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Abstract /l
B This thesis examines the relationships that exist hetween a selected elderly urban

pulation and the primary health care servrces in Edmonton. The discussmn centres upon
initially a review of the efderly as an urban minority group, and their relationship with, and
dependence upon, the current medical services. This leads to the generation of two main
research problems upon which the remainder of -the thesis.concentrates. The first research
problem is concerned with the elderly and dif f iculties in reaching health care and considers
whether personal characteristics such as age, ‘f unctional capacity, and social isolation are more *
important in explaining difficulties in reaching health care than external geographic variables
such as distance ar'i_.d method of transport. The relative influence of these variables,' upon health
care accessibility is theref ore measueed. The second research problem cent'res upon the

pI‘OVlSlon and delivery of the current primary medical services to the sample elderly. ’I’,he
policies, orgahization and personncl attitudes of the health services and tlieir employees are
considered in light of the specialised health care needs of an aging population. The final
conclusions reached indicate that f irstly, the samplc ‘elderly do f ace difficulties in reaching the
available health care services and that' these difficulties dre related to disability and social
isolation, and secondly, that the present primary health care provrsmn/delivery is inappropriate
given the th& needs of the sample elderly and needs to be redefined to better suit the dema’nds

of‘an aging population. This redefinition will not only benefit the increasing numbers of elderly

but it will also result in a more effective and efficient health care service for all users.



Acknowledgements
I would like to thank Professor Kenneth Fairbairn for his help and advise in
completing this thesis. His persevérance-and P ticﬁcc were much appreciated. I must also make

mention of my dear wife Brenda, without whose continual help and support this study might

never have been completed. ¥ |

N,
A



 Table of Contents

Chapter : r , ‘ v Page
. 1. INTRODUCTION ....coveiiinnnnns g OO PRURP PRSP 1

Y A, Urban Public Services ........coovvveiieeiiinnn PR SISTIRPRTRR I 1

? The Elderly and the Health Services ...... TR OO PPP .5

C. A Re\'fie\'v of the Literature .........coeeveennen. TP UUTPUPRPR PO 6

The gerontological literature - with specific reference 1o availability and
accessibility ..ooooviiii T EEAER 7

Geographers and services with specific reference to the elderly and health

R0 ST ECRCRLECRLELLE 14.
-

D. ReSeATch OBJECUVE ervuniiiiniririeriiiiiirrir s asre ettt 22

E.. Thesis HYPOTRESES .eeuuuiiiirminraremiiiiiiis s siiiit sttt s 22
First _hypot,t;esis ....................... / ...................... ]

\  Second Hybothesis: ......... eeerarerteeeere s ean et aaes
" 11. CHARACTERISTICS OF THE ELDE%LY POPULATION
" A. The Elderly in Ganada ............ e [ o

Population aging ...... [T T U T T TSROV RO PRURUUUURURPP s 26

' The elderly and BEAIt CATE ...ovuvvorerses i 28

Health care problems of the elderly a national PEISPECHIVE oviiiiiieniinienn, 30

B,;! The Elderly in AIDEMa .....oooverinmimnirionneninns TR SRTURTURR PO 32
i Popuilation and distribution ........................ 32
Socio-economic characteristics of the elderly .........oooiviiireiniininnen. 34

The elderly and health care ' ................... } ................................. 36

‘ C. The Elderly in }_:;dmomon ...... [T PO PP PTES .38
P\opulation and distribution ..o \ ............ ................. 38

Senior organizations and SOCIELES .........coovvvreess ‘ .............................. 40

Senior citizen centres in EAMONION ..oovvvniiiiiinniiniiirneseene eeens 46

The elderly and health CaTE ........ioeeiiniiiiiiiiiiii e 51

D. SUMMATY .cirrrireieriniininananinesens L T PPN 56

vi |



111. THESIS APPROACH AND METHODS ..o 57
’ .

A TRUTOAUCTION +oenserneuenensraneenesseennsaneesibs e e e e b ia st et s e st sttt 57
B. The Questionnaire and Detailed SUUGIES ........ccccvvvrrssnnnrorsrosssssosnereen: 58
| The deSIZN ..ovvnvrrniriiriiiceree e e 58
Target population .................. et SSTRUTTUUPUTUPTRRROUURTR 61

C. Questionnaire Delivery and Detailed Study Prepﬁration ......... NP FUTURUIR 62
TRE PIE-LESL .eevvrveanerenssensenassasse st et s et 63

The s'ample POPUIALION .ttt 63

Method of delivery .........ocooeniiiennnn. PRI SO 64

B aNalySIs .oieeieiiinieie e e v erninmrneeenes 68

D. Summary and Conclusions ..... . P PP PPER I; ................. 68
IV. DESCRIPTIVE STATISTICS OF THE SAMPLE POPULATION e, 70
A, IDEOGUCTION . viuiiiisrisnsteiss st 70
' A}e .............................................................. 70

SEX tirrirneieaeert e e 72
FUNCUONAL CAPACITY evvreeneernerriinnrern et aia et nai e 72

HOUSINE LYPE «eveeevvrrramanererseriremuensai e resssassasessseaira sttt 73

TIICOIME v evevneneereeeaeensuenenensaasessans s e enenessasaanasnssess [SUTTR 76

Location and residential StAtUS ....ocvvivieriiiinienenieiiin e 78

B. Summary and Conclusions ........c....... ST U OO PR s 78
V. THE ELDERLY AND DIFFICULTIES IN REACHING HEALTH CARE .......... 79
A. Introduction .........c..eeeeeeen | ........................................ 79
B. The Difficulties Facing the Elderly in R;caﬁching Health Care ....ococevivviniinnnnnns 80

C. The Influence of Personal and Geographic Variables on Difficulties in
Reaching Health Care ......coooeviciiiniiininnennn. F P F PRI 81
Age ...................................................................................... 82
Functional Capacity .....ccceuveermrrerereminimnaeaniescnnnes v eeerarneeaeae 82
/ vii '5



-

N e L D LT PN eTe ) (T RRRCRLRELT: 82
5ist;nce-Trave1 THME, evveveinrneeerieneaeeens e e 85

MeEthod O TTANSPOTL «uvvvniiirteiiieeeinreeersieera e nasaas e tesssstat st e 87

Difficulties in Reaching Health Care ... 87

22T 11T S P L R RAARASEAARLAE 87

) SUMMATY +.vevireieesmines s RN ERPITER P 89
D. Conclusion: The Elderly and DifﬁcultiesﬁReaching Health Care ................ 91

A. Introduction ..................................................... b 93

B. Primary Health Care Serviceb Tor the EMderly .....cocooiiiiiiniinieniiiees 95

~ The day hospital PIOVISION ..eettniiieiiiin e et s 95

Specialist geriatricians within tﬁe CILY tovivieniiiee e Py 98

( C. The Conclusion: Primary Health Care for Seniors within Edmonton ............ 100

' D. The Delivery of Primary Health Care to the Elderly ..ovevvvrverniinieiienieeenn 101

Delivery Variables ........uoiiirmmuiiaierneriiiinitii i 101

The Impact of Personal Variablgs oy Health Care Delivery .................. 106

E. Conclusion: The Delivery of Health Care to the Elderly ........ ......... 109

VII. THESIS CONCLUSI ONS eoveveerinns PPN TPUIRPRPT PP 111

A. 10UTOQUCHON .ovvooverreseres e 1

B. Thesis Results .......... e, 111

C. Thesis Contribution ........coeeveiiiniiimiiancnien. R P PRRTS 113

D.  Ateas Of fULUTE TESEATCH o.vuueniuitniiirrnee et s 114

E. Heg_l.th Care Policy Refinements ........c..coveviieiiiiinnnns vt resterarae s enes 115

F. ;Concludmg Statement "*}117

Bibliography ................................................. 119
viil



10
11
12

-13

" ‘ / ) .

. \\ List of Figures
, : .’ - Page
Proportion of Total Elderly (65+) by Census Tréct )L 1) s ' .................. 39
Proportion of Total Elderly (65+ ) by Census Tract 1981 ............................... .41
Proportion 9f Total Elderty (70+) by Census Trag}t 1981............. RO 42
Strathcona Place Society Membership,...............; ......................... N 49
EAIMONTON HOSPILAIS ... eeveeevereaseeseseeseeseesreesteneaeeseeseeeseensaasseaseanaseesess Ageessees 53
Questionnaire sample by agc.........i ........................................... Feveennerenennnanes ‘..71
Functional capa-city based on the Townsend Index ............ccoiiiiine KT, Cereenaeens 74
ngple population housing type ......c..coeoiiiieiiiiiiniinnne. ................... 75
Sample population SOUTCes Of INCOME ....euvniitiiiieiii e T
Means, standard deviations and zero-order correlations for all variables..................... 88
Stepwise regression of independent variables on difficulties in reaching health care........90
Means, standard deviations and zero-order correlations for all variables................... 102
Stepwise regression of independent variables on delivery variables .............coooeeiinnns 108

X



[29]

List of Tables

Page

Percentage of population aged 65 years and over, Canada and the Provinces, 1971 and
)13 TR UT TR U Ur T U P PP PR UPPPPPUPTPPN [P
Population 65 years and over and 85 years and over Alberta, 1901-1981 ...l 33
- : ¥

Distribution of population 65 years and over by health unit, Alberta, 1971 and 1976....... 35

Difficulties in reaching health care by @ge ........coovriiiiiiini e 83

Difficulties in reaching health care by functional CAPACHY . ovuierreneiieeiienieeenns Nereeneens 84

Difficulties in reaching heaith care by family VISIS ... 86

Wailing TOOM UME DY ARE ...evvviunieeieaaaiie it 107
L



1. INTRODUCTION

A. Urban Publie Sgrvices

Delivering services is the primary function of municipal government. It occupies the ,~-
vast bulk of the.time ’and effort of most city employees, is the source of most comac"t‘s that
citizc\ns have with local government, occasionally bccomis the subject oE heated controversy,
and is often surrounded by myths and misinformation. The services performed by
municipalities are those most vital to the preservation of life (police, fire. sanitation, public ”

héalth), liberty (police, courts, prosecutors), property (zoning, planning, taxing), and public
. v
enlightenment (schools, libraries). Teitz (1968) emphasized the impertance of urban public

services to the consumer:

Modern urban~man is born in a publicly financed hospital, receives his
education in a public&?thexted school and university, spends a good part of his time
travelling on publicly built transportation f cilifles, communicates through the post
office or the quasi-public telephone system&irinks his public drinking water, disposes
of his garbage through the public removal system, reads his public library books,
picnics in his public parks, is protected by public police, fire, and health systems; '
eventually he dies, again in a hospital, and may even be buried in a public cemetery. .
Ideologicliconservatives notwithstanding, his everyday life is inextricably bound up
with government decisions on these and numerous other local services.’ (p.36). -

-

In short, services, their number, quality and even location, are collectively a key determinant of

pd

’e quality of urban life.
| In recent years public urban services have become an issue of both controversy and
debate. I't is has been the cost of urban services (and service purveyors) which has so
frequently captured the popular headlines, and the delivery of these services about which
neighbourhood and local groups have argued so strongly. Underlying these arguments Has been
a continued debate on, firstly, the nature of service distributions themselves, in an atter;lpt to
discover the rationale that they follow, if any and secondly, the very role of or need for services

-

in a modern society. ‘ 7

As far as production and delivery goes public urban services are provided in a2 manner

analogous to the operation of private sector industries. Public urban service delivery, however,
“

1 .
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‘ . % 1 .
differs substantially from the private production of gﬁoocis and services. Firstly, few public
organizations must perform in a certain way or ceasg )6 exist. The environment of public
J - o :

service da,very orgamzatrons is usually much more bemgn Secondly in public sector

bureaucracres the structure of decision- makmg has a much mote direct and drscermble 1mpact

on the drstnbutron of benefits to crtrzen consumers. Decrsrons about who may benefit from

1

pubhc servrces and who may not, directly determme the type and range of services provrded

,These considerations, then 4 suggest that the student of urban public sefvice delivery should
focus on the connections, between the deci\}ion -making mechanisms in the organization and the *

citizens who are the actual and potential recipients of the. services provided.

Berng responsrve to citizen needs and demands is presumably the cornerstone of urban

& f

servrce provrsrong There are and’ have been, however f requem allegatrons that not all share

equrtably in the Bounties of urban servrces even that rherr provrsron is not made accdrdmg to
o T ]
needs or demands but more a product of admmrstratronal and pohtrcal phrlosophy (Harvey.

K]

1973 Coates et al, 1977). But generalrzatrons concemmg servrce dlstnbutrons are haiardous The

answer to the questron who gets what where seemmgly differs from community to

\

communrty and even from servrce to service.
_To date there is no elear evigence to suggest’ that public services are more equitably

drsmbuted now than 1n the past One I act which does, - Spem elear however is that an equitable .

"n

servrce dehverv cannot be usef’ ully equated wrth the provision of equal (1dentrca1) servrces to

unequalf groups wrth varred needs and demands Insprte of this f act Ostrom (1974) observed

that B o L

admrnrstrators will generally opr for off rcrally uniform servrce dehverv in order to
~ ease managemeént tasks or avoid charges bf drscrrmrnatron '"(p. 693)

-1f services are to be dehvered equrtably however then needs must be satisfied ahead of
dernandsand desires. In short, 'to each according to his need’, so that those in the greatest
. < - . . =
need receive the greatest service. As Harvey (1973) commented:
'Individuals’ have tights to equal levels of benefit which means'that there is an unequal .

3 ’ , ) ]
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allocation according to need.' (p. >100)

Rich (1979) went as far as to say that bemg equltable was bemg equally responsive - that is

responding to and satisfying equally all the needs that-arise.

] Previous studies have suggested, however, that minority éroups living in metropolitan
areas have failed to be served, according to their needs by the existing services (Antunes and .
Plumlee 1978; rich, 1979; and Lineberry, 1977) The minorlty groups frequently 1dent1f ied
have mcluded vanous 1mm1grant‘groups. the very‘ poor and the aged, all of whom seemingly.

- have special service needs above anci beyond the general populous, and reduced resource levels
A0 secure these needs. The pro}blemks described relate essentially to both the availability of

B services initiali_y, and éecbndly problems in gaining physical access to services potentially

available. |

These two major problems affecting service use can be interﬁreted by considering the |
concept of service distribution Ain twci broad dimensions. The f irst, influencing the concept of |
availability is the allocation of public f unds among altematii/e types of ‘services. This deéision
determmes which among an array of potential services the state will provxde and at what level

" each will be provxded From the standpoint of mmomy groups this can result in. serv1ces being

‘ prov1ded for which they have no real use. Mladenka and Hill (1978), mvestxgatmg pohce

act1v1ty jevels w_ithin black urban neighbourhoods, concluded that the surveillance measures

enf orced were well abov‘e those essentially required to maintain law and order and asa
consequence were the largest single source expenditure in the city budget. Similarly, Jones.

(1980) noted the over-provision of non- essential library services within poor urban. /

neighbourhoods while street hghung needs and road repalrs were over]ooked Bish and Ostroni

(1975) concludedgenerally that mmority groups often received collective goods that they /dld
/
e /

/

not really require or want and yet were demed those that they dld

The second dimenswn of service distribution relates to the concept of accessxbﬂity and

is reflected in the allocation of those services that 'are’ to be provided among the various

population groups, determining who will get how much of the available service, where the

!
\

\n
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servrce centre will be located and the design and orientation of the delivery itself. Studies

. v 4

'

fﬁscussmg accessibility problems have focused, particularly, on the discrete Jocation of the

/!
/
v

service itself and its design and orientation. In questlons of access1bility and servxce location the
key factor investigated has been that of distance from varied Larget populauons w1th the
results from studles suggesting that often services are located outside-of low -income or -

low-status areas. For example, Morris (1976) working m Melbourne noted the prollf' eration of
doctor's surgeries within the higher-income suburbs of the city and the lack of such f ac1lmes in
inner city areas. Similarly, Stimson (1982), within Sydney, indicated the presence of 1mprovec1

schools and further education f acilities ontside of low-income neighbourhoods. ‘

\

The design of some services has also been shown to reduce its accessibility, more so in a
non- gec;raphical sense, further to minority groups. Adrian (1983) investigating the design and
organization of bus routes noted their tendency to conform to standardized mass-transit routes’
and patterns thereby producing high-costs and-irregular services for many lower ingorie areas .
a.nd failing to meet the needs of non-rush hour commutors. Similar conclusions were also
reached by Garetz and Peth (1974). | ‘ S

of the two distributive decisions, the former often has the most 1mpact Decrsio’ns‘
about what servxee to fund set the broad framework within whrch all other distrlbuuve dBClSlOI’lS
are made, and therefore set constramts on the impact of these decrsrons on people s hves Both
decisions, however, do have srgniﬁcant mfluenccs upon the servxce users or non users When

_investigating the causes of the urban riots that rocked many American cities in the rmd 1960 s

for example, the Kerner Commission f ound that alleged inadequacies in the provmonof

'

sérvices were among the most serious grievances of many of the inner city residents.
In summation it can be said that minority groups often do face difficulties in satisfying
* their needs through the‘existing public service provisions simply because they express needs not

common to the po(gulous asa whole (Rich 1979). The major problems outlined within the
A 4

service literature include f 1rstly problems of a simple lack of provrsion of adequate servrces to

»

satisfy minority needs; secondly, an inappropriate provision of services resulting in facilities



_ being provided that the population does not or can not effectively use; and thirdly, problems of
accessibility to the services objectivel-y 'available' - both in terms of physical distance and ‘
contact barriers. | |

An example of ong of the major ‘rninority' groups frequently identified as experiencing
accessibility and availability problems‘with public services is the elderly. Furthet, within usage
problems generally, one of the services most frequently cited for dif ficulties is the health care

+

services.

B. The Elderly and the Health Services
* While old age is not an illness it can certainly be regarded as handicap which invariably
places'a greater burden upon the individual as age advances. The elderly, therefore become
heavily ‘dependent upon the available services and their subsequent dehvery For example, they
have special transportation and housing needs (Lawton and Hoover, 1981; Stxrner 1978), are
more prone to criminal attack and are subject to a dlsproportronate amount of illness and b
ytilization of the health care services (Davrs and Reynolds, 1975). In short the elderly have a’
greater need for and dependence upon, public services than society in general. Past s_tudtes have
shown, however, that the elderly’f ace difficulties regarding both the availability of (provision

of ), and accessibilify (journeying to) to the current urban services (Beaver, 1981; Harris,

1975). - L .
Plafining and service delivery systems need to be designed to assure f'lexibility in
response to the ever-changing nature of the populations that they serve. The present networkl
of services, however, retain a level of rigidity which makes catering for the specialised needs of
minority groups such as the elderly, difficult (Bish and Ostrom, 1975 ). As the sy! texn ‘cu'rrently
functions it is the responsibility of the individual to determine what kind of servi:&e\or she
needs, where they are available, and how to 'orchestrate’ a comprehensive service package.

Elderly_ind'ividuals with limited personal and physical;'resources find such responsibilities

difficult to accept and therefore of ten face considerable problems in utilizing the 'available'

v



/ services. A

Among the urban services provided f or the elderly, heaith care stands out as being of
paramount importance a cohsequence of the general decline in health with old age (Skelton,
1977). Aﬁvancing age is almost inévitably accompanied by increas’ing health problems and
decreasing energies, which affect ultimately the 'quality of life' as the elderly become heavily
dependent upon the available health care services and their subsequent delivery. Th'ere is,
howeverZ strong eviden;e to suggest that, as with urban services in general, not all share
equitébly"’in the availability of, or accessibility to, the health care services (Phillips, 1981;
Smith, 1977; and Harﬁmerman, 1974). The elderly, despite their strong reliance upon such
services, have been requemly' identified as one of the major groups experiencing difficulties in
utilizing the available ser\;ices (Beattie, 1976). These difficulties are a result of both service
culture characteristics and those of the elderly themselves (Diamond et al, 1983; Anderson et
al., 1980).

To determine the nature and extent of these difficulties the literrature will now be

) r_eviewed pertaining to the provision of health care for the elderly. Particular attention will be
paid firstly to the availability .and accessibility aspects of health care incorporated within past
o,

studies and secondly, to the geographical interest that has developed surrounding the p'ro‘vi.s’fon ,

of health care. -

C. A Review of the Literature

In considering the elderly and the primary health care services any review of the
literature to date represents a considerable task because of the weaith of mate;ial available.
Therefore, within the present study,h only a sel‘eotcd ‘review has been attempted in an effort to
link the current geographical viewpoint yvith that of wofk carried out in other disciplines such
as gerontology and the medical sciences. There are numerous commonl links an‘a overlaps
between the two bodie; of literature with both areas prpducing findings and reaching

conclusions that cross discipline boundaries. It is the objective of this current review, however,
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to consider the literature from essentially a geographical perspective isolating the work
undertaken with reference to the two key concepts of availability and accessibility which
emerged from the brief review and discussion of services in general. Availability, within this
context ;ef ers firstly, to the presence of a service with a discussion of both the quantity and
quality of care brovided.'and secondly, a discussion of its relevance regarding the neéds of the
population dependent upbn the service. Accessibility, meanwhile, refers to fhe actual journey to
the 'available' service considering the factors that interact to interf ere or prevent contact or

use. Thee gerontological literature will be reviewed first because its specific relevance to this

particular study. This will then lead on to a consideration of the geoéraphical references.

The geron?ological lfterature - with specific reference to availability and accessibility
From_,a geromolégical perspectivé numerous previous studies have produced similar
evidence, but int varying locatioﬁs and situations, to suggest that the elderly currently living
-withip metropolitan a(reas face problems of both availability and accessibility in dealing wi;h the
current prima‘ry health care services (Smyer, 1980; German et ‘al., 1978; Auerbach, 1977; “W}érd,
1977; Cantor and Mayer, 1976; Harris, 1975; Gaitz, 1974; Hammerman, 1974; and Battistella,
1971). Harr;merman (1974), working within the North?American health care context,
concluded: |
'There is ample evidence to indicate that the aged have not been successful in secﬁring
appropriate health services.' (p. 256) ’
This conclusion was based on his overall review of a series of studies and his isolation
of several 'k_ey‘ factors ihﬂuencing service use for the elderly including system f ragmeﬁtation

and uneven funding. Considering the general quesﬁbn of the availability of services first the

following results have been obtained.

Availability of health care for the elderly
The elderly overall are the major beneficiaries of health care treatment and use-

more services per capita than™any other age group. The results of past studies have shown,

i
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however that in many ways the health services are currently ill- -equipped to deal with the
demands of an aging population. Hammerman (1974) concluded that the present health
service efforts, aimed at the populauon in general, were strongly orientated towards a CI'lSlS
viewpoint with a strategy of diagnosis, treatment, and recover) (or death) for acute
eplsodrc illnesses instead of a chronic, long-term care perspectnve that the elderly

essentially require. Skelton (1977) and Skoll (1981) stated f urther that the elderly in using

the current health care system do not fit into the present short-run, or temporary care,

model. The key to treating the elderly involves the adoption of a long-term care continuum
of services concept that can provide the least restrictive method for meeting the particular
needs of them. Skelton (1977) summariied the present difficulties a stage f urther, .
observing that agihg was not a short-term process and therefore service models hased on .
the premise that the problems of aging were self -limiting were thus likely not to satisfy the
needs of the patient and eventually {ail. | |

Hammerman (1974) commented similarly upon the organization and coordination’

" of services. He concluded, within the North American context, that there were problems of

a general disarray amongst the current health services that ultimately limrted the*
availability of health care for senior.s. This clonclusion has been subsrantiered by both
Skelton (1977) and Diamond et al. (1983). Firstly, Skelton (1977) concluded that the
present health care servxces were too compartmemahzed lacked an overall drrecuon and

provrded a service which resulted i in the elderly of ten bemg demed contmuous and

. comprehensive care. Secondly, Dlamond et al. (1983) suggested that health care for the

1

elderly would improve if the current health cazne system was more comprehensrve, better

integrated and well managed. The effects of these service system weaknesses were measured

by both Kovar (1977) and Patterson :(1976) who suggested that such policy failings did
cause the elderly to withdraw from seeking care.
A further aspect of service avéilability has been investigated by Stephens (1978)

and Anholt (1975) who both, in separate studies, noted the lack of health care personnel



specializifig within the area of geriatric medicine, a trend resulting in a continued shortage

of trained gériatricia;ls (Skelton, 197;1; Clarksqn, 1977). Stephens (1978) conc}udeq that

health care personnél were of ten not particula‘rly inierested in' working with thé c]deriy,

outiining three major reasons for this conclusion. ‘ ’ K

1. The field is depressing, difficult, not challenging and frequently unple’as;nt.

II. Thére is an inadequate knowledge about chronic illnesses.

111. Doctors suffer from a fear of aging themselves, 'gerotophobia’, which rhani‘fésts itself
ina dbctor being cold and business like or paternalistic with an elderly person.

In summation it can be concluded that numerous previous studies have outlined
and discussed weaknesses in the a'vailability of health care for the elderly cqnccrning both
its overall 6rganizational aspects. and quantitatively regarding the facilities and personnel
currently avallable vadence thhm the gerontological literature also points, however to
f urther dlscrepancxes within the health care system that also af fect service ava:labllxty for

" seniors involving related qualltanve variables, instead of purely quanutauve factors.

Cantor and Mayer (1976), for example, concluded that the elderly frequently faced
problems of the insensitivity of doctors and nurses to their needs and inconvenient service
hours and long wéiting-room times: the latter being a cpnclusion supported by Hess and
" Markson (1980). Sp}der (1976) observed also that the eiderly who either made multiple use
of doctors, or who made use of multiple doctors, felt that the waiting and appointment
sy's:tems w.é;e inapprdpriate. He also found a weak relatiobnship indicating that fhose elderly
'@ho in fact needed d~6ctors' the most felt that they were treated with less concern than the
_populous in general ar}d'-ha;i more trpuble in obtaining physician contact.

- Szasz (1974) ou;lined the problem of doctors tending to 'inf antalize' elderly
patiem; reéulting in p;oblemé gf -ixnsympath‘etic diagnoses and seniors comf)laining of a
loss of: dxgmty Anholt {1975) . workmg within tne Alberta context, concluded that
dxscrlmmatxon by health care personnel tow:ards Lhe elderly was a problem within the

v

province's health care services. A finding re-iterated by Keeler et al. (1982) working in

A
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Within many past g:eromological studiés..dealing with questions of the availability
of healéh cz;lr!e' for seniors a common thread of wealknesses have been noted both in the
quahtity of cére currently available and the quality of treatment delivered. These failings
result in the elderly facing difficulties in dealing with the current health 'se’rvices since many

of their needs and aspirations must therefore remain unmet.

Accessibility of health care to the elderly
Numerous studies have pointed to the problems that Lhe elderly face in travelling
to the vax;ious urban health services available (Ward, 1977; Cantor and Mayer, 1976; |
Harris, 1975; Hammerman, 1974; and Shannon et al, 1969). The main factors variously
interpreted as influencing such difficulties have essemially\ revolved around the internal
characteristics of the elderly patients. The gerontological literature presents three main
factors as having as important influence.
i. Age
ii. Functional capacity
iii. Social isolation
i) Age
Itis medicalls' proven, as Skelton (1977) observed, tha{z the incidence and

E "%y~ prevalence of many degenerative diseases is increased in the older patient and their ability
to adjust or recover f r6m iliness and adopt to changed circumstances may be impaired.
Numerous previous studies similarly point to a relationship between increasing age and
increasing difficulties in reaching health care (Battistella, 1971; Law and Chalmers, 1976;
Kaft, 1981; and Streib, 1983). Although the exact form of the relationship is far from clear
many of the very elderly do face problems with walking difficulties, lack of social support |
éroups and generally low levels of health. Advanced age often results in the loss of sight or
hearing which drasfitally feduceé the ability to gather and discern information, and late life

problems such as phobias and demention can also have a profound influence-
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(Rathbone-McCuan ant Hashimi 1982).

ii) Functional Capacity

o

Old age does herald a dramatic decrease, as previously discussed, in physical ability
andthe elderly of advanced years do increasingly face such proble{ms (Skelton, 1977). For
the elderly, declining physical ability resulis in limited personal mobility and falling
transportation skills as walking difficulties arise and energy levels slump. They still face,
however, journeys to and from healih care when treatment is required, as it often is,
following from the increased health difficulties of’ old age. Such conflicts“as fallin;/‘% o
mobility skills and increased health problems crea{e difficulties for the functional&

mcapacnated elderly attempting to reach the health care services (Coulton and- Fr 5t 1982;

Smyer, 1980; Brody, 1974fand Miller arid Gwynne 1972). For example, a short; %mey to

u{}z
spec:flcally upon the problems that many of the f unctionally incapacitated elderly faced

regarding transportation problems when attempting to use the present public urban
services. In short, the disabled or incapacitated elderly often face difficulties in travelling
to and from health care, as described within the gerontological litejature. This suggests that
new policy statements are required in order to either transport the ;:lderly to the available
treatmem centres or ensure iﬁét they ‘receive care in the home environment.
iii) Social Isolation

Past studies have indicated that the community- based elderly are often
characterized by a form of social isolation (termed by Smder 1976; as ‘dxsengagement )
(Totman, 1979; Rathbone-McCuan and Hashimi, 1982; and Shapiro and Roos,
1985).Advancing age generally results in a decrease in perso_ﬁal mobility (walking, climbing

stairs, etc.), increasing health problems, a slowing down of reasoning power, and a loss of

perceived usefulness. Unless family and/or friends/neighbours are therefore close at hand
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these symptoms can combine causing an elderly person to effectively withdraw from social
contacts. The likelihood of social isolation is increased in the elderly as a result of many
factors. For example retirement, the loss of friends and/or relatives, migrati.on .v the dealth
of a spousé, decreased personal income (pension) resulting in reduced social interaction
opportunities, the loss of social skills as a result of impaired hearing and/or reduced sight,
and the late life development of psychological phobias and depression. Social isolation as a
result of one or more of these aging factors, can lead to.difficulties in travelling to health
care when required.

Cantor and Mayer (1976), for example, found majgo per cent of the Spanish
elderly in New York, who held back from utilizing the health care facilities, cited the
reason that they had no-one to take them. Both Petty (1976) and Snider (1973) flzrther
outlined the importance of support groups from"the standpoint of providing assistance and
gx;idance in seeking aid, and travelling to health care. Shapirofhnd Roos (1985) concluded,
from their study of elderly non-users of health care in Manitoba, that being less well
'connectéd‘ to others, in terms of social contacts, was a factor that constituted a
significant barrier in the use of, and access, to medical care generally.

In summation, throughout the gerontological literature, as with age and functional
capacity, social isolation has been variously described as a variable influencing difficulties
in reaching health care for selected urban.elderly population The variables discussed here
individually have, however, been described in combination form as charactegistics of the
elderly variously described as the 'vulnerable elderly’ the 'population at risk' or more
commonly‘the 'frail elderly'. Within the context of the current study the frail elderly
'theref or;e can be singled out as a sub-group, since ’as a distinct minorily they face
considerable service availability and accessibilit{' problems. |
iv) The frail elderly

One of the major’brea‘kthroughs‘ within gerontology was the recognition that the

elderly are a heterogeneous body and not merely oneﬁrge group with similar services needs
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~ and desires or with equal resources at their disposal to secure these needs (Neugarten,
1974). Thc‘;'frail elderly have been identified as that portion of the cldcrly; population most
desparately in need of services and yet possessing very few of the resources required to

‘ obLain these benefits. (Moen, 1978; Petty, 1976; and Battistella, 1971). The characteristics
of this group, as described throughout the literature are essentially threefold. They include
ﬂrstlv an age of 75 years or over (Strexb 1983: Yordi et al., 1982; O'Brien and Wagner,
1980; and Calgar;' Health services, 1979), secondly a decreased capacity for self -care in
terms of functional\‘capacity, that is the ability to perform simple household tasks (Streib,
1983; Yérdi et al., 1982 and Calgary‘ Health Services, 1979), and thirdly, general social

- isolation as represented by living al(;ne and loss of immediate family (Streib, 1983‘; Yordi et
al., 1982; O'Brien and Wagner, 1982: and Calgary Health Services, 1979). These %actors
combine to produce difficulties for the frail elderly in gaining access, or simply use of, the
available health care services upon which they are heavily dependent (O'Btien and Wagner,
1980; Battistella, 1971). Therefore, amongst the community based elderly it is very often

the frail elderly who while requiring most services, at the same time sxperience the most

difficulties in securing this care.

4o
‘

Conclusion : the availability and accessibility of health'care a gerontological pérsbectivg

The elderly because of their considerable needs for health care services generally
' require more per capita treatment than, for example, an early aaulthood patieht. They .
face, however, considerable difficulties in dealing with the p_'rlisem health care services b§th
in terms of the amount and the quality of care currently available and problems that they
face in travelling to f acilities and centres to receive treatment.

The gerontological literature showed that three characteristics of the elderly were
important in influencing their use of health care - namely age, functional capacity and
$rcial isolation- and that these reached major proportions within the frail elderly. In the
light of this conclusion within the ‘preSCnt study, as one phase of the analysis, the relative

importance of the variables wil be measured to determine their influence upon difficulties
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in reaching i¥lth care.
)
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Geographers a

ng servicés with specific reference to the elderly and health care

The review of the gerontological/medical sciences literature revca‘l?:d the emergence of
numerous studies either focused directly or rélatcd to the availability and/or accessibility of
hcaith care services for the elderly. Within these studies a series of recurrent variables were
illustrated that influenced the re'latio'nships between the elderly variously described and the
health care services. Geographers from a different perspective have shown a considerable
interest in services in general and health services in particular, considering questions-of both
availability ;and accessibility. In terms of work on the elderly a}\d health services, however, few
studies have been carried‘ out with a major gcographicél component: invol;féd (Rowles; 1978),
although+in recent years a growing interest in the field_ has become z;pp‘zxrent (Warnes, 1981).

Within tflé study of services generally, however, gec;graphers have'_hi‘storical]y shown a
research interest. Afterall, the deli\very of services, and their use, has an imp}icit geographical
element since every service development or proposal has the capacity to benefit some people at
certain locations more than others. Indeed, it would be very difficult, if not impossible, to
construct any facility, or provide any serv(ice, which would be of an equal {)enef it to every
citizen. Geographical distance and accessibility alone, therefore, mean that some will be
(literally) better placed through proximity to ehjoy the advantages or disadvantages of a service

whether it be a hospital, concert Hall, matorway;, factory or sewage works. Regarding the

health care services, geographers have been equally active for.as Smith (1979) concluded:

'Health care is perhaps the most basic of.all séryices, for on this may depend
whether a newly-born child lives or dies, whether we survive illness or accident, and if
we recover; whether we retain full use of essential faculties or suffer permenant
handicaps.’ S

In comparison with the gerontological literature geographical studies on health services can be
viewed from the two main standpoints of avail'ability and accessibility with substantive

geographical contributions being apparent in both areas.

LS
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Availability of health care

The availability of health care has attracted considerable gcographic&‘ attention
since the development of such studies within the early 1960's (Smith, 1974). The main
objective of much of the inquiry has focused upon the identification and/or mcasixrcmcm
of spatial disparities in the provision of health care services at various levels of
aggregation. This information while being of valuable geogtaphical concern has also
provided planners and decision-makers, for example, with substantive data regarding
hospital admission rates and/or regional mortality figures, thus allowing them to interpret
the changing health needs of a selected urban area or the overall provision of selected
facilities. Many of these studies have occurred within the 'welfare’ concept of geog;aphy,
with geographers as social scientists becoming increasingly aware of the potential for the
inequitable allocation of resources be it health, recreation or employment opportunities.

The majority of these studies have, however, concentrated upon assessing the
extent to which distribut'ii)n patterns deviate from the spatially optimal (that is the equal
and identical provfsion of services across similar size populations and/or areas). This work
has been completed for general public services by, amongst others, Massam (1975, 1980),
who coﬂcluded that the equality of service distributions varied from service to service and
from location to location, and for health services by numerous authors including Gould
and Leinbach (1966) and Curtis (1982), both of whom found disparities in'the provision
of service }écilities at d?f f;aring spatial levels.

The concern of these studies with essentially the rhechénics of the supply/demand
system, in many ways weakened the level of explanation they were able to generate, since
the complex issues of varying needs and different service aspirati;ms were largely not
considered (Phillips, 198’g. Recent attempts have been made, however, to incorporate
behavioural variables within the research in an attempt to assess the characteristics of both

consumers and suppliers alike by assessing the potential affects of changes in the former

and the latter (Haynes and Bentham, 1979). These developments are still currently in their
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. -infancy but progress is being made. Currently, however, the various measures of

by geographers'can be classified on the basi's of two

3
main characteristics.
i. . Different levels of spatial aggregation\and

B

ii. The relationships of supply and derhanf..

. i) Different levels of spatial aggtegation

les“df s‘tudies at varying spafial levels range f rom studres such as Roos et al.

t"x 3

1
‘ (1976) consldermg populatron to physncrar rauos in the Canadran provinces to Barnett

(1978) and Stimson (1981) who applred av 11abllity 'measures within’ the urban areas of

Auckland and Adelaide respectlvely The copclusions drawn from such studres have been
both vaned and drverse although generally levels of inequality have been noted and

- descrrhed between drf ferent reglons cities and within urban areas themselves. For,
exampWWhrlst Roos et al (1976) f ound spatr | variations in equality at both provincial
and inter- provmcral levels Strmson (1981) and Barnett (1978) found similar unequal
allocau‘ons at the individual crty level of inquiry.

‘li) Thé relationship l_)etween supply and demand

With regard to supply and demand geographers have attempted to measure
availability in terms-of a balance between the demand for services on the one hand and the

facilities for its supply on the other. There have been, however, considerable difficulties

encountered in q\uanttf )mg and analysmg such variables (Joseph and Phillips, 1984). In .
many cases crude population numbers were used asa surrogate f or demand (or more

: orrectly 'potential demand) due to the dif ficulties of defining 'need’ within thevhealth care
context (Bradshaw 197'2). The 'general conclusions suggest an imbalance between supply
and demand; with often areas of high demand recervmg a relatrvely lower level of service

or facrlrty than 3reas of lower demand yet htgher prestige status (Morns 1976 Strmson

1981). - o | :

o 4
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" Strong evidence has recently emerged, however, suggesting thejimportance of other
varlables such as socio- economlc factors ethn1c1ty and environmental differences in
determmmg health and ill- health and- theref ore the potenttal demand for care (Fledler
1981) For example, both Guzick, 1978 and Heenan 1980 produced evidence for the
relationships between potential demand and age. Indicating that populatxons with an above
average proportion of the very young and the very old would generate above-average

demands for health care. ‘

RN .
e

In summatton it can be said that geographtcal contnbutlons to questions of health
service avallablhty have deepened over time. While ongmal studles Wwere content to measure
e 0
é}{”

simple deviations away from large-scale spatially opt1ma1 solutions with the use of general
t

populatlon service ratios more recent studies have attempted to mcorporate both varied
levels of spatial analysis and more refmed measures of supply and demand (Feidler 1981).
Emphasis is still required, however, on better defining needs and supply variables in order

to further understand the interrelationships and allow for more complete explorations of

the interactions that are being studied.

’ Accessibility of health care

Strrularly to studies of availability, access to health care has been one of the main
areas of service use that has received particular attention from geographers Inequahty in
geographical access to medical care is, after all, alma@t inevitable by vxrtue of the discrete
location of facilities and, th?ref ore, a wealth of studies have been undertaken in this area.
These studies initiated with models of distance-decay relationships, have become more
) ref ined and soph1sttcated leadtng to greater substantive levels of explanation. Within the
research two main groups of factors have now emerged that are recognised as influencing

accessibility. The two groups of factors are:

1. Geographic Factors

2.” Socio-economic factors - , : -

The geographic factors refer essentially to distance and travel times whilst socio-economic
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factors attempt to incorporate a #iore behavioural approach to the study of accessibility in
order to produce greater levels of explanation.

Geographic Factors

-~

Within questipn‘s df accessibility for geographers the key, and originating thgme,
concerned the concept of distance. Génefally the first studiesApertaining fo the ir;lpact of
' geographical factors on recipient health care behaviour were directly related, and analogous
to, studies regarding consumer Behaviour in general with simple gravity models being
applied in an attempt to measure the influence of distance itself upon accessibility and'
_service use. The earliest referenced application of distance in health care research appears
to be that cérried out by Lively and Beck (1927) who concluded that the utilization of
physician services decreased with increasing distance of place of residence f r‘o’m-the location
of the physician. |
The findings of fhis initial study have been consisterit'in many ways with the
" overall conclusions reached in the ensuing research. It can-be generally c.c;ncluded that'rhost
of the past accessibility studies have confir'med the existance of distance-deéay
relationships in the use of all aspects of health care, particularly p_hys'icians and hospitals, - .
suggesting an increase in difficulties in reaching health care és distance to travel increases.
- \

Examples of studies incorporating this distance-decajy component include Ingram
et al. (1978), who showed the effects of increased distance on the use of ejrnergency room
facilities; P‘érkin (1979), who considered distance and propensity to consult and regularly
attend physiciari clinics; Walmsley (1978), who studied attendance f i‘gﬁres at a rural
hospital in New South Wales and concluded that the likelihood of attendance decreased as
distance to trave! increased; and Jolly and King (1966) who examined the effect of Qistance
on patients atiending aid posts, dispensaries and hospitals in Uganda concluding that there
was a sﬁa;p decline in the average number of attendances as distance to travel increased.

Geographers have also suggested the importance of transportation networks and methods

of .transport as being key influences upon the journey to heglth care (Joseph, 1981; Knox,

t
o
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1978) . The availability of public transport routes has also been considered with the results

suggesting that those dependent upbn 'public transport face greater difficulties in reaching "
health care than those whose transp‘ort. is'provided (Shannon et al 1969; Adrian, 1983).
Recent studres have also consrdered the desrgn of transportatron systems themselves in an
attempt to further mterpret accessrbrlrty (Rowles 1978). However studies of methods of
transport has seemmgly been hampered by both the drverse methods avarlable and the
varymg resources of mdrvrduals and groups dependent upon»such services: (J oseph and
Phillips, 1984). |

While these studies have provided useful findings few major explarrtiqns regarding
the varying 1ce accessibility across different populations‘and/or locations have
resulted since rnueh of this previoﬁs research;n acceééibility has been somewhat limited by
.. itsown narrow technical character and its impersonal concern with average behaviour. ’
Numerous studies have _recently' emerged,/. Irowever, which have attempted to incorporate
further variables into the study in an order to better explain accessibility patterns resulting
from the"diver‘sity of cultural, social and psychological aspects of the dif ferent populations
stpdied. These recently incorporated variables l@ve included both socio-economic and -
cultural factors.

ii) socio-economic and cultural factors
& .

Building upon.the findings of the early distance-decay studies geographers have
- recently attempted to incorporate socio-economic and cultural variables within their
explanations of health care accessibility. As a result of these eff erts differential service
accessibility has become‘a.rr important focus for social geographical research in general
(Thomas, 1976; Herbert and Thomas, 1982; Knot, 1982). |
Socio-economic f aetors identified by geographers&:as influencing the geograph“'ic
accessrbrhty of health care have included the following:
a) Social Class Although included in varrous%dres inherent problems still exist in

establishing the relative effects of social class as a variable because it is intricately
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connected with occupation, income, status and even erlucation. The key variables iderltif ied
by past studies of journeys to health care for lower-class grb_ups appear tobe a
combination of income and/or a lack of knowledge regardihg facilities/services generally.
Studies within boththe United States,and Britain have poinred: to the influences of these
factors. (Mc’Kinlay, 1970; Alderson, 1970; Waddington, 1977). As yet, however, there is
still relatively little work which unambiguously 'explains’ accessibility"’and journeys to
health care in terms of socral class . )

b) Ethnicity . The cultural or ethnic background of indivudals or groups has also

been suggested as a‘cause of differential utilization in seryices and problems of accessibility
or journeys to health care. Within the Arnerican context, particularly, urban minorit
groups have been shown to face difficulties in journeying to health care. (Morrill et il
1970; Frredson 1970: Hines; 1972). Morrill et al 1970 mdrcatéd that blacks living in the .
dowritown areas faced financial and social barriers when attempting to travel into white
suburbs to receive treatment. Overall levels of explanation are still somewhat drstorted
however, since consideration of this variable is also bound in nature to others such as,.
incorne social status, and increased geographrcal distance f rom f acrlmes “

c) Age A Thrrd variable rdentrf ied as aff ecung the ability to travel to health care
has been that of age - which provrdes an rntroducuon to the work of geographers on the |
elderly and health care. Whilst overall few studies have been carried out particularly on the )
elderly by geographers findings from r‘e!lated studies have proved applicable. For example,

Knot 1978 concluded that in terms of access to the physician's surgery the personal

-mobility of the patiems wasa major inf’luencing variable, with the elderly generally

experiencing lower levels of such mobility than the patients in general. An overall review of -

the substamrve conmbutrons f rom various studres indicates that similar conclusrons have
‘been reached in varymg locauons For exarnple LeFroy and Page (1972) in Australia,
Shaw (1975) and Rowles ( 1978) in the United ngdom and Golant (1979) in the Umted

- States all corrcluded that the elderly lrvrng at home with decreased levels of mobility and

*
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reduced social contacts faced difficulties in travelling to services in general and health
servrces in particular. These findings represent an important breakthrough within the
geographical literature and now further empirical studies are required to burld upon these -
developments. - , | o ¢
: ’ i

In conclusion it can be said that the geographical studies on journeys to serviceﬁ
(that is service accessibility) have evolved considerably over the last couple of decades.
From the starting point of simple distance-decay models geographers are now attempting

to explain accessibility with reference to more individual/group variables in an attempt to

) tackle this very complex question.

A Conclusion on Geographers the Elderly and Health Care

Geographers have made considerable contributions to'the study of health care in
general as a result of their growing interest in services over thelast couple of decades. The
geographrcal interest has f ocused partrcularly upon the concepts of service availability and
accessrbrhty both logical extensions of substantrve geographxc research tradrtrons Both the
studles of avarlabrlrty and accessrbrhty have become more ref rned. as a result of increased
! replication and necessary extension, and have moved away from the study ol gene_r_al
rational patterns. Fhe availability studiesﬁ, in sum'nrary, have revealed the vast complexity
and heterogenerty of the study of health care both. at varied levels of spatral aggregatron
and wrth dif f erent measures. of supply and demand The accessrbrhty studres have, perhaps
indicated more homogenerty with drstance bemg rsolated as an 1mportant vanable
influencing access to services. Even wrthm this context, however drstance asa lone
mdrcator is bemg replaced by studres atternptrng o mcorporate socro economrc varrables .
such as social class and age in an ef f ort to. consrder drstance f rom a less absolute ;

perspectrve Afterall, drff erent mdrvrduals and/or groups wrthln the city have different

mobrlrty skills and capabrlmes and these must by necessity have an mﬂuence upon journeys

. to health care. Asa result of these developments geographers are now becornmg more able

1o look at specrfrc urban groups and 10, examme t,herr relationships with the health care
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services.‘Anﬂexample of one of these groups is the elderly, with geographe‘rs now starting to
dévelop an interest in this growing section of the population.
D. Research Objective

The findings drawn from the literature have suggested the importance of problems of’
availabilitf and accessibility concer;ling health care services for elderly groups, in particular,
from the gerontological perspective, and various urban minority groups, in general, from the
geographical perspéctiye. The objective of this thesis is to test two main‘h.y'potheses, drawn
from the literature findings, »\;ithin Edmonton for a selected urban elderly population. While
Edmonton does not have an overly large elderly populatidn,( it currently approximately
36,000), probLgms of health care for the elderly have been noted (P.S.C.A. C., 1983, Stephens
1978; Anholtx " 1975). It therefore tepresents a suitable study area to test the fmdmgs and

~ conclusions produced within the literature.

E. Thesis Hypotheses ‘

The th main thesis hypotheses are both drawn from ,and f orx'nula;ed in rg:sp(.mse'vto,
the resuits and conclusions produced within the previously reviewéd geographical and
gerontological literature. They represent an attempt to combine the previous yariables discussed
within both lines of inquiry in order io further explain the problems at hﬁnd and to see the

relative inflience of the respective indicators within the context of a selected urban elderly

population.

First hypothesis
- The gerontologlcal literature, as prevxously rev1ewed indicates the importance of the
internal factors of age functional capacity and soc1a1 1solat10n explaining the difficulties the

+elderly experience in reaching health care (Kart, 1981; Law and Chalmers 1976; and Batustella

1971).
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~ fora selected elderly populatron within Edmonton
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‘The geographlcal lxterature while ernphasrzmg mmally the 1mpact of dlstance and
method’ of transport in reachmg health care is now recognlzmg the influence of further

variable‘s f or example, socxal class ethnicity and age as mentloned above, with geographers
now mcludlng such f actorswvrthm.thelr studies. vaen the more detailed fmdmgs of the

a

gerontologtcal lrterature however the first hipothesis with reference to theelderly is:
\ That prob]ems of accessnblllty to primary health care for a: selecwd urban
. elderly populatlon are due more to the socio-physical variables of age; f unctlonal

* capacity ‘and social isolation than to'the geographlcal factors of drstance as measured

by uravél time and method of transport .

The present study therefore represents an attempt to combine the use of both sets of variables

v !

- and to determme the relatlve 1mportence of each regarding difficulties in reachmg health care

S
4

Accessrbtltty within the above context refers specifically to geographic accessmthty

that 1s a concern with describing the presence or non-presence of difficulties in the actual

8

Journey to health care itself . This concept of accessibility, therefore, does not extend to cover
non physxcal aspects of the journey Such as knowledge or awareness of the services avallable .

Of easlblllty of use or relevance of available treatment.

Primary health cate ref ers to srmply doctors and/or hospitals (Skelton 1977) thereby

- not including the range of secondary health services also currently 0perat1ve.

1

Second Hypothesrs

Both the geographical and gerontologrcal l;terature have pomted to problems of service
availabtllty in the supply and demand equation. Whrle the geographical studies have considered
health servrces generally and noted mequalmes and mapproprtate distributions the

gerontologtcal lrterature has produced similar more: specrf ic conclusrons related to the elderly as

an urban group. Because of the more specific nature of the gerontologrcal studies the

} hypothesis will be drawn from primarily this atea of the-reséarch. On the basis of these findings

s
/

- it is expected that a review of the evidence for Edmonton will support the hypothesis:
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j THat the current specialised geriatric health care services within Edmonton are
inappropriate given the numbers of elderly (65 years of age or over) and that for the
elected urban population the delivery of the current primary medical services provides
Frcatment_that decreases in quality as age, functional incapacity and social isolation
increase. :
In this hypothesis specialised geriatric health care services refers firstly to.a
~ consideration of the number of geriatric day -care hospital places available f or.the city as a
whole, and secondly, to the number of specialist geriétricians currently working within the city.
Past studies have shown that these two key areas of geriatric medicine have been overlooked
generally in the provision of health care services (Skelton, 1977) Harris, 1975; Hammerman,
1974; and Schwebel et al., 1973). Within the Edmonton context calls have also been made for
the extension of these se;vices in an attempt to improve the availability of geriatric care
(Provincial Senior Citizens Advis'ory Council, 1982; Alberta Community Health aﬁd Nursing
chért, 1979; Social Services Planning Report, 1977). |
The "delivery of current primary medical services” to the selected eldeﬂy population
will consider four aspects of weakress raised generally within the gerontological literature and
discussed specifically here(P.9,10). Firstly, the questidn of physiciaf) understanding of patienf
prpblems. Past studies have suggested (Kart, 1981; Skelton, 1977; and Szasz, 1974) that
physicians have failed to correctly and sympathetically diagnose ilinesses and hgalth problems
within the elderly. Such discussions indicate, theref oré, in delivery weaknes§ iﬁ the heélth‘
‘ services. Secondly, the elderly further require both a continuity of service (Kart, 1981; Davis
and Reynolds, 1975) and a regularity of. visits for sﬁccessf ;11 médical treatments (Skelton, 1977
Andrews et al., 1971). Past studies have suggested, however, that this continuity of care is-not
alway'ls f o.rthcoming {Hammerman, 1974), with the indication that the level of service declines
“as the e_lderly become increasingly frail (Kart, 1.981).'Third)y, home visits are seen by the
qualif’ iqum‘edical staff as essential requirements in the care of the elderly (Skelton, 1977,
'&nholt, 1975; and Stanton and Extoﬁ-Srm'th, 1970). Evidence suggests, however, that these
‘home visits are still not being carried out (Skelton, 1977; Anholt 1975). This conclusion-will be

o~

} ihvestigatéd from the standpoint of the selected urban elderly population. Finally, the
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preference of doctors to treat younger patients has been noted in previdus studies (Hess and
Markson, 1980) resulting in the elderly facing larger waiting room delays when visiting a
physician. This conclusion will be tested for the selected urban population considering the key

variables (age, functional capacity and social isolation) causing such delays.



1. CHARACTERISTICS OF THE ELDERLY POPULATION

| A. The Elderly in Canada

The decision by the United Nations to convene a world assembly on aging, from July
26 to August 6 1982, presented Canada and all the other attending nations with a challenge to
review their current policies regarding their older citizens and an incentive to consider the kinds
of future developments required to meet the needs and aspirations of an aging popullation.' The
Canadian government as a prelude to phe conference issued a report on aging, and declared
June 1982 as 'senior citizgx;s month’ in Canada.

The preparation of this report was a cooperative effort between the Federal, Provincial
and Territoriugovernmems. Central to its final publication was the
Federal-Provincial/:rerritorial cqmmittee for the world Assembly on Aging which carried out as
its mandate the task of producing a report which would be in accord with the perspectives of
the governments concerned. The recommendations put forward were considerable with both a
Federal and provincial/ territorial emphasis mainta.ned “.any of the problems raised, however,
still remain largely unresolved and rhany of the issues discussed are unsettled. Canada, and the
western world in general, will fa(;e the important problems aﬁd costs of an aging population in
the near future.

iy
Population aging

A substantial increase in the population aged 65 and over is, according to Statistics
Canada, now reéognised as one of Canada's major social problems. Perhaps appropriately then
this trend, and its implicafions, are now dttracting the increasing attention of both
professionals and laymen aiike. For example, the‘Canadian Medical Association fecently set up
a task force and announced that, particular emphasis would be placed on the special needs

created by an aging population.

26
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The increasing needs for, and costs of health care are, of course, but one of the many
aspects associated with population aging. A sample of other crucial issues might include income
security, retirement age, housing, transportation, and gocial welfare in general. Such issues are
of primary concern to planners in both government (at all levels) and private organizations. It
is also an importag;t concern. for decision-making in the business sector covering such diverse

f

$avel, investment and even food. One final important implication of an aging

population is lhés ;S'olitical influence that will be carried by a large and ever increasing group of
aged voters. EL

The o;'erall statistics for population aging in Canada when reviewed briefly suggest the
fc;llowing.'lt is predicted that by 1985 10 per cent of Canadians will be sixty-five or over. This
compares to the 10.9 per cent figure for the mére developed countries generally and 4 per cent
in the less developed. By.the year 2000 these figures are expected to be 11.7 per cent for

Canada, 12.8 per cent for the more devéloped cpuntries and 4.6 per cent for the less developed

(Canadian Governmental report on Aging, 1982).

Canada's present trend of population aging is a result of three main factors.

1. In Canada, birth rates have been declining over most of this century (with the exception of
the baby-boom vears of 1946-66) .'The'Bi;;h rate at the beginning of this century was 30
per 1000 population compared with 2171000 in 1961/71 and 1671000 in 1971/81. This has
led to a general aging of the population.

2. The second cause stems from immigration trefxds. In the first few decades of this century
immigration waves to Canada were relatively large and consisted of a hiéh proportion of
young adults. These waves, therefore, ef fectively reduced the proportion of the eldérly in
the population. In recent years, however, these immigrants have been entering the older
zige groups thereby expediting the process of population aging. Additionally, recent '
immigration waves have been relatively smaller and their age structure older. The effect of
new immigrants on attenuating population aging has thus decreased considerably over the

last decades, at the very time when earlier immigration is among the causes of population
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aging..

3. The third cause has its roots in the long-term trend of increasing life cxpecténcy. In
Canada life expectancy has been increasing steadiy since 1931. (This was the f }'ISI census
for which official figures were computed)‘. The overall increase' in life expectancy at birth
(;ver the period 1931 to 1981 has been twelve years for men from 59.5 to 71.5, and 17 yéars
for women from 61.8 to 78.7.

For the Canadian provinces and territories the relative proportions of the elderly can be
ranked, see Table (1). Within Canada only the Yukon and the Northwest Territories have a
smaller percentage of their population 65 years and c:ver than Alberta. Although the absolute
number of older persons in Alberta is increasing the proportion is not increasing as rapidly as
other provinces due to the recent in-migration of younger persons to the province as a result of
the oil-boon?‘.years.

In ter’rﬁs of settlément characteristics, certain Canadian communities are also
charactqrized by a high proport_ion of elderly. This is particularly true of the small urban
centres in the Canadian Prairies. For example, urban centres with a population under 10,000 in
Manitoba had 15.6% of their population aged 65 years or over, whilst similar centres in
Saskatchewan had 17.6% of their pqpulation in a similar age bracket. These prairie centres
probably provided homes for me.my of the waves of European immiérams arriving in Canada im
thg early decades of this century. This, coupled with the out-migration of job-seeking young
people, produces the overall imbalance of seniors. Such imbalances do, however, place a
considerable stress ﬁpon the available services.

The elderly and health care

From the standpoint of the health services any increase in the elderly population is a
cause for concern. After all, the elderly re'qui.re a disproportionate use of the available health
care facilities due to the generally higher levels of failing health. For Canada as a whole, the‘

estimated annual bed-days per person per year are 5.3 f or the entire population. For those 65
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TABLE 1
PERCENTAGE OF POPULATION AGED 65 YEARS AND OVER,
CANADA AND THE PROVINCES, 1971 AND 1981
% of Population 1971 % of Population
65+, 1971 Rank 65+ 1981 Rank
Newfouhdland 6.4 10 7.7 9
" Prince Edwyrd Island 11.1 1 12.2 1
New BrunswiC 9.2 5 10.1 6
Nova Scotia 8.6 6 10.9 4
Quebec 6.9 9 y 8.8 8
Ontario ' 8+4 7 10.1 6
Manitoba 9.7 3 1.9 3
Saskatchewan 10.2 2 12.0 2
Alberta 7.3 8 ' 7.3 10
British Columbia 9.4 4 10.9 4
Yukon 2.8 11 3.2 1
Northwest Territories 2.2 12 2.9 12
B

Canada 8.1 . 9.7

#

Source: Census of Caq’éda, 1971 and 1981.



30

) years and older the correspending figﬁre is 13.2. Annual disability days (which rr;easure o
;shor‘t-terrri d;';ability assodiated wiltp espiéodes of illness or injury including bed-days, majorﬁ
activity-loss days, and days when activity has'héd:to be redﬁced below‘ that usually done for all .
or most of a day) show 4 51m11ar vanancc Whilst, the populatlon as a whole experxences a total ]
of 15.7 such days per person per year, those 65 years or over record 35. Assocxated with these
fxgures is the heavy unhzauon by seniors of ‘both medxcal and hospltal services generally. %ﬁe

Ontario Ministry of Health data shows that m 1976 16 2 percent of the services of Omano

. physxlmar'ls, that is S these enrolled in the Ontario Health 1n;urance plan, were delivered to the
aged who represented only 8.9% of the total population. Compared tov‘the rest of tl_ae popula;ion
the aged also heavily utilize drug services..In fact, they take over twice the prescripiion drugé |
per capita in relation to the general poeulatiqn (Canadian Governmental Report on Aging -

1982). "

:I‘he ‘el‘c_ierly are heavily de’pender-lt on the health services,pqrovided' but, as the growing .

’number' of*"éovefnment (Fedéfal and 'provincia‘l)‘and né;jn-gdeernm.ent Teports indicate, concefn
snll exists that the elderly are not being served accordmg to their needs by the present health

)

services (Canadlan Govemmental Report on Aging; 1982; and Health Care Costs for the
43

Elderly in Ontario, 1976-2026, Gross and Schwenger, 1981).

Health care problems of the @ a n;ltlonal perspectlve

- The 1982 Canadian Governmental report on aging noted that, hxstoncally the aged had
rarely been-consuited regardmg their health care needs, and that furthermore there were few
Lcurrent mechanisms that allowed the elderly to have a voice in matters of importance to their
welfare. With both Goverhme\;n;l,land'.‘even ﬁon-govemmehtal reports, being issued and |
.‘discusseel without s'pecif ic reference to. the viewé and thoughts of vth_e elderly conce_rned: Hence
in many cases little or no substantial progress was made re‘gardiﬁg_ heélth care'eroblems.

The report also _commented specifdcally on the problems of health care accessibilit/

experienced by the elderly with a number of “key contributing factors being isolated. These

5]
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mcluded “i
1‘. The pre‘vaience of attitudes that réflect a systematlc stereotyping of, and dtscrlmtnatron
| agamst Lhe elderly simply because they are old with those who subscribe to this concept
. -.witether conscrously ox‘ unconscrpusly, including health personnel, creating barners«f or the

1

aged in gammg access to the appropriate levels of care. For example, problems may well be

experienced in obtaining rehabilitation services because they are not considered to be

productive workers.frhey may also, like those of any age, find that they are treated in a
iy -

depersonalized ashron 1f they are terminally ill.

\

2. A second factor due partly to fttttudes and partly to a lack-of mformatron is the diff tculty

-~

- experienced by some older per}sons int having their health problemns adequately assessed by

” physicians, surgeons, nurses and health care personnel in general Much remains to be done |
in order to focus attentton on the aged in the health care and health service dehvery
systems. Inherent to this obJectrve will be an improved gerontologteal and geriatric content
in the education of health care prof essionals. | 3

3.‘ Thrrdly the aged in Canada are generally well covered by, the present health care insurance

" plans. However there are circumstances when extra costs can arise and pose problems f or

the aged with limi’ted resources. The costs of transportation to visit doors or treatment e

f acrhttes when pubhc transport is not available, or when other and more expensive m'ean's
of transportatron have to be used, may create problems. Extra- brlhng by physrcrans in.
certain provinces, payments for laboratory radtologrcal and other d1agnosttc health : '.
services and the costs of special diets required in the treatment of certain condmons may
also present financial difficulties for those on already hmrted budgets
In many ways the fee-for-service method of payment of physmans reflects an

emphasis on acute eptsodrc care, and may not represent an incentive for physrcrans to :

. provide long-term contmumg care. Payment is b-ed on units of service and in its present

form it may not be appropriate for cases requirii;, prolonged and detailed assessmen‘t of

fom

medical, social and family issues involved in individual care. ' .
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The relauonshrp between the elderly and the prrmary health Gare services should not,
however, be regarded as all bad. As the prevrous statrstlcs clearly indicate the elderly use a
signif 1cantly greater amount.of the avarlable-hearrh ~care than all other groups in soerety (except
those severely physrcally or memally drsabled) The health ;are servrces are then providing care
that is both generally avarlable and acceptable The problem hes theref ore, not in terms of the
quamrty of the service provided, but more $0 as regards the qualrty and the type of—care
" available. The elderly as a heterogeqeeus sub_-group. ever-mcreasmg in size, have specific’
health care problems that reduire ‘tregtment of ten érbor;e ‘and' beyehd that 'pr‘esently available,
for example, home visits hy physicians and/__or lo_n_g-terrn ‘cérre,enyironments (Hammerman,

- 1974; and Skelron,..1977) . Réfinements to the ‘prese.nr health care systems are therefore required
to eccommodate these ne‘eds (Brocklehurst (1973) ;#V;lard',' '(7'1.977) . |

B. The Elderly in Alberty - -

Populatlon and dlstnbutron

For the 1981 censits the elderly populataron of Alberta was:

" YEARS ' . MALE < ' | FEMALE
‘645-v6? | 27005 SRR " C 30,420

representmg a combined elderly population of 163,395, The populatron ‘f or the province as a
whole was 2, 237 725.with the elderly populatron forming 7. 3 per cent of the total. Thrs

" proportion has decreased slightly over the last couple of decades a reflectron of the

in- mrgrauon of younger age groups associated with the economrc boqrn years (see table. 2) .

; #
For example, in 1978, 58 per cent of the males and 53T per cent pf the f emales who mrgrated

4



TABLE 2

)

POPULATION 63 YEARS AND OVER AND 85 YEARS AND OVER

ALBERTA, 1901 - 1981

.

Y  Total - o ' 'f’obulation"65+ ' P'opulat'ion 85+ .. % of
~ Year  “Population’ No. % of Total No. .-~ % of Total 65+
1901, C "o 73,022 - 1,413 1.94 66 0.09 4.67
1911 o 374,295 6,222 1.66- - 185 0.05 2.97

1921 h 588,545 . 13,957 2.37 378 0.06 2.70

1931 ‘ 731,605 25,693 3.55 701 ©0.10 2.70

1941 ' 796,169 41,606 .5.23 1,464 0.18 3.51

195;1 939,501 57,283 -~ 7.16 2,421 0.26 3.60

1956 1,123,116 81,387 7.25 3,330 ©0.30 4.09

1961 1,\3.’;1‘,9'44. 93,000 6.98 - 4,811 0.36 5.17

1966 1,463,203 104,010 7.11 - 6.927 10.47 6.66

971, o 1,627,875 118,750 7.29 ’ 10,270 0.63 8.65

1976 1,838,035 137,925 7.50 12,530 0.68 9.08

1981 . ©72,237,725 163,395 7.3 14,180 0.63 8.67

“Source: Census of Canada, 1971 - 1981,
. . %
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to Alberta were between the ages of 15 to 29 Whrle 94 6 per cenl of the males and 90 2 per cent
of the female migrants were under 44 years of age ‘ ‘ |
Similarly the rura‘l/urban distribution of the elderly has'also been shifting over ‘-lplle lasi,-
: couple of decades. Between 1961 and 1971 thers was-a trend of movement away from rural
areas to smaller urban centres, a trend that contmued through o 1976 as well. In general there
has been a great decline in the elderly farm populauon from 1961 when 18.6 per cent of persons
aged 65 years or over lrved on farms, to 1976 when only 6.9 per cent of elderly persons drd sa.
In contrast to the total Alberta poplatron the elderly are hvmg in greater propomons in the
small urban and rural non-farm areas of the province. For exam‘ple whllst in 1976 over half
(53.6 per cent) of the total Albertan populauon lived in the two major centres of Edmonton
and Qélgary less than half (46 3 per cent) of the elderly did. The data for 1981- mdlcates
. however a closing of the 8ap for while approxrmately forty-six per cent of the elderly lrved in’
- the two maJor centres, the figures for the total poplation as a whole fell to 50 percent.
Using the. health service regions as‘spatial units, the highest concentrations. of older
-l\:)people are f ound in the southern and East central areas of the province, for example,
Lethbridge and Vegreville. The lowest concentrations were found in the northern areas, for

example the High level area and Fort McMurray (Table 3).

Socio-economic characteristics of the elderly

Comprehensrve mf ormation on the income and assets of older persons in Alberta is not

~ available. Income 1nformauon is only avarlable for those persons who qualify for the\sc:me

supplemenr programs from the Federal and Provincial governments. The Government of
Canada provndes Oid Age Security Benefits (O.A.S.) to all persons who meet the conditions of
residency and have reached the age of 65 years, These programs are designed to ensure a degree
of economic independence for all senior citizens. A Guaranteed Income Supplement (G'I ;S.) is
also pard to those on lower incomes in order to taise their level of income. For senior citizens in °

Alberta, the Government of the province 1mplemented in 1975 the Alberta Assured Income
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TABLE 3

ULATION 65 YEARS AND OVER BY HEALTH UNIT,

ALBERTA, 1971 AND 1976

35

3,055

- 1971 1976
Total Total »
Health Unit Population No. 65+ %65+ Population  Ne.65+ %65 + .
AlbertahEast éentral 47,870 © 5,345 11.17 48,505 . 5,745 11.84
Athabasca 23,235 1,860 . 8.01 24,550 1,970 8.02
Banff 3,205 280 8.74 3,840 265 6.90
Barons-Eureka l26,285 2,065 7.86 28,095 2,270 8.08
Big Country 12,975 1,175 9.06 12,110 1,200 9.91
Calgary . 403,319 25,369  6.29 469,895 30,425 6.47
Chief ‘Mountain 12,895 1,080 8.38 12,900 1,310 10.16
Chinook 25,015 2,615 10.45 25,430 2,750 10.81
‘County of Warner 8,795 755 8.58 8,080 . 825 10.21
Drumhel_ler 26,035 2,645 10.16 29,235 2,940 10.06
Edmonton 438,152 ) 27,341 6.24 461,885 32,940 7.13
Edson 29,025 1,360 4.69 30,855 ‘ 1,625 5.27
" Foothills 20,425 2,150 10.53 25,825 2,535 9.81
“Grande Praire 40,030 2,780 6.94 43,995 2,980 6.77
High Level-Ft. Vermilion 8,155 255 8.18 . 9,585 290 3.03
Jasper 2,950 145 1.92. 3,590 170 4.74
Leduc-Strathcona 49,415 2,545 6.15 76,345 3,130 4.10
Lethbridge 41,205 4,420  .10.73 16,755 5,385 11.52
Fort McMurray 13,150 455 3.37 17,540 275 1.57
Medicine Hate 49,875 4,765 " 8.55 65,605 5,470 8.34
Minburn-Vermilion‘ a4 30,430 3,075 10.11 31,090 3,560 11.45
Mount View o 35,900 2,520 7.02 42,215 3,115 7.38
Northeastern Alberta 35,010 2,760 7.88 38,995 3,025 7.76
Peace River 36,355 . 2,615 7.19 35,100 2,780 7.92
Red Deer 71,495 5,940 8.31 80,735 6,915 8.57
Stony Plain-Lac Ste Anne 31,030 2,305 7.03 43,065 2,600 6.04
Sturgeon ’ 51.680 3,650 7.06 69,765 4,400 6.31
Vegreville 25,340 3,345 ©18.20 25,365 3,840 15.14
Wetoka 29,585 10:33 30,640 3,515 11.47

Source: Census of Canada, 1971 and 1976, published and unpublished data..
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Pl%n (A.A.1.P.) for those receiving the G.I.S. in order 10 further protect those in the lower
income brackets. .

In total, 145,709 Alberta seniors received O.A.S. in December 1978, Of Lhosé, 79,514
were also eligible for G.I.S. and A.A.1.P. This meant that 54.6 per cent of the O.A.S.
pensioners actually required income support, one crude indication of generally low levels of
incéme amongst most of the elderly. Full supplements were given to 17.9 per cent of the seniors
on O.A.S., which meant that they weré living only on the O.A.S., G.I.S. and A.Al .P. Partial
G.1S. and A.A.1.P.s were received by 36.7 per cent qf the elderly which indicated that they
had other sources of income on which to live.

Unfortunatley, little is known about the income of the 45.4 per cent of, Ehe elderly
persons who received on‘ly the O.A.S., except that they received incofne f rom other sources. In
1978, the Federa]lGovernmem spent $251 million on O.A.S. in Alberta, and $73 million on
G.1.S. (excluding June 1978). Added to this is the additional $30 ff'rillion spent by the Alberta
Government itself on its own A.A.1.P. programmes (excluding Jamiary 1978). Overall, the
Federal and Provincial governments provide considerable funds in Alberta to support the

elderly pé)pulation’.

The elderly and health care

As at the nalion_a) level health economics statistics show that elderly persons utilize a
larger number of medical services pér c;apita than an.): other age group. In fact, in Alberta the
greatest numbers of services were used by persons 7 5 years or older. In 1979 theée seniors used
almost twice as many services per 1000 persons as the aée group 45-64 (33,443 to 18,456) and
nearly 2 1/2 times the number of seryices as persons 15-44 (33,916), a crude indication of .their
relian;e upon the health care services. The cost of medical 4se-rvivc¢s for seniors, for the year
ending March 31 1979, was 3336,766 per 1000 elderly population. A cost greater than for any
other age group. The data also indicates that the elderly utilized most medical services, except

obstetrical services. Surgical assists and minor surgery were also infrequent, but there was a

~
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high number of hospital visits, office '\l/isits and pathology services. Generally, persons 75 years
or older required tW}ice as many hospital visits as those 65-74.

This massive health service usage by the elderly takes place against the backcloth of the
Alberta Health care insurance plan (A.H.C.I.P .),-a provincial insuranc¢ plan cover;ng the
costs of medical and hospital §ervices. The elderly, their spouses gnd depcpdents receive this
~insurance free of charge and are not required to pay the usual monthly premiums for such

 insurance use. The plan runs from July 1 to June 30 of the following year and essentially covers

the following areas.of r_h“ealtyh care.

1. The medical services of a physician or osteopath paid under an approved schedule of fees.
2. Specified oral surgery procedures by a dental surgeon.
3. Chiropractic services with a set spending unit,
4. Foot care and podia;tric applian?:es also within a set spending unit.
5. Medical examinatipn; 5-rcqu’ire.difor Driver's licences f of seniors 69 years and over.
6. Eye examinations and\iheﬁre‘scription and fitting of glasses.
7. Physiotherapy services within a set spending limit

Suppleme%tal {0 this main plan ‘is'vth'e Alberta Blue Cross Plan. A plan covering
additional health care benefits which allows senior citizens, their spouses and deﬁendents to
receive stipulaied medical care without the payment of premiums: ?Undcr this plan seniors are
protected f rom the addmonal hosmtal costs of a semi-private a private room in an auxiliary
hospxtal They are required to pay only 20 per cent of the cost of prescnptxon drugs, medxcauz;r)l.
and msulm supphed by a licensed pharmacist or on a doctor's prescription. The plan also covers
the costs of the professional ambulance services available to transport seniors to and from
active treatment hospitals and further reimburses seniors who have incurred limited costs for .
registered clinical psychological services, home care nursing, naturopathic sefvices, the supply
of certain appliances (for example, artificial limbs) and somé dental care work.

| Finally, an 'extended health benefits programme’ is also available which helps seniors

pay for eye glasses, dental care and dentures, hearing aids, surgical supplies and appliances and



38

" medical equipment.

These three insurance plans combine to provide a comprehensive overall medical
insurance plan for the seniors in Alberta, the problem of extra-billing aside. HbWever,'such
insurance schemes only form one side of the health care system in that they only come into
effect when health care is actually sought and/or used. The other side of the system involves
the actual use of,, and the attempts to gain Llse of , the health care services themselves, The
usage figures quoted previously clearly indicate the reliance of the elderly upon the available
health care services. This suggests that any under provision or even unsuitable provision of

[ .
services may result in the non-satisfaction of any needs that might arise. For the City of
Edmonton also the provision of the health care services is of paraniount importance in
providing adequate health care for almost all the seniors living in the city.

’

C. The Elderly in Edmonton

Population and distribution

At the time of 1951 census the elderly population of Edmonton was 35,933. Qut of a
total population for the city of 521,205 this represented 7.0:per cent of the populous, (The
equivalent figure for Calgary was 6.1 per cent). The elderly population over 75 years was
13,223 in total or 2.5 per cent. In terms of their residential locations within the city the elderly
were mainly concentrated in and around tﬁe dowtown areas, although a general spreading out
had occurred from these areas over the past decade. As Figure (1) shows, the elderly in 1971
were essentially concentrated in thve older areas of the city adjacent to the Saskatchewan river,
with a prominent northward extension west of 97th street as far as lZéth avenue, and a
southerly projection along 109th street as far south as S1st avenue. The two highest
concentrations of elderly, by census tract classif ication, were'in census tracts number 34, '
boun‘ded{.’) by the rivber, 97th street and 105th avenue; and number 32 centred between 109th and

116th street and 105th avenue and the river. The latter tract containing a number of senior
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citizen lodging homes.

A similar map for 1981, allowing for the slight alteration is census tract boundaries,
shows a somewhat a]tcréd distribution (Figure 2). Whilst the elderly can still be seen to be
concentrated in and around the downtown area, the strength of this concentration has been
diluted with an outward spread #nto the neighbouring tracts. The former largest concentrations
in census tracts 34 and 32 have weakened, and the highest proportion of elderly is now found
oi‘i the western fringes of the downtown area in tracts 29 and 30.

Considering the elderly population of 70 years and above (sec Figure 3) once again the
proininence of census tract 34'is noticeable, so too is that of the western fringe of the
downtown area. However, the southerly census tract 12.01 also emerges as an area of important
concentration as does census tract 54 adjacent to the municipal airport both areas of recent
senior citizen housing projects. The largest concentration of those 70 years and over is found in
census tract 52.02 situated in the north-western part of the city and bounded by 111th and
118th avenues, 142nd street and the St. Albert trail. These respective movements by seniors out
of the downtown areas are a direct result of the building.of several new senior high rises during
the eériy 10 mid-i970‘s. whilst redevelopments have occurred in the downtown areas. Two such
prominent developments are the Kiwanas Place project and that at Meadowcroft. In general,
then, the past decade has seen a gradual migration of seniors out of the downtown area into the

surrounding fringe areas. R ) -
Senior orggnilations and societies S
Seniors within Edmonton are served by a whole plethora of organizations and
community groups all aiming to provide éome service or facility or both. The resulting situation
" is often one of confusio-n as different organizations duplicate similar services whilst others go
seemningly neglected. | |

At present 6 main bodies, or organizations, are working within Edmonton, and

Edmonton as part of Alberta, essentially concerned with researching into the aged and tackling
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any problems or difficulties that they may face. The 6 organizations currently active are:

1.

2.

The Provincial Senior Citizens Advisory Couqcil

“

The Senior Citizens Burcah

The Alberta Councvil on Aging

Thé Alberta Ass?fation of Gerontology

The Ceﬁtre for“gerontology, University of Alberta J

The Geriatric Assessment and Rehabilitation Hospital

The Provincial Senior Citizens Advisory Council
The Provincial senior citizens Advisory Council (PSCAC) was established in
Alberta in 1976. The council was appointed by the Minister for Social Services and

Community Health to advise the Government on policies and programs for senior citizens

and to make.specific recommendations on priorities and the co-ordination of programmes.
|

v

The terms of reference of the council are as follows.
1. To review the views and concerns of older persons in Alberta.

2. To foster positive attitudes towards aging and a better understanding of old people.
¥
3. To provide advice to the governmerkiig specific policies and programmes for senior

T

citizens and to advise in regard
4. To make any other observations td
development of programmes for older people.
5. To review and advise on educational and special project grants for programmes for
senior citizens subject to the availability of funds.
6. To carfy out other responsibilities at the request of the government from time to time.
The council itself meets not les.s than four times a year and is required to submit an
annual report to the Social Serevices Minister‘.responsible for the council. Its rriembership 1s
headed by the chairman, a diréqt‘appointment by the government, with one member from
each of the following 6r,gaﬁi%uiﬁibns selected from nominations puf forward by them: the

Alberta Hospital Assdciatibn;;vthe Alberta Medical Association; and on an alternating basis
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the University of Calgary, the University of Alberta and the University of Lethbridge. The .-
council is completed by one member of the leglslature and ten members representing the

.
community. As part of the statement of phrlosophy of the counc11 three maln. themes are ! ,
. stressed . These themes are intended to f orm the f oundatron of government policy, services |
and their subsequent delivery.
1. (‘The provision of' maximtgm:i pendence and choice.
2. The encouragement of continued participation in_":tamily and community life.
3.. The active involvement of senior citi-zens in" the pfannring,’ deyelopment and assessment

~ of services.

The Senior Citizens Bureau )

The Senior Citizens Bureau was estabhshed in December 1975 and 1s part of the
Planning Secretariat of the Department of Social Servrces and Commumty Health It<
objective is to provide mf ormation regardmg the services-and resources avallable to senic s
from the Federal and Provmcxal Governmentsk mumcrpalmes and voluntary organizations.
The Bureau also provrdes resoutce information and advice 10 govemment\and commurnity

groups, and encourages coordination in the planning and delivery of services to senior

citizens.

The Alberta Council on Agmg

8]

The Alberta Councxl on Aging was establxshed in 1966 and has since 1975 operated

under a gram from the Department of Socral Ser\nces and Commumty Health. Itisa

voluntary organization of individuals, groups and agencies concerned wrth the process of . §~ R

agmg and is w1de1y recognized as the repreSentatwe voice of senror citizens in Alberta'
' (Provmc1a1 Senior Citizens Advisory Council Annual Report 1983).

The council seeks to: , N

;L,.::.

i.. increase the understandmg of the impact of aging on both 1nd1v1duals and society &d 9,

ii‘. to work for 1nd1v1dua1 and societal change in order to enhance the actlve participation - .

y
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of the elderlv in socrety
The council sets out to meet these objectives by adhering to the follov‘g pohces
1. Defining the needs of the aged and the agirrg and bringing these to the attentron of
"government or voluntary agencies for attion.
2. Identifying and encouraging research and the systematic compilation of information
affecting aging. |
3. Encouraging and developing public discussion on all problems affecting the aged.
4. Monbilizing leadership, particularly among the aged to help solve the problems of aging
S. Monit’oring and rveviewing governmerr)t policy and legislation in order to inform them
of the rmpact ‘of such policies and programs on the aging.
6. Fostermg liason and cooperation between agencres concerned with agmg drrectly or
indirectly. i
The Alberta Association of Gerontology
| The Association aims to act m a coordrnatmg role as far.as research is concerned.
To this end the assocranon has recently estabhshed a sub-committee on research and plans
to promote studies on aging and compile on armotated brbhography of Alberta-based

gerontological research completed to date.

)

Centre f\r Gerontology, University of Alberta

Th\presndem s committee on gerontology has been drsbanded and the centre for
gerontology formally estabhshed. The centre's mandate includes coordinating campus
- activities related to gerontology and encouraging and facilitating research activities. The

centre gives no financial support to researchers.

The Geriatric Assessment and Rehabilitation Hospital (Youville Memorial Hospital)
- Attached to the Edmonton General Hospital and officially opened in April 1982,
the hospital ;provides comprehens,ive medical and psychiatric services for the elderly.

—

‘Unfortunately any funding that it requires must be f ound with the help of outside



agencies.

These si; organizagions represent the main bodies curremly concerned wnh ”r;search
into the%ged and aging. They could conceiveably work coopérativcly to proyvide for
reséarch‘acfivities. However, a‘vs'the P.S.C.A.C. annual report for 1983 pointed out, as yet,
there is no formal network among them. This lack of a coordination of research activities \,

helps to contribute to the very competitive environment among the various bodies

concerned for the scarce financial resources available (Th/_e,«exception to this is the Senior

- S

Citizens Bureau', which is a provihcial g:verrifnen office and does not compete for
'grants-inféid‘ for researsh). Further consideratiqns regarding coordinatiqn include the
current inability to prevent duplication in researcMs, the difficulty in determining
actual need for research actiuvities and the lack of a vehicle to promote the use of research
results. In short, without some form of coordination between the bodies, research on aging
in Edmonton and Alberta will coritinue to have 2 limited impact.

From the standpoint of the actual servicé facilities available to seniors in
Edmonton a' large range of centres currently operate. These offer a wide range of selected

activities and cater for most areas of the city.

Senior citizen centres in Edmonton

There are currengly ~1v2 senior citizen centres, within the city, providing both a{ facility at
which services for the aged can be delivered, and a location where seniors can meet and interact
with each other. The centres are:
1. The Alex Taylor drop-in. - o | ]
2. Jewish Senior citizen drop-in. |

Vo
3. Lions" Senior citizen recreation centre.
4. Operation Friendship. 7 =

5. Society for the retired and semi-retired.

.. Strathcona it
6 plagg sg}ﬁi’?

) F"’“
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%
7. West Edmonton seniors.
8. S.C.O.N.A. senior centre.
9. Northgate Lions'Senior Citizen Rekreation Centre.
lb. Edmonton self starters organization.
11. S.E. Edmonton seniors drop in. J
12.. Calder senior citizens' centre.

Each centre provides its own range of services for the seniors. For example, centres
auch as Strathcona Place are multi-service centres which provide leisure’, community and social
servrces health servrces and even as'srstance in finding housmg Centres such as the Lions centre
specialize in providing primarily one type of service or other For the Lions centre the

specialization is in recreation.’ e

%

The range and geographical dtstmmg éﬁ§emor centres

EaS
The various centres throughout the city do- provide a diverse range of services for
the seniors currently using them. The problem, however, is ensuring that SEniors

throughout the whole city are adequately served. The overall distribution of the senior

citizen populatton in Edmonton is f arrly widespread, although as menttoned earlier, it does
‘a,/

L ame

tend to be concentrated in the older areas of the city. The membershrp and parttcxpants in
" all senior citizen centres are drawn from these areas. The most notable feature of the
distribution patterns by users or members of the vanous centres 1s that the locatlon of the

centre results in a hrgher percentage of users from the immediate area. The results of a

g

study conducted by the Nattonal Council on Agmg (United States of America) indicated
that 50 per cent of all the members or partncrpants in any givén centre came from the
immediate area surrounding the facility (that is within a one mile radius of the centre).
This conclusion seems to be generally applicabie to Edmonton as well.

The Lions Senior Citizen centre and the chiety for the Retired and Semi-retired,
which have somewhat ntore universal mandates than the other centres, have tended to

show a wider distribution throughout the entire city, areas of high membership or
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participation have coincided with high areeas of senior citizen concentration. These areas
tend 10 be the immediate north side of Edmonton from the Boyle Street McCauley area

through to Glenora, the immediate south-side around Strathcona and centring on Whyte
Avenue, and to the north-east end, Béver]y, Highlands and Norwood.

ey

Other centres, such as those involved in 'Operition Frienglship' which serves the

Boyle Street/McCaully area, serve people mainly from the local vicinities. Both users of the

¢

drop-in centr¢ and the outreach rogrammes indicate that a very high percentage come
p- 1? P P g

from the local area. Similarly Strathcona Place, whxch is situated in the old Strathcona part .

of south Edmonton, and-was originally designed to serve the seniors of that area, has.
tendeg to 1}1deed do that. Membership is concentrated on the south-side, although large
numbers of members do come from the Oliver/Westmount areas. Ome significant feature of
the Strathcona Place membership is that very few members come from the downtown core
area served by the Qperatioq Friendship centres. (Fiéure 4).

While the above centres all set out to try both to serve and help sem'ox; citizens in
the community, the available data suggests that they are only partially successful in
meeting with this objective. As stated in the "C‘ity of Edmonton Policy on Senior Citizen

-5

Centres", prepared by Edmonton Social Services, the 124centr§:s currently have some form
of contact with over 10,000 seniors, which‘;(_re'presems almost 1/3rd of the population over
65 years of age. These figures indicate?:;h_é‘t there are, therefore, many seniors, the majority

in fact, who live in the community and who are either unable to ask for help or become
& 1 )

-

involved in organized activities, or who simply do not want to pg}é}:icipate. For those not
wanting to participate the centres are in many ways superﬁuous, lat leasf at the present e
time. For many of those presently unable to participate, however, the centfes may be a
possible source of elther comfort or support that is being denied to them "McCuan and
Hashmn s (1982) social isolation hypothesis is relevant here thh non mvolvemem in the
 various centres of ten being a direct result of this social isolation. For example many of

these seniors living alone do not ask for help or as51stance due often to a lack of

i
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information about the services available. Snider (1980), considering specifically the
auxillary health service agencies, concluded:

'Health service awareness levels overall were only slightly better than might occur

by chance alone."(P.1182)
It is these isolated, and often uninformed seniors, that the outreach programmes currently

operating within the city attempt to contact and involve.

‘

QOutreach programmes
At present t.here afe four formally organized outreach pfoérammes operating

‘within the city. They are administcred b‘y Strathcona outreach (Strathcona Place society),

Operation Friendship, the Senior Citizcﬁs Opportunity Neighbourﬁood Association
(S.C.O.N.A.), and the Society for the Retired and Semi-retired. The statement o_f their
objectives by fhe Strathcona Outreaéh programme perhaps expresses ;he ultimate objective
of all the respective outreach programmes namely that:

"The objective of the oﬁtreach programme is to supplement or provide
the necessary practical services and essential moral support to seniors, that will

allow and encourage them to live with dignity and independence in the

community " "
1

S Unfortuantely, there is no on;: single meythobd of locating and contacting isolated
$eniors within the community. Word-of -mouth referrals are a major source of contacts, o1
even the visibility of workers and freindly visitors can lead to numerous referrals f ;om

.‘ citizens concerned about elderly neighbours. For example, Opefa-tion Friendship has several
volunteers who spend considerable time working in communities that they are familiar with .
building up contacts with the local people. Telephone information requests and referrals
from other social agencies and government bodiés are two oiher main points of contact. An
organized system of »door-knocking by streets or blocks appears to be one of the best

methods of finding isolated seniors. This method, ﬁowever, requires considerable
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manpower and time and thus limits most programmes from carrying out such extensive
operations. Operation Friendship has attempted this method on occasion, but due to the
limits mentioned above finds such research difficult to carry out .

Despite the c?):siderable efforts of the various outreach programmes isolated
seniors still remain in the community, and it is these seniors that frequently experience
problems in utilizing the available services and facilities. Unfortunately, outreach
programmes at the present time only operate in con junction with agencies already offering
other services to seniors, that is-the senior citizen centres. While these centres fnay have
organizational support, knowledge about aging processes, skills in dealing with seniors and
seniors problems and even accept;bility (credibility) within the seniors community, they
often lack the time and money needed to earry out such outreach programmes ef fectively.
For example, the Strathcona loutreach programme, with only one employed member of
staf f, depends heavily on volunteer contributions. Operation Friendship (in the Boyle
street areé) similarly relies heavily on volunteer work . To whet exter;t these volunteers can
be expeg_ted to continue to provide a large percentage of the manpower is a question that
must be examined closely. Seeondly, should largely untrained volunteers be expected to
handle the difficult and of tén complex problems facing many seniers? Isolation is often a
manifestation of many emotior;al and physical problems which may not be accurately.
discerned or tackled by an untrained volunteer. To help reach many of the isolated seniors,
at preser;t not reached by the senior ceﬂltre_ Tun programimes, a lerge extension of the
existihg outreach‘ f acilitfes is requixed»irrvel-virfl_g trained professionals and outreach

. . TR
orientated agencies.

The elderly and health care
Various goveminent and non-government reports concerning the elderly in the '
Edmomon area have suggested problems that the elderly seemingly face in unhzmg the health

care services currently avaﬂable Thxs is not to suggest that the current serv1ces are unable to
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provide adequate care for the elderly, however, improvements or refinements in the existing
servi_ces are required. The Alberta Social Services and Community Health working paper
(1979), entitled 'Understanding and Working with Old(;r People' summed up many of the
problems. It concluded: | |

'Good medical services are geherallyravailablé, but may not be used by elderly people
for many reasons'.(P.25) )

The reasons for this non-use included problems of transportation, a lack Qf aw.aren‘ess
of the availablie servicles. a“nd fears regarding the health care system itself .

The data{ for Alliberta, however, clearly indicate that the elderly 65 years and over do use
moré medical treatment services than ény other age group, and therefore have a greater need to
cbmact the physician or the hospital. This is not to suggest that all those over 65 years of age
impose heavy demands upon the évailable health services. In 19_79/80 persons 65 and over in
Alberta, used 14.2 per cent of all medical services (physician services) provided, amounting to
13.5 per cent of the total dollars paid. (Older Persons in Alberta: Thf.:ir Use of Progfams and
Services. Senior Citizens Bureau Planning Secretariat Alberta Social Services and Community
Health June, 1982). Males, for the same time pe'riod, used slightiy fewer medical services per
person than females although the overall costs of the services for males.was slightly larger.

The present primary medical facilities available in Edmonton offer a large range of

potentially available services.

Edmonton hospiéals-Figure 5

1. General hospitals: A hospital classified as 'general' provides primarily for the
diagnosis and short -‘term treatment of patients for a wide range of diseases and
in jurigs ghd is not restricted to any specific age-group or sex. There are currentiy 5
general hospitals within Edmonton.
- a. Edmonton Charles Camsell General (12815 - 115 Ave.),

b. The Edmonton General Hospital (11111 - Jasper Ave)
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c. The Misericordia (16940 - 87 Ave.)

d. The Royal Alexandria (10240 - Kingsway)

e. Edmonton University of Alberta Hospital (8440 - 112 St.)

There are also 2. allied special hospitals catering for rehabilitation and extended care.
a. The Alberta A]co‘hol‘anyd Drug abuse centre (7500 - 89 St.)

b. The Doctor W.W. Cross Cancer Institute (11560 University Ave.)

. Auxiliary Hospitals: Auxiliary hospitals are designed and operated for persons who

require elements of hospital care at a less intensive level than is provided in general

hospitals. The patients are usually either chronically ill or disabled. For some,

treatment consists of rehabilitation to a point that return to the community or transfer

to a nursing home or other residential facility is possible. For others, treatment is the

provision of necesssary skilled nursing and medical cavre for an extended period of

time, even though there is little or no prospect of rehabilitation. The following

auxiliary hospitals serve the Edmonton city area.

a. Allen Gray Auxiliary hospital (7510 - 89 St.)

b. Edmonton and Rurdl Auxiliary Hospital and Nursing Home District No. 24
(14255 - 94 St.)

¢.. Glenrose Provincial General Hospital (10230 - 111 Ave.)

d. Good Samaritan .Auxiliary Hospital (9649 - 71 Ave‘.)

e. Mewburns Veteran Centre (11440 --University Ave.)

f.St. Josephs Auxiliary Hospital (107 St. - 82 Ave.)

General and Auxiliary hospitals currently provide the main basis of long~term medical
care in Edmonton. There is, however, a third type of hospital, namely the Day
Hc;spital, also operating within the City of Edmonton, and it is this form of active:
treatment centre that the elderly find particularly useful.

Day Hospitals: Day Hospitals are health related programmes under the direction of

health professionals and are designed for persons who require diagnostic,

a
3



rehabilitation and therapeuticr services for a scheduled period of time. Two Day

Hospitals are presently operating within Edmonton.

a. Edmonton and Rural Auxiliary Hospital and Nursing Home District No. 24.
(14255 - 94 SL.)

b. Youville wing, Edmonton General Hbspital (11111 - Jasper Ave.).

Both the general.and the auxiliary hospitals do provide a more than adequaté
coverage in terms of the nun;ber of beds and facilities available. The current day
hospital provision, with a capacity to treat approximatley 450 patients, ivs not
sufficient to cater for the growing demand for such treatment (P.S.C.A.C., 1982.
Alberta Symposium on Agiﬁg 1982) . Especially given the elderly's preference for
remaining in the community other than accepting any form of institutionalization
(Skelton, 1977, ). And the cost -Msaving advantages of such treatment (Br0cklehgrst,
1973; :;md Lohn et al 1975). |
Physicians: |

Within Edmonton, as in Alberta, the ph‘ysic_ian is the base of and the usual
entry point into the health éare system. A§ such, they play a vital role in the health
care process. Currently, there are {324 physiciaris practising in the Fdmonton area
(The Royal Alberta College of Physﬂ:ians and Surgeons Registry '+®4 . This
represehts approximately a 25 per cent increase from the 1976 total of 1065. The @
physician.population ratio is approximately‘ 2.4 physicians per thousand population. g o
Also a slight increase from the 1976 figure of 2.3. Both figures compare favourably
with the overall Canadian ratio of 1.7 physiciahs per 1000 population indicating that
Edmonton is wéll served as regards the number of physicians currently in practise.

In terms of medical specialists, however, the city has had a recent history of
botﬁ ommision in some areas and underpro?ision in others. (Social Services Planning

Report 1977). For example, until 1980 there were no spécialist geriatricians working

within the city and currently a lack of staff within this area is still apparent (Alberta
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@ Health Facilities Review Committee, 1983; F.S.C.A.C., 1982).
Past studies have also showed th;t the elderly have faced problems in both
gaining quality treatment from physicians (Anholt, 1975; Stephens, 1978) and taking
delivery of medical care within its present orieﬁtation (Skelton, 1977; Clarkson, 1976).

# .
These arguments concerning physicians and the delivery of health care will be

examined at greater length within the results section.

D. Summary ' g

The preparation of the 1982 Canadian Governmental report on Aging marked a major
step forwa'rd by the Government in terms of thé‘-récognition of the_role of the elderly in
society. This initiative was largley continued by the segﬁnd annual Canadian conference on
Aging held in Ottawa in the autumn of 1983; a conference that again presented a major
breakthrough in terms of an understanding of the elderly s views and opinions.

Both the report and the subsequent conference raised many interesting issues that will
continue to be debated and discussed in the near future. One of these concerned the provision
of primary health care services for the elderly considering aspects of bot,h the quantity and

_quality of services required as compared to those presently available. Frbm both an Albertan

and Edmonton standpoint the elderly are well catered for as far as medicai services generally

are concerned Evidence is, however, that problems still exist which need to be resolved if the

v

present health services are to function to thexr full capacity thus prov1dmg adequate care f or an

N ,; : Mu

health care structure.
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111, THESIS APPROACH AND METHODS

A. Introduction

’The success of any research project is dependent upon firstly, the research techniques
used and secondly, the results of their subsequent application. Different and varied research
alternatives have the capability of producing diffefem research findings and conclusions. It is;
therefore, essential to ensure that the type of dat&"’requircd and the methods employed are
complementary. The present study utilized three interrelated methods of research, namely:
1. A qiestionnaire survey v
2. Participant observation/detailed 'smdy preparation
3. Secondary data source consultation

These three research techniques were used in order to provide both the quality and the
quantity of data required. The questionnaire survey used a' 'sample survey' approach and was
aimed at the Strathcona Centre elderly. This procedure was selected because it provided an
opportunity to gather specific and current data for the specialised group selected with the
questionnaire framework providing for the systematic collection and analysis of this data.

The second method of research, involving the compilation of detailed individual
studies, was designed to provide a qualitative complement to the quantitative questionnaire
data. The survey design is the most common method of data collection in social research, with

L} .
survey studies seeking to obtain quantitative descriptions among specified variables. They

¢

cannot, however, provide a qualitative description of actual behaviours. This requires further
S

observational methods and case study preparatidn .!Tl{%second method of research, invdlving |
participant observation and discussion/interviews, attempted to produce such case studies. The ’ ’
'outreach’ seniors using the Strathcona Centre were observed and studied around the facility
and interviewed regarding their use of ,and experienc:s with,the primary health care services in
Edmonton. Home visits were also made to view the seniors in their own environment. On the

basis of this research a series of detailed studies were then developed providing a qualitative side
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to the.rgquanmatwe data already gathered as part o& the quesuonnalre study

x

A

The final method of research, secondary data source consultations, provided further

background information on the elderly within Edmonton and their relationship with the/hgalth
~cafe seQes considering the'key igsues of difficulties n reaching care and discrimination in
","thelr provision. Local government and non -'goyernrnent reports were referenced, as were the
_ ‘publications of senior groups working in the city. Contact was also made with two specialist
geriatricians both currently working at the Edmon'ton Ge eral Hospital in an attempt 0
provider some infotmation frorh the physician point of view. o
- In short, giy‘eh the objectives of -this research oroj t, fl%se three interrelated methods
» of research vyere selWe techniques most like‘ly to proguce the best.resulrs.
. 7 | |
B. The Questi‘onnaire and Detailed Studies
~ -, The design
The formal questionnaire developed 1o test the thesis hypotheses (see Appendix 1) was
) pr‘odu:;llaf ter extensive reference to previous studies that h:d either lookfed at similar issues or
were concerned with ‘ihe elderly (Cantor ahd Mayer", 1976; Snlder, 1973; a_nd Denney, 1977‘),
vwith many of th‘e quesfions selected being reproduced { rom these earlier studies. The bases for
selection were f irstly,'whether or not they had any particular relevance to the present study and
secondly, whether in the previous studles they had produced data of suffi 1cnem quality and .
,quanmy to merit their use agam The parnc1pant observation approach.was also adopted asa
direct response to previous research for example Fulgroff (1978) and Lembach (1982), which

mdrcated the difficulties 1751volved in gaining'inf ormauon f rom the elderly parucu{arly on such

personal matters as their use of health care. o : ; Y
\

The overall design of the questionnaire was governed by two major concern\xFlrstly,
that the questionnaire should be able to gather sufficient information to allow for bo

detailed analysis and informed discussion of the major hypotheses,_and secondly, that ﬁhe
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questionnaire should prove simple to both understand and complete for all the respondents.

\ o
The questions were, theréfore, written using as simple diction as was possible based on multiple
‘choice questions réquiﬂhg few written answers. This approach was selected to help the seniors
ove_réom‘e any pfoblems that they were likely to face in completing the questionnaire with
4regérd-;o phgjlsiéal and mental health disorders, (for example, reading andvv?riting difficulties,

Denney, 1977). The questionnaire was alsc; designed to be as succinct as possible with careful

effort being made, however, to ensure that enough detail was maiqt' i athus, allowinglthe

rélevant data to be collected. ‘
TheAtypef ace for the quest»ionnaire‘was chosen to match tha used by Edmonton Transit
iq producing their range of publications aimed at the senior citi‘z'en,ﬁsince the Transit
Authorities repbrted that they'had generally received a positive reéponse from the seniors
themselves on both the design and the layout of these publi;ations. The actual size of the print
was increased as compéred to that of the Edmonton Transit ‘broéhures in ordér to make it even
easie; 10 both follow and read. | \
- “The huestionnaire was divided into four main sections. The first section (Section A)
was essentially concerned with the individual usé that the respondent had recently made of the
avai@%l'e primary health care services ("How you use health care”). The section, consisti;'xg of 7
eight questi;)ns, consider;:d both the quality apd quantity of hcélth care received (sécond
hypot’ﬁ;ésis). All eight questions were answerab}e by the selection of one of the pre-coded
TeSponses.
. ' The second section (Section B) focussed on the actual journey to health vlcare, ("How -
- you get to health care”), and was made up of five questions determining how the respondent
%vélled to health care, how long the journey took, and‘ whether or not there were ever any
difficulties or problems involv"ed in the process(first hyypothesis). Section B also cortained two
queéﬁons of a hypothetical na“ture asking the respondents how they would react in two dif ferent

instances of travel and health related problems. The respondents were, again, merely required

to select the appropriate answer although within this section multiple responses were allowed

.\4
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when answering the final three questions.’

Section C ( "Some personal information”). was made up of ten questions gathering
demographic-geographic data providing background’inf ormation on the respondent, thus,
~enabling further analysis and interpretation to be made of the answers given in the first two
sections(first and second hypotheses). The questions gatheredu m)rmation on age, sex, housing
type, income, social relations and genegal mobility. (Upon cdmpletigg the questionnaire all the
respondents were also asked to supply their address in terms of a streét and avenue intersection
in cflder to map the spatial distribution of the seniors completing a questionnaire ) The final -
section (Section D) was an open -ended question which asked the respondent if there were any
general comments that he or she would like to make with regard to,their experiences with the
health care services in Edmonton. A lined ansvver space was provided for the respondents to
describe their experrences The four questionnaire sections were all desrgnedoto gather
quantitative data on firstly, the elderly sample population and secondlv their use or non-use of
the health care services.

The second method of data collection, the detailed study approdct set out to describe
the behaviour of.the individual respondent in their use or-non-use of the services. A different

s

" method of research was therefore required. For the detailed studies, therefore, the final

[ - . L

questionnaire section presented the basis for the informal discussion/conversations that were |
conducted with the seniors ou“ilining their own personal health use histories. Observations were
also maderegz‘;rding the respondent's personal mobility and overall functional capacity. In
several cases the seniors were also visited in their own homes atllowing. more descriptive data to
be collected This qualitatrve data provided f urther insight into the problem being studied Five
detailed studies were completed the respondents being 4 females““ﬁy per cent ) and 1 male ( 20
per cent ). The average age for the studies was 80 years as compared to the sample population
average of 79.15 years. The detailed studies v;ere therefore representative of the sa({nple asa

whole.
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Target popuiation

Both the questionnaire and the participant observation case studies were aimed at the
elderly currently living independently withirr the community. For the city of Edmonton the |
1981 census recorded 35,933 residents as being sity,-five years of age or over.

! .

One ma jor’problem encountered, however, in using such a 'target population' is the-
method used in firstly, seeking out ttre se/niorsl within the community and secondly, establishing
a contact with them. This particular age group is generally not very aciive in the community
due to their advancing years As such they tend to f orm almost a hidden group in society and
are prone to both 1sola't"on from and non- mvolvement in many of the commumty s affairs.
Thus, contact with this age group isa drf ficult and time-consuming process. Some indication of
the problems involved in reaching seniors within the comrnumty is reﬂected in the Socral Servrce
A 1gures (1977) which indicated that despite the substantial network of senior citizen centres
operating throughout the crty contact is still only made with approxrmately one third of the
total senior population. |

‘ Déspite the difficulties experienced by the seniorciti}zcndcentres in contacting the elderly
within the community they are still in regular contact with more seniors than any of tht:: other
community based social service -agénéies. It was theréfore decided to use the senior centres,
specifically the outreach programmgs‘ as a basis f or selecting the sarnpié‘populat_iorr. This
o approach had severél advantagés. “ | , V
“ | Frrstly without the help of an established outrea/ch programme locating seniors within
the community would have been a diff icult and time consuming process requiring an extﬁnsrve
search based on door-io-door inquiries and local neighbourhood information gathering. Even
though the senor citizen céntre network does not provide city wide coverage, it does have
contact with a substantial number of seniors.

Seéondly, by using a previously organized outreach population many of Ihé barriers Oto

mmal contact were effectively removed. For example many ‘of the fears that an elderly person

might otherwise have had in grvmg mf ormation to an unkrrown 1n1ervrcwer were eliminated by -

- 3




the presence of familiar faces a%d surroundmgs The outreach programme thus, provrded
authenticity for the interviewer and the questionnaire. B -
{g hxrdly the outreach programmes are desrgned specrf 1cally to assrst ond serve semors
wrthm the commumty as opposed to those in institutions, while aiming to mclude those seniors
who are likely to require some assistance be it practical (house cleam'ng or transport for
example) or moral (company or f riendship). These general characte_ristics are all f eatures of

the community elderly for whom the questionnaire was designed, thus, making the outreach

’
»

3‘{seniors a suitable selected sample population.
: . ‘ :

\‘”f‘l“ .' One negative point in using such a population does occur, however. Because of the
problems involved in locating seniors within the community those presently served by the

", .
con%‘m'unity outreach programmes r%present a privileged minority who are already receiving
some"form of help or assisrénce. A large prOportion of seniors are curremly then denied such |
care even though they might benefit from it. It would be misleading, however, to conclude that
all semors within Edmonton would benefit from exposure to these services. Since a large but as
yet unknovm proporguo‘g chose srmply not to become involved with the various services

\ f‘./
offered. ¢

\
&
4

3

C. Que's_tiorinaire Delivery and ‘Detailed Study Preparation

The&que’stionnaire was deisgned to be self -explanatory, the instrfrcriorrs for its
complerion,fnd the reason for the inquiry, being provided on the introductory page of the
question bool(’ler' The seniors were asked to complete the questionnaire on their own wirhout
assistance mth any questior‘?{g’-.that they -had being direcred towards the résearcher and not fellow
seniors. In rlre case of res,ponﬂdems with reading’ or writing 'dif ficulties the researcher undertook
thetas{k) of‘_helping the senior complete the questionnaire and upon its completion indicated this

assistance on the face of the booklet. All of the questionnaires were completed in the above

‘manner.

%

Y

Yy
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The participant observation detailed studies Were compiled affﬁ{}estionnaire had
been completed and were undertaken as part of the resenrcher's general helr)ing~out duties at
the Strathcona Centre. The elderly were informally interviewed, observed using the centre, and
- where possible visited in their own homes. Notes were taken during the discussions and the
observations to assist in the final compilation of the studies. |

:
The pre-test

The pre-test was undertaken at the Strathcona Place Society ahd involved ten sample
respondents. The sample as made up of eight seniors who were attending the centre on the day
of the pre-test, the Director of the centre and the Outreach Officer. As a result ‘of these.
preliminary tests minor alterations were made to the questionnaire in question wording,

structure and order. The finished questionnaire was then delivered to the sample population.

The sample population

| The sample population for both the questionnaire and the detarled studies were those
seniots registered with the Strathcona Place Society 's Outreach Programme at the beginning of
September 1984. The total number of seniors registered with the StrathCOna programme at the
time of the delivery was 198, which represcnred a small sample of all the outreach seniors
throughout the city. The four current outreach i)perations cater for approximately 875 seniors
presently living indepe entlybwithin the community, 418 males (48 per cent) and 457 females
(52 per cent). Of the fkogrammes only Operation IFriendship, administered in the Boyle
Street-McCauley area, caters for a greater proporti_on of males than females (69 percent to 31
per cent). The other three all serve similar"populations with a prédominance of females
approximately 65 per cent to 35 per cent males.

Tho gtrathcona programme was selected for three main reasons . ¥ irstly, the assistance

offered by the Outreach Officer in contacting the seniors concerned, thus, helping to break

down many of' contact barriers. Secondly, the large number of elderly who live in Strathcona

1
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and use both the cehtre and the services and facilities that it offers. Thirdly, the proximity of
the research area to the university making access to the centre, and the seniors, a simple
process. |

| The sample population consisted of the complete list of outreac;h seniors using the
programme, 198 in total. The total outreac“h population was selected because firstly, it was not.
excessive in its demands on time and money resources. Its average age, at 77 'years, and its sex |
ratio, of 65 f emales.to 35 males was similar to the outreach operationé for the city as a whole
(excluding Operation Friendship) with~a¥1 average age of ap_proximately 75 years and a sex rati‘o
of 65 females to 35 males. While membership of the Strathcona Place Society was concentrated
in the census tracts diréctly south and southr-west of the university, that is adjacent to the
centre iself, members were also located in other areas of the city (figure 4).

Becaﬁs‘e of the nature of the sample, that is a selected elderly urban populaiion, v
gen;:ralizations for the el&erly populgtibn‘of Edmonton as a whole are hazardc;us. il is orﬁy
with data f ro‘m probability samples that estimates concerning.the population as a whole can be
made with aﬁy degree 6f certainty. The findings from the present study whilst relevant within

this context can not, therefore, be broadly applied elsewhere.

‘Method of delivery

The questionnaifes and deﬁiled studies were all completed at one of three locations.
Th‘e seniors were either contacted at“the outreach teas and the Wednesday evening meals held at
the ‘centre, or contacted at home. The bulk of the questionnaires was completed at the outreach
teas and the Wédnesday evening meals, while the clase studies were completed at a combination

of the locations and required a‘muchA longer period to compile. Whgn the survey was originally

L a N s
devised it had been hoped to use the outreach volunteers to administer the questionnaire to the

~ senjors as part of their visiting duties. At the time of the questionnaire delivery, however, only
K !

three volunteer visitors were registered with the programme, two of whom were seniors

themselves both being members of the Strathcona Place Society. Therefore, the qhesti’onr;aires
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were administered and the detailed studies compiled entifely by the researcher.

The outreach teas, which provided the largest source of corﬁpleted questionnaires, are
ﬁrovided for seniors who would cherwise remain isolated in their homes unable to reach the
centre. In organizing the teas the outreach population is divided into four groups each attending
the centre for their tea once every month. Those iiors who were not contacted at the teas
Qere either approached at the Wednesday evening meal or contacted at home.

Several seniors attended the teas every week despite the semi-formal group structure.
This small group consisted of those elderly who either lived close to the centre, generally within
a couple of blocks radius, or those whose other social contacts outside of the centre were
‘minimal. ma}éix_ag them heavily dependent on the programme for both emotional and social
support. ' |

In direct contrast to this group"»wéfji"me'mény seniors who despite being registered with
the outreach programme attended none of the organized teas. It was these seniors who‘proved
most difficult to question/intérview. The reasons for non-attendance were varied. Two
frequently suggested arguments for non;attendance were f ifstly, a recent coﬁsiderable decline in
their emotional and/or phys1cal states resulung in an inability or fear of leaving their homes
and secondly a form of voluntary non- -involvement whereby the senior simply no longer wished |
to attend the social rhgetings. | ‘

| Out of the total registered outreach population 160 were approached to fill i a
questionnaire. Ninety-six completed questionnaires were collected with 64 refusals leaving 38
seniors with whom éontact was not made. Tﬁe reasons for non-contact included the following:
several of the senidrs died or were ill during the two month rese‘arch period and’ SO were unable
to complete a questionnaire. Several were also out of town du‘ring the f ield work period either
on vacation or staymg with friends; contact with this group was also Ktherefore 1mpossxble

s
Finally, many of the seniors on the outreach programme did not attend the outreach teas. In
these circumstances home interviews were organized with the assistance of the Outreach Officer.

Only S questionnaires were completed, however, in this way since many of the seniors were
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simply unwilling to allow any form of outside contact. The 5 home visits completed did
" subsequently provide the basis for four of thé‘\detailed studies f inally compiled.

With 96 completed questionnaires and 64 refusals or qon-completions, the response
rate was moderately high at approximately 60 pe;*,‘cem. Several factors contributed to this
response rate. The seniors currently using the Stratv.h_con;i Centre had been héavily questionned
over a period of six months priér to the present study. There was, therefore, some resistance to
completing "yet anbther questionnaire.” Several senioré:\also suggestéd thdt they would answer
the questionnaire if they could return home with it and ébmpleie it at their leisure. Of the ten
questionnaires handed out in this manner, however, only two were eventually completed and

returned.

\
\

Many seniors simply declined or were unable to complete a questionnaire due either to
physical or rﬁental disabilities. Assisiance was provided on numerous occasions to seniors who
were either functionally blind and so were unable to read the questionnaire or who were unable
to write due to arthritis or a nervous disorder, for example. At the Wednesday eveniﬁg meal in
particular, and at the outreach teas on occasion, some seniors stated that they did not have time
to complete the questionnaire commenting that they had to come to the centre in order to dine

or socialize and not to fill out questionnaires. \ . !
, )

The majority of those who declined to complete a questionnaire simply indicated that
they did:not want to take part in the survey and expressed no general feelings or opinions as to
why they wére unwilling 16 do so. Further problems wéfe also encountered in collecting fully
completed questionnaires. The completion of ceriain questions, particularly the general
comment sé'ction (Section D), and those questions requesting information of a personal nature
proved problematical. The rdspondents were encouraged to answer all the questions but could
not be forced to do so. Several respondents, in addition, expressed uncertainty when answering - &5% "
particular areas of the questionnaire. For example, many of the seniors had problemé in B

recalling information from the previous six month time period while others found even the

most straight-f orward questions difficult to complete. Man'y of the respondents were either

RN
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physically or mentally impaired a;ld so had considerable difficulties 'in completing the
questionnaire. Where seniors were uhsure of an answer they were instructed to select either the
'don 't know' Tesponse, leave the question unanswered or simply indicate their uncertainty next
to the relevant question..

The questionnaire contained several questions designed to test the reliability of the

resﬂondents' ariswers by using part of the mental status questionnaire developed by Smith-

“4(1977), and as used by the Saskatchewan Department of Health. Information given for

questions of age.‘addvr%ess, and family status, for example, was readily comparable-against
similar data retordéd b) the Qutreach Services. Any major information discrépancies between
the two res{llted in thé’i whole questionnaire being carefully reviewed.

At both the ql;trcach teas and the Wednesday evening meal several of the respondents
communicated with other seniors‘ whilst completing the questionnaire. This suggested some
degre'e'of pylagavrisnﬂ in thé final answers. When the questionnaires were adminisfercd the

' 4 .
respondents were specif ;k;ally instructed to completé‘;them individually and to ask only the
researcher for assistalnce in their completion. Ekve'ry attémpt was made to minimize consultatioxi

4

i -
between the seniors but at the same time it was feared that.if the seniors suspected that they

~were being reprimanded then the interview/questionnaire would be completely lost.

The attempts to gather da"ta for the second hypothesis, however, did provide some /
disappointing results. Despﬁe cc;nNtact being made with two senior geriatricniags at the Edmonton
General Hospital data regarding the present provision of such specialists tll\r*pyilghout‘the city,
and the physician view of the elderly, was not forthcoming. Neither physicia:} was willing to
present a health professional \)iewpoint on the problems of deaiing with and/or treating the

elderly patient. The final data analysis for much of the second hypothesis was, therefore,

carried out without the substantive contributions of the health care personnel themsetves.



Data analysis

The quantitative data from the questionnaire study was collated and analysed by means
of chi-square tests and régression analyses. While the chi-square tests were used to measure for
associations betw;:en the variables the regression analyses indicated their relative inﬂdence upon
the problems studied.

Chi-square tests dre frequently used within social science research to measure for
associations between variables, the levels of recorded association then being tested for
significance. The advantages of chi-square tests include their ability to deal with either
nominally scaled or ranked data. The disadvantages ,however, include their low level of
explanation in that although associations can be noted their subdtantive significance can not be
determined, therefore to solve this problem regression analyses were also used.

Before the regression analyses were attempted , however, the key variables were firstly
tested for any intercorrelations. Variables that showed such multicollinearity were scrutinized
with the obJecuve of removing one of them f rom the subsequent analysis. Checks for
independence’ having been completed the influences of the mdependent variables upon the
dependent were examined by use of the stepwise regression model. The stepwise regression test
is essentially a research procedure in that the stepwis‘e technidue 'searches out' the greatest
contributors to the total variance and effectivety rank orders them.

The detailed studies were used,where apphcable 10 111ustrate the main relauonsmps
demonstrated by the data, thus providing a qualitative supplement to the quantitative data set.

{For the Chi-square calculations P <0.1 was regarded as being statistically sxgmﬁcam).

D. Summary and Conclusions

| Both thcf questionndire and ghe detailed studies proved effective approaches for
gathering the required quantity and quality of data f fom the targeted elderly population. No
major field problems emerged, although it had been initially hoped that more questionnaires

would be completed and that contact would be made with the geriatric medical profession

.
~
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working within the city. The elderly do face considerable difficulties in completing
qtiestionnairé:s, hence the positive response rate of only 60 per cent. The use of seniors already
involved in a formal outreach programme helped considerably to break down many. of the
barriers to effectige contact although there was still a general fear on the part of many of the
_respondents in ;:ompleting a questionnaire. The elderly population are traditionally not one of
the most voiciferous groups in society 5 reflection of both their adyancing years and weak
organizationeas a pressure group. Attempting to gather the opinions and preferences of this
group, therefore, becomes both a difficult and a time-consuming process. The more informal
nature of the detailed stuﬁies did encourage a greater response from the seniors and provided
some important data from the behavioural vie;;vpoint.
~ The only major fieldwork objective that was not achieved was contact with the
sp¢cialist geriatricians. Both of the senior geriatric‘ians contacted were ‘im'willing to provide
information and discussion on the elderly and ‘health care in Edmonton despite reassurancég of
" confidentiality. In conclusion it can be said that the present fieldwork was completed

successfully in accordance with most of the objectives set out. Only in contacting health care

personnel were difficulties experienced. -
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2. Sex.

IV. DESCRIPTIVEF ‘

A. Introduction. L N ;f o {
(0 o . L
An overall review of the elderly in Edmonton, in general, and in Str:fiht{:pﬁ‘a;in“ , ‘* ‘ ; };
particular, was Kpresemed in the first three chapters of the thesis. These results caij now:‘b‘e; M - * ‘

. . B T
compared to the demographic statistics gathered for the sample survey population of the ‘“;f
Stfathcona Place outreach population. To aid these comparisons the data will be discussed '
under 6 major headings, namely: | 15 , «-Q\.
1. Age. " .

3. Functional capaéity .
4, Housing type.
5. Income.

6. Residential location and status.

Age ‘ o -

The"f):opulalion su.rveyed was, as was intended, of considerable age. The average age for
the sample popula;tion was just over 79 years at 79.15. The range was from 63 to 93, a spread
of thirty years or just over one generation. The modal class was 75 to 79 years with a frequency
of 22 (Figure 6); 81 being [h;? sample mode with a frequency of 9. The youngest member of the
sample at 63 was a disabled female polio victim who relied heavily oﬁ the centre both as a social
meeting place and on outreach facility. While the oldest respondent, at 93, was a male who
lived in the senior citizens lodge directly behind the Strathcona centre. The lower population
quartile ranged from 63 years to 74 inclusive, whilst the upper quartile covered the ages 85 to 93

inclusive. The median sample age was 81.
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The sample ‘population was made up of 23 males (24 per cent) and 73 females (76 per
cent) This, relative-to the elderly populatron of Edrnonton as a whole, represented a
considerable over-representatron of females but can be eXplamed by reference to several

- actors Frrstly an over-tepresentation of females is reﬂected generally in the memBership of

[

. the Strathcona outreach programme ivhrch caters for 65 f males for every 35 males. A srmrlar

' o‘ver representation is also present in the membershrp of the Society for the Retrred and

1 Semi.-retiredlwhich reported almost identical f igures in its annual report for 1982. Asa whole,
current figures indicate that the preSen‘t network of senior Organizations throughout the city

attract greater numbers of emale members than males, a reﬂee}’ron of their general appeal and
the activities that they of fer Secondly f or the city of Edmonton the respectrve sex ratio for
by .

those seniors 75 years or over in 1981 was 6110 39. Whrlst the l'ath f or those seniors 85 years

. v
N
‘and Over was even more 1mbalanced wrth 65 females to every 35 males. An imbalance related to
(l

the longer average life expectancy of f emales ahead of males (83 yesars to 79) In short, there

@
%

rare, greater numbers of f emales over the age of -65 than males. The over representatron of.

"

T
- females within the sample theref ore, 1s not due to a samplrng blas

»

’ - - ‘

] Functlonal capacrty
‘ - As age mcreases there is a weak directional relationship suggestmg that disability, or the
lrkehhood of drsabrlrty, also mcreases a result of the rise of degeneratrve 1llnesses generally
| amongst the elderly ’l‘he present functronal capacrtv mdex was based on the Townsend Index of
capability, an mdex devrsed to measure ‘the level of drsabrhty relatrng 10 srmple household and
L ” \nerghbourhood tasks ( Shanas,1968 ). The ongmal mdex asked respondents the extent to which -
, “ they, cGuld- perfqrm srx tasks of daily living, mcludrng gomg outdoors walkrng up and down ,7‘.;4( P
i R starrs gettmg around the house and washmg and bathrng The present scale représented a. |

' summary of the mdex involving five task(s\rangmg in drf f 1culty fi rom w,a&’krng to clrrnbrng a

3
2 ,-‘," ladder. 'I'hrs revrsed Townsend. Index is srmrlar to others uSed thrﬁughom the gerontologrcal

o
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hterature the main differences being for example,in the varying levels of sophrstrcatron

(Caillon and Frost, 1982 - Activities of Darly Ltvrng Scale; and Pf elffer 1975 ‘OARS

» ~-Methodology ). For the sample population the following results were obtained (see Figure 7).

st under 29 per cent of the respondents were unable to perform more than one of the five
tasks described. This portion of thé sample can therefore be regarded as suf fering from an
advanced state of disability resultlng in consr_clerable hardshrps in the carrying out of simple

'household duties and general travelﬂmg
‘ For the remainder of the sample the results were as 111ustrated (Figure 7) with 42.5 per

cent able to perform either\}«o or three of the tasks and 28.7 per cent able to do either four of

them'or‘all five. It should be noted, however, that whilst it is safe t0 assume that the overall

level of disability increases with age for any sample population individuals of a similar age will

5y

'experience different levels of disability, differences which make specific comments ﬁor ‘ Sy

B : ' . 4 L4 4 b
comparisons difficult, and which will be discussed later. ‘ " d/ F %
: I, 2

Housmg type - ¢

s The range of. housrng descnbed in the questronnarre (Appendrx I) conslsted of three .

5 .

mam types.
o Apartments
ii. Prrvate houses or dwellings.
iii. Senior cmzen housmg proJects or lodge acgommodatron. - ' ' e
The f oll‘owmg tab# m?gates the&rﬁ&ﬁj& f the sample acm‘ss ‘the three categorresw
(Frgure 8). Those residing 1§ both apartments or prrvate houses and lodge accommodatron were
regarded as living mdependently .wrthm the cornmumty wh1lst those hvmg in either senior
fcmzen'homes or other long term care institutions were not The latter generally berng in
’ recerpt of some form or \Lorms of commumty support rangmg from either Jamtorra] assrstance

. ; to matronly supervrsron The city outreach pr%‘ é.mes are in general aimed at 1jeachmg those

. Seniors Stlll living mdependently wrthm the commumty and who at present recelve little orno-

. - .
LN ~

.- Qa". .
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SAMPLE POPULATION HOUSING TYPE )
Type of housing Frequency % of Respbndenls
1) Apartment with elevator 46 ' 47.9
W - or first floor walk-up © :
- b ‘ B
2) Apartment with two gg'q' . 5 . 5.2 A
more flights of stairs;‘,“,-o" . <R
: of &
. .. Kk . 4
3) House 31 - * 323
o »
4) Otheg(Lodge) R G 14 14.6
T | * 3 . . . . .
Tota), — 9% 100
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_assistarice within their homes. This objective was reflected in the percentage of the sample
populatron of seniors who still lived in either of the first two housmg categorxes approx1mately

84 per cent. The remaining sixteen percent live in senior lodge accommdatron theref ore st111

* )

| being classif ied as community living.

+ Income

The seniors were requested as part of the questionnaire f irstly, to indicate their sources

“of income and secondly, to suggest whether or not they f ound their present mcome sufficient

on which to live. This approach avmded a direct question on actual income amount in the hope

{

that this would result in a higher response rate on an otherwise sensitive issue. The results for
the mam mcome sources were as f ollows (Figure 9) Ninety-five per cent of those respondents .
who completed the questionnaire were in receipt of a gpvernment pension while 17 per cent had

" income from other spurces usually either investrhents or some other pensnon (f or example,

’

army, cjvil service and teachtng). Just under 5 per cent werem m employment and just over

5

, nt religd' on their"ﬁm’ily and f riends for support. Since multiple responses were
» &
allowed t‘he final percentages sum &o greater than 10Q. This reflects the finding that most of the

Senjiors d1d have more than one source Q§ gmcome wrth the government pensron bemg by f Mhe
. s . . . . 3

singularly most 1mportant source "E . v

«?t.

. On the questlon of mcomez&suf ficiency just | under ;5 per gent of the respondents

indidated that they f ound thetr present income suffi 1c1ent to live on thh only 5%: cent st%kmg

'that they did not. This result obvnously reflects the comfortable overall f inancial posmon of the .

Strathcona elderly and f urther substantiates one of the conclusions drawn by Smder (1976)
when he noted that although tI!;e .yarrhous asures used to ev;ﬁate income suggested that |
appr"oximately three -quarters of the elderly are poor, the rnajonty, when’ asked, stated that '

‘ their incorhe was sufficient to live on. This suggests that many of the'present poverty scales still

used to measure income sufficiency need to be revised in order to better accommodate the

incomes and expenditures of senior citizens.

~ P

N . ) (. . K
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SAMPLE POPULATION SOURCES OF INCOME
N . "
Income Source - Fréquency
1) EEmponmqug e . I

2) FCO\*ment gension

3) Family or Friends

4 Other 172
(e.g. investment income) Yo
. N.B. Total.numbertof respondents 87
- " :
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Location and resrdennal statu9 o \ B T .

d‘

The population sampled was, as was expected resrdentrally located on the southsrde of

the river surrounding the Strathcona Place socrety centw ét 10831 Umversrty Avenue In
straight-line distances f rom the Strathcona centre just under half of those questloned 48.8 per
cent, lived within a 1 km radius with 34.2 per cent living between 1.01 and 2 krlometres away, -
and the remaining 17 per cent residing over 2. 01 krlometres f rom the tentre 1tself These results
support the conclusions of the prevrously mentroned Natronal Couincil on Agmg Report which -
indicated that the majority of the users of a gtven centre come f rom the 1mmed1ate*a‘rea

Wt -

surrounding the facility.

Seventy-f ive per cent of the sample respondents lived alone, with a larger percentage of’f
LA A s ‘ l.‘\vw

females living alone than males, 77 to 69 per cent respectively. These calculations excluded T

R

those elderly who answered that they lived alone but merely had their own room within lodge"

accommodation. *
! -
B. 'Summary and Conclusions _ NG
.x% The outreach population sampled was of consrder blngpadvanced years, three quarters
Iid (

3

female and living mdependently wrth*he community. They werealso subJect to a high level

of personal drsabrhty w1th 25 per cent of those questxonned mdtcatmg a severe level of

a
3

drsabxhtv and just over kgrlf suf fermg from less serious drsabrhtles Fmancral% population,
= 4 -t L
based on, therr own self evaluattons were comfortablé and not subject:4o any maor f inancial

hardshrps Compared to the elderly populatron of Edmonton as whole the sample respondents

W

. .were generaliy older, more disabled, and living completely mdependently within the community,

. since no mstrtuttonalrzed elderly were contacted. They also showed a greater tender@ to be

lrang alone 75 per cent as compared to 36 per cent for the crty asa whole *
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THE ELDERLY AND DIFFICULTIES IN REACHING HEALTH CARE |

~ A. Introduction’
The first hypothesis. raised, and described in general terms within the introduction,

stated : 9‘_

"That problems of accessibility to primary health care for the selected urban elderly
. population are influenced more by the socio-physical factors of age, f unctional
capacity and social isolation, than by the geographical factors of distance, as measured

by travel time, and method of transport.’ ~a ;
: NI

The hypothcksis will now be tested to determine the validity of the overali statement.

(kg -

Firstly, the hypothesis will be‘v_examined from the general perspective of the actual difficulties
+ faced in reaching health care. Secondly, jig will e urther examined in an attempt to identify the
key variables influencing these difficulties, for example, age uricti'onal capaci;y; Social i

: isplatip%@digtan'cé‘?éhd method of transport. Any internal links between the variables will also

' S Sy \ . o _
- “be discussed and cohsidered so as to avoid any affect that they might have upon the overall

analysis. AR ) e
) ok T o S S

- o - "r) :w ";4‘ L « - "'/ﬁ%e_ T ﬂ\v;,mm“‘;ﬁ{ :
For the sample population as,a whole 31.4 per cent of the respondents indicated that

. ' : . . i o . Lol
they did experience some problems in reachifl the available health care services. Given that the -

current elderlyﬂpopulation of Edmontoﬁ can be estimated to be in the region of -36,000 any .
diff igulties that they nfight face in reaching health care represent ‘a serious problem. Eépt\zcially
considering the elderly's de’p.)enc.lén‘cy generally upon such services. The sample populatior; was
'f ﬁrther in the privileged pésition of already being in contact one of the community services
gﬁerating within the city. Thisb, as past evidence nuicates (Beaver,198}), places them in an

. advantaged position as far & reaching health cars 13 concerned and suggas!s that the difficulties

_ f{ aced by other less well-contacted senigrs may beseven greater. -

4

Much of the data from the participant qbservatiof exefcise also focused on the first
hypothesis, with similar results being found to the questionnaire study. The seniors involved in

‘the outréach programme. itensively both leaving and entering the facility, and

L

79

/
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walking inside and outside the centre. They were also _engaged both in informal conversations
and discussions, by the researcher, concerning their general mobility, support group status, and
use or non-use of the health care services The results from the participant observation exercise
will be discussed at greater length througtrout the present chapter. |

While the first hypothesis was aimed at generally reviewing the nature of the difficulties
that the elderly faced in reaching health care it was also intended specifically to provide some
insight into the factors that resulted in these problems. The first hypothesis was therefore
approached b\ reviewing»the data from the standpoint of two main questions.
i. Whatare tt;e difficulties faced?

ii. What factors are related to these difficulties?
’ i
xv ” s

) W" ‘ .
B. The Drfﬁcultres Facrng the Elderl) in Reaching Health Care -

- Just unde,r one third (3. 3 per cent) of the seniors questionned experienced some ﬁ

}}5.,‘. \fﬁu* S ¥ ‘;

*

" ',.c‘}'\iff iculty it ’reathmgﬁé%eaﬁlﬁr cate.. Four {najor areas of accessibility were described in-the

questionnaire ('Appendrx one) wrrh the seniors being requested to select one or more of them'if
. v

r‘-

relevant. The p'éfcekﬁges of seniors selecting these four difficulties were as follows.

Eorty -eight. pe cejr of those semor§ who experienced difficulties indicated that the problem

was 'no oké‘io take them.' Twenty four percent suggested that either the clinic’s or doctor
3

servrcg hours were unsuitable, whrist 17 per cent described the medrcal services as being 'too far
. “L "

“a’&ay ,Fourteen per cent stated that the 'travelling costs were 100 hrgh resulting in { mancral

'h&rdstupﬁvhgn JOUTTICYS to the health services were required.
[ . “1p .

Smce mo;ré than one answer, was often applicable the above percentages-sum to greater
;
than one hundreﬁ These pef‘centages Tepresent, theref ore, the number of respondents who

&.“

‘indicated thrs one problem as a percentage of the total number of elderly who mclrcated one or

el N 4 ‘

more specific difficulty or difficulties. For example, 48.3 per cent of thost respondems who
{4 §
described one or more Specrf ic drf ficulties selected no one to take me' as one@f /the problems

that they f aced Overall the lack of some form of travelling compamon Or some surtable

-
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;néans of, transport, wer:e the chief problems outlined by the seniors who experienced
difficulties. j‘hesc results are comparable with previous studies of a related nature, for exanﬁple,
Garetz and Peth (1974) and the National Council on Aging project (1970).

The data from the participant observation exercise, when combined with that of the
~ informal discussion groups, also produced similar findings regarding the difficulties faced. The
L .

information collected was of a different nature, however, with specific information being
gathered in a personal history format rather than a large quantitative body of data. For
example, the eldest member of the sample, a 93 year old male, who had recently uﬂdergone
surgery for the removal of an eye cateract, described his own dependence ubon His daughter for
Lw,sport to and from the hospltal where he was registered as an outpatient, and the medical
centre which he was required to attend for drug prescrxptloﬂ and sundry riated consultations.
"~ Within this example thedaughtgr provided the two key elements, of travelling companion and

- means of transport necessary for the elderly to visit the primary health care services. Without
this assistance, as the réspondent coﬁcluded, he would not have been able to travel easily to and

‘f rom his various medical appointments.
' The vdif ficulties expressed in 'both the questionnaire and participatant observation

studies ihdicated the importanc® of not only a travelling companion but also the method of -

transport available in reachmg health care. In order to further mterpret these difficulties in

hghtlof both the personal characterlstxcs of the elderly and the geographxc vanables more

"detalled ana1y51s was carncd out.

-
4y

/
ry

C. The Influence of P%rsonal and Geographic Variables on Difficulties in Reaching Health Care

~

*The five selected varm,ahlum'{ge, functional capacity, social isolation, distance (travel

©

3 AN
time) and ‘method of transport, have all bden suggested throughout the literature as factors

influencing the elderly and difficulties iryreaching health care. The aim\of this line of inquiry
, ¥ e |

was therefore to measure the relative contribution of each factor in an“attempt to det;rmin‘e"
- . N . E ’ C“ ) ’ »
- whether thespersonal characteristics#of the elderly or the extemz}l/geographic factors were more

.
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important in explaining difficulties in reaching health care.

The five selected ind?.penderit variables were justified and categorized as f ollows.

Age
While numerous previous studies have pointed to a relationship between increasing age

and difficulties in reaching health care the exact form of the relationship i’ far from}clear.
. ’ ‘

-~

Within the present study the elderly were classif ied by age ito one of three categories; 74 and

under, 75 to 84 and 85 and over. Chi-square testing showed that there was no significant

-

" association between ageand difficulties in reaching health care (Table 4 ).
o
Functional Capacity

Functional capacity (Level of Ability/Disability) has been suggested as a frequent P

vanable in influencing ®he accessibility of health care for the elderly (Skellon 1977, Neugarten,
1974)pSmce low 1evels of f uncnonal capacity 1mply difficulties with moblhty skills generally
dlsabled seniors often face problems in reaching care. For example functionally mcapacnated
semors dependem upon pubhc tranSport to get around face obvious difficulties both in.

boardmg and leaving the bus and/or then walking to and from the stop to the relevant

‘treatmeny facility.

thm the present study«f uncuonal capacxt’gg was C&ngrllﬁd by the ability to perform O @
[CI

to 5 of the household and nejghbourhood tasks outlined in the Townsend Index of Abmty (See

o B

Chapter 4) “Chi-square testing revealed a signif icAnt association between decreasing funcuonal

capacity and increasing difficulties (Table 5). -

{
i

Soeial Isolation
Ty1mportanceof social isolation with regard to many of the health care accessibility
problems of the elderly has also been dlscussed at length within the literature (Ward, 1977;
k

Cantor and Mayer, 1976).‘ Fot the present study four separate indices of social isolation were



TABLE &

DIFFICULTIES IN REACHING HEALTH CARE BY AGE

83

Age (years)

Experience 74 and under 75 - 84 b5 and over Total (n)
Difficulties
5 16 9 30
Yes 16.7 53.3 30.0
20.0 39.0 33.6
20 25 17 62
No 32.3 40.3 27.4
80.0 ° 61.0 65.4 .
' 3
Total (n) 25 < 41 26 92
Chi-square = 2.62; df. = 2; n.s
e
0 ' :
\
. v . y
N s ) 'v‘ e
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TABLE 5

DIFFICULTIES IN REACHING HEALTH CARE BY FUNCTIONAL CAPACITY

Functional Capacity

(unable) (able)

Experience 0,1 23 4,5 Total (n)
 Difficulties

15 10 4 29

Yes \ 51.7 34.5 13.8 .
d 57.7 25 14.8
' 11 29 23 63
“,, No 17.5 46.0 36.5
a0 2.3 74.4 85.2
Total (n) ) 26 39 27 92
g B — 9
RRY Chi-square = 12.37; df. = 2; P 0.01,
. § : - e -
. g
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therefore included all of which attempted to measure some degree of social withdrawal. The

'

four indices have all been tested pteviously within the litcraiure (Rathbone-McCuan and

. Hashimi, 1982; Canor and Mayer, 1976; Petty, 1976) and provided substantive data. The

indices were:

ii.

iii.

Residential Status
Family Visits Y

Neighbourhood antaéts

. m N ’

B

,w,’!}

ol
9] [ ";
giv

For the purpose of the present analysis the f ollowj:g categorizations were used.

s

Community Involvement’

Residential status was recorded as either living alone or not living alone ; family visits were

scored from 0 to 4, ranging from weekly visits to no visits and no family; neighbourhood

”

contact was classified between yes knowing neighbours and no not knowing heighbours; finally,

community involvement was quantified as yes involved and no not involved. The associations

were tested for each of these variables with difficulties in reaching health care. The only

L)

significant association using chi-square tests was found between difficulties in reaching health

care and family visits (Table 6 ).

»

b 1

Distance-Travel Time ‘ .

N

Distance (travel time), as used within geographic studies in particular has been shown

to exert an influence upon health care accessjbility generally (Stimson; 1982; Morris, 1976). The

overall described relationship being an increase in difficulties with increasing travel distances.

Since many of the elderly face difficulties with longer journeys to health care, often a result of

A3

reduced mobility and activity levels, it was hypothesized that travel time would have an

influence upon accessibility. Distance was therefore categorized by distinguishing bet,wcen‘

4

journeys to health care of under 30 minutes and those of 30 minutes or over. In chi-square
i . - L] £ .

testing nQgsignificamt association was

care.

ﬁdﬁbeut\veen distance and difficulties in rea;hing health
~ o

~

tn -
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. TABLE 6 b
. DIFFICULTIES IN REACHING HEALTH CARE BY AGE:
# _ . A-ge (years) . .
< Experience 74 and under 75 - 84 85 and over - Total (n)
Difficulties :
5 16 9 30
Yes - 16.7 . 53.3 30.0
20.0 39.0 34.6
20 25 17 T 62
No 323 : 40.3 27.4
S 800 - - 61.0 65.4
Total (n) 25 41 26 - 92
Chi-square = 2.62; df. = 2; n.s.

T



Method of Transport

As a final inﬂﬁence upbn dif ficulities in.:rea,c'hing heaith care the method of trangport:
usuallyrtaken when recelvmg treatmenf\wés fneasured The method of transport used was
classified accordmg to whether assistance was provided or whether it was not provxd d, thh the
hypothesxzed relationship being that those elderly whose transport was not assisted would ﬁace |

greater diff, 1cu1t1es in reaching hegl,th care. The chi- squl’fe association f or " method of transport

-

with difficulties in reaching health care was not sxgmf 1cant. ' : »

L3
y
Bl

_Difficulties in Reachmg Health Care _ .
~/ . .
The dependent variable was simply categomed as either yes or po depending upon the

\

individual respondents answer to the question: "Do you-ever expenence dif f iculties in reaching -

health care?”

- Findings .
The relative influence of each of the identif ied.variables on difficulties in reaching
health care was determined by use of stepwise regression./The stepwise regression test is

¥

essentially a research pro¢edure in that the stepwise technique 'searches’ out the greatest

contributers to the total variance and effectively ra‘nk’brd@& themy. In order to test for
: , . 300

/

‘multicollinearity between the variables bef’ ore the regressioh was Tun a cerrelation matrix was
produced f of all the variables in the equation (Figure 10).

As a result of ‘the strong negative correlation between the variables age and functional
capacity (-0.44) fit Was decided to droe 'the ‘ége vatiable from the analysis. This strong
correlation had been suggested a‘s\ap\p‘ossib‘ility in the literéeure, (Kart, 1981; Cantor and Mayer,
1976), for old age generally does heral‘d{ the onset of a decrease in functional capacity, as ~ .

ANY

Skelten 1977 concluded:

-

'Increased age does lead tojé decrease in physical capabilities.’

i > X
[ <
£ . .



MEANS, STANDARD DEVIATIONS, AND ZERO ORDER CORRELATIONS FOR ALL VARIABLES N =91

..

FIGURE 10

“~

88

v -

-~

. Standard Deviations

-
1.00 0.74 0:46 0.74 0.49
ANl =

1.61

Variable 1 2 3 4 5 7 8 9

Transport 1.00 ’

Distance -0:09 1.00

Difficulties 0.01 009 1.00

Age 0.12( -0.20 009 1.00

Alone  © . s 00f o016 011 ’QL_LQD)

Family -0.19% 0.03. 0.2m03 0.11  1.00 ,

Neighbourhood 0.13 \-(mo\ 017 0.00 005 _-0.06  1.00

Community 0.05 -0.18 \0.14  0.12 0.0 07  0.03  1.00

" Disability 20.09 -0.01 033 -0.44 £°-0.06 Dﬁm 0.16 -0.18  1.00

Means 160\ 0.43 0.0 200 0.60 134 090 026  2.56
030 0.44  1.58

~
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Age w.as omitted instead of functional capacity beclaﬁse of the conclusions from past
studies, for example, Neugarten, 1974, that had suggestegl the weakness of age itself as a
categonzmg ;tn}xcxple for the elderly‘ and diffi )éulues in reaching health care.
4 The results from the stepmse r/e:/g_re§51on analysis mdlcated the-importance of the
following variables (Figure 11.). In explaining difficulties and reaching health.care for the
presém elderly data set the most important vgriables id't_’,ntif ied were firstly fuctional capacity
and secondly, family visits. None of the lcmaining four variables had regression coeff: iclent
valués significant at the 0.05 level (that is incleased the variance explained‘ by a statistically
significant amount). T.ﬁ:’;/proponion of the total variance explained by each of the two |
significant variables was calculated by multiplying the relevant beta value and the zero-order
correlation of that mdependem varxable W1th the dependent vanable( Gorden 1968 ). The
‘varlances explained by functional capacity and f amlly visits, the two greatest contributors, were \
13 per cent and 7.5 per cent respectively. The important factors mf luencing the health care
aqceésibility problems of the elderly can therefore be ﬁrimarily related to disability and social
isolation as measured by family visits thus indicéting the relative importance of personal

characteristics ahead of external geographical variables.

Summary
The results from the stepwise regressmn analysis mdlcate the impertance of
non-geographic ahead of geographic factors in explaining difficulties in reaching health care. ln
" terms of the strengths of the relationships, however, the two main variables 1dent1f ied as having
a stausueal influence upon the d1f ficulties experienced accounted for only 16.5 per cent of the

variance when combined.
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FIGURE 11~

STEPWISE REGRESSION OF INDEPENDEYNT VARIABLES ON DIFFICULTIES IN REACHING HEALTH CARE

Variable " Zero-Order Multiple Cumulative Beta Variance

Correlation Correlation Variance Explained
Functional Capacity 0.327 0.327 0.139 0.353 11.5 %
Family Visits 0.285 0.465 0.216 0.277 7.9 %

F=10.73  P¢0.0001 N=91

N
X
A3
/
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D. Conclusion: The Elderly and Difficulties in Reaéhing Health Care -

The analysis of difficulties in reachihg heal’th care for the elderly produced the
following major findings. Just over 31 per cent of the elderly sample pbpulation experienced
~ difficulties in reaching health care. The_maj\or' difficulties described were related firstly to the
‘lack of a travelling companion, and seg:ondly to the unsuitability of c{mem service hours. These

results a;e generally comparable to those of previous studies of a related nature (Kart, 1981;
Cantor and Mayer, 1976). ‘ -, ‘
The main factors inﬂuencxing thesé difficulties were found to be related to the internal

-

| personal characteristics of the elderly, that is functional capacity and social isolation (as '
‘measured by family visits), ahead of mc;re external geog;aphic factors such as distancg, and
method of transﬁport. Overall, however, the general levels of explanation achiéved by these
variables were low. These“f indings, therefore, suggest the need to either firstly consider further
variables, or combinations of variables, in an effort to better explain dif t;iculties. Or secondly'
the need 1o recogmze the distinct heterogeneity of the elderly-as a series (jof sub-populations
experiencing varied mffuences upon ccrv1ce use or non-use (Streib, 1983 Ncugarten 1974)

Wlthm the context of the above suggestlon dif f 1culucs in reaching health care were
examined from the. standpoint of vér;mg degrees of frailty amongst the elderly rangmg from
those classified as frail to those as non-frail. The following results were obtained .

X those seniors categorized as frail (that is of low unctional capacny, W1th no famlly,
‘and having hmlted neighbourhood and community comacts) 71 per cent expenenced dif f iculties
in reachmg health care, as compared to 26 per cent of those classified as semi-frail (that is
possessmg two or more of the above charactenstlcs) and 12.5 per cent of those non-frail (that
is one or none of the frailty charactensncs) A tgpt for proportion diff erences did indicate that
the variatiof)s between the three groups were statistically significant at the 0.05 significance

T . '

level. The frail elderly within the present data set can therefore be distinguished as the group

inost likely to experience difficulties in reaching health care, a conclusion supportivng'the

prev{ou‘s studies of Rathbone-McCuan and Hashimi, 1982; and Kart, 1981; and indicating

S
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further the importance of heterogena& amongst the elderly in understanding health care

accessibility problems.

92
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V1. THE PROVIS]O;\' AND DELIVEI‘Y OF HEALTH CARE FOR THE ELDERLY

r

N ?

'A‘. Introduction

3 ,
\ The first thesis hypothesis examined the relationship between the elderly and primary
hcalth)care services from the demand side of the equation, that is the consumer point of view,

considering factors that caused the elderly not to use, or have difficulty in using, the available

-

services. The second hypothesis, as a complement to the first will examine the supply side of

the equation, that of the provider of health care the health services themselves. By considering
' S )

both sides of the health service/patient dichotomy a better undérstanding of the overall problem
“» .

was thought possible.

-

The second hypothesis raised stated :
That the current specialized geriatric health care services within Edmonton are
inappropriate given the numbers of elderly ( 65 years of age or over ). and that {@yg}he
~ selected population the delivery of the current primary medical care sere.COn IOV, fes
. treatment that decreases in quality asage, functional incapacity and social i
increase. v ‘ T
»

as with the first hypothesis, this hypothesis was also discussed and elaborated upon in general

terms through’out thg Introductory Chapter. Within this section the questionnaire, participant
observation ar;d health\scrvice data gathered will be used to test the overall validity of the
statcmeni. The hypothegis will irﬁtially be divided into two main lines of inquiry (see
Introdﬁct;)ry' section also) and then a series of sub-hypotheses will be tested. By way of
introduction, however, a brief review of the overall data collected indicated the following.

The data from the questionnaire sample, which looked p}micularly at the delivery side
of the available health care, produced the following results. On the positive side, 83.2 per cent
of the sample respondents indicated that the doctor/physician did\usually understand their
" health problems, with 64.2 per cent suggesting that they received a\cominuity of service, that is
they were seen by the same doctor of nurse during th»ei"r visii(s) to the health serv@\cc%;.

| -On the negative side, however, 3\2{ .3 per cent of the respondents, said that it&ey elayed
in seeking Health care when theglg_ghought that they needed treatment, and approximately 40 per
o .

93 . /

.
e
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cent had not received a medical check -up within the last six months. Finally, under 10 per cent
of the sample indicated tpat their doctor/physican made house calls and visited them at home
4 ' &L

when they were either ill or incapacitated.

The data from the participant observation exercise also concentrated upon the delivery
side of the health services provision for the elderly and the séniors were questionned generally
and informally regarding their views on the health services partibularly the delivery of health
care to them. A similar open-ended qlx:estion to that usedﬁ'n the questionnafre was repeated

)
within this informal context due to the high rate of non-completion of the same question
within the questionnaire study. Attempts were also made to develop detailed studies of those
seniors who expressed an interest ih tvhe discussions in order to provide a qualitative
compl@xem to the otherwise quamitative data set.

The final research aréa, namely the secondary data sources, provided a large body of
information on mainly the provision side of the health services question. Both national and
local, goverhmem and non-government, publications wé:re referenced exte'r;;iv,;]y as part of the
study. Information being gathered from both the official health service publications themselves
and those of independent bodies commenting specifically upon primary health care services, for
example the Provincial Senior Citizens Advisory Council. Two local geri;tricians were also
contacted in'an attempt to gaiﬁ some 'inside’ information concerning the health services and
:their priorities and organization regarding senior citizens, although generally this line of inquiry
produced disappointing results.

The two main lines of inquiry from the general hypothesis are:

.i.  That the current specialized geriatric sérvices are inappropriate given the large numbers of
elderly, and |

ii. That the elderly face problems with the delivery of the health care services.

These will now both be further sub-divided and explored.



B. Primary Hcalth Care Services for the Elderly

The general characteristics of the elderly, for example, advanced age, general isolation,
decreased capz;ciiy for self -care poor mobility and increasing hgalth problems, do result in them.
being heavily dependent upon the available primary. care services. The health care services aim
to satisfy the demands of all citizens, from all age groups and with different and varied
problems. There seemingly must be, however, at some stage a clash of interests as diverse
groups with different needs compete for limited health care resourcés.

As far as the p'rimary health care services ir"Edmonton are concerned a vast array of
both physicaﬁ and hospital facilities are currently avail\able. Within the city area.both services
are provided at levels above the nationalfaverage when compéred to qther Canadian cities on
per capila bases (Chapter two). It woyld be misleading to conclude, however, that problems do
not exist. At present, two major shortfomings are evident ih the provision of primary health
care for the elderly. These short-comings are not limited to Edmonton alone but are also
apparent in many other Canadian and North American cities. They are:

i. A lack of day hospitals for the city.
ii. An underprovision of medically trained specialised geriatricians to deal with the growing

elderly populous.

Tl'{; day hospital provision
The current hospital provision within Edmonton, as reviewed in Chapter two, does
provide from both the staﬁd point of auxiliary and general hospitals a more ;han adequate
coverage in terms of the number of beds and the range of facilities available. The present day
* hospital provision, however, does, require considerable extension in order to céter for the
36,000 plus seniors currently living within the city, espec1ally given the cost saving strategy of
t

such f acxlmes fand the elderly's frequently voiced preferences for remaining wuhm the

community rather than accepting institutionalization in any form.
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Dy hospitals, as re\kwed in chapter}we, grovide medical serviges mainly to seniors
whq are able to remain wimin\ge community and therefore prevent the need for
institutionalization which is both‘ expc/rlsive ai,nc?can be treumatﬁf‘for the individual patient. By
providing this form of care day hospitals are, thus, able to take a subetantial'weight-load off
both general apd auxiliary hospitals helping to decrease waiting lists for hospital beds and
saving medical expenses. They also héve the added ad\vémage of enabling patients to us'e"h'ealth
related programmes designed for diagnostic, rehabilifation and therapeutic treatments on a
regular basis under the direction of trained health professionals.

The two day hospitals currently operating within Edmonton have the capacit\y'to treat
500 patients >on a regular basis, and despite Lhe numerous calls for an eXter;ded service no such
increased provisiott has been forthcoming. A senior geriatrician contacted at the General
Hospital hypothesised that the present service woild need to be doubled to adequately service
the present elderly population. .

From a éeographiEal perspective the existing day hospitals are poorly located. V\;hile the
Youville Wing at the General Hospital is centrally placed (11111-Jasper Avenue) and can serve
.the city as a whole given the distribution of the elderly (Figure 2). The second day hospital
facility located at 14255-94 Street is located 50 blocks north and east of the city centre thus
making it particularly inaccessible to the large numbers of elderly located on the south side
(Figure 2). A third day care hospital if constructed would better serve the remaining elderly
population if it were therefore located south of the river in the region of the University of
Alberta Hospital. ‘

Brocklehurst (1973) showed how day hospitals could be easily and effectively
introduced by simply extending the operating area of existing general hospitals in four main
service areas namely, rehabilitation, maintenance treatment, medical or ﬁursing assistance and
social care. At present, however, only one of Edmonton’s five general hospitals has been

gktended to cater for Day Care patients representing an overall underprovison of day hospital

facilities for the city. One detailed study from the participant observation informal discussion
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gmups‘highlighted the problems that the clderly often face when adequate day care cox??!fage is,
not available. One member of the sampie an elderly female, 80 years of age, who lived alone
and had no family living in Edmonton, but was in contact with her neighbours, had just
undergone a surgical hip-replacement op'eration. Due to the nature of the surgery and her

advanced age she was forced to accept a period of hospitalization for three weeks after the .

operation. During this period in hospital she received intensive rehabilitation trcatment in order

o *

to train her to walk again upon the new hip. This treatment could have been provided by a day
hospital with the patient being collected from her home early in the morning taken for
treatment and then returned home in the evening. The operation \;'as undertaken lagt February
e}}so her neighbours, also elderly, were unable to come and visit her in the hospital. She
therefore received no visits during her three week period of hospitalization. Despite the friendly
nature of all the staff she indicated that she did {ind the extended treatment away from home.
rather distressing. |

The costs of tpis treatment were investigated by contacting the hospital in question.

Although no specific figures were available the senior registrar did indicate that the costs of

_such treatment would have exceeded thosg for similar therapy on a day hospital basis. On the

larger provincial scale similar evidence was also gathered showing the cost-saving advantages of
day care. |

Information from the Manitoba/Canadian Home care study programme indicated that
in one month the home care programme resulted in a saving of $1.19 million for the 1,167
clients studied. Whilst equivalent figures for Edmonton were not available the annual operating
expenditures for Alberta auxiliary hospitals and nursing homes institutionalizing the elderly in
1982/83 were more than ten times the amount spent gn the one day care programme, the day
hospitals and the co-ordin;ted home care programmes _operating within the province.

Summary
In short, the present day hospital provision for the city of Edmonton is unsuitable

given firstly, the present elderly population of over 36,000, secondly, the elderly's
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preference for such treatment instead of institutionalization, and thirdly, the cost-saving

"

benefits such a scheme entails over conventional hospital treatment. The present city ;

.
-

hospital provision does, with its emphasis on acute short-term care treatment, create
-
difficulijes for the elderly who are more likely to face long-term episodic treatment more

conductive to day care programmes rather than institutionalization. -

~

*

Sbbcialist geriatricians within the city
As with the overall hospital provision within I-Edmonton in terms of physicians per
capita the city is more than adequately serv’cd. The figures , reviewed in detail in chapter two, /
* show the city 1o be above both the national and provincial averages as far as the
‘physician/population ratios are concerned. Regarding, geriatricians, however, the evidence
suggesfs that the city is still under-staffed within this particular area of medical specialization.
There are currently six geriatricians working within the city, although all six are based at one
location, the recently opened Yéuville wing of the Edmonton General Hospital. The definition
of a geriatrician, as provided by the Geriatriqmt of the General Hospital is:
'a medically qualified man'or woman, trained and experienced in the specialised area
of ger&ic medicine . ‘ '
While the majority of older persons will not need to see such medical specialists, a
" number of geriatricians are required for complex situations that might arise and for teaching in
§ the area of health care for the elderly.

Edmonton's current provision of 6 geriatricians is below the minimum recommended
for a city with 36,000 plus senior' citizenk. Clarkson's (1977) recommendation for a elderly
pobulation this size was a minimum of 7 to 8 (Chapter one). These recomendations,“ for Sto6 -
geriatricians for every 27,250 senior citizens, were supported by the senior medical staff at the
Youville wing, suggesting that Edmonton is still facing a shortage of qualified geriatric
specialists. Past studies have indicated, however, that geriz} ics is still not a populay area of

- —/
medical study (see chapter one). For example, despite lobbying by senior geriatricians within
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the city the Alberta College of Surgeons still does n\zt recognise geriatric medicine as a separate -

and distinct specialization within its annual dir,ecrgi.r!y of physicians. Furtherrnore, Skoll (1982), .
speaking at the Alberta Symposium on Aging, commented that the current teaching hospitals

- '

‘ availéle for geriatric specralizauon were decidedly limited when compared to other more
lucrative areas such as pediatrics and urology. He concluded that the present teaching f acxlmes ,
were inadequate from the standpoint of geriatri¢ medicine, and that unless revised. would be

unable to train enough gerratrrcrans in order to meeti the demands of a growing elderly

.

'populatrén ‘ - | o -

Summary
; ln':terms of the overall physician/population ratio the city of Edmonton is
”‘curren‘tly well served by its complirffent of medical staff. For the elderly as a separate

sub-group, however, discrepancies within the available health care personnel still éxist.

F

Despite the recent gttraction of Specialist geriatricians to the city the evidence shows that
u .

Edmomon still has an underprovrsron of medically tramed physrcrans to deal wrth its

\

current elderly populauon Smce the elderly- population is expected to steadily increase in

numbers over. the next couple of decades see Chapter two, more gerramcrans will be

+

required to meet the growmg health needs and demands of an aging population. Itis also

recommended that the current distribution of geriatricians also be considered, The six

E - +

current specialists withinthis field are all curr{er’uly located at the Y=ouville Wing of the

’General Hospita] (11111-Jasper Avenue) ‘While thrs f ocus does provrde for equal access '

.

. f rom dif ferent areas-of the city 11 is recornrnended that if the current number is enlarged
“that some effort should be made to disperse these specrahsts throughout the city,, especrally

given the travellmg difficulties experienced by the elderly.

' . . o e !

§
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C. The Couclusmn Primary Health Care for Seniors within Edmonton

The pnmary health care services within Edmonton do provide a more than adequate
coverage for the city‘population‘ asa whole. From the standpoint of the elderly, however, two
major omissions exist. These are, ftrstly the lack of adequate day hospital coverage for the
cities 36,000 plus senior citizens, and secondly the underprovmon of geriatricians (that is
physic‘ians with specialist training yyithin the area of geriatric medicine).

Both of these shortcomihés produce anomalies within_the health care provision that
discriminate particularly against the senior population. First, without the alterna’tive of Day
Hespital treatrrlent seniors are incteasing‘ly subject to either institutionalization or
g hospitalization‘ alternatives.that pla{ce a heavy f lnancial burden.annually on the health_care
services. Secondly, thhout an adequate coverage by spec1ally trained geriatricans the city's
elderly populatlgn are placed in a position of risk regardmg both their general health and any
Jong term clinical or surgical procedures that they must undergo. Geriatric medicine like
pedtamcs or: renal medicine is an area requmng spec1a11zed trammg above and beyond the
" normal medical and surglcal skills requxred by the family Doctor. The present underprovision
of such spec1ahsts therefore lessens the quality of the care available to the elderly as a whole,

- suggesting that greater hardshlps may be ahead given the increasing numbers of senlor citizens.
As Skelton (1977) concluded
'Educatlon must be developed in the disciplines of gerontology and geriatric medxcme

and health care professxonals thh appropriate skills, knowledge and attitudes must be
produced with some urgency. "(p. 45).

These two cases of underprovision difectly controvene both the criteria set down by
, /
the then Du'ector of Social Plannmg Donald L. Milne in 1977, for the city of
Edmonton Health and Socxal serv1ces whxch were designed to be, approprlate for/all

/
age groups”, and the general guidelines laid down by the committee convened by the ¢

World Health Organization (W.H.O.) to consider geriatric services which 1ncluded the

recognition that:
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"The aged are a vulnerable and at-risk pépulauon of great numerical
1mpomance and therefore Tequire special attention. (p 5).
(r" ~ In short, it can be concluded 1hat the present primary health care within
£ Edmonton does not cater suff mentl) for the needs of the elderly in general.

f

!

D. The Delivery of Primary Health Care to the Elderly’

While problems with the provision of health care have been noted the past literature
also indicates that the quality of care provided for the elderly is also 'of a varying standard, and
suggests that this care quality is related to the characteristics of the elderly themselves (O'Brien

-and Wagner, 1980; Skelton, 1977). Within the present study it was therefore hypothesized 'for a

selected number of health care delivery issues that the quality, or _standard of care teceived,

» ‘wo‘ujld _de\crease as age, levels of functional incapacity and social isolation rose.
Delivery Variables
The delivery, of health caie Was measured by ref erence to five main health ge‘rv‘ice |

_delivery issues drawn f ;dm the literature. These werg: | e
L PhSIsician understanding of health care prpblems ‘

ii. Home visits

iii. "Time since last medical check-up

iv. Cominuity of care by a single phy;ician

Q. Wamng room time

In order to test initially for mulucollmeanty between the variables, however a
zereiorder correlation matrix was produced. that combined all five of the dependent v’anables
L(Figure 12 ). On the basis of this matrix the variable "Continuity of Ca;re by a Single
Physician" was droppgd from the analysis because of its interfcorrelation \;/ith the vaﬁable |
"Physician Und?rst.andmg of Health Care Problems.” The latter was retamed because of its
suggested 1mportance throughout the literature Tegarding the delivery of health care to the

elderly (Skelton, 1977; Hazel, 1976). Before further analysis was c0mp1eted, however, the



1]

FIGURE 12
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MEANS, STANDARD DEVIATIONS, AND ZERO ORDER CORRELATIONS FOR ALL VARIABLES N;91

0.78

" @Variable 1 2 3 4 5 6 7 8 9 - 10 11
Alone 1.00
Age 0.09 1.00
Disability -0.06 -9.44 1.00
Fa[nily 0.11 -0.03 -0.07 1.00
Neighbourhood ~0.05 0.00 0.16 -0.06 1.00
Community -0.05 0.12 <0.18 0.07 0.03 1.00 .
Home Visits -0.17 0.00 0.11 -0.10 0.10 ~0.10 1.00
Check up 0.09 0.16 =0.07 =0.05 ~0.18 ~=0.20 ~0.19  1.00
Same Doctor 0.12 0.21 =-0.03 0.16 -0.08 ~0.06 -0.18 0.18 1.00
Problem Understanding 0.i1 0.10 -0.18 0.16 -0.28 0.14 -0.02 0.20 0.37 1.00
Waiting Room 0.07 0.31 ~0.17 0.12 -0.41 ~0.09 0.07 0.19 0.18 0.16 1.00
Means 1.60 i.OO 2.56 1.34 090 026 0.26 0.71 0.55 0.31 0.48
Standard Deviation ‘ 0.49 0.74 1.58 161 030 044 0.48 091 0.84 v 0.94

N



103

varia?les were individually considered in order to determine their overall relationships to the

N

sample population.

Physman Understanding of Health Problems

For the present sample population 83.2 per cent of the respondents mdxcated that
the doctor did usually understand their health problems, with only 12'.6'per cent indicating
that their physician did not. This result indicated that for the present sample the elderly
were satisfied' with their physician's understanding of their health care problems.

This result, however, a]thoﬁgh satisfactory from the patiem viewpoint can also be
mterpreted from the geriatric specialist point of view. Skelton (1977) showed in
undertaking a carefully controlled study with an elderly research population, albeit wnfﬁn
the British context, that for every problem known to the health services regarding any one
individual 1.8 further complaints were identified that had pre;iously' been unrecognized.
These complaints included problems such as, auditory loss sufficient to cause difficuities in
hearing a normal, conversagional voice, obesity, and inadequate foot care problems that
were often a.ssociated with locomotor disorders and frequently resu)ted in reduced mobility. -
These problems demonstrate the difficulties that physicians have in dealing with seniors

" when qualified g'eriatric assistance is not available. o

. One examplne from the data set did indicate some of the problems reviewéd in the‘;v'

previous literature. The respondent a 77 year old female described how she had “)used the
same doctor for a period of twenty-two years. She complained, however, that over the last
two ).leafs the doctor had 'grown tired' of treating hler. Her regular appointments were

' continually rg-arranged and conducted ina 'cold and harsh’ manner, with her final visit
there culm’inating in her waiting in the reception afea to see the doctor for two hours. In
the summer as a rgsﬁlt of this treatment she'charged doctors and now reports no
complaints from her new practitioner. i

The above case study, howev‘er, was an isolated example of poor physician

attitudes towards the elderly for the sample data set. Eighty-three per cent of the
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respondents indicated that the their physician did usually understand their health problems. '

Home Visits

The second area of delivery examined 'was ;hat of home visits by physicians.
'Despite the importance of home visits, as past studies have indicated (Anholt, 1975;
Ainsworth, 1968), the elderly rarely receive physicians within their homes. For the pres‘ent
sample only 9:5 per cent of tbe lespondems indicated that, in the case of sudden illness,
their physician would visit them at home to adminisser treatment. Twenty-six per cent did
- respond, however, that they could rely upon the secondary health ’service agencies to
provide support if they were ill at home and confined to bed. Six per cerlt of the sample
indicated that they would have no one to help them if they were in the above position.

It can therefore be concluded that despite the numerous recommendations for
home v151ts for the 'at risk’ elderly currently house calls are stlll not part of the available
health care service. This policy places considerable burdens on pamcularly the elderly who
face both transportation problems to and from health care (Smyer, 1980; Stirner, 1978. and
Shannon et al, 1969) and whose 'health problems are often related to soc1al factors
(Andersen, 1973; Stanton and Exton-Smith, 1970) An example from the pamcxpant
observgtion data supported this conclusion. {

; _ 3
The respondent on 88 year old female and recently widowed lived alone in her own

house within central Edmonton. She suffered from chronic arthritis and due to the
advanced nature of this condition was rendered practically immobile. She was able to do
light housework and walk one or two blocks unaided in the summer (tllat is when the
side-walks are clear). As part of the medical treatment for her arthritis she was required to
attend the local medi-centre located only eight blocks away during the first couple of
months of the year. The treatment consisting mainly of physiotherapy and mobility skills
could conceiveably have been carried out within her home. A view supported by the

consultant physician at the Edmonton General Hospital. Due, however, to the health

service policy of limiting\bzme care wherever possible the respondent was f orced to take
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taxi transportation to and from the medi-care centre. The cost of the taxi fare was
appioximately $3 per journey. Up to 4 journeys were required per week for a period of
two months. Had home visits been available the respondent would have been saved the

AL}

physical and financial burden of making the journey for treatment.

Time Since Last Medica! Check-up

The third delivery aspect examined was that of the time period since the elderly had

last Tecieved a medical examination. The need for regular physician/patient contact in the

health care of the elderly has been evidenced throughout the medical sciences literature.

Past studies, for example, Skelton (1977) and Andrews et al (1971) have concluded that
the elderly do require a regular schedule of health visits in order to allow for the

observation of symptoms which might otherwise be overlooked or disregarded by the

. seniors themselves. For the present data set, however, only just over half of those

questioned, 52.6 per cent, had received a medical check -up within the past six months.

Waiting Room Time ‘ ‘ ’

The f\inal area of delivery weakness discussed was that of waiting room time. Past
studies, Hess and Markson, 1980, have suggested that the elderly often wait longer to
receive treatment when visiting a physician due to the unwillyingness of many doctors to
treat elderly patients (Stephens, 1979). For the present data set 77.6 per cent of the
respondc\:hts waited less that 30 minutes to see a ﬁhy_sician with only 20.6 pér cent having to

wait 30 minutes or over. It can therefore be concluded that long waiting room times were

not a problem for the sample elderly population as a whole. ' (

»

L™

Summary of Delivery Variables

Of the four delivery variables identified two, homé visits and time since last
medical check-up, were problem areas for the elderly sample population. Within the
second hypothesis it was suggested that delivery weaknesses were related to the personal

characteristics of the elderly themselves, with increasing age, decreasing functional
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capacity, and increased social isolation resulting in the elderly receiving a lower quality of
care. To test this hypothesis a series of chi-square associations and stepwise regressions

were run,

The Impact of Personal'Variables on Health Care Delivery
Of the 20 chi-square tests run investigating the relationships between delivery
)
weaknesses and elderly personal characteristics only‘one significant association was determined
(Table 7). As age increased so did the probability of w;iting longer to see a physiciz;h.

Despite this general lack of associations between the variables a series of stepwise
regression tests. were also completed to see if there was any pattern of relative influence among
the personal characteristic variables. (Due to multicollinearity the variable age was excluded see
Chaptef 5) The results again, however, proved inconclusive (Figure 13 ). For the dependent
variable physician.understanding of Health care ;)roblems only neighbourhood contacts -
explamed a statistically significant amount of the variance (7.9 per cent) wnh all the other
personal variables remaining insignificant. For both home visits and time since last medlcal
check-up no personal characteristics e)(plained a significant amount of the variance. Finally,
for waiting room time only one personal characteristic, neighbourhood comacts‘was isolated as
explaining a significant amount of variance (16.7 pet cent).

" The overall tesults from the chi-square analyses and t}(xe stepwise regression tests were
therefore sorrglewhat inconclusive in indicating the relative importance of individual elderly
personal characteristics on the delivery of h_ealth ca're. Neighbourhood contacts were identified,
however, as the major influencing variable in two of the delivery gspects indicating that as this

measure of social isolation increésed so did the failure of physicians to correctly diagnose health
problems and waiting room timc\increaée.

Further analysis was atten}pted, however, in order to measure t}}e influénce of the

combined elderly characteristics upon the delivery of health care. The saniple was divided on

the basis of their personal characteristics into 3 groups, (See Chapter 5), the frail, the
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TABLE 1

> >

WAITING-ROOM TIME BY AGE

Age (years)

Waiting Room 74 and under 75 - 84 85 and over Total (n)
Time
22 29 13 64
0 - 30 min 34.4 45.3 20.3
88.0 . 72.5 59.1
3 no 9 23
Over 30 min 13.0 47.8 39.2
o120 27.5 40.9
Total (n) s 25 40 . 22 87
¢ v i’

Chi-square = 5.07; df. =2 P 0.10

i)
3ty R
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FIGURE 13 (

STEPWISE REGRESSION OF INDEPENDENT VARIABLES ON PHYSICIAN UND&FRSTANDINC

Variable Zero-Order Multiple Cumulative Beta Variance
Correlation Correlation Variance Explained ‘
Neighbourhood 0.28 0.28 : 0.08 . 0.28 : 719 % -

Contacts

F=7.19 P < 0.0001 N =91

$
STEPWISE REGRESSION OF INDEPENDENT VARIABLES ON WAITING ROOM TIME
<
————res ’ t‘
Variable Zero-Order- Multiple Cumulative Beta Variance
Correlation Correlation Variance Explained
Ncighbourhood 0.41 0.41 0.17 0.41 16.5%
Contacts ’

F=15.63 P < 0.0001 N=91
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semi-frail, and the non-frail in order to measure the influence of frailty generally upon the
delivery of health care. Using a statistical test for proportion differences the following results
were obtained (chi-square tests were not used because of }he small cell numbers involved).

For both the dependent variables of physician understanding of health care problems

.

and waiting room time significant proportion differences were found indicating that it was the
frail elderly who firstly, did not have their health care problen;s c;)rrcct]y diagnosed by the
physician (38.5 per cent gs compared to 4.8 per cent for the semi-frail ‘and 5.5 per cent for the
non-frail). and who were forced on average to wait longer (o see a physician and receive

treatment (34.5 per cent as compared-to 13.2 per cent and 12.1"(per cent for the semi-frail and

the non-frail respectively). On the basis of these findings it c#p therefore be concluded that it is-

N
the frail elderly within the present data set for whom delivery weaknesses are apparent within

the current health care system.

E. Conclusion: The Delivery of Health Care to the Elderly

The results for the present study show that problems were evident within the delivery of
health care to the'sample elderly population. Two partiéular problem areas were isolated that
need to be tackled if delivery is to be improved. Firstly, the regularity of health care service for
the elderly needs 1o be improved. Regular medical attention is necessary given the elderly's
general increased need for medical exafninations which help to prevent illnesses and/or health
problems before they have a chance to develop. The results for the samiale showed, however,
that the elderly were not receiving this regularity of care.

Secondly, home visits within the city are not a widely‘followéd practice as far as the
present sample of seniors was concerned, only 9.5 per cent of ;hose questioned received
physician home visits. The elderly have special needs within the health care context and special
attention must be paid to thgse if effective treatments are to be provided.

In final conclusion it can be said that the delivery of health care within the city presents

a particular problem for those elderly within the sample identified as frail. While individually

&
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the personal characteristics of the elderly had little influence upon the quality of carddelivered
when combined their impact was much more significant. For example, those elderly classified
as frail within the present data set were less likely to experience physician understanding of

health care problems and more likely to wait longer to receive treatment than those classified as

either semi-frail or non-frail.
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A. ln;roductiéhi“,

The maim objective of this thesis was the testing of two hypotheses concerning the
elderly and their usc of the primary health care services. Past studies ha\:: shown that the
eldgrly face difficulties in firstly, reaching the available health care and secondly, problems in
both the services provided and their subsequent delivery to them. The results of the present
study provided similar findings also supporting these hypotheses.

The conclusions of tire present smdy will be-divided into four interrelated sections.
Firstly, a brief review of the final results will be presented, secondly, the particular
contribution of the present study will be outlined with regard to the literature. Thirdly,

suggestions for future areas of rescarch will be made and finally, general policy réquiremems

will be suggested in light of the present study.

B. Thesis Results

The thesis results supported both of the hypotheses raised. Firstly, with reference to the
first hypothesis the sample elderly did face difficulties in travelling to the available primary
health care facilities and secc;ndly, they also faced probiems with the héalth care that they
;eceived and i{s subsequent delivery to them. Just under one third of the sample (31.4 per cent)
indicated that they did face some difficulties in reaching health care, with the two main
problems faced being the lack of a travelliﬂg comp?mion and the unsuitability of service opening
times, If one third of all the community based elderly Within Edmonton encountered such
difficulties then these problems could be affecting up to 12,000 seniors throughout the city. The
resplts also showed that difficulties in reaching care were explained more by personal
characteristics than gedgraphic factors, and were likely to increase as functional capacity fell

and social isolation (loss of immediate family) increased.

3
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‘With reference to the second hypothesis the current provision of health care was
inappropriate for the elderly population given the present underprovision of both day hospitals
and spccialig_} geriatricians within the city. Firstly, the two existing day hospitals‘havc a current
capacity to accommodate 450 patients, compared to the general hospital provision of ?3775
patients and the ayxiliary hospital capacity of 1625. The elderly currently occupy 80 per cent of
all auxiliary beds throughout the city, facilities that would be available for more diverse use if
the present day hospital provision was expanded.

Secondly, the specialist geriatrician has an important role to play in the health care of
any large urban population. The elderly do periodically need specialized treatment requiring the
skills and training of a qualified geriatrician. Such trained medical specialists are also able to
teach within their respective disciplinés, thereby passing on important information regarding
care for seniors. Despite recommendations to the contrary, however,“Edmomon still has an
underprovision of suc ialists.

In health care deldvery the elderly were firstly still denied home visits by physicians,
with only 9.5 per cent of the sample respondents indicating that their doctors did visit them at
home. The policy of not visiting patients at home is one that cov‘rs primary"rpédical care as a
whole, and is not limifed 1o just the elderly population. Many of the elderly, however, as
described\in the first hypothesis, do face accessib@lity problemsﬁl reaching health care,
problems that generally do not affect all patients. Home visiting by plysicians would initially be
one method of solving thgse problcrﬁs. Secondly. many of the health problems of the elderly are
not simply related to illness or disease symptoms, but are often a prc;duct of difficulties in the
home or with domestic arrangements. Therefore, unless the physician is aware of these factors
incorrect or unsuitable diagnoses and treatments may result. Additionally, only just ovef half
of the sample population, %6 per cent, had received a medical check-up \Qithin the last six
months, despite the elderly's increased need for such services on a regular basis.» The data also
showed that those senfbrs identified as frail faced longer waits on average when visiting the

physician, and were also less likely to have their health care problems accurately diagnosed by
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C Thesrs Contribution

The present study although workm_ with a selected urban elderly population did

produce some findings relevant to both the g ontologrcal,arld the geographrcal literature.
o

Firstly, from the perspective of the gerontological-literature the study has provided a testing

ground for the previously identif ied %haracteri Ltic vatiables of the elderly and their influence

upon diff 1culu§'&‘§p physrcally reachmg health fcare and questrons of health care delrvery The

‘ results produca’l bore out the findings of mucr of the previous work although overall the levels

~of explanatron acheived by the selected varrab esfof age, ‘functional capacity and social isolation

3
‘were low wrth only level of drsabrlrty and fam ly visits havmg a significant mﬂuence upon

accessrbrhty and netghbourhood contact upon d hvery This lack of explanatron suggests the
need to consrder ways of refrmng these variables \n order to better explam drf ficulties f or the
€ld y in accessrbrlrty and delrvery of health care:\Seemingly, the recognmon of the elderly asa |
serres of heterogeneos groups would provrde such a focus wrth an attempt being made to view
the relatrve influence of such variables for different groups of seniors (for example the frail
elderly). ‘ A | | |

From the g/eographrcal point of view thrs study has clearly demonstrated the relative
importance of the personal characterrstrcs of the seleLcted elderly populatron ahead of ex‘ternal
geographrc f actors in mﬂuencmg accessibility to health care. This suggests that geographers

currently working wrthm the health care field, as they are increasingly tending to do, should

gnize the rmportance of socro economic varxables in order to 1nterpret problems seemrngly

geo .aphlc in nature such as accessrbrlrty The past study has indicated, however that these .
ydriables in their present f orm for example age simply in terms of years, are relatrvely poor
: mdrcators of behaviour wrthrn the health carg¢ context. Therefore greater refinement of these

measures is requrred wrth a theoretical framework being developed in order to better interpret

.
vtherr mfluencelor lack of rnfluence upon behaviour. The relrabtlrty of 'socio-economic -

-
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characteristics as predictors of behaviour is becoming increasingly open to doubt, hence the
need for the development of more refined, possibly even qualitative measures, in order to

‘explain’ behaviours.

D. Areas of future research
. v “
As a result of both the present study and the associated analysis of much of the

previous 11terature several key research areas and requirements emerged. The essentxal
sy

" . requirement for future research within the area of’ the- elderly and services for them, is the

need to organize some of the often f ragmented research mto a more coherent framework
involving the use of private goods, social services, as well as, health szv@es in order to
estabhsh and better understand, patterns of use or non-use. This research will be best served
by using the skills of many dif ferent disciplines,-since gerontolo;g‘y is essentially an
inter‘-disciplinary area where thé contributions' of many schools of thought are applicable to
further understanding, be it psychology; “sociology, the medical sciences or geography.

: T his need to better understand the interacti* * between sert(ice cultures and the cultures
of the eloerly client grotips will be furthered by the recognition of the elderly as a series of
'heterogeneous groupsvrather than one homogeneous body. One of the earliest, and most
1mportant concepts developed within gerontology was the division of the senior cohort into
varled sub-groups all with dlfferent needs and aspirations. An example of one of these groups
would be the f rail elderly, as defined within the prese% study. The characteristics of this g:oup
include very hmlted phvs1ca1 rasources and the need for large amounts of medical treatment and
care. By better understanding the charactenstncs and needs of {such diverse groups their
relationships with the health care services will be more fully understood.

From the standpoint of the frarl elderly more empmcal research is further requrred to
determine the characteristics of this elderly sub- group espec1a11y given their heavy rehance

upon the current service cultures. The results of the present study showed the importance of the

" variables functional capacity and social isolation on the use or non-use of the health care
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services \;"Nithin a selected sample. More empirical data'ié therefore required to investigate
further their influence upon"ﬁervxce use in a broader context, considering both causal
relatlonshlps and any internal associations between the vanables themselves. In short, only by
an understanding of both the service cultures and those of the dif f erent elderly sub-groups W}ll
the relationships between the elderly and services be better understood.Similarly, a greater
focus could now be placed upon the outreach elderly, thét is those currently using an évailable
service but in a limited capacity. This group of seniors seemingly represents a interesting study
sample since they are in the complex position résting.between those seniors who are well
integrated and involved within the community and.those who are currently not. The resu_lts
from the present study indicated that the outreach seniors are currently a heterogeneous body
with varied needs and resources to satisfy these needs. \

In short, the key areas.for future resegrch include the elderly and theif use .ofv public
services generélly, with specific reference made to the key va;iables of that influence this

relationship. From a service view-point such research, besides explaining more about the

elderly, and their role in society, would also provide a means of saving service dollars in the

“long-run, by helping to eliminate wasteful duplication and overprovision of unneeded facilities.

E. Health Care Policy Refinements '3
With any selected sample population the generalizations that can be drawn from it are '
limited.. Within the present study therefore any policy recommendatiohs that are to be made
must be of a g‘eneral nature. Accepting this geperal pre-requisité the f ollqwing policy |
refinements are suggested.
The current pnmary health care services within Edmonton provxde a plethora of
available treatment centres and related facilities for the city as a whole. Fwe general hospxtals
6 auxiliajry hospitals and 1324 physicians currently work within the city. The relationshlp
“between the, elderly and the prunary health care servxces is, however influenced by several

ma jor problems. These problems relate to the current health care structure and are essentially

,

Ea /4 ‘ B A » \ . '
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orgamzatlonal’ and policy orientated.

The current goals of the health serv1ces mclude an attempt to make health care freely
avallable accesmble and responswe to the needs of those dependent upon it. The elderly,
overall “are the major benef lciaries of health care treatment, and use more services per capita
than any other age group. The results of bolth past studles and those of the current research
have shown however, that in many ‘ways the health services are presently ill- equrpped to deal
with the demands of an aging population. While the overall f acthtxes and technology are
available to treat the elderly current policy weaknesses confound’ their ef fective application.

'l‘he elderly in using the health care system do not fit into the present short-run, or
temporary care, nwdel that has guided public assistance efforts over the past counle of decades.
" The key to trez < elderly involves the adoption o{ a long-term care contim‘rum- of services
coneept that can provide the least restrictive method f or\‘i Lmeeting the particular needs of the
-elderly. The present'short-term care model results in public health care that is interventive,
cyclic and of limited duration. Aging is not a shoft-term process, theref ore, service rnodels
based on the premise that the problems of aging are self -limiting ar'e. likely.to fail. Morebver,

) dependency brought on by aging can be lessened, but it is unlikely that it can ever be
epim_inated. The-long-terrn:care concept provides ; conceptual view of dependency that
Tepresents-an important break with the prevailing approach to public assistar;)ce, one tied closely
to the notion that dependency is brought on only by some personal short-comings.

| Two exa}mp‘les f r.orn the present study of the problems of the short-term‘ care approach
include firstly, the lack of physician home visits,‘and secondly the lack of f requeﬁt medical |
'examinations for the selected elderly popul'ati'on.(The introduction of both of these refinements
to current health care polic‘"y is presently thwarted by the rationale of the short-term treatment

/

mode].

‘.‘ :;‘
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F.A Cbncluding Staiement .

In final conclusion it can be said that the'manner in which the elderly will be treated in
the future will dépend not only 'oﬁ innovative service ideas, new legislation, and increased
public funding, but also a change in attitudes. Any change in the treatment of the elderly will
follow firstly, from a change ih attitudes towards seniors and chahgcs in the public's image of |
the elderly and sécondly, from the adoption of ihe view that the elderly are not incapable of
functioning within society, rather than crﬁphasizing ways of re;moving them from it.

For the healtﬁ care of seniors'a long-term straiegy of services is needed that presents
medical care within the context of the other social services reclyéred by the elderly such as »
home-help Care, visiting programmes and meals on wheels. Skol! (1981),Director of the
Saskatchewan Seniors Bureau concluded that:

'Health services for the elderly per se, are but one important element in the total
spectrum of the provision for the need of old people. Social services, income support,
housing, transportation, employment opportunities and a host of other factors also
affect the health and quality of life of the elderly.'(P.25)
In‘ short, the present strains imposed upon the health and welf are'servicevs by the élderly will
not be relieved simply by fhe pfovision of ;nore hospital beds.

Furthe; advances in services for Lhe'elderly will also result if the aged thémselves are
better able to voice their opinions and concerns. The most effective method of achieving this
go’al wou.ld be through some form of ';)oiitical representation, a recommendation specifically put
forward 'at the Second Canadian Conference on Aging (1983). Currently within Alberta and |
Edmonton, >as' discussed in chapter 2, many of the so-called senior citizen,organizztions are notb
voicing ef f ectively the opinions and needs of the elderly they claim to represent.

Peto (1984) , a geriatfic ﬁhysician ét the Edmonionteneral Hospital, stated further
that: ‘

'Thé professional care givér muSi léam‘ to allow patients to be involved in desicions
about their care.’ : ' g

- concluding that:



118

'If the elderly become invblved participants in their own health care, and if they
become more assertive, then they will become masters of theif future.'

The elderly do face problems si’mivlar to many minority groups in that their needs and
aspirations are often overlooked within the general allocation of health care resources. By the
elderly becoming more involved, however, and their special needs being brought to the attention

1

of the service agencies, progress will be made. ‘ # _
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DEPARTMENT OF GEOGRAPFHY - THE UNIVERSITY OF ALBERTA
" TELEPHONE (403) 432.3274 AAA COMONTON, CANADA T6G 2n4

Dear Sir or Médam.

In this package is 2 questionnaire that is bemg delivered to approximately two
hundted senior residents living in Edmonton. The purpose of this questionnaire .is
to find out whalydu. the senior residents of Edmonton, think about the available
primary health care services, and how they might be improved to meet your needs.
The present survaly is in no way connected to any government agency. but is mere-
ly part of my research for a masters thesis in the Department of Geography at the

' Umversuty of Alberta.

-

Like all the other respondents your name was selected at random from the
residents.of Edmonton The success of any survey like this depends on your coopera-
tion. After all,’any |mprovements in the medical services can only be achieved if
enough data is collected to put forward a well-balanced argument. |, therefore
respectfully ask for your help in completing the questionnaire. You will probably\

! find that'it only takes about twenty minutes to complete.

| wish to emphasnze strongly that your answers wull be treated in the strictest
of confidence.

.

' Please take the time to complete the questionnaire.

N
e

Thank You, S ' “
v ° ' “

Yours sincerely.

/A

C.J. Smith
Graduate Student
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" HEALTH SE‘RVICES AND THE ELDERLY IN EDMONTON

For each question either tick the appropriate box or write in the spvac% provided.
Please answer all the questions.

A. HOW YOU USE HEALTH CARE
1) What is your usual source of health care?
Private 0 Publit C

2) Do you know lhe NAME, ADDRESS and TELEPHONE NUMBER of your
Doctor?
J Yes | know all three of them
O I only know one or two of them
0 No | 'do not know any of them
) 0O | have no Doclor
3) How many Doctor or Hospital visits have you made within the last six
months?
O Less then four
O Four to nine
a Ten or more

4) When did you have your last medlcal check-up?

{J Less than six months ago

O Six months to one year ago

2 Over one year ago

O ! cannot remember when my last check-up was

5) Are you seen by the same Doctor or Nurse during visits to health
services? Q
0 Yes

O No

O | never use the health services

O 1| do not know

6) Does the Doctor usually seem to understand your health problems?

O Yes

O No

CJ } never visit doctors
0 | do not know

7) How long do y0u have tc sit. on average. in the waltmg room to see a
Doctoﬂ
. 0—30 minutes
= 31—60 minutes
(.60 minutes or more
0 | never visit Doctors
0 § do not know

8) Do you ever delay in seeking health care whe you think that you might
need it? A
0 Yes
O No ’ ¢
O I do not know

ohy,

24,

. };'}"
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HOW YOU GET TO HEALTH CARE
1) What is your usual method of transport 1o medical care?

0O Walk
O Bus

O Transport provided (please specily) .
{7 Other (please specify)

2) How long does the journey usually take?

. U Less than 30 minutes
O More than 30 minutes v
O 1 have never travelled to health care
O 1 do not know

3) Do you ever experience difficulties in reaching health care?

C Yes
C No

If YES. suggest why (more than one answer is allowed)

O There is no one to take me

O The medical services are too far away

O The travelling costs are too experisive

0 The Clinic or Doctor’s hours are unsuitable

4) In the case of sudd,g':’ﬁ\illness how would you reach health care?

- O Friends or relatives would take me .
0 I would call the police or ambulance for heip
(-My Doctor would visit me at home
O I never try to reach health care
0O | do not know what |'would do
0O Other (please specify)

5) If you were ill at home and had to remain in bed who could you rely on
to help you? -
G Family
G Friends ;
C Health service agencies
(O Other (please specify)
C No one

*
SOME PERSONAL INFORMATION
1) How old are you?
2) Are you a Femel: " or a Male .

3) In whot type of housing do you live?

N

Fhve anan apetfhent, if so do you have either an
L elevator or firs{ focr walk-up
. 23 flights of sta¥tsi

{C more than 3 flights of stairs

O I'live in 2 house
(] Other
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4) Do you live alone?
O Yes
s ‘ C No
5) My main source(s) of income is(are)

" T Employment
. Government support
O Family or friends ‘ .
O 'ther = . 4
6) Do you feel that your present income is sufficient to live on?
Yes O No o

7) Do you have family members living in Edmonton?
Yes O No C ' A '
If YES how often do they visit?

(0 once or twice a week

] once or twice 2 month

O once or twice every six months
O never

8) Do you know any of your immediate neighbours?
k Yes O No O .
" 9) Apart from Operation Outreach do you use or receive any other
community services? -
Yes O No O
if YES please describe which

]0) Which of the following things are you still able to do?

0 Heavy work around the house, for example washing

" walls or moving furniture

7 Walk half a mile (about 8 city blocks) .

0 Go.out to a movie, to church, to a meeting. of to visit
friends . .

T Walk up and down stairs to the second floor

O Climb a ladder

D. ARE THERE ANY GENERAL COMMENTS THAT YOU WOULD LIKE TO
MAKE CONCERNING YOUR EXPERIENCES WITH THE HEALTH CARE
SERVICES WITHIN EDMONTON, OR YOUR LOCAL AREA? IF SO,
PLEASE USE THE SPACE PROVIDED BELOW. ﬁ\y




