocide.” How-
ever, one can also recall the term “ageism,” which was
suggested by the outstanding American gerontologist
Robert Butler in the late 1960s. His article [7] has been
cited in more than 2000 publications, including the
2020 review [25]. The term ageism refers to the sys-
tematic application of negative stereotypes to older
people and discrimination against them. It is easy to
find similarities between ageism and other forms of
discrimination, such as discrimination by race, or rac-
ism, and by gender, or sexism. Butler saw the roots of
negative stereotypes about old age and of ageism in the
personal distaste of the young and middle-aged people
for aging, illness, and disability and in their fear of
their future inevitable debility, “uselessness,” and
death.
AD
Ageism during pandemics may show itself in the
form of accusations and discrimination against older
people based on the suspicion that they may be a seri-
ous disease spread factor and a source of unnecessary
problems. There is no basis for suspicions of this kind.
As indicated above, older people are the main victims
not only of the infection itself but also of the measures
aimed to control it, but they are in no way the main
agent of its spread. Of course, infected older people
may become a source of infection for other people,
which is possible if they fail to observe isolation and
thoughtlessly participate in public events, including
religious ones. At the height of pandemics, ageism
may show itself in restricting older patients’ access to
limited medical resources, such as ALV machines.
Such restrictions based only on the patient’s age have
been noted by the UN human-rights experts [38].

The preservation of life and health of people of all
ages, including older ones, is based on humanitarian
and professional responsibility, as well as personal
human decency. At the same time, there also exist
sound reasons to care about the welfare of older peo-
ple, in particular, because their potential is essential
for social development, especially when it comes to
dealing with crises and disasters. However, older peo-
ple are often seen as the unproductive ballast because
of the increasing expenditure on their social and
health needs. This is the economic backbone of age-
ism; overcoming it is necessary in order not to lose the
development potential of aging societies.

In an aging society, the relative number of people of
“productive” age inevitably decreases, with a corre-
sponding increase in the proportion of people of
retirement age and in late life, which are traditionally
considered as “unproductive.” As society ages, the
labor force of young people is gradually reduced and,
thus, the “first demographic dividend” of economic
development is lost. However, in the later stages of
demographic transition, the “second demographic
dividend” forms in the aging society [26] due to an
increase in life expectancy in general and in healthy
life without sickness or disability. In this way, society
gets an additional resource of qualified citizens for its
economic and social development.

It should be noted that the second demographic
dividend of an aging society, as well as the first divi-
dend of a younger society, does not materialize auto-
matically. In order for the potential of the demo-
graphic dividends to be realized, governmental policy
should be balanced and implemented in proper time
[35]. For example, measures that promote active and
healthy aging are required in aging societies in order to
involve older citizens in productive activities, whether
in unpaid volunteering or the formal labor market.
This refers to the prophylaxis of chronic diseases,
appropriate treatment, and rehabilitation in health
care, lifelong learning, and pension reform.
VANCES IN GERONTOLOGY  Vol. 10  No. 4  2020
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Older people, like people of any other age, do not
form a homogeneous group; they differ with respect to
their health state, economic status, preferences, and
ambitions. Many of today’s older citizens take per-
sonal responsibility for their well-being and continue
to contribute to the development of their communi-
ties, villages, towns, and society as a whole. They are
the ones who suffer the greatest losses, including emo-
tional distress, from the “measures directed to main-
tain the self-isolation regime for persons over 65 years
of age.” At the same time, the participation of these
people, who became free from the guardianship of
state paternalism and who possess knowledge and
experience in getting over the trials and troubles of life,
will be particularly valuable in overcoming the conse-
quences of pandemics.

At the end of scientific articles, it is customary to
declare whether the authors have a conflict of interest.
The authors feel obliged to state that they belong to the
65+ group and therefore cannot be completely impar-
tial as they represent a significant part of the popula-
tion with their unique features and specific needs. This
population group, no less than that of people of any
other age, has a full and equal right to a high quality of
life that is accessible even under extreme conditions.
The privilege of joining this group with time is not
excluded for anyone. For those who are now in charge
of making decisions about “people over 65 years of
age,” it is time to realize that, now, unlike in the Mid-
dle Ages, 65+ is a personal future for almost everyone.
In this foreseeable future, SARS-CoV-2, unlike vari-
ola virus and poliovirus, is unlikely to leave humanity
in peace. What is the future for us (you) then?
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