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FOREWORD 
 
This study was initiated in mid 2006 and the community survey conducted mainly during 
2007. That period represented the latter stage of the “Celtic Tiger” phenomenon. The recent 
rapid disintegration of the reliability of a predominantly market driven philosophy positions 
this report’s findings  as a local baseline and a national reference point  to monitor any 
emergent changes in health and social status arising from new socioeconomic models during 
the years ahead.           
 
This report is the product of community and university collaboration. Its origins are based on 
a local perception of the immediate social needs of older persons in one of four parishes that 
are described as the “Thomond Cluster” in the north Limerick City area. That created a 
dialogue with the “Priests and People” of those parishes regarding the wider and varied needs 
of those communities. The scope of the study is universal and inclusive! 
 
The aim of the study has both practical and policy implications affecting health inequalities 
amongst older persons in urban communities. The objectives are to assess the socioeconomic 
and health status and characteristics associated with difference in health status in older age. 
They explore the relative importance of factors in communities that may affect people’s 
health as they age and in particular the consequences of structural dimensions of 
neighbourhoods. While people are living longer the evidence indicates widening inequalities 
in advanced societies. 
 
The study collaborators present the empirical and theoretical evidence of a unique Irish social 
study that includes subjective health profiles and perspectives on social capital and public 
service utilisation. The process of disseminating the findings commenced recently with a 
gathering of the vast majority of participants in Thomond Park. This is being followed in the 
New Year with an invited group of representatives from interested agencies and academics. 
There are additional forthcoming reports that will result from further analysis and in particular 
from data linkage with a twin clinical study of the same population. 
 
The Heath Systems Research Centre and Thomond Cluster representatives gratefully 
acknowledge the contribution of parish councils, local voluntary associations and individuals 
who facilitated the scoping of the study population. The overall high response rate is due to 
that level of engagement. The  funding for additional surveyors was kindly provided by Paul 
Partnership and West Limerick Resource Centre and is very much appreciated. 
 
Dr Eileen Humphreys, Senior Research Fellow, HSyRC who undertook the main work and 
write up with survey assistance from Eilish Dolan and Gerardine Flynn merits our deepest 
gratitude for bringing a concept and design to reality. The next steps fall to be addressed by 
the local communities and associated agencies.   
 
Prof. Stiofan de Burca, 
Director, 
Health Systems Research Centre, 
Dept of Sociology,  
University of Limerick.                                                               December 2008 
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1. INTRODUCTION  

 

This research links two large themes namely (i) ageing populations and (ii) the persistence of 

health inequalities in advanced societies linked to social class. These present major challenges 

to public policy and public health. 

 

1.1 Background 

 

Demographic projections anticipate an increase in the population aged 65 years and over and 

a trend towards an ageing population structure in Ireland such that by 2030, 25 percent of the 

population will be aged 60 years or over. By 2050, the old age dependency ratio is expected 

to be at 45 percent (well below the EU average of 53%) compared with 18 per cent at present. 

A key trend is the expected large increase in “oldest old” (80 years and over). While Ireland 

does not face the same scale of demographic challenges presented by the average EU ageing 

population, similar to the pattern in the EU, a large age-related increase in public expenditure 

on social protection (pensions), health care and long-term care is expected especially between 

2030 and 2050.  Population ageing also presents challenges to communities and society in 

terms of changes in requirements for community-based infrastructure and services, and family 

and informal support to respond to needs of this group.  

 

There is an international body of research evidence on the link between socio-economic status 

and health status – i.e. evidence of a social gradient in health. There is strong evidence of the 

persistence of large inequalities in all European countries, including those with advanced 

social and health care systems.  There is some evidence of widening inequalities in health in 

advanced European countries and of the persistence of health inequalities into old age. This, 

in turn, suggests that such inequalities are deeply rooted in the social stratification systems of 

advanced societies. Current research focuses on the causal factors and “pathways” from social 

status to health status. “Neighbourhood” as a contextual variable and a social capital 

dimension – as an explanatory factor - have been a focus of recent studies.   

 

1.2 Research sites and their relevance 

 

This research is being undertaken in four parishes in the northside of Limerick City and 

suburbs. Limerick city is of interest in a general sense in that it is a city with a profile of 

social disadvantage - the second most disadvantaged local authority area in the state – and it is 

also characterised by strong social polarisation based on residential patterns in small areas / 
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neighbourhoods. In relation to the latter, Limerick City displays a much stronger pattern of 

inequality in the spatial distribution of affluence / deprivation at small area level compared 

with the national average.  The research site on the northside of the city, Thomond Parish 

Cluster, overall has a slightly higher social class profile than the city as a whole. The four 

component parishes reflect social polarisation and a situation of strong inequalities in that 

they comprise: the most affluent parish in the city with an older population profile (Our Lady 

of the Rosary), a parish of middle / high socio-economic status in the suburbs constructed in 

the 1970’s with a relatively small older population (Christ the King); a mixed parish centred 

on traditional working class communities with a low socio-economic profile (St. Munchin’s) 

and a local authority housing estate with a low socio-economic profile (Corpus Christi).  

 

The study arose from initial contacts between the Health Systems Research Centre, UL  and 

the Parish Priest and a number of parishioners of the Our Lady of the Rosary Parish. There 

was a perceived need for a centre for older persons to meet. Subsequently, a meeting with the 

local HSE prompted a needs’ assessment for the area. In considering the scope of such a 

study, access to the community through the Thomond Cluster (combined activities of the four 

parishes on the northside of the city) offered a comprehensive focus on the northside of the 

city.  A focal point for the cluster is the ageing population in the parishes and the need to 

develop facilities and services in the communities to meet the needs of this group.  A local 

stakeholder group including community / parish organisations, the local partnership 

companies, local authority and various services of the HSE was set up in a supportive 

capacity to the research. 

 

1.3 Key literature 

 

There is a large and growing body of literature on the main themes of this research – ageing 

and health inequalities.  There is a substantial literature on sub-themes such as factors 

affecting quality of life in neighbourhoods / neighbourhood disadvantage and social capital. 

The key literature informing the working hypotheses for this research is as follows: 

• Contextual conditions of neighbourhood, including structural factors and specific 

conditions in the environment of neighbourhood, can affect health outcomes for 

individuals, net of their own individual characteristics and resources. Structural 

factors particularly relate to conditions of concentrations of affluence or poverty 

(Wilson 1987).  

• Levels of social capital in spatial communities and at individual level (social 

networks) affect health outcomes (Kawachi, Kennedy et al 1997, 1999; Wilkinson 
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1996) giving some support for a psycho-social explanation of the impact of inequality 

on health (Wilkinson 1996, 2005; Marmot 2004). 

• Health inequalities in advanced societies persist into old age (Breeze, Fletcher et al 

2001; Breeze, Jones et al 2004; Huisman, Kunst et al 2004). 

 

Wilson (1987) argues that the less affluent benefit from sharing neighbourhoods with more 

affluent individuals deriving positive externalities from richer institutional resources in more 

affluent neighbourhoods and social learning effects. There is some support for this in recent 

empirical research on health outcomes (Hou and Myles 2005). 

 

In terms of ageing populations, a body of research evidence suggests a pattern of cumulative 

disadvantage over the lifecourse (Breeze, Fletcher et al 2001).  A further body of work 

suggests a more optimistic perspective linked to “theory of the third age” and compression of 

morbidity into later life allowing for “successful ageing” (Laslett 1989; Bury 2000). These 

perspectives, the first emphasising continuity and the second discontinuity and change with 

social and cultural change, have tended to operate with little reference to each other. This 

research may provide insights into the extent and how discontinuities might operate in favour 

of better health outcomes for people with a profile of social class disadvantage (what factors 

in the community / neighbourhood context might improve resilience / act as protective factors 

in favour of better health  outcomes as people age).   

 

Key research questions, as such, concern identification of moderators and mediators of, and 

their relative importance in, the relationship between socio-economic status and other 

characteristics of individuals and health status. This draws on a developing body of empirical 

research within health systems research and related fields. 

 

1.4 Aims and objectives 

 

The aim of the research is to inform the policy debate on health inequalities as this affects 

older people in the population living in urban communities, to use this evidence to suggest 

lines of policy and practice to address causal factors (long-term), alleviate consequences 

(short-to medium-term) and create healthier communities (medium-to long-term). The 

objectives are: 

• To examine the association between socio-economic status and health status with 

reference to an older population living in urban communities of high, medium and 

low socio-economic status; 
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• To identify the main demographic and socio-economic characteristics of people  

associated with variations in health status; and 

• To explore the relative importance of intervening factors (moderators and mediators) 

in particular aspects of neighbourhood including structural factors and perceptions of 

contextual conditions of the environment of neighbourhood, social capital, health 

services utlilisation and quality of health care and health services delivery.   

 

1.5 Research methodology 

 

This research methodology involves a quantitative research strategy and cross-sectional 

research design. It involves both a social study component and clinical research, providing 

coverage of the study population by neighbourhood type (based on parish boundaries).  The 

social study is centred on a social survey of older people in the parishes. The clinical research 

involves health screening of respondents surveyed (offered to all respondents) to establish 

objective measures of health status (i.e. clinical bio-markers of ageing). At a later stage, the 

quantitative strategy in the social study will be followed-up with qualitative investigation to 

develop new theoretical insights on experiences of ageing in place for elderly in 

neighbourhoods with different socio-economic profiles. 

 

1.6 Structure of report 

 

This report provides an overview of the study and reports the main findings and conclusions 

of the social study and is structured as follows: 

• Chapter 2 provides an overview of the background and context of the study in terms 

of the demographic challenge of an ageing population and health inequalities, and the 

main policy responses to these challenges at international (EU) and national levels.  

• Chapter 3 reviews the key literature including ageing (mainly from a social 

perspective), the social determinants of health and health inequalities, health and 

place (the neighbourhood context) with specific focus on the hypotheses of the 

research, social capital definitions and links to health outcomes and health and other 

services utilisation. 

• Chapter 4 provides details of the methodology applied in the study; 

• Chapter 5 presents an analysis from secondary sources of information of the socio-

economic profile of Thomond Parish Cluster with reference to wider spatial units (the 

city and the state) and the study parishes; 

• Chapter 6 presents the main findings of the social survey data; and  

• Chapter 7 presents the conclusions drawn from the findings and results.
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2. BACKGROUND AND CONTEXT 

 

This research links two large themes, namely (i) ageing populations and (ii) health 

inequalities. These issues individually present major challenges to wealthy states with 

developed welfare systems and are important research and policy priority of international 

organisations like the WHO (Active Ageing Policy Framework, WHO Commission on the 

Social Determinants of Health) and the European Commission (EU Community Action in the 

Field of Health, EU Lisbon Strategy and the EU Seventh Framework Research).   Action to 

increase life expectancy and to address health inequalities are also important national policy 

priorities (DoHC 1994, 2001). This chapter provides a brief overview of the context of ageing 

and inequalities in health status from the macro EU-level through to national level, and policy 

priorities and orientation at EU and national level. It also outlined some aspects of the local / 

regional policy context of the study in the mid-west region of Ireland relating to services for 

older people. 

 

2.1 Demographic trends and ageing populations 

 

A key feature of change in the Republic of Ireland (ROI) over the last fifteen years has been 

the unprecedented levels of economic growth. Economic transformation, in turn, has been 

accompanied by considerable social change. A further feature of change has been a large 

increase in the population over that period.  Over the fifteen year period (1991-2006), the 

population increased by 20.3 percent and by over ten percent between 2001 and 2006, to a 

level of 4,239,848  recorded in the census of Ireland 2006 (CSO 2006). 

 

2.1.1 Ageing population: The Irish situation 

Just over 11 per cent of the population are aged 65 years and over. This is low by European 

standards and generally by the standards of advanced societies (see Timonen 2008: 13:27 for 

a review of the demography of ageing in a global context). The absolute numbers aged 65 

years and older in Ireland are also relatively small (some 478,800) but are growing (+ by 

49,000, +11.4% between 2001-2006). Demographic projections anticipate a trend towards an 

ageing population in Ireland.  In line with trends in other advanced states, the oldest age 

cohorts – i.e. aged 80-84 years (+11.5%) and 85 years and over (+25.7%) - have shown the 

largest percentage increases in Ireland (Table 1). It is expected that those aged 65 years and 

over will increase by nearly three-quarters to represent some 14.6 per cent of the population 

by 2021 (CSO 2005).   
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‘000 ‘000 ‘000 ‘000 ‘000 ‘000 ‘000 %

Age groupings 2001 2002 2003 2004 2005 2006 Change 2001-06 Change 2001-06

65-69 130.8 133.5 135.3 137.9 141.4 143.4 12.6 9.6

70-74 111.8 112.1 113.7 115.3 116.9 119.2 7.4 6.6

75-79 89.2 89.8 89.6 90.2 91.1 92.5 3.3 3.7

80-84 57.6 58.9 61.5 62.7 63.5 64.9 7.3 12.7

85 yrs+ 40.4 41.7 42.8 44.8 47.8 58.8 18.4 45.5

Total 65 & over 429.8 436 442.9 450.9 460.7 478.8 49 11.4

65 as % of total pop 11.2 11.1 11.1 11.2 11.2 11.3  

Total, All age groups 3847 3917 3978.9 4043.8 4130.7 4239.8 392.8 10.2

Table 1: Population in Older Age Groups and Change, 2001-2006
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The trend towards an increase in the proportion of “oldest old” is expected to continue with 

the numbers aged 80 years and over projected to increase by two-thirds by 2021.  Decreasing 

mortality into more advanced years – or improved life expectancy - is an important driver of 

population ageing.  Life expectancy at birth for both men and women has improved 

consistency – from 68.1 years for men in 1960/64, to 75.8 years for men in 2004 and 71.9 

years for women in 1960/64 to 80.7 years for women in 2004. It is projected that life 

expectancy at birth in Ireland will increase to 82.4 years for men by 2050 and 86.9 years for 

women by 2050 (Eurostat: Commission of the European Communities 2006, 2007a, 2007b).  

 

2.1.2 Ageing population: The EU situation 

In the broader EU context, expectation of continued low fertility rates, combined with 

increased life expectancy into advanced years, and a fall in net migration inflows will impact 

on the EU’s demographic structure towards an ageing population (CEC 2007).  Ireland has a 

younger population structure at present and does not face the same scale of demographic 

challenges presented by the average EU ageing population.    According to Eurostat’s baseline 

projection for the EU-25, between 2005-2050, the EU population will decline (by -1.9%);  

Europe is the only main global region where population will decline; between 2010 and 2030, 

none of the younger age cohorts of population up to 40-54 years are expected to register 

percentage population increase in that period; between 2030-2050, none of the population 

cohorts up  to the elderly cohort of 65-79 years are expected to register a percentage 

population increase (CEC 2006, Source: Eurostat 2004).  

 

The median age in the EU-25 will increase between 2004 and 2050 from 39 to 49 years; the 

working age population (15-64 years) will be most numerous at 331 million in 2010 and 

decline to 268 million by 2050;  life expectancy at birth will reach 81.7 years for males and 

86.8 years for females in the EU by 2050; it is estimated that the old-age dependency ratio 

will reach 53 per cent by 2050 (up from 25 per cent in 2005); the highest age dependency 

ratios are projected for the Mediterranean States of Italy and Spain (66-67%) and the lowest 

for Denmark, Luxembourg, Malta, the Netherland and Sweden (approximately 40%) with 

Ireland also in the lower range states at 45.3 per cent by 2050, the same rate projected for the 

UK (16.4% old age dependency rate for Ireland in 2004/5). The relative share of the 

population aged 80 years and over to the working age population (15-64 years) will increase 

from 6 percent in 2004/5 to 20 per cent by 2050 in the EU-25 (CEC 2006, 2007a, 2007b: 

Eurostat). 
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The European Commission’s report on Europe’s Demographic Future: Facts and figures on 

challenges and opportunities (CEC 2007b) draws attention to longevity differences between 

socio-economic groups drawing on wider body of research in the EU  in particular recent 

work undertaken by the International Longevity Centre-UK and The Merck Company 

Foundation (Wait and Harding 2006).  These studies highlight, in particular: gender 

differences in life expectancy  with men having a life expectancy six years shorter than 

women in 2004 but women having higher risks of disability as they grow older  - “men die 

quicker but women are sicker” (p. 40). Main causes of death in older people are cancer and 

cardiovascular disease, together accounting for three-quarters of deaths in almost all EU 

countries. The report draws attention to the high incidence of co-morbidity in people in older 

age groups, requiring complex and long-term care solutions and the incidence of depression in 

older Europeans. In relation to the latter, depression is identified as a largely “under-estimated 

chronic condition affecting 10-15 per cent of persons over 65 years in Europe”.   

 

The report highlights the difference in life expectancy between people with lower socio-

economic status and / or education compared with those of higher socio-economic status. 

They go on to state that “to a large extent” this can be explained on the basis of “factors such 

as more stressful life and unhealthier lifestyle”.  The report particularly highlights that “good 

health in old age is the result of genetic predisposition as well as lifestyle factors such as 

healthy diet, refraining from smoking, engaging in physical exercise and avoiding excessive 

alcohol use”  (CEC  2007a: 41).  The relative importance of lifestyle factors – preventive 

behaviours – in explaining social class differences in health status is, however, contested. As 

in other age groups, poverty and lower socio-economic status increase the risk of ill-health. 

Poorer older people have a 30-65% higher risk of almost all chronic illnesses than older 

people in more affluent social groups (Wait and Harding 2006). 

 

A further issue with trends in longevity / life expectancy relates to how many years after aged 

65 years that an individual can expect to live in good health – life expectancy at 65 years and 

healthy life expectancy, the latter adjusting life expectancy for years spent in poor health. 

Difficulties of measurement on these indictors are highlighted in various studies - as data rely 

on self-reported health status and cultural differences make cross-country comparison difficult 

(Wait and Harding 2006).  Most recent data indicate disability life expectancy at birth for 

Irish men as 68.1 years and women 71.5 years (Source HFA Database 2002 cited in Wait and 

Harding 2006).   

 

The main policy concerns as EU level arising from the demographic challenge – the macro 

level - are as follows: 
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1. Demographic change will limit the scope for future employment growth. This is the 

case taking into account projected future increased in female labour market 

participation rates and higher employment rates of older workers. The effect of this is 

a projected reduction in the  annual average potential GDP growth rate which, for the 

EU-25, is expected to decline from 2.4 percent in the period 2004 to 2010 to 1.2 

percent in the period 2031-2050.  

2. Declining employment combined with an increase in the numbers of older people on 

pensions and in need of health including long-term care will put pressure on the EU’s 

social protection systems – i.e. it will be a challenge to provide sufficient resources to 

fund social protection (pensions) and health care in a sustainable way.  It is projected 

that public spending on pensions, health care and long-term care will increase 

substantially in the EU-25 between 2004-2050.  

 

2.1.3 The demographic challenge: Ireland with reference to the EU average 

The situation of Ireland with reference to the EU-25 average in relation to key demographic 

trends related to ageing and sustainability of public finances and social protection is presented 

in Table 2.  In summary, Ireland is in a better position at present in relation to demographic 

structure than the EU average (linked to high fertility rates in the past and currently, having 

the highest fertility rate in the EU). Life expectancy is close to, and projected to remain close 

to the EU average.  However, while the old-age dependency ratio is expected to remain well 

below the EU average into 2050, in the national context, it will increase significantly – by just 

under three-times its present rate - by 2050. In relation to the public finances and social 

protection systems, while public debt is low at present and public expenditures on pensions 

low by the standards of the EU-25 average, a large age-related increase in public social 

protection expenditure is projected in relation to pensions, healthcare and long-term care 

particularly between 2030 and 2050.  
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Table 2: Key Indictors and trends: Ireland and EU-25 
Key Indicators Ireland EU-25 
Demographic Trends 1960 1980 2004/5 2030 2050 1960 1980 2004/5 2030 2050 
Population (millions) 3 3 4 5 5 378 426 447 469 450 
Life expectancy at birth, women (years) 72 76 81 85 87 73 76 80 84 86 
Life expectancy at birth, men (years) 68 70 76 80 82 67 69 74 78 81 
Population share of persons under 25 years 
(%) 

45 48 36 30 26 40 38 29 24 23 

Population share of persons 25-64 years (%) 44 41 53 52 48 50 49 54 51 47 
Population share of persons 60-79 years (%) 14 13 13 20 24 13 15 18 25 25 
Population share of persons 80 years+ (%) 2 2 3 5 8 1 2 4 7 11 
Old age dependency ratio (65+/15-64 years) 
(%) 

19 18 18 28 45 15 21 25 40 53 

           
Sustainability of Public Finances & 
Social Protection 

          

Gov. debt as % GDP   27.6     63.4   
% Gov. revenue in GDP   33.9     43.7   
% public expenditure on pensions in GDP   4.7 7.8 11.1   10.6 11.9 12.8 
% public expenditure on health care in GDP   5.3 6.5 7.3   6.4 7.4 8.0 
% public expenditure on long-term health care 
in GDP 

  0.6 0.7 1.2   0.9 1.1 1.5 
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2.2 Health inequalities 

 

Focusing on the theme of health inequalities, health inequalities arise when individuals in 

lower socio-economic groups experience higher incidence of health problems than those in 

higher socio-economic groups.  Recent definitions of equity in health identify it as “the 

absence of systematic and potentially remediable differences in one or more aspects of health 

between groups of people characterised socially, geographically or demographically” 

(International Society for Equity in Health) cited in Starfield (2007a).   

 

A recent report, undertaken in the context of the UK Presidency of the EU in 2005 (which 

identified tacking health inequalities as a key theme for its Presidency), reviewed the evidence 

on the existence of socio-economic inequalities in health in the EU and immediate 

neighbouring countries - i.e. non-EU European countries including Norway and Switzerland 

(Mackenbach 2006).  The report is based on data on inequalities in mortality in 21 countries 

(from the 1980’s or later), inequalities in self-assessed health in 19 countries and inequality in 

smoking in 24 countries. While problems related to comparability of data sets as well as gaps 

in data across countries were highlighted1, there is clear evidence that in all countries with 

available data, mortality rates are higher amongst those in less advantaged socio-economic 

positions regardless of whether socio-economic position is indicated by education level, 

occupational class or income level.   

 

A second important finding of the review is that mortality differences between socio-

economic groups have widened rather than narrowed during the 1980’s and 1990’s in selected 

advanced Western European countries (for which comparable data are available). 

Explanations offered for this include faster rates of mortality decline for those in higher socio-

economic groups compared with those in lower socio-economic groups, attributed mostly to 

faster mortality declines for cardio-vascular diseases. These trends are linked to 

improvements in health-related behaviours (less smoking, improvements in nutrition, more 

physical exercise) and the introduction of effective health care interventions (such as 

hypertension detection and treatment, surgical interventions etc.). These improvements, in 

turn, have benefited individuals in higher socio-economic groups to a greater extent than 

individuals in lower socio-economic groups.  

                                                
1 The conclusions of the study state that while there is an abundance of data from many countries, there 
are important gaps in data on socio-economic inequalities in health from some member states. In 
particular, many countries do not have valid nationally representative data on socio-economic 
inequalities in health in mortality by cause of death and many do not have good survey data on 
inequality in self-reported morbidity, health-related behaviours and other determinants of health 
problems. Overall, there is a lack of internationally comparable data. 
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While there are age-related differences in the magnitude of inequalities in mortality (as 

mortality rates across all socio-economic groups increase at older ages), health inequalities 

start early in life (e.g. lower birth weights and premature births amongst women in lower 

socio-economic groups) and persist into old age.  There are gender differences in health 

inequalities, with inequalities tending to be smaller among women than among men. This is 

attributed, in part, to (i) differences in the cause of death pattern (women die more often of 

cancer and inequalities in cancer mortality are smaller than inequalities from other causes of 

death) and (ii) differences in exposure to some risk factors (health-related behaviour including 

smoking, drinking, diet and exercise) between men and women. Risk factors tend to be more 

strongly associated with the socio-economic position of men than of women, contributing to 

larger inequalities in cause-specific mortality among men.  Differences in life expectancy 

between higher and lower socio-economic groups is an important summary measure or 

indicator of health inequalities.  Differences in life expectancy at birth between the lowest and 

highest occupational groups are typically between “four to six years for men and two the four 

years for women” but some countries for which data are available report much larger 

differences – for instance, differences in life expectancy between the highest and the lowest 

occupational groups for England and Wales in 1997-2001 were 8.4 years for male and 4.5 

years for females (Mackenbach 2006). 

 
Research by the Institute of Public Health in Ireland (All-Ireland Study of Mortality, Balanda 

and Wilde 2001) provides an indication of the scale of health inequalities in Ireland (using the 

indicator of occupational class).  The gap is summarised based on the percentage difference in 

standardised death rates between the lowest and highest occupational classes (1989-98). 

Table 3 below presents a summary of the key data including data on average annual death 

rates, gender breakdown and occupational class ratios for all causes of death and selected 

specific causes of death.  Rates for males are higher for all causes and specific causes of death 

compared with females. Rates for males are higher in relation to specific causes (e.g. a male: 

female ratio of 161% for circulatory diseases) compared with others (e.g. 146% for malignant 

neoplasms). There are substantial differences in rates between the lowest and highest 

occupational groups – for all causes and specific causes – with the differences being 

particularly high in relation to deaths linked to mental and behavioural disorders (1,584%) - 

although the absolute numbers here are low - diseases of the respiratory system (619%) and 

injuries and poisonings (614%).  
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Table 3: Average annual number of deaths (1989-1998), Annual directly 
standardised mortality rates (per 100,000 persons) and directly 
standardised mortality rate ratios 
 Ireland (RoI) Occupational 

class (Lowest: 
Highest) 

(i) All causes of death No. Rate  
Females 14,892 691.2  
Males 16,710 1,065.3  
Persons 31,582 859.1 341% 
    
(ii) Diseases of the circulatory 
system 

   

Females 6,716 294.2  
Males 7,375 474.2  
Persons 14,092 376.7 312% 
    
(iii) Malignant Neoplasma    
Females 3,421 181.1  
Males 3,992 260.2  
Persons 7,413 214.5 223% 
    
(iv) Diseases of the respiratory 
system 

   

Females 2,197 94.8  
Males 2,347 147.3  
Persons 4,544 116.6 619% 
    
(v) Mental & behavioural 
disorders 

   

Females 145 6.5  
Males 129 8.0  
Persons 276 7.3 1,584% 
    
(vi) Injuries & poisonings    
Females 430 22.1  
Males 1,009 59.0  
Persons 1,439 40.4 614% 
Source: Institute for Public Health in Ireland (Balanda and Wilde 2001) 

 

2.3 Overview of policy responses 

 

An overview of the policy response is presented below in relation to the (i) macro policy 

proposals at EU level related to the demographic challenge of the ageing European population 

and (ii) healthy ageing and policies in favour of older people in the national context and (iii) 
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health inequalities providing an overview of the approach from the EU through to the national 

policy context. 

  

2.3.1 Addressing the Demographic Challenge: EU / Macro Policy 

Perspective 

The European Commission identified opportunities for addressing the demographic challenge, 

as outlined above, in terms of five key policy areas: birth rates, employment levels, 

productivity growth, migration and the sustainability of public finances.  A key element of the 

strategy in relation to the ageing population and related issues of sustainability of the public 

finances and social protection systems is to prolong working lives by providing effective 

incentives for later retirement (also contributing to promoting employment). Types of 

initiatives proposed include pension reforms to raise the labour market exit age of workers 

underpinned by promoting the employability of older workers both with regard to their skills 

(education and life long learning) and health status. It is stated that “an increase in the 

number of years that people remain active and in good health will help reduce the financial 

pressure on health and long-term care systems” (CEC 2007b: 14-15) 

 

Healthy ageing, increasingly, is a global priority in the field of health promotion.  In the 

broadest policy context, the WHO’s Ageing and Health Programme (1995) views ageing 

within a lifecourse perspective. Ageing is not confined to a static age group of people defined 

as “elderly”.  The WHO Programme aims to achieve a sustained and continuing improvement 

in the health status and well-being of older persons both in developed and developing 

countries. The WHO’s Active Ageing Policy Framework (WHO 2002) has influenced the 

strategic framework of such programmes in other international organisations and national 

contexts including Ireland. As population ageing is one of the key challenges facing Europe, 

healthy ageing has a strong focus in the EU’s Health Promotion Programme, Second 

Programme of Community Action in the Field of Health (2007-2013).  This is incorporated 

within the objective of “a healthy society as a foundation stone for prosperity, solidarity and 

security”.  Strategically, healthy ageing is framed in the interest of promoting employment-

related objectives of the Lisbon strategy (reducing the incidence of early retirement and 

productivity loss) and solidarity linked to the goal of achieving a more cohesive Europe and 

reducing the major inequalities across the EU in terms of life expectancy, health status and 

access to high quality health services.  

 

2.3.2 Overview: National policies in favour of health / welfare of older people 
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In terms of national policies related to the health of older people, the first government policy 

on this issue, Care of the Aged, was published in 1968.  This was succeeded by The Years 

Ahead: A Policy for the Elderly (Department of Health, 1988).  The latter identified four main 

principles for elderly care namely:  (i) to maintain older people in dignity and independence at 

home according to the person’s wishes; (ii) to restore to independence at home the elderly 

person who had become ill or dependent on others; (iii) to encourage and support community 

care services (family, carers, voluntary organisations); (iv) to provide a high quality of 

hospital and residential care for the elderly when they can no longer be cared for in their own 

homes.  The first national health strategy, Shaping a Healthier Future (Department of Health 

1994) endorsed The Years Ahead report and identified new principles for service provision – 

namely, the key principles of equity, quality and accountability.  In this regard, services were 

not assumed to have an inherent value but must demonstrate health and social gain.  The 

importance of consumer participation in the planning of services and regional variations in 

service delivery were stressed. A target was set for the retention of more than 90 per cent of 

people over 75 years living in their own home.   

 

However, a review of the implementation of The Years Ahead undertaken in 1997 found that 

few of the recommendations had been implemented, particularly in the field of community 

care (Ruddle, Donoghue et al 1997).  The review identified that while the Department of 

Health adopted the strategy, “the report did not compel the authorities named (mostly health 

boards and local authorities) to implement recommendations in the manner envisaged” 

(Ruddle, Donoghue et al 1997: 4).  While the report recommended that a legislative 

framework be put in place for the development of older people’s services, the legislative 

framework was not created and services for older people continued to be provided on a 

discretionary basis.  

 

The problematic nature of this was again highlighted in the more recent Mercer Report, Study 

to Examine the Future Financing of Long-term Care in Ireland (Mercer Ltd. 2002). In 

relation to community care services, while it is acknowledged that significant additional 

funding has been made available for this in recent years, this report highlighted that “Health 

Boards are empowered but not obliged to provide such services and access to such services 

has been limited and variable within and among health board areas” (Mercer Ltd. 2002).  

 

While community care is emphasised consistently in policy statements (Department of Health 

1988, 1994; Department of Health and Children 2002; NESF 2003), other initiatives have 

undermined this – for instance, the implementation of the Nursing Home Subvention 

legislation from 1993 resulted in a large increase in institutional care provision.  The NESF 
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(2003) Project Team stated it is clear that “older people have a strong preference to remain in 

their own homes, and to access health and welfare support services to the fullest possible 

extent with their immediate local community ….. The (NESF Project) Team recommends that 

‘older people within their community’ …. be unambiguously established as a core value 

guiding the implementation of … Implementing Equality for Older People ….. [and] should 

be tested before any alternative policy responses are considered or adopted” (NESF 2003: 5).  

In addition, as highlighted in the Mercer Report on the future of financing long-term care 

(Mercer Ltd. 2002), demographic, economic and social change will affect home-based / 

informal and community care. While most long-term care is informal care provided by family 

members and friends, the availability of informal care may reduce in future as a result of 

falling birth rates and greater participation of women in the labour force. 

 

The second national health strategy, Quality and Fairness: A Health System for You 

(Department of Health and Children 2002) is based on the key principles of equity, people-

centredness, quality and accountability and set out four national goals: (i) better health for 

everyone; (ii) fair access; (iii) responsive and appropriate care delivery and (iv) high 

performance.  In terms of services for older people, the strategy envisaged more coordinated 

public services provision, integrated care and more flexible community support services. It 

envisaged, inter alia, a coordinated action plan to meet the needs of ageing and older people 

to be developed in conjunction with the Department of the Environment and Local 

Government; Social, Community and Family Affairs and Public Enterprise.  It also proposed 

funding for community groups to facilitate volunteers in providing support services such as 

shopping, visiting and transport for older people and informal care giving; an integrated 

approach to care planning for individuals including appointment of key workers for dependent 

older people, support for community and voluntary activity programmes; and regional 

advisory panels / coordinating committees for older consumers and their carers to give them a 

voice.  

 

In relation to older people, the programme to increase capacity identified targets for (i) 

community services development including staff recruitment to support the development of 

primary care services such as domiciliary care, day and respite services; the provision of 

7,000 additional day centre places and increased funding for aids and appliances in people’s 

homes); (ii) hospital services (1,370 additional assessment and rehabilitation beds and 600 

additional day places) and (iii) residential care (800 additional extended care / community 

nursing unit places per annum and extended staffing levels in extended care units).  Reporting 

on key achievements in the period to October 2005, some 730 people have received Home 

Care Grants to assist older people living at home; some €287 million additional funding has 
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been allocated for Services for Older People (1997-2004) with an additional €293 million to 

be provided under the Capital Investment Framework in the period 2004-2008 (DoHC 2005). 

However, there is no reporting on the extent to which the targets represent action taken in 

response to needs and needs of which groups (characteristics) of elderly. The Nursing Home 

Subvention effect has to be understood in context of an initiative to address the aftermath of 

significant bed closures in acute and long-stay care in the late 1980’s. The growth of private 

nursing homes was phenomenal and led, inter alia, to new funding arrangements to facilitate 

demand. Unfortunately, community packages were not available and reliance was on home 

help eligibility and public health nursing and GP support. These community-based care 

packages remain relatively un-developed. 

 

 

The National Council on Ageing and Older People (NCAOP), an advisory body to the 

Minister for Health and Children on ageing and the welfare of older people, delivered a health 

promotion strategy for older people, Adding Life to Years (Department of Health and 

Children, 1998).  It  identified the following aims of health promotion for older people: (i) to 

improve life expectancy at age 65 years and beyond; (ii) to improve the health status of 

people aged 65 years and beyond; and (iii) to improve the lives and autonomy of older people 

who are already affected by illness and impairment.  Specific targets were set to be achieved 

by 2005, for instance, in terms of reducing death rates from cardiovascular disease, cancer, 

smoking and accidents in people aged 65-74 years.    The report also acknowledged the 

impact of a broader range of environmental and social factors on health promotion for older 

people including housing, security, transport, income, social interaction and attitudes in 

addition to specific health disorders, accidents and suicide and lifestyle factors (smoking, 

alcohol, nutrition and physical activity).  

 

Under the “fair access” goal of the health strategy, extension of eligibility for medical cards to 

all persons over 70 years old represents a positive development for older people while the 

other provision of enhanced primary care, improved access to secondary care and equality 

proofing are intended to improve equity in the general population (also impacting on older 

people).  Delays in the roll out of the primary care strategy, however, means that the enhanced 

services are not in place in most parts of the country to realise the effects intended.  The 

“patient-centredness” principle of the current health strategy may be undermined by service 

providers’ attitudes towards older people and certain institutional practices and policies.  For 

instance, a recent study in Ireland found evidence of age discrimination with respect to older 

people’s access to services (e.g. low expectations among service providers about what 

services and interventions can achieve for older people including a reluctance to refer older 
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people to specialist services, limited screening, health promotion and preventive care for older 

people) and patterns of resource allocation (e.g. priority to crisis management and funding 

acute and long-stay beds rather than community services) which prevent older people from 

ageing independently and creates bottlenecks in the delivery of care (NCAOP 2005).  

 

Since 1998, the NCAOP has published a range of reports related to health and welfare of 

older people.  These include: A Review of the Years Ahead Report (Ruddle, Donoghue et al 

1997); Health and Social Services for Older People (HeSSOP) (Garavan, Winder et al 2001); 

and Healthy Ageing in Ireland: Policy, Practice and Evaluation (O’Shea 2003).  The last 

report generated a database of healthy ageing activities in Ireland, examined the current state 

of health promotion initiatives for older people, provided criteria for best practice in planning, 

delivery and evaluation of healthy ageing projects. The prevalence of ageist attitudes as an 

impediment to progress in healthy ageing in Ireland, the multi-dimensional nature of healthy 

ageing, and the need for the development of an integrated holistic model of ageing were key 

themes.  Access to community and appropriate residential care, the importance of inter-

generational relationships and solidarity between generations, housing and transport were 

identified as important elements of healthy ageing.  Other studies / reports published by 

NCAOP include: An Action Plan on Dementia (1999), Care and Case Management of Older 

People in Ireland (2001); Perceptions of Ageism in Health and Social Services in Ireland 

(2005); Loneliness and Social Isolation Among Older People (Treacy Butler et al 2005); 

Older People in Ireland: A Profile of Health Status, Lifestyle and Socio-economic Factors 

from SLÁN  (2004, 2005).  

 

Other national health research / reports related to specific diseases which impact 

disproportionately on older people have also been produced to inform policy including: 

Report of the Cardiovascular Health Strategy Group: Building Healthier Hearts (Department 

of Health and Children 1999); and National Cancer Screening Strategy (Department of 

Health and Children 1993).  

 

Focusing on the regional / local context of this study and services for older people, the former 

Mid-Western Health Board published A Strategy for Elderly Care (1999) and subsequently 

Strategy Statement on Older Persons’ Services: Five Year Strategy 2005-2009 (2005).  The 

former established principles for service development along a continuum of care for this age 

group and an Action Plan was developed which specified the resources required for enhanced 

levels of service.  The latter (Statement of Strategy, 2005) reported a steady increase in 

activity and staffing levels in acute, continuing care, community and primary care with further 

details provided in the Service Plan 2004 (Mid-Western Health Board 2004).  It highlighted a 
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number of “ground-breaking developments” in the region including support for A Clinical 

Age Assessment Unit at the Mid-Western Regional Hospital, a Stroke Unit at St. Camillus’ 

Hospital and an Elder Abuse Project in Limerick.  However, it also acknowledged that service 

evaluations and reviews suggest that deficiencies in service responses exist and “lack of 

integration of care packages for older people with complex needs can give rise to problems” 

(Mid-Western Health Board, 2005: 14). 

 

Specific issues arising consistently from studies and policy statements in relation to health 

and social services provision for older people are as follows: 

• Community-based independent living and care is a priority (NESF 2003), drawing on 

informal networks of family and community, community-based and voluntary 

organisations and statutory services.  However, there is no evidence that more 

funding in being allocated towards this, redirected for instance from support for 

institutional care.  

• It is understood that independent ageing requires holistic and integrated approaches to 

provision, moving beyond health as a sectoral intervention to include social, 

economic and community infrastructure at local community level. Housing (type, 

quality, tenure) transport and access to essential services are key issues. Community-

based and integrated care models, however, require local delivery mechanisms.  

2.3.3 Health inequalities 

A conclusion of the recent review of the evidence on health inequalities in Europe is “the 

persistence of large inequalities in all countries…. including countries with long-standing 

social, health care and other policies aimed at creating more equality in welfare underscores 

the fact that these inequalities must be deeply rooted in the social stratification systems of 

modern societies”… It warns against “unrealistic expectations of a substantial reduction in 

health inequalities within a short period of time, and using conventional policies and 

interventions” (Mackenbach 2006: 41).  Current socio-economic inequalities in health are 

regarded by some as one of Europe’s greatest challenges for public health.  Different policy 

entry points are identified for interventions to help reduce health inequalities: including 

health-related behaviours, psycho-social factors (social support, social integration, social 

capital), material factors (housing, working conditions, income support), health and social 

care (access to good quality services).  

 

Policy approaches to addressing health inequalities can be described in terms of (i) health 

disadvantage focused on differences between different segments of the population; (ii) health 

gaps focused on the differences between the worst off and the rest of the population or better 

off sub-groups, often measured in terms of the difference in health status between the two 
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highest and the two lowest socio-economic groups and (iii) the health gradient (Marmot 2004; 

Wilkinson 2005). The health gradient focuses on the whole population and refers to the 

situation where health status continuously improves as one moves up the socio-economic 

ladder and declines as one moves down (Graham 2004a, 2004b; Graham and Kelly 2004).   

 

While the health gradient approach is in line with international health policy (WHO), a recent 

review of national policies in EU Member States, undertaken in the context of the UK 

Presidency of the EU in 2006, to reduce health inequalities found that most countries with 

quantitative targets (including Ireland) have set them in terms of reducing gaps between the 

poorest and the more affluent while none of the countries have explicit goals or targets related 

to the gradient between socio-economic position and health status across the whole population 

(Judge, Platt et al  2006).  

 

In terms of the history and approach to setting targets for reducing health inequalities in 

Ireland, the Department of Health and Children established a Working Group to propose 

feasible targets for the reduction of inequalities in health over a reasonably short period 

(between 2001 and 2007) in the context of the review of the National Anti-Poverty Strategy in  

2001. Fifteen targets were set including three “core” or high-level targets: (i) to reduce the 

gap in premature mortality between the lowest and highest socio-economic groups by at least 

10 per cent for circulatory disease, cancers and injuries and poisoning by 2007; (ii) to reduce 

the gap in low birthweight rates between the lowest and the highest socio-economic groups by 

at least 10 per cent by 2007; and (iii) to reduce the gap in life expectancy between the 

Traveller Community and the general population by at least 10 percent by 2007. Other targets 

set relate to equity of access to health and social services (e.g. improve respite care for 

disabled, reduce waiting lists for hip replacements) and the development of systems for 

monitoring and review of targets.   

 

These targets were adopted in the revised National Anti-Poverty Strategy 2002, the National 

Action Plan on Social Inclusion (EU-Member State level framework) and incorporated into 

the action plan for the national health strategy, Quality and Fairness (DoHC 2002). However, 

there were weaknesses in implementation including lack of any comprehensive system for 

monitoring and review of the NAPS and health targets (Combat Poverty Agency 2005: 23). 

From available data,2 a review in 2005 concluded that “despite improvements in levels of 

                                                
2 There are several difficulties with the data available in terms of accuracy with large numbers of people classified 
as “unknown” occupational groups, comparability of data from different sources, lack of occupational data on 
women. 
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premature mortality at population level, there is some indication that the degree of inequality 

is fairly static over the very short timeframe for which data are available” (CPA 2005: 25).    

 

Key points from this review are that in the absence of a well-resourced monitoring system 

with reliable data, and timely availability of data, targets cannot be reviewed such that they 

influence policy and inform change.  While the approach in research (and targeting setting in 

relation to health inequalities) in Ireland to identifying health inequalities is based on 

occupational groupings, there are weaknesses with this approach as a method of identifying 

the poor.  Setting high level targets for addressing health inequalities is not enough in itself. It 

would seem to be important to identify the key connections between the high level targets and 

how they can be achieved (e.g. identifying intermediate level goals which address the causal 

factors of variations in health status, tapping into knowledge on the social determinants of 

health) and monitor and evaluate effectiveness of the processes and interventions in relation 

to those goals and ultimately the targets.  

 

2.4 Summary 

 

As this research links the themes of an ageing population in a local community setting and 

health inequalities, this chapter provides an overview of these two themes. It provides a brief 

overview of the demographic challenge to the EU and in the Irish context of the ageing 

population structure and the incidence of health inequalities linked to social class in advanced 

societies. The ageing population is associated with low fertility rates, decreasing mortality 

rates or improved life expectancy into more advanced years. Key trends are a large projected 

increase in the proportion of the population aged 65 years and older and in the oldest old (80 

years and older). While Ireland is experiencing the same general trends, it does not face the 

same scale of demographic challenges presented by the average EU ageing population, where 

an old-age dependency ratio of 53 percent is projected for the year 2050. Nonetheless, the 

old-age dependency ratio in Ireland is expected to increase significantly from its current rate 

(18% in 2004/5) by 2050 (45%). Linked to this, a large age-related increase in public 

expenditure on social protection (pensions), health care and long-term care is expected 

especially between 2030 and 2050.   

 

A key element of the strategy at EU level to address the demographic challenge presented by 

the ageing population is to prolong working lives by providing effective incentives for later 

retirement. Proposed initiatives relate to pension reforms, employability and health.  National 

policies in favour of older people, in practice, have focused more narrowly on health and 

social care stressing from the 1988 policy document (The Years Ahead) the principle of 
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maintaining independence of older people, encouragement and support of community care 

services and more recently, fair access, patient-centredness (Quality and Fairness 2002) and 

the need for coordinated public services provision.  However, the evidence suggests that there 

have been weaknesses consistently in the extent to which models of community and 

integrated care have been put into place. 

 

Focusing on health inequalities, there is strong evidence of the persistence of large 

inequalities in health in all European countries, including those with advanced social and 

health care systems. This, in turn, suggests that such inequalities are deeply rooted in the 

social stratification systems of advanced societies.  A recent review of policies in EU member 

states oriented to reducing health inequalities indicates that most countries that have adopted 

targets have set them in terms of reducing the “health gap” or the difference in health status 

between the lowest and highest socio-economic groups. This is the approach adopted in 

Ireland. Three “high level” quantitative targets were set in the context of the review of the 

National Anti-Poverty Strategy 2001 and were set to be achieved over a reasonably short-time 

period (2001-2007) namely: to reduce the gap in premature mortality between lowest and the 

highest socio-economic groups; to reduce the gap in low birthweight rates between the lowest 

and the highest socio-economic groups and to reduce the gap in life expectancy between the 

Traveller community and the population. The evidence is that while there have been 

improvements in population health, the degree of inequality in premature mortality in health 

has remained “fairly static” over the period for which data are available (i.e. no change). 

Furthermore, while targets for reduction in health inequalities were set, no comprehensive 

framework for monitoring and review against those health targets were put in place.  
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3. AGEING POPULATIONS AND HEALTH INEQUALITIES: THE NEIGHBOURHOOD 
CONTEXT 
 

This chapter reviews the literature. It starts from the “big” themes of the study, namely (i) 

ageing and (ii) the social determinants of health with a focus on health inequalities.  It then 

focuses specifically on the relatively new literature on (iii) health and place centred on the 

context of neighbourhood.  Specific themes of relevance are then explored – in particular:  

(iv) Social capital – definitions, factors associated with it and research related to the impact of 

social capital on health and (v) and health and other services utilisation.  Finally, some (vi) 

findings from empirical research in Ireland on health status of older people are reviewed. 

 

 3.1 Ageing 

 

There is not a single concept of ageing. Timonen (2008) citing OECD (1996) identifies three 

different aspects of ageing namely: (i) individual ageing involving people living longer than 

previous generations; (ii) population ageing involving a greater number of older people in 

relation to younger people within a population group; (iii) and qualitative aspects of ageing 

involving different patterns of activity and changing expectations of older people. It is this 

last aspect of ageing that is “least well understood and most controversial” and is “constantly 

evolving” (Timonen 2008: 6).  Population ageing in advanced societies including Ireland and 

the challenge this presents has been outlined in Chapter 2 above.  

 

Ageing is defined as “a progressive loss of adaptability of an individual organism as time 

passes. This is manifested in a rise with age in the risk of death. The prevalence rate of 

chronic disease and disability also rise continuously and broadly exponentially with age” 

(Evans 1997).  The bio-medical model of ageing and health views human ageing as a process 

of “physiological and biological change determined by an in-built biological process 

programmed by our genetic make-up that governs significant bodily changes from early 

development to maturity through to the decline and loss of functions in later life.” (Taylor and 

Field 2003).  In this model, old age is seen as a form of disease or a complex of conditions 

that are treatable. The social model of ageing stresses the importance of social factors in 

shaping people’s experiences of growing older, stressing socio-economic conditions and 

cultural values throughout the lifecourse (Taylor and Field 2003).   In terms of models of 

ageing, these are identified as the product of “interactions of extrinsic factors in lifestyle and 

environment with intrinsic genetically determined factors” (Evans 1997).   In relation to 

ageing and disease, theories of ageing identify a pattern of a progressive, “roughly 

synchronous decline in function of many different organs but where the rate of decline in 
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function may be influenced by chance and / or heredity and / or lifestyle” (Kirkwood 1997). 

Kirkwood (1997) goes on to state that “longitudinal studies of human ageing reveal 

increasing heterogeneity in many physiological functions coupled with an overall average 

decline consistent with this picture” (Kirkwood 1997). 

 

3.2 Ageing and the lifecourse 

 

In relation to ageing and a lifecourse perspective, Bury (2000) identifies two inter-related but 

analytically separate aspects of ageing over time namely: (i) biographical time referring to the 

experiences and events over a person’s lifetime (marriage, bereavement, retirement) with age-

related structures set by government / institutions such as retirement age having a direct 

influence on biography; and (ii) historical time which draw attention to cohort effect or the 

experience of a particular generation who grow up and age in specific historical contexts.  The 

concept of lifecourse in ageing emphasises “variations and continuities in social status and 

position which people experience as they mature” (Hockey and James 1993).   

 

In the literature, approaches to age and ageing over the lifecourse, divide between an 

optimistic and a pessimistic perspective. The optimistic perspective is conceptualised in the 

“theory of the third age” (Laslett 1989) and the notion that longer years are associated with a 

compression of morbidity into a relatively short period at the end of life (Fries 1980, 1989; 

Victor 1991 in relation to the UK; Manton, Stallard et al (1995) in relation to the USA, 

Doblhammer and Kytir (2001) in relation to Austria).  Cultural change combined with 

advances in bio-medical research and treatment extend the biological parameters of the 

human lifespan allowing for a healthy and active old age. As such, the optimistic perspective 

views the demographic trends towards an ageing population and health promotion as a basis 

for a different view of the lifecourse (Bury 2000) where a pattern of discontinuity prevails.   

 

The pessimistic perspective adopts the view is that there is no evidence that illness is 

becoming less common in older age groups nor that it is being compressed into a shorter 

period at the end of life – the “fourth age”. Early biological and social disadvantage create a 

strongly deterministic pattern or a strong element of continuity between the generations 

whereby socio-economic inequalities in health continue and are exacerbated in old age.  The 

latter concerns effects of factors associated with social class and material deprivation on the 

lifecourse, and on dependency creating structures in old age (Walker 1981, 1987, 1993; 

Townsend 1981). In particular, occupational pensions, housing and income in old age reflect 

one’s social position at earlier stages of the lifecourse. There is an accumulated disadvantage 

for women arising from the traditional male pattern of work as the basis for occupational 
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pensions and other benefits in old age. Bury (2000) argues that optimistic and pessimistic 

perspectives have tended to operate with little reference to each other. He goes on to argue in 

favour of “a more integrated perspective requiring a closer and more realistic appreciation 

of problem-oriented research by the optimists and a greater recognition of social 

discontinuity and change amongst the pessimists” (Bury 2000:) . 

 

3.3 Social determinants of health and health inequalities 

 

The determinants of health comprise : (1) fixed factors including age, gender, genetic make-

up, (2) behaviour and lifestyle choices and (3) social, economic and cultural factors 

(summarised in Wilkinson and Marmot (eds), WHO, Social Determinants of Health, The 

Solid Facts 2003).  Social and cultural factors influencing health include: experience of 

unemployment, quality of accommodation, level of education, social and community 

networks and support, built environment and work environment and access to health care 

services. 

 

There is a large body of literature on health inequalities. The Black Report (1980), UK was 

one of the early studies offering explanations for inequalities in health and recommending 

action to deal with such inequalities.  Explanations for health inequalities identified four main 

factors: (i) the artefact explanation; (ii) the social selection explanation – i.e. that it is poor 

health that assigns people to lower class groups rather than vice-versa; (iii) behavioural / 

cultural explanations linked to choices regarding smoking, drinking and nutrition; and (iv) 

structural / material explanations (Black 1980).  Research subsequent to the Black Report 

indicates the following in relation to these explanations:  

 

In terms of the artefact explanation, there is more evidence that the magnitude of health 

inequalities is probably under-estimated, in that statistics tend to under-report the extent of 

health inequalities rather than the opposite (Barry and Yuill 2008). In relation to social 

selection, there is more evidence that unfavourable social circumstances throughout life lead 

to adverse health outcomes rather than poor health leading to less favourable social positions 

(Davey Smith 2003). The causal pathways tend to be from low socio-economic status to poor 

health rather than poor health causing low socio-economic status but the relationship is not 

completed fixed in that direction – i.e. there is some elements of social selection (Adda, 

Chandola et al 2002; Breeze, Fletcher et al 2001; Adams 2002; Mackenbach 2006). For 

instance, Adams (2002) analysed direct causal links from socio-economic status to health and 

vice-versa using a panel study of elderly Americans, and concluded that while socio-

economic status is strongly associated with poor health this association is usually weaker 
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when controlling for previous health problems.  Socio-economic status seems to have stronger 

links to mental health and chronic illness rather than with acute and sudden onset health 

conditions. These results are linked to the effects of differential coverage of Medicare in the 

US (which typically does not cover mental health conditions). Using the same methodology 

with panel data in the UK and Sweden (states with universal health coverage including 

treatments for mental health conditions), a similar pattern of a direct causal effect between 

socio-economic status and some mental health and degenerative conditions were found 

(Adda, Chandola et al 2002). This suggests that differential access to medical care coverage 

may not be the main reason for such causal effects of socio-economic status on health. Rather, 

the results could indicate a causal effect of socio-economic status on certain health conditions 

(such as stroke) particularly through its effects on chronic diseases such as hypertension 

earlier on in life (Adda, Chandola et al 2002).  

 

In relation to health behaviours, lifestyle choices may only account for some of the social 

class differences in health (Barry and Yuill 2008). Generally, the origins of health inequalities 

cannot be reduced in a simple way to the adoption of unhealthy lifestyles by individuals in 

lower socio-economic classes (Davey-Smith 2003). This is considered to account for only a 

small proportion of the variation in health inequalities by social status (Barry and Yuill 2008). 

The key explanation of differences is rooted in structural / material explanations, linked to the 

unequal distribution of resources such as access to education, income, housing (Lynch, 

Davey-Smith et al 2000) and some arguing the clustering of advantaged and disadvantage 

across the lifecourse (Davey-Smith 2003; Davey-Smith, Hart et al 1997; Breeze, Fletcher et 

al 2001).  Breeze, Fletcher et al (2001) based on a 29 year follow up of the Whitehall study 

(Whitehall II) across all employment grades of male civil servants concluded that socio-

economic differentials in mortality persist into old age. Huisman, Kunst et al (2004) in a 

study of socio-economic inequalities (using indicators of educational attainment and housing 

tenure) in mortality among elderly people in eleven European countries concluded that socio-

economic inequalities amongst men and women persist in each country, sometimes of a 

similar magnitude as those among the middle aged. High excess mortality amongst the elderly 

population of lower socio-economic status is considered to constitute an important public 

health problem (Huisman, Kunst et al 2004).   Findings of the Whitehall II study (Breeze, 

Fletcher et al 2001) also provide evidence of long-term socio-economic effects on morbidity. 

The further differentiation in (health) outcomes by socio-economic status in retirement 

suggests the continuing accumulation of disadvantage in old age (Breeze, Fletcher et al 2001). 

However, some studies have found some evidence of a decrease in social class differences in 

health in old age in some countries (Huisman, Kunst et al 2004; Knesebeck, Lueschen et al 

2003).  Sacker, Clarke et al (2005) using British household panel survey data found that 
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health inequalities are in evidence later in life (in middle age) and widen approaching 

retirement. As such, there is evidence of variation in age-related decline by social position. 

 

While there is not agreement on the causal pathways of health inequalities, there is no doubt 

about the existence of such inequalities (Graham 2000(a) and 2000(b); Braveman 2003; 

Kelly, Morgan et al 2007). Main theories proposed to explain causal relationships are as 

follows: 

• The psychosocial perspective (Wilkinson 1996, 2005). It is argued that increased 

inequality in society and worsening relative poverty affects social cohesion / social 

capital, leads to stress, depression, insecurity, affecting the biological pathways and 

producing ill-health as well as other problems in society such as violence, anti-social 

behaviour, drugs misuse.  Wilkinson (1995, 2005) argues that the gradient in health 

goes with gradients in other social ills such as teen pregnancy, homicide, crime, 

hostility, racism etc. since they are the outcome of the same set of factors centred on 

social (income) inequality in advanced societies.   

• Inequalities in society and social hierarchies result in lower level of control for people 

in lower socio-economic classes (Marmot 2004). This includes low level of control in 

the work place (Marmot, Shipley et al 2001) and also less control of important 

aspects of people’s lives such as less choice over place of residence, leading to stress 

and ill-health effects (Brunner and Marmot 1999; Marmot 2004). Specifically, it is 

argued that social isolation, lack of social support and control may produce consistent 

low levels of psychological stress affecting biological responses and the likelihood of 

developing and dying from chronic disease. Health effects associated with 

maladaptive biological responses to low-level stress included ischaemic heart disease 

and stroke, depression, diabetes and high blood pressure (Brunner and Marmot 1999).  

• Neo-material perspective which emphasises the unequal distribution of resources 

such as housing, income and access to education per se (Lynch, Davey-Smith et al 

2000) or the structural causes of inequality. The effects of income inequality on 

health reflects a combination of negative exposures and lack of resources held by 

individuals, and a systematic under-investment across a range of human, physical, 

health and social infrastructural dimensions (Lynch, Davey-Smith et al 2000). They 

argue that the structural causes of health inequalities are not sufficiently recognised in 

the psychosocial explanation; close tight-knit communities are not inherently good; 

social cohesion at community level does not take account of how the wider structures 

(government institutions and economic actors) influence conditions that affect 
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cohesion (positively or negatively) and sufficient attention is not given to the political 

context (i.e. in the psychosocial explanation, the onus is on community).  

 

A problem with the psychosocial  and social hierarchies / social control hypothesis is that is it 

very difficult to prove the causal connections.  Braveman (2007: 1364), however, would argue 

that “we have accumulating knowledge – also biologically plausible – about health damages 

that appear mediated by psychological stress (operating, for example, through 

neuroendocrine and / or immune mechanisms)”.  A recent study by Adamson, Ebrahim et al 

(2006) to examine the psychosocial versus material hypothesis to explain observed inequality 

in disability among older adults from the West of Scotland Twenty-07 study concluded that 

their results provide evidence to support the material explanation.  In this study, socio-

economic position was measured in three ways: perceptions of their own financial position 

(perceived financial hardship) over four decades of their adult life compared with other 

people in Britain; data on possession of several indicators of material wealth over four 

decades of adult life; and standard occupational classification based on longest held 

occupation. Perceived financial hardship is the “psychosocial” measure.  Perceived financial 

hardship (psychosocial) and material conditions in earlier life were found to be associated 

with reported disability. After adjusting for sex, morbidity, standard occupational class and 

lifestyle factors, there was stronger evidence for the material conditions as a predictor of 

disability (Adamson, Ebrahim et al 2006). 

 

3.4 Health and place 

 

The link between income inequality (i.e. using income as a measure of social class) and health 

status is more in evidence at larger spatial levels of aggregation (nations) while it is mixed as 

the focus moves from large to smaller spatial levels (neighbourhoods) where some studies 

found no association (see Wilkinson and Pickett (2006) for review of the evidence). There are 

various explanations as to why this is the case including:  

i. more homogeneous populations at local area level in that inequality in small areas is 

affected by the degree of residential segregation of rich and poor (Voelker and Flap 

2005). The health of people in deprived neighbourhoods is poorer not because of the 

inequality within their neighbourhoods but because they are deprived in relation to 

the wider society;  

ii. use of inappropriate variables as confounders – for instance, using as control 

variables factors which are the “markers” of social class differentiation. They argue, 

for instance, if ethnicity is related to health because it is a proxy for a classification by 

class, then “perhaps we should not control for it”. This is based on an understanding 
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of the social meaning of ethnicity (or the social meaning of being “black” in the 

USA). Controlling for factors closely related to class, to falsify the inequality 

hypothesis, is regarded as incorrect. 

 

Hou and Myles (2005) argue that there is a number of good reasons to expect that the effects 

of inequality on health are less likely to appear at neighbourhood level. However, they  

disagree with the contention of neighbourhood homogeneity offered by Wilkinson and Pickett 

(2006) arguing that “the assumption of neighbourhood homogeneity is not one of them” and 

“some other mechanisms must be at work”.  Generally, they argue that the nature of the data 

available precludes the possibility of making strong claims about causality highlighting the 

following problems: (i) influences between income and health run in both direction and cross-

sectional design does not offer a solution in terms of capturing the dynamic relationships 

involved; (ii) selection bias is a possibility in that people may make choices about cities and 

neighbourhoods based on health conditions; (iii) one cannot preclude the possibility that 

individual level differences such as income are not themselves an effect of neighbourhood 

context; and (iv) health outcomes may be the product of earlier contexts.  

 

Neighbourhood-based studies draw on earlier work in other fields (e.g. social deprivation) 

particularly of Wilson (1987) in his explanation of cycles of deprivation and the ghetto 

underclass debate in US cities and appropriate public policy responses to it. It is argued that 

contextual conditions or concentrations of affluence or poverty at the neighbourhood level 

affect health outcomes for residents (Wilson 1987; Hou and Myles 2005). Wilson (1987) 

argued that poorer people benefit from sharing neighbourhoods with more affluent individuals 

linked to positive externalities arising from: (i) richer institutional resources and better 

services in more affluent areas and (ii) social learning effects. This contention is contested 

with, for instance, Deaton (2003) and Wheaton and Clarke (2003) arguing the opposite – i.e. 

that the less affluent experience greater levels of stress, anxiety and relative deprivation as 

well as sharper competition for scarce institutional resources (grades in school, access to 

health care facilities) when faced with competition from better educated and more affluent 

neighbours (cited in Hou and Myles (2005)).    

 

Hou and Myles (2005) working with the Wilson (1987) hypothesis found that people in 

higher income neighbourhoods have significantly better self-perceived health net of their own 

individual income levels. They concluded that there appears to be “a health advantage (for 

poorer people) associated with living in the most affluent neighbourhoods”.  There is a 

growing body of evidence of Wilson’s (1987) thesis that neighbourhood affluence exerts an 

independent effect on health net of individual level socio-economic resources (Brooks-Gunn, 
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Duncan et al, 1997; Wagstaff and van Doorslaer, 2000, Wen, Browning et al 2003).  While 

Wen, Browing et al (2003) found that neighbourhood affluence exerts a significant positive 

effect on health (after controlling for individual level socio-economic, demographic and 

health-related background factors), it should be noted that “individual-level income has a 

considerably greater effect on individual self-rated health than neighbourhood affluence”.   

 

Focusing on neighbourhood poverty, research on residential poverty and health outcomes has 

not reached consensus (Wen, Browning et al 2003).  There is evidence that residence in a 

poor neighbourhood has negative effects on a range of health outcomes (Humphreys and 

Carr-Hill 1991; Jones and Duncan 1995) including all-cause mortality (Haan, Kaplan et al 

1987) and self-rated health and medical conditions (Lou and Wen 2002). Neighbourhood-

level psychosocial stressors (crime, nuisance for neighbours, drugs mis-use) are associated 

with self-rated health with higher levels of such stressors associated with fair or poor health 

after adjustment for individual level factors (Agyemang, Hooijdonk et al 2007). Indicators of 

perceived neighbourhood environment (facilities, services, problems, neighbourliness) were 

found to have a strong independent association with better self-rated health and physical 

functioning in a UK-based study of older people (Bowling, Barber et al 2006; Bowling and 

Stafford 2007). Other studies have found no contextual effects of poverty on health-related 

behaviours, psychiatric morbidity and adverse fertility events following adjustment for 

individual compositional effects (Reijneveld and Schene 1998; Sloggett and Joshi 1994) cited 

in Wen, Browning et al (2003)  and Browning and Cagney (2002).  Inconsistency in the 

findings may be associated with the heterogeneity of the study design and the statistical 

methods used in the analysis (Wilson and Pickett 2006, Wen, Browning et al 2003). The 

evidence suggests that the health effects of living in a poor neighbourhood might offer a more 

differentiated pattern than previously envisaged.  

 

In terms of specific aspects of neighbourhood structure and resources explored by Wen, 

Browing et al (2003), aggregated educational attainment as a factor of economic structure 

(measured in terms of the percentage of college graduates resident in the neighbourhood) was 

a significant factor influencing individual health. Social resources at the neighbourhood level 

(measured using indicators including the density of the local social network, reciprocated 

exchange and collective efficacy – which are typically used as social capital indicators) 

proved to be more powerful determinants of individual self-rated health than the availability 

of health-enhancing services in the neighbourhood (e.g. family health services, mentoring or 

counselling services, mental health centre, alcohol or drug treatment programmes etc.). The 

prevalence of social resources mediate the impact of neighbourhood affluence indicating that 

“neighbourhood economic context might work through social resources to influence health 
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status”. Physical environment of neighbourhood (explored with reference to problems litter, 

vacant houses to develop an indicator of physical disorder) also mediates the effects of 

affluence on self-rated health but to a lesser extent than social resources. In this study, the 

association between income inequality at neighbourhood level and health was not statistically 

significant with the researcher concluding that “neighbourhood may not be an appropriate 

unit of analysis to test and explain the structural effects of income inequality on individual 

health” (Wen, Browning et al 2003: ). 

 

Research on “the mechanisms through which neighbourhood economic conditions” or 

structural factors at small area level “influence individual health remain in its infancy” (Wen, 

Browning et al 2003). From the review of the evidence above, a general conclusion is that 

there is a growing body of evidence on the factors to be included in the models to explore the 

relative importance of contextual conditions of neighbourhood to individual health outcomes. 

These include measures of structural characteristics at neighbourhood level, elements of 

social capital / social resources, physical environment of neighbourhood, health and other 

neighbourhood services. More research is required in order to build up an understanding of 

how the models should be specified – what are the factors explaining variation and what are 

the pathways (mediating features of neighbourhood) affecting health outcomes of individuals.  

In relation to inequality, a key question is at what scale of territory can one expect to detect 

the impact of social (income) inequality on individual health. This is linked to the question as 

to whether class identity is defined by position in relation to the wider society (Bourdieu 

1984) or whether people, in fact, tend to compare themselves to near equals (Runciman 

1966). Those working with the latter view, in certain conditions, would consider 

neighbourhoods as an appropriate scale of study to capture effects of such social comparison 

or inequality. 

 

3.5 Social capital 

 

Social capital, as a resource is for individuals and a property of communities, is one of the 

factors considered to influence health (Pevalin and Rose 2003; Kawachi, Kennedy et al. 1997, 

1999). In the literature, the concept of social capital was first developed as a property of 

individuals inherent in their social relationships with an emphasis on benefits accruing to 

individuals by virtue of membership of social networks (Bourdieu 1986; Coleman 1988).  

Putnan’s contribution to the definition of social capital (Putnam, Leondardi et al 1993; 

Putnam 2000) was to view it as a “structural property of large aggregates” (Portes 1998) - a 

property of the collective or territorial communities, and introducing a civic perspective. 

Social capital refers to: “features of social organization, such as networks, norms and trust 
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that can improve the efficiency of society by facilitating coordinated action  (Putnam, 

Leonardi et al, 1993: 167); or “features of social organization, ….. that can facilitate action 

and cooperation for mutual benefit” (Putnam 1995: 67) or “connections among individuals – 

social networks and the norms of reciprocity and trustworthiness that arise from them. In that 

sense, ‘social capital’ is closely related to what some have called ‘civic virtue’” (Putnam 

2000: 19).   

 

Definitions  of social capital entail three elements (Newton 1997): (i) norms, values, attitudes 

centred on trust (trust in familiars, trust in people in general, trust in institutions) and 

generalised reciprocity embodied in the notion that good deeds are reciprocated, not 

necessarily by the person who receives the favour but by generalised others; (ii) social 

networks including personal and organisational networks and ranging from informal networks 

of social relations to formal networks of institutionalised relations centred on voluntary 

associations (Coleman 1988; Putnam, Leonardi et al 1993) and (iii) consequences of social 

capital (its function or what it does). Networks are central to the concept (Granovetter 1985; 

Bourdieu 1986; Coleman 1988; Putnam, Leonardi et al 1993; Portes 1998).  Values 

particularly centred on trust and reciprocity are emphasised in some definitions (Coleman 

1988; Putnam, Leonardi et al 1993) and are widely applied in studies in various fields such as 

economics (Whiteley 2000) and health (Kawachi, Kennedy et al 1997, 1999; Balanda and 

Wilde 2003) as a proxy for social capital. 

 

There is some consensus that there are three dimensions of social capital (NESF 2003, 

Woolcock 1998, OECD 2001, Aldridge and Halpern 2002, Groves, Middleton et al 2003) as 

follows: (i) Bonding social capital refers to the ‘strong’ socially homogeneous ties of family, 

neighbours and close friends. At individual level, these are the most important ties of 

everyday life providing social and emotional support for getting by in life. In small territorial 

communities (neighbourhoods), bonding is associated with shared identities and a strong 

sense of place and tends to be important to the quality of everyday life (i.e. social support in 

times of need); (ii) bridging social capital refers to the socially heterogeneous or ‘weak’ ties 

connecting people into horizontal associations. At individual level, these are the wider 

networks of acquaintances. These ties cut across social groups and can be effective in 

bringing access to wider resources and upward mobility. In territorial communities, bridging 

social capital is associated with the presence and activity level of voluntary horizontal 

associations and their role in building up relationships of trust (Putnam, Leonardi et al 1993); 

(iii) linking social capital refers to links between people and groups in vertical ties or power 

relationships. In territorial communities, this generally refers to links beyond the community 

into formal organisations at higher levels in the power hierarchy providing access to external 
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resources including economic / financial capital, information and access to decision-making.  

This is the type of social capital associated with a community’s capacity to influence 

decisions taken (for instance, by state agencies) that affect them.  

 

There is much consistency in international research in identifying the socio-economic 

characteristics of people associated with higher levels of social capital.  The key socio-

economic predictors include: level of educational attainment (higher levels), age (middle and 

older age groups), social class position (middle class), economic status (being in 

employment), marital status (being married), home tenure (home ownership) and residential 

mobility (low mobility) (Hall 1999; Putnam 2000; Balanda and Wilde 2003; Healy 2004). In 

relation to age, Hall (1999) provides evidence that social capital is less developed amongst the 

young (aged 30 and under) in terms of participation in formal associations, political 

engagement and social trust.  Generally, Hall (1999) found that social capital is concentrated 

amongst people in middle age in Britain while Putnam found concentrations amongst the 

older age groups in the USA (Putnam 2000).  However, as people enter old age, they tend to 

withdraw from participation in associations (Putnam 2000; Groves, Middleton et al 2003).   

 

 At local territorial level (i.e. neighbourhood), planning and design factors affect levels of 

social capital with the presence of economic (shops, work), social and leisure facilities in the 

neighbourhood setting providing opportunities for the informal contact and sociability. These 

are favourable conditions for and are associated with a developed social capital (Jacobs 1961, 

Henning and Lieberg 1996, Temkin and Rohe 1998). Decentralised government structures 

offering opportunities for community and citizen input to decision-making (Maloney, Smith  

et al 2000, Docherty, Goodlad et al 2001) are institutional factors conductive to mobilising 

social capital in territorial communities and their capacity to influence public policy decisions 

that affect them – i.e. the notion of linking social capital.   

 

Strong inequalities in society are not conducive to building social capital (OECD 2001; 

Aldridge and Halpern, 2002; Kawachi, Kennedy et al 1997, 1999; Wilkinson 1995, 2005).  

Acute forms of social exclusion “appear to go hand in hand with lower levels of trust and 

civic engagement – especially of the bridging type” (OECD 2001: 56).   Countries and regions 

with high levels of trust and civic engagement tend to be more equal in terms of income 

(OECD 2001; Knack 1999).  The decline in social capital in the USA is linked to growing 

inequalities of income (Putnam 2000: 360).  It is argued that inequality negatively affects 

social capital by increasing the social distance between people and groups in society  

(Wilkinson 1996) and reducing the likelihood of shared social associations being formed 

(Aldridge and Halpern 2002).  However, the direction of causality is not clear and causality 
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may be working in both directions (OECD 2001) – i.e. countries / regions with high levels of 

social capital tend to be more equal because of the prior existence of high levels of social 

capital, or inequality and lower civic engagement may reinforce one another (Putnam 2000).   

 

There is a growing body of work which finds evidence that levels of social capital in society 

affect health (and other) outcomes. Outcomes are better where the social capital in high and 

worse where social capital is low (Putnam 2000; Putnam, Leonardi et al 1993) with health 

outcomes (self-rated health) at state level found to be better where social capital is high (Kim 

and Kawachi 2007) and social capital positively related to health capital (Bolin, Lindgren et 

al 2003).  

 

Certain dimensions of social capital such as social contact and participation in social and 

community life are associated with better health outcomes for individuals. People with more 

active participation in voluntary association and regular contact in social networks have lower 

incidence of common mental illnesses (Pevalin and Rose 2003). Correlations have been found 

between poor social networks and mortality from various causes of death (Seeman 2000; 

Berkman and Glass 2000). People who are socially isolated from others have between two 

and five times the risk of dying from all causes of death compared with those who maintain 

strong ties and family, friends and the community (Berkman and Glass 2000).    

 

Higher levels of institutional trust (Veenstra 2005),  trust in the health care system (Mohseni 

and Lindstrom 2007), frequency of socialisation with workmates and attendance at religious 

services (Veenstra 2000), neighbourliness in place of residence (Bowling, Baber et al 2006),  

reciprocity and more developed and active social networks were factors found to be positively 

associated with better health status of individuals (Subramanian, Kawachi et al 2001). 

Community bonding (trust in members of one’s own race, generalised social trust) and 

community bridging (trust across the racial divide) social capital were found to have modest 

protective effects on health (Kim, Subramanian et al 2006). Neighbourhoods with low levels 

of linking social capital (voting in national elections) were found to have significantly higher 

risk of poor health than people living in neighbourhoods of high linking social capital, after 

adjustment for individual characteristics (Sundquist and Yang 2007).  

 

Using SHARE data for respondents aged fifty and over in eleven European countries (2004), 

Sirven and Debrand (2008) found that social participation contributes to better health status 

amongst older people in all countries in the sample. Their results estimated the potential effect 

of social participation on health in terms of raising the current share of respondents in good / 

very good health from 56.7% to 62.8% on average. They also concluded that “improved rates 
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of social participation could contribute to reduce health inequality within each country and 

on the whole sample. As a consequence, ‘healthy ageing’ policies based on social 

participation promotion may be beneficial for the aged population in Europe” (Sivern and 

Debrand 2008: 12).   

 

Recent research in Ireland in rural communities found that variables associated with social 

networks and social support were less strongly predictive of self-rated health and quality of 

life when economic measures were taken into account (Tay, Kelleher et al 2004). Social 

relationships have potentially health promoting and health damaging effects.  Positive mental 

and physical health effects are associated with social interactions among older adults 

including better recovery after disease onset.  Critical and / overly demanding social ties, 

however, have been correlated with increased stress and risk of depression among the elderly 

(Seeman 2000).  

 

Some of the literature specifically explores the relationship between socio-economic factors 

and inequalities (income, education, contextual effects of neighbourhoods) as intervening 

variables in the relationship between social capital and health outcomes (e.g. mortality rates, 

self-reported health status). The objective is to explore how structural factors intervene to 

influence the relationship between social capital and health outcomes. For instance Kawachi, 

Kennedy et al (1997) in a study based on data from 39 states found that income inequality 

leads to increased mortality via disinvestment in social capital.  In this study measures of 

social capital are based on trust and social cohesion.  Other studies, however, have not found 

a similar pattern. For instance, Kennelly, O’Shea et al (2003) in a study of 19 OECD 

countries found very little statistically significant evidence that standard indicators of social 

capital (social trust and involvement in voluntary associations) have a positive effect on 

population health. Mohan, Twigg et al (2005) in a small area analysis of England on the links 

between social capital, geography and health found little support at small area level (electoral 

wards) for the proposition that area measures of social capital exert a beneficial effect on 

health outcomes. In a large scale study in Britain, although low levels of social capital 

(measured based on indicators of social participation, contact with friends, attachment to 

neighbourhood, perceptions of crime) were found to be correlated with poorer health 

(including mental health), social capital does not moderate the negative impact of structural 

socio-economic factors including age, gender, social class on health (Pevalin and Rose 2003).  

 

The indications are that the relationship between social capital and health is complex with the 

evidence suggesting that the impact of social capital on health is indirect. In retrospect, social 

capital works through factors such as material inequalities, differential access to resources by 
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specific groups and neighbourhoods and socio-economic characteristics of people to impact 

on health outcomes (Shortt 2004). 

  

3.6 Health and other services 

 

Focusing specifically on health as a sectoral policy, access to health services can contribute to 

reductions in inequity in health (Mackenbach 2006), particularly when primary care services 

are explicitly considered (Starfield 2007a). Starfield, Shi et al (2005) in a review of the 

contribution of primary care to health systems and health argues that the evidence shows the 

primary care (in contrast to speciality care) is associated with a more equitable distribution of 

health in populations – a finding that holds in both cross national and within nation studies.  

Specifically, health is better in areas with more primary care physicians, with supply 

measured in terms of number of primary care physicians per 10,000 population.  Studies have 

found evidence that the supply of primary care physicians is associated with better health 

outcomes on several indicators including: lower rates of all cause mortality and specific 

causes, low birth weights and poor self-reported health after controlling for socio-economic 

measures, lifestyle factors and income inequality (Vogel and Ackerman 1998; Shi, Starfield et 

al 1999, 2002) cited in Starfield, Shi et al (2005).  People who receive care from primary care 

physicians are healthier based on differences in health outcomes between people with greater 

access to primary care services compared with those who do not have a primary care 

physician as their regular source of care. Certain characteristics of primary care are associated 

with better health – in particular, with people reporting better quality primary care and 

adequacy of delivery associated with better health outcomes (Starfield, Shi et al 2005).  

 

Recent research on health inequalities and General Practice in deprived areas in Ireland 

highlighted the general higher rates of demand for GP services in deprived areas as associated 

with higher illness rates. However, there are higher numbers and better resourced practices in 

wealthier areas (Crowley 2006).  Based on a survey of GPs, difficulties identified in providing 

quality care in deprived areas included lack of access to hospital and community services for 

patients (59%), social and psychological problems in patients (54%) and lack of time to 

delivery care (44%). Obstacle facing patients in accessing services were identified by GPs as 

lack of GMS card for poor patients accessing GPs (84%), self-exclusion by patients (49%) 

long waiting lists for community services (94%), lack of community services (59%), long 

waiting time for hospital services (59%), two-tier access to hospitals (52%) and bureaucracy 

in hospital services (46%). Recent studies report heavier use of health services by age (Layte 

undated; Layte, Nolan et al 2005) and socio-economic status (Layte, Nolan et al 2007; 

(O’Reilly, Thompson et al 2006).). 
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Not only health but other aspects of  neighbourhood environment and neighbourhood services 

are important to health.  A recent study from data in Scotland and England found that fair to 

very bad self-rated health was significantly associated with certain neighbourhood attributes 

including: poor physical quality residential environment, low political engagement (also an 

indicator of social capital), high unemployment (deprivation), lower access to private 

transport and lower transport wealth (Cummins Stafford et al 2007).  Tay, Kelleher et al 

(2007) in a study of rural communities in Ireland found that concern about access to public 

services was significantly predictive of self-rated health rather than access to health care 

(hospital and GP services).  

 

3.7 Health status of older people in Ireland: Findings from empirical research 
 

In terms of health status of older people in Ireland, analysis of data from SLÁN dataset 

(Survey of Lifestyle, Attitude and Nutrition)3 indicates that the large majority of older people 

(55 years and older) rate their health as excellent, very good or good (72%).  There is a 

general decrease in self-rated health as people age – i.e. the older people get, the less likely 

they are to rate their health as excellent or very good - until they reach the age of 85 years and 

over.  Consistent with findings of other research, older people tend to assess their health as 

similar to or better with increasing age in the older cohorts despite an increase in chronic 

diseases and a decline in functional performance (Shiely and Kelleher 2004).  An earlier study 

related to health and social services’ utilisation by older people  - the HeSSOP study – found 

low levels of functional disability amongst older people (65 years and over) with 77 per cent 

of respondents stating that they were self-sufficient in carrying out activities of daily living 

(Garavan, Winder et al 2001).  The same study reported that the older age group (aged 80 

years and over) has higher levels of difficulty in carrying out tasks associated with daily 

living – for instance, 31 per cent of men and 36 per cent of women aged 80 years and over 

reported no functional disability compared with 78 per cent of both men and women aged 65-

69 years.  Fifteen per cent of the older cohort reported borderline or clinical level score for 

depression or anxiety.  In retrospect, extreme disruption to life due to chronic illness was 

found to be strongly associated with depression and anxiety (Garavan, Winder et al 2001).   

 

Focusing on the links between socio-economic and health status, consistent with findings of 

international research (Wilkinson 1996, 2005; Marmot 2005), a relationship between health 
                                                
3 Survey of Lifestyle, Attitude and Nutrition commissioned by the Health Promotion Unit of the 
Department of Health and Children.  The survey was conducted in 1998 based on a sample size of 
6,539 of the adult Irish population, and again in 2002, with a sample size of 5,992. Further analysis of 
the dataset for the population aged 55 years and older (1,634 in 1998 and 1,754 in 2002) was conducted 
by UCD (Department of Public Health Medicine and Epidemiology) on behalf of the National Council 
on Ageing and Older People (NCAOP).  
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status and social class is in evidence amongst older people in Ireland. Those in the higher 

social classes (SC 1 and 2) are more likely than those in intermediate positions (SC 3 and 4) 

and, in turn, in the lower social classes (SC 5 and 6) to rate their health as excellent or very 

good (Shiely and Kelleher 2004).  The SLÁN findings also indicate that those in social 

classes 1 and 2 are significantly more likely to rate their quality of life as very good. Those 

with a medical card (available to all older people 70 years and over since July 2001, but 

formerly means-tested) are significantly more likely to rate their health as fair or poor and 

more likely to experience either moderate or extreme pain / discomfort (Shiely and Kelleher 

2004).   Similarly the earlier HeSSOP study found that older people experiencing either basic 

deprivation (i.e. lack of food or clothing) or secondary deprivation (i.e. lifestyle items and 

consumption indicators) are at an increased risk of chronic illness (Garavan Winder et al 

2001). Women were found to be at a greater material disadvantage compared with men 

(Garavan Winder et al 2001; Shiely and Kelleher 2004).   

 

Focusing on social capital and older people, a recent study on loneliness and social isolation 

found that the significant minority of older Irish people that have minimal social contacts and 

a limited social network tend to be less well-educated and have lower socio-economic status 

and poorer health status (Treacy,  Butler et al 2005). 

 

Older people are associated with a burden on health and social services (NCAOP 2005; NESF 

2003).  As outlined above in Chapter 2, a particular concern with demographic trends 

towards an ageing population relates to the pressure on health care (and social protection) 

expenditures (EC 2007). Older people are greater consumers of health services and the 

general expectation is that this will increase with greater longevity. In terms of health 

services’ utilisation, there is evidence that older people are relatively heavy users of certain 

types of health services including General Practitioners (for instance, the HeSSOP reported 

that 72 per cent had visited their GPs within the last twelve months, and an average of 5.3 

visits); hospital out-patients (24 per centre had appointments in the last twelve months); 

inpatient admissions (16 per cent) and accident and emergency (12 per cent) (Garavan, 

Winder et al 2001).  Generally, research on older people in Ireland has highlighted the pivotal 

role of GPs in preventive care of older people (Garavan, Winder et al 2001; O’Shea 2003). In 

relation to day services, some 5 per cent reporting using paramedical services such as 

physiotherapy and chiropody while with regard to home-based services, 15 per cent used the 

public health nurse and some 5 per cent home help; five per cent of all respondents were on 

hospital waiting lists (Garavan, Winder et al 2001).  As reported above in a recent study of 

GPs, the view of GPs is that community-based services are lacking and there are considerable 

difficulties of access (waiting lists, bureaucracy) to hospital-based services. Generally, levels 
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of satisfaction with health and social services used by older people are high (Garavan, Winder 

et al 2001).   

 

In terms of wider evidence on the health services utilisation and age, using longitudinal data 

from the European Community Household Panel from 15 EU member states including Ireland  

(AHEAD Project), a pattern of worsening health status and increasing health services 

utilisation as age increases was found. However, much of the variation in health status and 

health services utilisation attributed to age was removed when the model accounted for 

differences in socio-economic characteristics (and health status where applicable).  The 

findings concur with other research that “it is time to mortality rather than age per se that 

plays a large part in determining health care expenditures”. A further conclusion of this 

research was that “the age-health and age-utilisation relationships may also be affected by the 

particular cultural and institutional factors of the country in question such as the gate-

keeping role of GPs, the extent of eligibility of free care, etc.”   (Layte, Nolan et al 2005). 

 

3.8 Conclusions: Significance of the research 

 

The literature review focused on health inequalities and ageing.  An element of the research is 

to explore the relationship between social class and other socio-economic and demographic 

(gender) factors and health status to identify whether and the extent to which health 

inequalities are in evidence in an ageing population (in different age groupings into oldest 

old). The neighbourhood context of the study is significant in that this is a unit of increasing 

research interest and the focus of recent studies on health inequalities. The emphasis here is 

on exploring the extent to which structural and other characteristics of neighbourhood 

(services base and quality, social resources / social capital available at individual and 

community level in the local setting, physical environment) might impact on individual health 

outcomes. These factors of neighbourhood (i.e. neighbourhood effects) could mediate effects 

on health status of individuals or moderate (change the scale of the effect) the relationships. 

One set of issues concerns mapping the inter-relationships between the factors (the causal 

connections or links) as the various components in some cases work together – e.g. some 

characteristics of people associated with high levels of social capital are also associated with 

better health status etc.   The conceptual framework of the research, to be developed as a 

model is outlined below in Figure 1. 

 

 

Figure 1: Conceptual Framework: Working Model 
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3.9 Summary 

 

This chapter provided a review of the literature on key themes relevant to the study – in 

particular, ageing and the social determinants of health and health inequalities, health and 

place with a focus on the neighbourhood and the specific themes of social capital and health 

and other services utilisation.  The review of the literature on ageing defined it in biological 

terms but the focus in this study is on the social aspects of ageing. Approaches to ageing over 

the lifecourse divide between an optimistic and pessimistic perspective. The optimistic 

perspective is conceptualised in the “theory of the third age” focused on healthy and active 

ageing and the compression of morbidity into a short phase at the end of life. The pessimistic 

perspective adopts the view that there is no evidence that illness is becoming less common in 

old age and that early biological and social disadvantage creates a strongly deterministic 

pattern and cumulative disadvantage into old age. 

 

The determinants of health comprise (1) fixed factors including age, gender, genetic make-up, 

(2) behaviour and lifestyle choices and (3) social, economic and cultural factors (Wilkinson 

and Marmot (eds), 2003).   

 

The key explanation of differences in health status (health inequalities) is rooted in structural / 

material factors, linked to the unequal distribution of resources in society (Lynch, Smith et al 
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2000) and some arguing the clustering of advantaged and disadvantage across the lifecourse 

(Davey-Smith and Hart 2002; Breeze, Fletcher et al 2001).  

 

The relationships between social determinants and health outcomes are not completely 

understood in causal terms. Main theories proposed to explain causal relationships are as 

follows: 

• The psychosocial perspective (Wilkinson 1996, 2005). Increased inequality in society 

and worsening relative poverty affect social cohesion / social capital, lead to stress, 

depression, insecurity, affecting the biological pathways and producing ill-health.   

• Inequalities in society and social hierarchies result in lower level of control over 

various aspects of one’s life for people in lower socio-economic classes (Marmot 

2004).  

• Neo-material perspective which emphasises the unequal distribution of resources 

such as housing, income and access to education per se (Lynch, Davey-Smith et al 

2000) or the structural causes of inequality. 

 

Levels of social capital in society affect health outcomes, which are better where the 

social capital is high (Putnam 2000). The degree of income inequality in society and 

contextual conditions affect the social capital (Kawachi, Kennedy et al 1997, 1999; 

Wilkinson 1995, 2005). Certain aspects of social capital are associated with common 

mental illnesses (Pevalin and Rose 2003).  Correlations have been found between poor 

social networks and mortality from various causes of death (Seeman 2000; Berkman and 

Glass 2000).  

 

Recent studies have explored the link between health and place (Hou and Myles 2005; 

Wen, Browning et al 2003). Concentrations of affluence or poverty at neighbourhood 

level affect health outcomes for residents (Wilson 1987; Hou and Myles 2005). Poorer 

people benefit from sharing neighbourhoods with more affluent individuals linked to 

positive externalities arising from (i) richer institutional resources and better services in 

more affluent areas and (ii) social learning effects (Wilson 1987). This contention is 

contested however.   

 

Access to health services can contribute to reducing inequity in health (Mackenbach 

2006), particularly when primary care services are explicitly considered (Starfield 2007a). 

Starfield, Shi et al (2005) in a review of the contribution of primary care to health systems 

and health argues that the evidence shows the primary care (in contrast to speciality care) 
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is associated with a more equitable distribution of health in populations.  While there is 

higher demand for GP services in deprived areas in Ireland linked to higher illness rates, 

there are difficulties in providing quality care and barriers to access to services including 

long waiting lists for community services and hospital services and lack of community-

based services. Quality of professional care provided by GPs, however, is highly rated. 

 

Empirical research on older people in Ireland indicates that the large majority rate their 

health as excellent, very good or good, but there is a general decrease in self-rated health 

as people age. Consistent with findings of international research, there is a relationship 

between health status and social class with those in higher social class grouping rating 

their health better than those in intermediate and lower social class groupings (Shiely and 

Kelleher 2004). Older people experiencing either basic or secondary deprivation (lifestyle 

/ consumption indicators) are at increased risk of chronic illness (Garavan, Winder et al 

2001). Women are at a greater material disadvantage compared with men (Garavan, 

Winder et al 2001; Shiely and Kelleher 2003). Older people are relatively heavy users of 

certain types of health services (GPs, hospital outpatients, inpatients etc.) linked to 

worsening health status as age increases. People with lower socio-economic status are 

also relatively heavier users but this is linked to poorer health status (O’Reilly, Thompson 

et al 2006; Layte, Nolan et al 2007). However, international research indicates that much 

of the variation in health status and health services utilisation attributed to age is removed 

when differences in socio-economic characteristics are taken into account. It is time to 

mortality rather than age per se that plays a large part in determining health care 

expenditures (Layte, Nolan et al 2005).  
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4. METHODOLOGY 

 

This section details the methodology used in the development and execution of the research.  

It provides a description of (i) the research strategy and research design including details of 

the research methods and study sites for the primary research and (ii) implementation of the 

research strategy related to the social survey component of the social research which has been 

completed.  

 

4.1 Research strategy and research design: Overview 

 

The research strategy and design was informed in the first instance by the literature review 

and understanding of the policy context, the latter with a view to establishing policy relevance 

of the research. The literature review explored, inter alia, theories and findings of empirical 

work relating to factors associated with health inequalities in advanced societies.  It located 

this work in contextual conditions of urban neighbourhoods. A further strand in the literature 

relates to ageing populations and health. The review informed the location and significance of 

the research in the literature and policy relevance (EU and national) and the formulation of 

the research question(s) and objectives. Review of empirical research informed the detailed 

development of the research strategy and research design and also provided tested questions 

for the research instrument.    

  

4.1.1 Research strategy 

This research involves a quantitative research strategy. It involves both a social study 

component and clinical research, providing coverage of the study population by 

neighbourhood type (based on parish boundaries).  Focusing on the social study, this is 

centred on a social survey of older people in the parishes. The purpose of the quantitative 

strategy is to test existing theories in a local spatial context (neighbourhoods) of the 

association between socio-economic status and health status for an ageing population, and to 

identify the moderating and mediating factors in this relationship. The clinical research 

involves health screening of respondents surveyed (offered to all respondents) to establish 

objective measures of health status (i.e. clinical bio-markers of ageing).  

 
4.1.2 Research Design 
The research involves a cross-sectional design (snap-shot at a single point in time). Cross-

sectional design was considered most appropriate in that the research gives priority to (i) 

exploring causal connections between factors, (ii) developing understanding of factors 

influencing associations and consequences in different types of urban neighbourhoods at a 
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single point in time and (iii) producing findings that can be generalised to a broader 

population than those specifically forming part of the research.  The units of analysis, as such, 

are both the older people (individuals) and place. The “place” or study site of the research is 

Thomond Parish Cluster on the northside of Limerick City, the largest city in the mid-west 

region of Ireland. Thomond Parish Cluster comprises four parishes with different 

characteristics but broadly providing typologies of place with high (Our Lady of the Rosary), 

medium high (Christ the King), medium low and mixed (St. Munchin’s) and low (Corpus 

Christi) socio-economic status. Further details of the characteristics of the Cluster and its 

component parishes are provided in Chapter 5 below.  

  

4.1.3 Data Collection Methods 

Data collection methods are as follows: 

i. Consultations with stakeholders - involving statutory bodies including the HSE (with 

various services within Primary Continuing and Community Care including, Primary 

Care Task Force, Older Person’s Services, public health nursing),  Limerick City 

Council, GPs, local clergy and relevant voluntary bodies – as part of the scoping of 

the study, to facilitate access to the target group, and to collect background / 

contextual information on community and services and facilities in communities.  

ii. Social survey based on a highly structured questionnaire – described in detail below.   

iii. Clinical assessment of respondents participating in the social survey – i.e. health 

screening.  

iv. Analysis of secondary sources of data to prepare a demographic and socio-economic 

profile of the research sites, to locate them in their wider urban and national context 

and to map changes over time (CSO, Small Area Population Statistics from the 2006 

and earlier census periods).   

v. Local workshop(s) / meetings in the communities of the stakeholder group (including 

the target group of the research) to present the methodology, findings of the social 

survey (planned) providing, as well as information on needs of the older population, a 

source of validation of findings as they are emerging from the data analysis. 

 
 
4.2 Implementation of the strategy 
 
This sub-section describes the implementation of the quantitative strategy focused on the 

social survey component and analysis of the secondary data.  The findings and results of the 

clinical screening are reported separately. The aim is to integrate the social and clinical data 

set and report overall findings and links between biological and social aspects of ageing. 
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4.2.1 Research ethics 
 
Ethical approval for the research was granted by the Mid-Western Regional Hospital Ethics 

Committee on 1st May 2007. This covered both the social survey and clinical research 

components. Risk Management approval was obtained from UL (Buildings and Estates) on 

15th May 2007. 

 

4.2.2 Definition of the study site(s) and study population 

The identification of Thomond Parish Cluster as the site for the research emerged from an 

approach by representatives of the Cluster to the researchers at the University of Limerick to 

ask for assistance in undertaking an analysis of the needs of the older population of the 

parishes. This was with a view to improving facilities and services for that population in the 

northside parishes of the city. The project evolved into a collaborative study with the Cluster 

following meetings locally and with HSE. The emphasis was on partnership and co-

ownership. This led to the development of the concept for the research - with a broader scope 

and objectives than that originally envisaged by the parishes - in consultations between the 

researchers at the Health Systems Research Centre, Dept. of Sociology, a team of clinicians at 

the Mid-Western Regional Hospital Limerick and a stakeholder group centred on Thomond 

Parish Cluster.   

 

The social survey of residents is addressed to individuals aged 65 years and over living in the 

four parishes permanently living in the household – i.e. the unit of the survey is individuals 

rather than households. 

 

The clinical research component, led by a medical team at the Mid-Western Regional 

Hospital, involves health screening of respondents surveyed, undertaken at St. Camillus’ Day 

Hospital over two visits. St. Camillus’ is located in the study area.  

 

4.2.3 Sampling strategy 

The four parishes fall within the boundaries of 10 Electoral Districts (ED) in the City and 

County. In preparing the social survey component, the first task was to identify the boundaries 

of the parishes (i.e. specific streets / estates etc.) with reference to ED boundaries.  A second 

key task was to identify the size of the population aged 65 years and over in each of the 

parishes to inform the sampling strategy (sample size).  

 

It is understood that the appropriateness of the sample size needs to be considered with 

reference to two criteria: (i) the proportion taken in relation to the overall study population 
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and (ii) the likely extent of variation in the responses on key questions.  In relation to the 

former criterion, the smaller the population, the larger the sample size needs to be.  Thus, in 

the parishes with smaller numbers of older people – Christ the King and Corpus Christi -  the 

larger the sample in relation to the total population.  In relation to the second criterion, the 

greater the heterogeneity of the population, the more likely the spread or variation in 

responses, and the larger the sample will need to be. Since the population within each parish 

is relatively socially homogeneous (compared with the Cluster as a whole) in that each was 

selected to reflect different type of social area,  the variation in responses within each location 

is likely to be less varied than in the population of the Cluster as a whole.  Based on analysis 

of census data, understanding of limitation of that linked to mismatches in boundaries of 

statistical units of data analysis (Electoral Districts as the unit of analysis of Small Area 

Population Statistics in the census) and parish boundaries, and investigation of numbers of 

older people resident in the parishes from local sources, it was considered necessary to seek a 

census (total coverage of the older population) in the parishes with the small older population 

(i.e. Christ the King and Corpus Christi). Indeed, an outcome of these investigations was that 

the older population of Corpus Christi was much smaller than that suggested by the analysis 

of data in 2002 and the 2006 census. 

 

The overall sample size in terms of target number of respondents also took into consideration 

the number of cases required to have sufficient statistical power to model the data using 

multivariate data analysis techniques (numbers of cases per predictor) and to have sufficient 

number of cases with complete data sets for both the social survey component and clinical 

screening (integrated data set) taking into account that there is likely to be some drop-out of 

respondents between these different elements of study.  It is on the basis of these factors and 

resource issue, that an overall target of 450 respondents (i.e. valid questionnaires) from across 

the four parishes was identified. 

 

Implementation of the social survey is based on four independent samples / or census of the 

target population. Probability sampling was undertaken in the parishes of Our Lady of the 

Rosary and St. Munchin’s, and total coverage of the target population in the parishes of Christ 

the King and Corpus Christi.  The sample / population from each of the four parishes were 

broken down or stratified by population size of sub-areas (i.e. numbers of older residents in 

specific estates / streets). The sample or population sought from each of these sub-areas 

reflects the size of the target population resident there.   
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4.2.4 The sampling frame 

The construction of the sampling frame required considerable work to ensure that it was as 

complete as possible, in order to reduce the potential for sampling error from this source.  The 

most recent Electoral Registers (Limerick City and County, February 2007) were used in the 

first instance to identify numbers of households by street / estate. No lists of older people 

could be obtained from key public sources (e.g. social welfare pensions, free travel, medical 

card holders) because of Data Protection legislation. The sampling frame was constructed 

based on the Electoral Register as a “master list” with older people identified from various 

sources of local knowledge including lists available from parish records, and especially via 

key informants (older people resident in various parts of the parishes) who assisted the 

identification of individuals likely to be in the age group 65 years and over. Key informants 

were typically sourced from Pastoral Councils in the first instance and others then identified 

through a “snowball” approach (i.e. the first sets of key informants, in turn, identified others).  

The actual numbers identified in this way were checked with reference to estimates of the 

population 65 years and over by parish from the 2002 census (2006 census returns were not 

available at the time of construction of the sampling frame).   

 

Other options were considered including undertaking a census of all households in the study 

sites to identify all of those households with residents aged 65 years and over (Windle, 

Burholt et al 2006), but this was considered unfeasible on the basis of time and resource 

constraints.    

 

Table 1 provides details of the numbers identified for the sample from based on the approach 

adopted (as described above) with reference to the estimates of the older population by parish 

later established from an analysis of 2006 census data (they were not available at the time of 

the implementation of the survey).  With the exception of Corpus Christi, the sample size 

calculation is based on the number of returned valid questionnaires with reference to the 

number of people over 65 years identified from analysis of the 2006 census (used as the 

denominator). In the case of Corpus Christi, the denominator used is the researcher’s best 

estimate of the older population in the parish.4  

 

The method of estimating the population by reassigning population counts from the units of 

Electoral Districts to parishes (because boundaries of statistical units used in aggregation of 

census data at small area level and parish boundaries do not coincide) works on the basis of 

                                                
4 The method of estimating population size by parish and size of the older population from Census data 
proved to be problematic for Corpus Christi. The reasons for this are outlined below in describing the 
methodology for analysis of census data. 
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averages and does not work well where there are sharp contrasts within the territory. Because 

there are very sharp social contrasts in one of the EDs relating Corpus Christi – the large ED 

of Limerick North Rural in the suburbs - the effect is to considerably over-estimate the older 

population there.  In particular, that part of the Moyross estate (Corpus Christi parish) within 

Limerick North Rural was the most recently constructed (1980’s), is one of the most 

disadvantaged parts of Moyross with concentrations of young single parents and there are 

very few older people living there. 

 

Table 1: Sampling frame, total population 65+ and sample size (estimates) 
Parish Identified as 

potentially 65+ 
through local 
knowledge (sampling 
frame) 
No. 

Nos. 65 years and 
over based on 2006 
Census (estimates) 
No. 

Sample size based 
on number of valid 
questionnaires 
% 

Christ the King 329 288 51 
Holy Rosary 729 1160 19 
St. Munchin’s 836 1007 15 
Corpus Christi* 73 264 47 
*In this case, after extensive consultations and visiting households in the course of the fieldwork, it was estimated that 58 people 
on the estate are 65 years and over. 

 

4.2.5 Research instruments 

In the course of the literature review, conceptual frameworks, methodologies and 

questionnaires used in other relevant studies as well as previous primary research on social 

capital in communities in Limerick city (Humphreys 2005) provided useful inputs to the 

design of the research instrument. The review identified several studies of (i) ageing and 

health and (ii) other aspects of interest to the study such as social capital, and characteristics 

of neighbourhood and their relationship to health. These studies include SAGE (Study and 

Global Ageing and Adult Health, WHO); SHARE (Survey of Health Ageing and Retirement 

in Europe); CLESA (The Comparison of Longitudinal European Studies on Aging); ELSA 

(English Longitudinal Study on Ageing); Social capital and health using the British 

Household Panel Survey (Pevalin and Rose 2003); HANDLS (Health Aging in 

Neighbourhoods of Diversity across the Life Span, 2004). 

 

As well as health status measurement, these studies examine to varying degrees the following 

issues of relevance to this study: 

• Social relationships with family (SHARE), within the household (SAGE), support 

from children (CLESA), close relationships with spouse, children, other family and 

friends and extent of social contact / interaction (ELSA, BHPS, Social Capital 

Module; Humphreys 2005); 
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• Aspects of social capital linked to involvement in voluntary organisations / clubs / 

associations  (SHARE, SAGE, CLESA,  ELSA, BHP Social Capital Module, 

Humphreys 2005), sense of community (Humphreys 2005), social and institutional 

trust (BHPS Social Capital Module, Humphreys 2005); 

• View of, ease of access to essential service and use of services in the neighbourhood 

setting (ELSA, BHPS Social Capital Module, Humphreys 2005), quality of services, 

extent of problems in the neighbourhood and quality of neighbourhood as a place to 

live (BHPS Social Capital Module, Humphreys 2005); 

• Health services utilisation (SAGE, SHARE, BHPS, Layte, Nolan et al 2005) and 

relationships with health care professionals (SAGE, SHARE); 

• Key socio-economic characteristics including gender, age, marital status, living 

arrangements, occupation / former occupation, education, etc. (SAGE specifically 

requested details of household income and sources of income);  

• Health status based on clinical tests (SAGE, HANDLS).  

 

Focusing on self-reported health status, there are various research instruments available. As 

part of the development of the research instrument, the various options were reviewed in 

terms of (i) their appropriateness to the target group of the research – i.e. a healthy (as well as 

some ill) ageing population; (ii) the proposed method of administration of the survey (via 

face-to-face interviews) and (iii) the extent of use of the instrument (i.e. more widely v. lesser 

used) in similar research, the last criterion with a view to facilitating comparison of findings 

of this with other research.   

 

For instance, instruments such as AQOL and PAM are suitable for chronically ill – the former 

for chronically ill community-dwelling elderly; GHQ12 is designed to assess psychosocial 

well-being among older people and was originally designed for use in general practice 

settings as a screening tool to detect the presence of non-psychotic psychiatric morbidity in 

older people; SF-36 and a shorter version of this (SF 6D) is a widely used with a recent 

review judging it to be the most widely evaluated generic patient assessed health outcome 

measure (Garratt, Ruta et al 1993). It is a generic measure as opposed to one that targets a 

specific age, disease or treatment group. SF-36 is a multi-purpose health survey instrument. It 

yields “an eight scale profile of functional health and well-being scores as well as 

psychometrically-based physical and mental health summary measures and a preference-

based health utility index” (Ware, Kosinski et al 1993, 2000). EuroQoI EQ-5D is also a 

generic health-related quality of life measure developed largely by a group of European-based 

researchers. It is intended to be a simple, self-administered questionnaire containing a 
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descriptive health state classification system. It is also capable of generating a composite 

score associated with a given health state. The descriptive system has five dimensions: 

mobility, self-care, usual activities, pain / discomfort and anxiety / depression.  The options 

were reduced to a choice between EQ-5D and SF36 version 2 (generic, widely-used 

measures) with the decision taken to use the latter. While there were some concerns about the 

use of SF-36 in an older population, particularly in its self-report form, it was also noted that 

interview (the method proposed for the study) can improve response rate (Ware, Kosinsk et al 

1993, 2000). 

 

The questionnaire for the survey of older people is highly structured containing mainly 

“closed” questions and was designed for administration based on face-to-face interviews with 

respondents.  In terms of content, the questionnaire5 addresses the following:  

a. View of the neighbourhood:  including views accessibility of essential services, social 

and leisure facilities, attendance at religious services, transport, quality rating of 

specific local services, perception of neighbourhood problems and extent of 

problems, overall quality of neighbourhood as a place to live; 

b. Social Capital: exploring various aspects of the social capital including participation 

in voluntary associations and clubs, extent of knowing and trust people in the 

neighbourhood, attitudes related to community cohesion, trust in institutions, extent 

of contact with relatives and friends, whether respondents have family and friends 

with whom they have a close relationship; support network in times of practical need 

and crises.   

c. Health-Survey using SF-36 version 1 - See below. 

d. Health Services Utilisation: Annual GP visit, annual hospital in-patient stays; use in 

an annual period (last 12 months) of specific health and social care services; quality 

assessment of care by health professionals; quality assessment of health services 

delivery; 

e. Socio-economic and demographic characteristics: Gender, age, home tenure, type of 

accommodation, marital status, living arrangements, level of education, work 

situations, (former) occupation, weekly income and source of income, subjective 

assessment of the adequacy of income. The focus is on characteristics which act as 

predictors of health status of individuals.  

 

SF-36 measures eight dimensions of health (based on 35 questions). A further question (36) 

covers an assessment of change in health over a twelve month period (and is not included in 

                                                
5 A copy of the questionnaire is included in Annex I 
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the overall scoring on the SF-36).  The number of items contributing to each dimension varies 

– details provided in Figure 1 below. For each dimension, item scores are coded, summed 

and transformed onto a scale from 0 (lowest well-being/worst health) to 100 (highest best 

well-being/best health). 

 

Figure 1: SF-36 Version 1: Questions, Scales and Summary Measures 

Q No. Item Scales Summary Measure

3a Vigorous activities such as running, lifting heavy objects, Physical Functioning (PF) Physical (3a to 11d)

3b Moderate activities such as moving a table, vaccuuming, 3a to 3j (10 items) (21 items)

3c Lifting or carrying groceries

3d Climbing several flights of stairs

3e Climbing one flight of stairs

3f Bending / kneeling / stooping

3g Walking more than one mile

3h Walking several blocks

3i Walking one block

3j Bathing or dressing

4a Limited in kind of work or other activities Role / Physical (RP)

4b Cut down amount of time on work or other activities 4a to 4d (4 items)

4c Accomplish less than would like

4d Difficulty performing the work or other activities

7 Intensity of bodily pain Bodily Pain (BP)

8 Extent pain interfered with normal work 7 and 8 (2 items)

1 Is your health excellent, very good, good, fair, poor General Health 

11a My health is excellent 1 & 11a to 11d(5 items)

11b I am as healthy as anybody I know

11c I seem to get sick a little easier than other people

11d I expect my health to get worse

9a Feel full of life Vitality Mental (9a to 9h)

9e Have a lot of energy 9a, e, g, i (4 items) (14 items)

9g Feel worn out

9i Feel tired

6 Extent health problems interfered with normal social activities Social functioning

10 Frequency health problems interfered with social activities 6 and 10 (2 items)

5a Cut down the amount of time spent on work or other activities Role - emotional

5b Accomplish less than would like 5a to 5c (3 items)

5c Didn't do work or other activities as carefully as usual

9b Been a very nervous person

9c Felt so down in the dumps, not could cheer you up

9d Felt calm and peaceful Mental health

9f Felt downhearted and blue 9b, c, d, f, h (5 items)

9h Been a happy person

2 Rating of health now compared with one year ago Reported health transition

 

 

Figure 2 below provides further information outlining the meaning of the scores, as described 

by the developers (Ware, Kosinsk et al 1993, 2000). 



 52 

 

Figure 2: Information about SF-36 Health Status Scales: Concepts and Meaning 

Concepts / Scales Meaning of Scores 

 Low High 
Physical Functioning 
(PF) – 10 items 

Limited a lot in performing all 
physical activities including bathing 
or dressing due to health 

Performs all types of physical 
activities including the most 
vigorous without limitations due to 
health 

Role – Physical (RP) – 4 
items 

Problems with work or other daily 
activities as a result of physical 
health 

No problems with work or other 
daily activities as a result of 
physical health 

Bodily Pain (BP) - 2 
items 

Very severe and extremely limiting 
pain 

No pain or limitations due to pain 
 

General Health (GH) – 5 
items 

Evaluates personal health as poor 
and believes it is likely to get worse 

Evaluates personal health as 
excellent 

Vitality (VT) – 4 items Feels tired and worn out all of the 
time 

Feels full of pep and energy all of 
the time 

Social Functioning (SF) 
– 2 items 

Extreme and frequent interference 
with normal social activities due to 
physical or emotional problems 

Performs normal social activities 
without interference due to physical 
or emotional problems 

Role – Emotional (RE) 
(3 items) 

Problems with work or other daily 
activities as a result of emotional 
problems 

No problems with work or other 
daily activities as a result of 
emotional problems  

Mental Health (MH) – 5 
items 

Feelings of nervousness and 
depression all of the time 

Feels peaceful, happy and calm all 
of the time 

Reported Health 
Transition (1 item) 

Believes general health is much 
better now than one year ago 

Believes general health is much 
worse now than one year ago 

 

Two standardised summary scores, involving norm-based scoring using general US 

population statistics, are calculated from the eight SF-36 scales – namely, the Physical 

Component Summary (PCS) and Mental Component Summary (MCS).  

 

While the findings of the clinical screening are not included in this report, the tests undertaken 

by participants included in that programme are outlined in Figure 3. 

 

Figure 3: Clinical Screening Tests 

 
Types of clinical tests to be administered and data recorded include the following: 

• Blood (FBC, ESR, Bioprofile, TFTs, Haematinics, Serum protein 
electorphoresis / immunoglobulins, Vitamin D, fasting lipids, glucose) 

• ECG (12 lead) 
• BP monitor (24 hours) 
• ECG monitor (24 hours) 
• DEXA scanning  
• Echocardiography 
• Carothid Doppler ultrasonography (intima media thickness and carotid 

stenosis measurements) 
• Head up TILT 
• Pulmonary function test 
• Barthel Index. 
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4.2.6 Piloting the questionnaire 
The survey instrument was developed in three drafts.  The first draft was refined in terms of 

structure / order of questions and some specific questions adapted following feedback and 

further review of literature.  The second and third (final) drafts were refined following 

piloting of the research instrument. 

 

The piloting of the questionnaire was undertaken with people aged 65 years and over (10 in 

total) from different socio-economic backgrounds (high, medium and low socio-economic 

status) living in urban communities similar to those involved in the research. The purpose of 

the piloting was to test the questions in terms of understanding (clear / unambiguous), 

appropriateness of pre-coded categories / “closed” question responses, any omissions, 

sensitivity of questions and likelihood to refuse to answer or take offence, flow of questions, 

length of time needed to execute the interview and any tendency to lose interest in the course 

of the interview (Bryman 2004).  

 

No additional questions were included in the questionnaire as a result of the piloting. The 

wording was refined in the case of some questions to improve clarity, some additional 

response options were included in “closed” questions and allowance made for multiple 

responses or further explanation added to improve clarity (e.g. definition of what is meant by 

neighbourhood). The piloting highlighted that there could be some sensitivities concerning 

providing information on actual weekly household income and sources of income (e.g. 

particularly related to savings, earnings from assets in the case of higher income groups).  

Some aspects of the SF-36 were not so appropriate to certain sub-groups (e.g. oldest old or ill 

elderly) related to physical role (i.e. whether they had to cut down on work or other regular 

activities in the last four weeks because of physical health) and emotional role (i.e. whether 

physical or emotional problems in the last four interfered with normal social activities) 

because they are not particularly physically or socially active in any event. The length of the 

interviews varied (from twenty minutes to one-and-a-half hours).  The variation in the length 

of time needed arose from the tendency of some respondents to include qualitative 

commentary to explain their answers.  While the time needed for each interview was quite 

long, in the pilot study, interviewees did not show loss of interest.  Overall, the piloting 

confirmed the relevance of the issues covered in the survey to the target group. 

 
 
4.2.7 Social survey: Implementation 

In preparation for implementation of the survey work, notices were places in parish 

newsletters to inform potential respondents of the survey. Two external interviewers (UL 
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graduates) were recruited to assist with the interviewing. The externally-recruited 

interviewers undertook a half-day training session with the main researcher, related to 

administration of the questionnaire and procedures for implementation of the survey 

(including the requirement of informed consent, identification and presentation of the 

research, and the preparation of fieldwork reports). 

 

 A letter together with an information sheet and consent form(s) (Attached in Annex II) were 

sent to those selected for participation in the survey.  The letter stated, inter alia, that a 

researcher would call in the next couple of days to ask if any person resident in the household 

aged 65 years and over would like to participate in the study, and complete the social survey 

with the researcher.  The letters were sent out in batches, to facilitate quick follow-up.  As 

such, the social survey component was administered via face-to-face interviews by 

researchers undertaken in the homes of older people who agreed to participate in the study. 

Signed and witnessed consent forms were obtained from all participants. Exclusion criteria 

applied were lack of cognitive functioning to permit participation. The two external 

interviewers and the main researcher on the team undertook the interviews.    

 

The approach to selection of potential participants involved over-sampling (i.e. selecting two-

and-a-half to three times the numbers of respondents sought in Our Lady of the Rosary and 

St. Munchin’s) in order to address the likelihood of non-response (refusal to participate), non-

eligibility (no-one in the household in the target age group) and non-contactable individuals in 

the sample.  In order to maximise the variation, sample and total numbers participants in the 

three parishes of Christ the King, Our Lady of the Rosary and St. Munchin’s were selected on 

the basis of households rather than individuals. All individuals in the target age group were 

selected in the case of Corpus Christi.  If two individuals in the household selected were in the 

target age group and wanted to participate in the survey, they were included in the survey. In 

these cases, interviews were undertaken separately.  

 

Interviewers called at least three times to those households selected to participate in the 

survey. After three failed attempts, potential participants were reported as non-contactable.  

 

The fieldwork was undertaken between mid-May 2007 and early February 2008. Details of 

the numbers of older people identified by parish and sub-areas within the parishes; number of 

households and number of individuals approached to participate in the study, and details of 

response rates are provided in Annex III.  
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The total number of valid interviews obtained was 542, exceeding the target set of 450. The 

response rate was highest (71%) in Our Lady of the Rosary Parish and lowest in St. 

Munchin’s (56%).  Within parishes, those parts which are relatively more disadvantaged (e.g. 

Ballynanty and parts of Killeely) had larger numbers of refusals. In these areas and Moyross, 

larger numbers were also ineligible to participate (i.e. not yet 65 years, reflecting a stronger 

tendency to look older than their age).  See Table 2. The opportunity for health screening 

proved to be a strong incentive for individuals to participate. This seemed to be especially 

important as an incentive for those in middle and higher socio-economic classes but not so 

much the case for those in lower socio-economic classes.  

 

Table 2:  Parish Surveys  –  Response Rates 
Parish  Sample 

house-
holds 
approached 
(No.) 

65+ 
individuals 

Not 
contactable 

Not 
eligible 
(eg. not 
65) 

Refused Respond-
ents / 
Useable 
interviews 
(No.) 

Response 
rate (%) 

Christ the 
King 

210 334 87 32 69 146 68 

Holy Rosary 284 417 99 10 90 218 71 

St. Munchin’s 
 

391 544 198 76 119 151 56 

Corpus 
Christi 

67 79 18 21 13 27 68 

Total 952 1374 402 139 291 542 65 

 

 

Breakdown of numbers of respondents by parish in the social survey, numbers referred for 

health screening and interested in participating in follow-up interviews for the qualitative 

component of the research is as follows. 

 

Table 3: Survey respondents, referrals for health screening and interest in follow-up 
interview by parish 
Research 
components 

Christ the 
King 
Nos. 
(% of survey 
respondents) 

Holy Rosary 
Nos. 
(% of survey 
respondents) 

St. Munchin’s  
Nos. 
(% of survey 
respondents) 

Corpus 
Christi 
Nos. 
(% of survey 
respondents) 

Total 
 
Nos. 
(% of survey 
respondents) 

Social survey 
Respondents 

146 218 151 27 542 

Health 
Screening  
Yes / maybe  
(referred) 

133 
(91.1%) 

199 
(91.3%) 

134 
(88.8%) 

23 
(85.2%) 

489 
(90.2%) 

In-depth 
interview  
Yes / maybe) 

93 
(63.7%) 

157 
(72%) 

118 
(78.1%) 

12 
44.4%) 

380 
(70.2%) 
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4.3 Data analysis  

 

The approach to data analysis is presented first in relation to the secondary data analysis and 

secondly in terms of the approach to the primary data analysis.  

 

4.3.1 Secondary data analysis  

The main sources of secondary data are: (i) the Small Area Population Statistics (SAPS) in 

the 2002 and 2006 Census of Ireland and (ii) measures of relative affluence / deprivation at 

small area level derived from analysis of census variables. The latter includes a composite 

index of absolute and relative affluence / deprivation – i.e. the Haase Index (Haase and 

Pratschke 2008). The Haase Index is constructed using fourteen individual indicators across 

three dimensions of affluence / deprivation: (i) demographic profile, (ii) social class 

composition and (iii) labour market situation.  These data, available at the unit of Electoral 

District from the SAPS, and overall scores (index) of absolute and relative deprivation enable 

a profiling of the parishes in terms of demographic structure and socio-economic or structural 

characteristics of the parishes. Data on absolute / relative deprivation scores are available for 

all EDs in the state (3,409) including all Limerick EDs (38). The profiling of parishes 

includes a comparative analysis with the wider spatial context of the city of Limerick, the 

region (in some cases) and the state. This is with a view to placing the study in its broader 

context – the parishes as typologies of place in the city and national context – and to establish 

the generalisability of the findings to populations and contexts beyond the specific study sites 

of the research.  

 

The four parishes span ten Electoral Districts. However, there is no direct coincidence of the 

boundaries of Electoral Districts and the parishes. Parish data were compiled by re-assigning 

individuals and households from EDs to parishes based on a procedure developed by 

Limerick City Council Planning Department – See Table 4 for details. This procedure is 

based on “crude” re-assignment of counts for individuals and households from census data 

based on the proportion of the land area within the ED boundaries corresponding to the parish 

boundaries. This procedure works on the basis of averages. As such, it works relatively well 

in EDs with smaller population size, which are relatively evenly balanced in terms of 

population densities and which do not have sharp contrasts internally in terms of 

characteristics of residential areas (e.g. which do not have enclaves of high social class 

neighbourhoods with a specific demographic structure, and parts with enclaves of 

neighbourhoods with a lower socio-economic profile and different demographic structure).  
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The figures for the parishes based on this method of analysis, as such, are estimates rather 

than definitive.6  

 

The focus of this analysis was to document: 

i. Population size of Thomond Parish Cluster, distribution by parish, change between 

2002 and 2006, and age structure in 2006. This analysis is developed with reference 

to the situation in the city and the state; 

ii. Social class composition of Thomond Parish Cluster (all residents), by parish and 

with reference to the situation in the city and the state; 

iii. Level of education (i.e. high and low education profiles) of Thomond Parish Cluster 

(adult population that has ceased education), by parish and with reference to the 

situation in the city and state; 

iv. Absolute and relative affluence / deprivation scores at ED level (within parish) with 

reference to city and ranking of scores in a national context, to establish the extent of 

inequality at a spatial level (within the Cluster, the city and the state).  

                                                
6 This method does not work well for estimating the population nor the size of the older population for 
Corpus Christi parish. There has been an exodus of population from Moyross (Corpus Christi) and  
increasing vacancy rates on the estate, while the adjacent older working class area of Ballynanty (in St. 
Munchin’s) has developed several areas of in-fill housing. Thus the balance of population size here 
(both in the same ED of Ballynanty) has changed in favour of Ballynanty. The suburban ED of 
Limerick North Rural is large in population size and has very sharp contrasts in term of socio-economic 
characteristics of the sub-areas. The method of estimating populations and their characteristics seems to 
work best in Our Lady of the Rosary Parish where the EDs are smaller in area and population size, 
densities are more evenly distributed and the populations within EDs are more socially homogeneous. 
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Table 4: Proportionality Factors for Assignment of ED Population Counts to Parishes

ED Name: BALLYNANTY CASTLE A CASTLE B CASTLE C CASTLE D COOLRAINE FARRANSHONE KILLEELY A KILLEELY B LIMERICK NORTH RURAL

ID: 20007 20008 20009 20010 20011 20012 20018 20027 20028 21065

Parish: Corpus Christi 0.636 0.000 0.000 0.000 0.000 0.000 0.000 0.030 0.000 0.196

Christ the King 0.000 0.000 0.000 0.000 0.014 0.007 0.000 0.000 0.000 0.527

Holy Rosary 0.000 0.133 0.004 0.984 0.986 0.880 0.669 0.000 0.000 0.002

St Munchin 0.364 0.867 0.996 0.016 0.000 0.112 0.331 0.970 1.000 0.275

1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000

Source: Dick Tobin, Senior Planner, Limerick City Council



 59 

4.3.2 Analysis of survey data 

Social survey data were analysed using SPSS (version 15.0). At a later stage, the social survey 

and clinical data will be integrated as a single dataset.7  The approach was to explore and 

analyse it based on two types of datasets: 

i. A set of 542 cases across Thomond Parish Cluster of individuals with different 

demographic (age, sex, length of residence) and socio-economic characteristics 

(occupational class, education level, income etc.); 

ii. A set of “place-based” studies – the datasets for the individual parishes – with 

different structural and other characteristics of place (service base and quality, 

neighbourhood problem concentration etc.).  

 

Both are important datasets, the former providing a dataset to examine health status based on 

characteristics of people and the latter allowing for comparative analysis (variation) based on 

different typologies and characteristics of place (neighbourhoods / parishes).  

 

Characteristics of the dataset were explored (normality of distribution) and univariate data 

analysis (frequencies, descriptives) undertaken in the first instance.  This analysis gave an 

insight to overall patterns and generated ideas for further types of analysis.  

 

Following first stage analysis, excluding the SF-36 variables (questions), data for specific 

variables relating to individual questions were transformed to create summary variables 

(Coulthard, Walker  et al 2002). These summary variables combine questions such that they 

can be used to measure conditions at parish (neighbourhood) level which, in the conceptual 

framework, are identified as possible moderators or mediators of the relationship between 

socio-economic status and health status (e.g. features of neighbourhood conditions such 

accessibility of local services, aspects of the social capital such as institutional trust, social 

networks and social interaction). This data transformation created a series of new variables 

constructed as continuous data (scores).  In the data transformation, responses were recoded 

consistently across variables8 – for instance, all ordinal five-point scale data was recoded with 

values from –2 (negative attitudes) to +2 (positive attitudes) and 0 for the mid-point in the 

scale (e.g. neither agree nor disagree); dichotomous nominal data were similarly coded (-2 

negative response; +2 positive response).  “Don’t know”, missing and refusal to answer 

responses were excluded from these calculations.  Responses across the group of variables 

                                                
7 Each case has a unique reference used for both the social survey and clinical screening. These have 
been checked for accuracy. The common / unique referencing system will enable the merging of the 
datasets. 
8 The only exception to this related to questions related to local neighbourhood which were in a five 
point scale from 4 (very big problem) to 0 (not at all a problem). 
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were then averaged to create a series of new summary variables (averages of respondents’ 

score which could be aggregated to the parish level).  The new summary variables (scores) 

relate to the following: 

• Conditions in the local neighbourhood (parish) including accessibility of essential 

services; accessibility of social and leisure facilities / amenities; quality of local  

services; extent of neighbourhood problem concentration; etc.  

• Aspects of social capital including institutional trust; community bonding, density of 

social networks;  intensity of social interaction with relatives and friends; 

• Health services utilisation and health care and delivery quality assessment.  

 

These summary variables were used in the both the bivariate and multivariate analysis to test 

patterns of associations and in modelling the set of factors explaining variations in health 

status.  The variables used as test factors (and their coding) are shown in Table 5 below. 

 

Focusing on the SF-36 questions, the methodology defined by the developers (Ware, Kosinsk 

et al 1993, 2000; Ware and Kosinski 2001) was applied to the data set to calculate norm-

based scores for each of the eight dimensions of health status and the two summary 

components: physical health and mental health summary scores. The methodology applied to 

the calculation of the eight dimensions of health status (scales) involved: (i) item recoding for 

specific questions which required reverse coding (10 items). The methodology suggested by 

the developers for the treatment of missing data were applied – specifically, the calculation of 

the score for the missing item, estimated at the average of the scale score, if the respondent 

answered at least 50 percent of the items included in the scale9; (ii) computation of a raw 

score for each scale (the sum of responses on all items included in the scale); (iii) 

transformation of the raw scale score to a 0-100 scale using the formula provided by the 

developers  (to convert the lowest and highest possible scores to 0 and 100 respectively).  

Using the methodology of the developers of SF-36 (Ware and Kosinski 2001), the summary 

physical health and mental health scores were then calculated. This involved three steps: (i) 

standardizing the eight SF-36 scales using means and standard deviations from the 1998 US 

general population (creating a z-score for each scale); (ii) aggregating the scales to create the 

physical health and mental health summary scores using weights (factor score coefficients) 

from the 1990 general US population and (iii) standardising the aggregate PCS and MCS 

scores using a linear T-score transformation with a mean of 50 and standard deviation of 10 in 

the general 1998 US general population.  The items included in the PCS and MCS scores are 

shown above in Figure 1. As outlined by the developers, the advantage of standardised and 
                                                
9 There was very little missing data, specifically 21 missing values in the SF-36 dataset over all 542 
cases.  
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norm-based scoring of the PCS and MCS is that “results can be meaningfully compared with 

the other and their scores have a direct interpretation in relation to the distribution of scores 

in the general US population” (Ware, Kosinsk et al 1993, 2000: 29). All scores above and 

below 50 are above and below the average respectively in the 1998 general US population.   

Following from this, reliability checks on the eight scales and their component items were 

undertaken. The results of this analysis are presented in Chapter  6 below. 

 

Bivariate analysis of the data was conducted.  This focused on identifying patterns of 

association between parish and factors identified in the conceptual framework as possibly 

affecting health status.  The analysis involved testing the statistical significance of the 

relationships and the degree of association between the variables.10 “Don’t know”, missing 

and refusal to answer responses were excluded from the analysis.  This was followed by 

simple multivariate analysis which involved running “three-way cross-tabs”, introducing 

control variables (socio-economic characteristics such as age, gender) to the bivariate 

analysis.  This process, in turn, identified intervening factors affecting the relationship (the 

level of association, the statistical significance) between parish and outcomes such as health 

status, health services utilisation, aspects of social capital.   

 

The results of the bivariate and simple multivariate analysis provide the basis for 

identification of the factors to be tested in a more complex multivariate model, informed by 

the conceptual framework of the study.  Data analysis techniques involved linear multiple 

regression analysis (stepwise and forced entry), using health status (based on SF-36  physical 

health (PCS) and mental health (MCS) summary health scores) as the dependent or outcome 

variables. The predictor variables included demographic and socio-economic characteristics 

of individuals – i.e. the key socio-economic determinants of health status with some such as 

gender set up as “dummy” variables, location (based on parishes with different structural 

characteristics), accessibility and quality of local services, health services utilisation, social 

capital variables etc. These latter factors are the potential mediators and moderators of the 

relationship between individual social status and individual health status.  The predictors were 

                                                
10  In the case of categorical / nominal data, this involved Pearson’s Chi Sq. (of statistical significance) 
and Phi / Cramer’s V (degree of association).   In the case of bivariate analysis relating to the new 
summary variables based on interval / continuous data, tests of normality of distribution were 
undertaken (Kolmogorov Simrnov Z).  Where the data were found to be not normally distributed, non-
parametric tests were conducted and relationships (Mann Whitney U and Kruskal Wallis) and their 
statistical significance explored.  However, for the dataset excluding SF-36, parametric test results 
(comparison of means and Eta) are presented in the summary tables of the bivariate analysis as these 
are more easily interpreted. For instance, values of Eta sq. indicate the amount of the variation 
accounted for by the nominal variable (parish).  
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tested with a view to identifying the set of factors explaining variations in physical and mental 

health.   

 

Table 5: Test Factors (Potential Predictors) using Physical and Mental Status Summary Scores as the 
Outcome Variables 

Test factors Description 

Demographic / Socio-economic   

Gender Male/Female 

Age Age in years 

Home tenure / nature of occupancy Home owner with or with no loan / mortgage v rented (from local authority; 
rented from private landlord) 

Household structure / living 
arrangement 
 

Regrouped into two main categories: Living alone v. living with others 

Educational qualification No formal / primary education; lower secondary; upper secondary; technical / 
vocational (apprenticeship, cert); third level qualification. Re-grouped into 
three main categories: no formal / primary; secondary level qualification 
(including technical vocational); third level qualification 

Income Subject assessment of income: whether “can live comfortably”, “struggle” or 
“can’t say / it depends” 

Social class Six social class groupings, based on occupational categories. Social class 7 
(unknown) excluded. Regrouped into three broad categories: high, middle, 
lower social class. 

Neighbourhood structural factors  

Neighbourhood location Christ the King (suburb, mid to high SES), Our Lady of the Rosary (city, large 
ageing population high SES), St. Munchin's (city, large ageing population, 
socially mixed, below average SES,), Corpus Christi (small ageing 
population, local authority estate, low SES) 
 

Structural factors: Level of affluence 
/ deprivation of neighbourhood 

Classification based on Haase Index (2008) - 7 categories from extremely 
disadvantaged to very affluent. 
 

Neighbourhood services and 
quality  

Accessibility of essential 
neighbourhood services 

Average score for ease of access to six essential services (very easy, fairly 
easy fairly difficult, very difficult to get to): medium / large supermarket, Post 
Office, Pharmacy, General Practitioner, General Hospital, Corner shop / 
newsagent, coffee shop / pub   

Accessibility of community / social / 
leisure facilities in the 
neighbourhood 

Average score for ease of access to five facilities / services (very easy, fairly 
easy fairly difficult, very difficult to get to):  community / social centre,  park  / 
open space to walk,  indoor / outdoor sports, library, other meeting places 
like a hotel    

Quality of local services Average score for quality ratings on five point scale (very good, good, 
average, poor, very poor) of nine services: social and leisure facilities for 
older people, facilities for young children, facilities for teenagers, adult 
education and training, local shops, local guards / police, religious / parish 
services; waste collection / recycling, citizen’s information  

Concentration of problems Average score on a five point scale (0-4) on extent to which nine issues are 
problems (not at all a problem, minor, average, big, very big problem): 
rubbish / litter; area poorly maintained / run down; traffic; vandalism; theft / 
break-ins to house; car crime; young people hanging round with nothing to 
do; problem families; bad image by outsiders. 

Resident satisfaction with 
neighbourhood 

Score on five point scale (very good, fairly good, average, fairly bad, very 
bad) for each statement: “what you think of this neighbourhood as a place to 
live”; the extent to which “the area is improving or getting worse as a place to 
live” over the last 2 years 
Average score over two statements. 

Individual factors  
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Religiosity Score for regularity of attendance at religious services on five point scale 
(once a week or more often, less often but at least once a month, less often 
but at least a couple of times a year, only weddings, funerals; never / 
practically never 
Score for regularity of praying (measure of spirituality) on a five point scale 
(at least daily; couple of times a week; once a week, less than once a week; 
never). 
Average score over both measures. 

Social capital  

Sense of belonging to community 
(bonding social capital) 

Whether “you feel you belong to the community here” (1=yes, 0=2) 

Measures of “bonded” community 
(values associated with bonding 
social capital) 

Scores on each statement on five point scale (strongly agree, agree, neither, 
disagree, strongly disagree): this is a “close tight-knit-community” (cohesion);  
local people “look out for each other” (reciprocity); this area is “welcoming to 
newcomers”; 
Average score over three statements. 

Social trust (values associated with 
bonding and bridging social capital) 

Score on statement related to extent of trusting people in the neighbourhood 
on five point scale (most, some, neither trust / distrust, a couple, nobody) 

Know neighbours (networks 
associated with bonding and 
bridging social capital) 

Score on statement related to extent of knowing neighbours on a five point 
scale (most, some, a couple, nobody) 

Institutional trust (values associated 
with linking social capital) 

Score on statement related to trust in five institutions +“to do what is right” on 
a five point scale (a great deal, quite a lot, neither trust / distrust, not much, 
not at all): local council, health services, community and welfare services of 
Health Services, the Guards (police), local clergy and sisters 
Average score across all five statements. 
 

Individual social networks: size of 
“closest” networks (bonding social 
capital) 

Number of relatives (excluding “the people you live with”) you have a “close” 
relationship with – i.e. “at ease with, you can talk about personal matter, 
share a confidence” 
Number of friends you have a close relationship with (as above) 
Number of people you could turn to in a serious personal crisis 

Individual social networks: frequency 
of interaction (bonding social capital)  

Score for frequency of interaction with relatives (as above) on five point scale 
on three indicators (i) by meeting, (ii) by phone (iii) by writing / email: at least 
once a week; at least once or twice a month, once or twice a year, less than 
once a year or never 
Score for frequency of interaction with friends (as above) on five point scale 
on three indicators (i) by meeting, (ii) by phone (iii) by writing / email: at least 
once a week; at least once or twice a month, once or twice a year, less than 
once a year or never 
Average score for social network interaction of relatives (average of meeting, 
by phone, by writing / e-mail) 
Average score for social network interaction of friends (average of meeting, 
by phone, by writing / e-mail) 
Average score for social network interaction (average of relatives and 
friends) 

Involved in voluntary organisations / 
associations (regular meetings) 

Yes (1), No (0) 

Health services provision & 
quality 

 

Health Services Utilisation Annual number of GP visits (previous 12 months) 
Annual number of hospital in-patient nights (previous 12 months) 
Whether treated as a hospital in-patient in the last 12 months: Yes (1), No (0) 
Whether treated in hospital out-patients: Yes (1), No (0) 
Whether treated in hospital accident and emergency: Yes (1), No (0) 
Whether treated in rehabilitation clinic: Yes (1), No (0) 
Whether treated in respite care: Yes (1), No (0) 
Whether used a day centre / club: Yes (1), No (0) 
Whether treated by a Public Health Nurse: Yes (1), No (0) 
Whether used home help services: Yes (1), No (0) 
Health services utilisation index (additive index covering 8 of the above 
services) – all except GP 
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Quality of care by health 
professionals 

Score for rating quality of care by GP on five point scale (very good, good, 
average, poor, very poor) 
Score for rating quality of care by Public Health Nurse on five point scale 
(very good, good, average, poor, very poor) 
Score for rating quality of care by hospital staff (doctors, nursing) on five 
point scale (very good, good, average, poor, very poor) 
Average score for quality of health care (average of three above) 
 

Quality of health services delivery Score for rating quality of delivery of services by GP on five point scale (very 
good, good, average, poor, very poor) 
Score for rating quality of delivery of Public Health Nursing on five point scale 
(very good, good, average, poor, very poor) 
Score for rating quality of delivery of hospital services on five point scale 
(very good, good, average, poor, very poor) 
Average score for quality of health services delivery (average of three above) 
 

 

4.4 Summary 

 

This chapter presented the methodology used in the research.  It identified the rationale for the 

choice of research strategy and research design, provided details of methodology development 

and study execution and presented the overall conceptual framework and approach to 

measurement of health status.  

 

The research involves a quantitative strategy. The primary research involves on a social 

survey and clinical screening based on a cross-sectional research design.  The social survey is 

addressed to older people (aged 65 years and over) resident in four parishes in northside 

Limerick City (Thomond Parish Cluster).  Clinical screening was offered to all respondents 

surveyed to develop objective measures of health status (clinical bio-markers of ageing). The 

four parishes represent different typologies of area – specifically, areas of high, medium high, 

medium low and mixed and low socio-economic status.  The spatial context of Thomond 

Parish Cluster in Limerick City, and typologies within the Cluster, are defined such that the 

research findings could have wider applicability beyond the study population. The research 

instruments comprise: a highly structured questionnaire designed for administration based on 

face-to-face interviews (the social survey) and including a module for subjective assessment 

of health status (SF-36 Version 1)  and a clinical screening protocol.  

 

The survey is based on independent samples in two parishes and census in two parishes of the 

population aged 65 years and over in the parishes. The sample size achieved (valid 

questionnaires) as a proportion of the older population of the individual parishes varies from  

approximately half of the older population in the parishes with a small older population (51% 

in the case of Christ the King and 47% in Corpus Christi) to 15 percent of the older 

population in the parish with the largest older population (St. Munchin’s).  Samples were 

randomly-selected, stratified by population size of sub-areas (estates, streets) within the 
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parishes where probability sampling was applied (two parishes).  An overall response rate of 

65 per cent was obtained and 542 valid questionnaires. This exceeded the target set of 450. 

valid questionnaires.  Response rates were highest in relatively more affluent areas.  The 

opportunity to participate in health screening proved to be a strong incentive for participation, 

particularly for those individuals in higher socio-economic groupings. 

 

Data were analysed using SPSS (version 15).  Analysis of survey data involved, inter alia, 

bivariate analysis focused on exploring relationships between the key variables identified in 

the conceptual model, with the comparative analysis at this stage particularly related to the  

spatial dimension (neighbourhood / parish). The purpose was to establish the key patterns of 

association. Simple multivariate analysis was undertaken (i.e. introducing control variables 

focused on socio-economic characteristics of people such as age, gender) to identify whether 

other factors influence the relationships (i.e. affect the level of association or statistical 

significance of the relationships) identified in the bivariate analysis. This informed the next 

phase of the data analysis, namely the application of more complex multivariate statistical 

techniques (linear multiple regression) to create a model of the dataset. This was with a view 

to identifying the set of variables which explain variations in both physical and mental health 

and the overall explanatory power of the models. 

  

Further elements of the work described in the methodology include the approach to the 

analysis of secondary data from (i) the Small Area Population Statistics (SAPs), 2002 and 

2006 Census of Ireland and (ii) the measures of relative affluence / deprivation at spatial level 

derived from analysis of census variables (Hasse and Pratschke 2008). This data set provides, 

inter alia, the back-drop against which theories related to the relevance of contextual 

conditions of neighbourhood to health outcomes of individuals can be tested as well as data to 

test representativeness of the sample to the study population.  Local meetings of the Cluster 

and consultations with individuals working in / with the Parishes and other stakeholders 

informed the research design. Members of the Cluster assisted with practical aspects of study 

implementation.   
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5. THE FOUR PARISHES 
 
This section describes the key characteristics of the four parishes in the broader context of the 

city and wider spatial units (the region and the state). The data are based mainly on secondary 

sources of information, in particular, analysis of census variables at the spatial unit of 

Electoral Districts to develop a socio-economic profile of the four parishes.  The city  until 

recently comprised 37 Electoral Districts (EDs).  The wider metropolitan area of Limerick 

includes six sub-urban EDs – of which five are in Limerick County and one is in County 

Clare. Since March 2008, there has been a limited extension of the city boundary definition 

between the City and Limerick County to include Limerick North Rural (in County Limerick) 

within the boundaries of the city (now 38 EDs). 

 

The four parishes span ten EDs. Nine are within the City and the tenth is Limerick North 

Rural, formerly within the County but now included within the definition of Limerick City. 

As indicated in the section on Methodology, the ED boundaries do not correspond with parish 

boundaries. Parish data were compiled by re-assigning individuals and households from EDs 

to parishes based on a procedure developed by Limerick City Council Planning Department. 

The figures for the parishes based on this method of analysis are estimates rather than 

definitive and are problematic in relation to Corpus Christi Parish.11  

 

The purpose of this analysis is (i) to document the socio-economic characteristics of the 

parishes with reference to the hypotheses being tested / explored in the study. One hypothesis 

(contested) is centred on the relevance of contextual conditions of neighbourhood to 

mediating or moderating health inequalities based on social class, in this case, with specific 

reference to an older population grouping. In retrospect, local conditions of affluence or 

poverty affect the relationship between socio-economic characteristics of individuals and 

(health) outcomes in that it is argued that poor people living in affluent neighbourhoods 

experience better health outcomes than poor people living in neighbourhoods of concentrated 

poverty (Wilson 1987; Wen, Browning et al 2003).  The analysis also provides a basis for (ii) 

testing the extent to which the sample is representative of the study population based on a 

number of key criteria.12 

                                                
11 This method works well the core of Thomond Parish Cluster and city EDs (which are smaller in 
terms of population size, and are more uniform internally) but does not work well for Corpus Christi 
parish where the suburban ED of Limerick North Rural is large in population size and has very sharp 
contrasts in term of socio-economic characteristics of sub-areas. Also there has been some change in 
the spread of population within the ED of Ballynanty including new areas of in-fill housing in 
Ballynanty itself and an exodus of population from other parts (Moyross) leaving vacant housing. 
 
12 There are limits to this because of problems of lack of coincidence of boundaries of study units 
(parishes) and statistical units (Electoral Districts). 
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5.1 The City and Environs: Overview 

 

Limerick City has a total population of 59,790 (CSO 2006). The population of the city has 

declined over the period from 2002-2006 (-1.9%). Population growth in the city has remained 

more or less static over the fifteen period, 1991-2006. This is in contrast to the trend in the 

County (population growth of 21.1%), the Mid-West region (+16.2) and the national trend 

(+20.3%).  The areas of the city experiencing high levels of population growth over the 

fifteen years 1991-2006 are the parts of the inner city undergoing redevelopment – 

particularly around the docks area (Shannon A, Harvey’s Quay / Howley’s Quay +404.3%), 

(Dock A, Steamboat Quay, +299.6). These contrast sharply with the areas of greatest 

population decline, which are the most deprived neighbourhoods on the southside (Galvone 

B, Southill -42.7%, Rathbane, Ballinacurra Weston, -33.2%,) and northside of the city 

(Ballynanty ED especially, Moyross, -25.1%).   The latter is included in the study area (part 

of St. Munchin’s and Corpus Christi parishes). While the overall pattern in the suburbs is one 

of population growth – particularly high in Limerick South Rural (Bawnmore, +107.3%) and 

Ballycummin  (Raheen, Gouldavoher, Dooradoyle, +96.7%), the population of Limerick 

North Rural (7,251 in 2006) which includes Christ the King and part of Corpus Christi 

parishes, however, remained static over the fifteen year period. 

 

Focusing on age dependency, in a national context there has been a continuous decline in the 

age dependency ratio (the proportion of population under 15 years and over 64 years in 

relation to the total population) from 38.1% in 1991 to 31.4% in 2006.  In the case of 

Limerick City, there has been a similar trend towards a decline but at a slow rate (from 35.2% 

to 29.8%). The dependency rate in 2006 for Limerick City, however, remains below the 

national rate.  Dependency rates are highest in the north part of the city (the study area).  

 

Specific aspects related to the age structure of the population in the four parishes is presented 

below is presented by parish with reference to the situation for the city and the national 

context.  

 

5.2 Socio-spatial deprivation / affluence: Limerick in the national context 

 

New measures of deprivation at a spatial level in the Republic of Ireland have been developed 

drawing on census data from the 2006 census (Haase and Pratschke 2008). Using the same 

methodology to construct indices of deprivation, the new measures provide an analysis of 

changes in deprivation over a fifteen year period from 1991-2006 at five year intervals, at a 

highly disaggregated level (local area based on the unit of EDs). This analysis is relevant to 
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the hypotheses being tested in this study – i.e. that inequality in society affects social 

cohesion, is associated with psychosocial stress, negatively affecting health (Wilkinson 1996). 

In the absence of income data to map contextual conditions of the state of income inequality 

at a spatial level and its impact on social cohesion / social capital and health (Kawachi, 

Kennedy et al 1997, 1999), this index of absolute and relative deprivation acts as a measure of 

inequality in society and changes over time (i.e. whether inequality is increasing or 

decreasing). 

 

In terms of socio-spatial conditions of affluence / deprivation, over the fifteen years of 

considerable economic growth at national level (1991-2006), the Absolute Index Score 

(Haase and Pratsche 2008) shows that nationally, for the city of Limerick and the mid-west 

region, the index rose gradually in the first period 1991-1996 indicating improved socio-

economic conditions, more rapidly between 1996-2002 and more gradually again, indicating a 

slow-down, between 2002-2006. In relative terms, however, Limerick City is the second most 

disadvantaged local authority area in the country (after Donegal) and has been in this position 

consistently since 1991. The data at city and national levels are shown below with reference 

to the ten EDs comprising the four parishes – Table 6. 

 

Limerick City is one of sharp contrasts in terms of relative affluence / deprivation.  Based on 

the Index of Relative Deprivation 2006, over 50 per cent of the city’s EDs are classified as 

“disadvantaged” to “extremely disadvantaged” with over 18 per cent in the worst category of 

“extremely disadvantaged” compared with only one per cent in that category at national level. 

Just over 30 per cent of EDs are in the middle or average range of “marginally above” or 

“marginally below” average compared with almost 75 per cent of EDs at national level in the 

middle range. At the other end of the spectrum, 19 per cent of EDs are classified as affluent or 

very affluent which is above the national level of 13 per cent in those categories.  As such, in 

the case of Limerick, the overall distribution of relative deprivation is “flatter” compared with 

the national context. This, in turn, is indicative of greater inequality in the spatial distribution 

of affluence / poverty in Limerick compared with the wider national context.  Particularly 

striking is the extent of concentration of disadvantage at ED level based on the proportion of 

EDs in extremely and very disadvantaged categories – Figure 1.   
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Figure 1: Relative Deprivation Index 2006: Limerick 

City and Ireland Electoral Districts
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While the detailed data on the index of change in relative deprivation scores between 2002-

2006 for the city EDs are not presented here, the situation is that several of the city EDs have 

dis-improved on that index, indicative of a trend towards widening disparities (i.e. growing 

inequality rather than any “catch up” process). EDs where deprivation has worsened include 

disadvantaged parts of St. Munchin’s parish (Killeely A ED) and Corpus Christi (Ballynanty 

ED) which have moved from “very disadvantaged” to “extremely disadvantaged” 

classifications between 2002-2006 (Haase and Pratschke 2008) – See Table 6 below. 

 

In relative terms, one of the key substantive findings of the analysis of the spatial distribution 

of disadvantage in Ireland over the last fifteen years is that: 

 “it is disturbing .. to observe that some of the most disadvantaged urban areas, particularly 
in Limerick, Cork and Waterford, have failed to participate in the generalised improvement in 
living standards and have, as a consequence, fallen even further behind in the more affluent 
areas of Ireland”, Haase and Pratsche (2008). 
 

5.3 Thomond Parish Cluster: The Four Parishes 

 

The four parishes are described below in terms of location, general profile, demographic and 

key socio-economic characteristics and profile at ED level in relation to  absolute and relative 

affluence / deprivation, based on the Haase Index (Haase and Pratschke 2008). 
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5.3.1 The Four Parishes: Location and profile 

The four parishes are collectively are known as Thomond Parish Cluster. The parishes consist 

of Corpus Christi, St. Munchin’s, Christ the King and Our Lady of the Rosary. Historically, 

they were one parish, St. Munchin’s, the core of which is in the oldest part of the city on the 

northside banks of the river Shannon.  Our Lady of the Rosary Parish was established in 1965 

and other two parishes, Christ the King and Corpus Christi established in the 1970’s, the latter 

formally launched in 1978.  

 

The location of Thomond Parish Cluster and the individual parishes is show in the map in 

Figure 2.  

 
Figure 2: Thomond Parish Cluster 
 

 
 
 
Generally, Christ the King parish is relatively cohesive as a middle class suburban 

neighbourhood. Our Lady of the Rosary, at the core, centred on the North Circular Road and 

Ennis Road, is predominantly a residential neighbourhood of more affluent individuals and 

professional occupations; Corpus Christi, generally coinciding with the Moyross estate and 

the largest local authority housing estate in the state (now approximately 1,000 households), 

is one of the most disadvantaged neighbourhoods in the city. Corpus Christi is physically 

bounded in that the Moyross estate was constructed as a cul-de-sac – i.e. with one way in and 
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no through road into the adjacent estates of Caherdavin. St. Munchin’s is the largest and a 

“sprawling” parish. Prime facie, it is truly mixed comprising relatively affluent pockets along 

Clancy Strand and Ennis Road, the traditional and mature working class neighbourhood of 

Thomondgate, the more deprived working class area of Killeely including a newer estate like 

Canon Breen Park and older parts of Killeely, working class / deprived Ballynanty, parts of  

the middle class area of Mayorstone and into newer areas of Caherdavin.   

 

Anecdotally, this configuration of St. Munchin’s parish vis-à-vis the other parishes as they 

were formed out of St. Munchin’s was linked to the location of key institutions such as 

hospitals and schools, and changes in the resource base of the parish over time. In relation to 

the latter, as the social class base of St. Munchin’s changed towards a concentration of less 

affluent households and an older population structure (with less capacity to pay church dues), 

areas attracting middle class residents (e.g. newer parts of Caherdavin) were included in St. 

Munchin’s parish with a view to improving the financial resource base of the parish. Some 

aspects of the configuration of boundaries of parish have no logic in terms links to meaningful 

units of identity – e.g. the splitting up of an area with a clear identity like Mayorstone into two 

parishes, Our Lady of the Rosary and St. Munchin’s.  An effect of this is that St. Munchin’s 

has a strong identity historically and a sense of cohesion at the core centred on the church of 

St. Munchin’s and also more recently around the church of St. Leila’s in working class 

Ballynanty and Killeely, but lacks cohesion at the periphery.  St. Munchin’s, as such, has two 

Catholic churches – St. Munchin’s and St. Leilas (Ballynanty), the latter constructed in more 

recent years. 

 
A further set of factors relevant to the social and physical geography of the parishes is that 

while areas, particularly in the case of St. Munchin’s, appear to be mixed based on an analysis 

of the statistics for the unit of parish, in reality areas with sharp social contrasts tend to be 

adjacent but not contiguous in that they are often separated by physical boundaries like a main 

road (which is difficult to cross) or have no through ways in terms of access. This applies, for 

instance, in the case of the main road separating the extremely disadvantaged area of Killeely 

from the above average area of Mayorstone and more affluent parts of Shelbourne / 

Landsdowne Park. An effect of this is that people undertake everyday activities like shopping, 

visiting day centres, health centres, churches etc. in settings which are more likely to be 

socially segregated than socially mixed.  

 

An understanding of the dilution of the social mix linked to physical and social boundaries, in 

turn, affects the capacity to test one of the hypothesis of this study – namely, the importance 

or otherwise of socially mixed neighbourhoods to health outcomes for poorer people. 
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The profile of the parishes as outlined below is based on Small Area Population Statistics 

(SAPs) from the 2006.  The parishes and corresponding EDs (with the proportionality factors 

for assignment of ED population counts to parishes in brackets) are shown in Table 1. 

 
Table 1:  Parishes, EDs and Neighbourhoods 

Parish ED Neighbourhoods / areas 
Corpus Christi Ballynanty (0.636) 

Limerick North Rural (0.196) 
Killeely A (0.030) 

Moyross estate comprising 12 
parks 
The newest and one of the most 
disadvantaged part of Moyross 
(Pineview, Delmege and 
Craeval Park) is located in 
Limerick North Rural ED 

Christ the King  Limerick North Rural (0.527) 
Castle D (0.014) 
Coolraine (0.007) 

Caherdavin. Housing estates in 
the suburbs. Generally 
comprising Caherdavin Park, 
Caherdavin Heights, Caherdavin 
Lawn 

Our Lady of the Rosary Castle A (0.133) 
Castle B (0.004) 
Castle C (0.984) 
Castle D (0.986) 
Coolraine (0.880) 
Farranshone (0.669) 
Limerick North Rural (0.002) 

Shelbourne Ave, Shelbourne 
Rd., Shelbourne Park, 
Landsdowne Park, Greystones, 
Clareview, Ennis Road, North 
Circular Road, Westfields, New 
Westfields, North Circular 
Road, Highfield, St. James 
Court, Ashbrook Estate, part of 
Mayorstone 

St. Munchin’s  Ballynanty (0.364) 
Castle A (0.867) 
Castle B (0.996) 
Castle C (0.016) 
Coolraine (0.112) 
Farranshone (0.331) 
Killeely A (0.970) 
Killeely B (1.000) 
Limerick North Rural (0.275) 

Ballynanty, part of Caherdavin, 
Farranshone, Belfield Gardens 
(Ennis Rd.), Clancy Strand, 
Castleview Terrace, Cannon 
Breen Park, Thomondgate, 
Killeely, Mayorstone (part) 
 

 
 

5.3.2 Demographic profile 

The distribution of population across the four parishes for the years 2002 and 2006 is 

presented in Table 2 and illustrated in Figure 3.  

 
Table 2: Distribution of population: Thomond Parish Cluster and by Parish, 2002 and 
2006 

Parish 2002 2006 

 No. % of total No. % of total 
Corpus Christi 4020 18.3 3674 17.5 
Christ the King 3702 16.9 3865 18.4 
Holy Rosary 6136 28.0 5617 26.7 
St. Munchin’s 8081 36.8 7863 37.4 
Thomond Cluster 21939 100.0 21019 100.0 
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The total population of Thomond Cluster is 21,019.  St. Munchin’s is the largest parish in 

terms of population size (as well as land area) having more than twice the population of each 

of the smaller parishes of Christ the King and Corpus Christi. Together, the older parishes of 

St. Munchin’s and Our Lady of the Rosary account for approximately two-thirds of the 

population of Thomond Parish Cluster.   

 

The population of the cluster has declined slightly between 2002 and 2006 (CSO 2006).  

Population has declined in all parishes with the exception of Christ the King with the greatest 

decline in Corpus Christi.  

 

 
 
 

The age structure by parish is presented in Figure 4. Our Lady of the Rosary Parish and, to a 

lesser extent, St. Munchin’s Parish, has an older population profile compared with Corpus 

Christi and Christ the King parishes. Corpus Christi parish has the highest proportion in the 

age grouping 0-19 years (34%) while Our Lady of the Rosary has the lowest (23%); Christ the 

King parish has the highest proportion in the age group 20-39 years (34%) and Our Lady of 

the Rosary the lowest (24%); Our Lady of the Rosary parish has the highest proportion in all 

of the older age groupings,  50-64 years, 65-79 years and 80 years and over.  

 

Figure 3: Total population distribution by 

parish 2002 and 2006
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Table 3 provides a summary of the age profile by parish and for Thomond Parish Cluster with 

reference to the situation in the city and the state.  In terms of the proportion in the older age 

groupings – i.e. percentage over 50 years and percentage over 65 years, Thomond Parish 

Cluster is close to the Limerick City average particularly for the percentage of the population 

over 65 years. Limerick City, in turn, has a slightly older population profile than the national 

average (11 per cent over 65 years in the state compared with 12.4 percent in Limerick City 

and a smaller differential in terms of the proportion over 50 years).  As illustrated in Figure 3, 

the variation in age structure is much more significant within the cluster than between the 

cluster and the city and national averages. Our Lady of the Rosary Parish has the oldest 

population profile (39% aged 50 years and over) and St. Munchin’s is closest to the cluster 

and city average.  

 
Table 3: Summary of age profile in older age groupings, 2006 
Area Total Population % 50 years+ % 65 years+ 

Corpus Christi 3674 24.2 7.1 
Christ the King 3865 23.3 7.5 
St. Munchin’s 7863 28.8 12.5 
Our Lady of the  Rosary 5617 39.1 20.7 
Thomond Cluster 21019 29.7 12.8 
Limerick City 52539 27.3 12.4 
Ireland 4239848 26.5 11.0 
 
 
 

 

 

 

 

Figure 4: Age structure by parish 2006
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5.3.3 Social class profile 

Analysis of the social class base of the parishes is illustrated in Figure 5.13    Our Lady of the  

Rosary Parish has the highest proportion (48%) in Social Class 1 and 2 (Professional, 

Technical and Managerial Classes) and the lowest proportion (8%) in Social Classes 5 and 6 

(Semi-skilled and Unskilled).  At the other end of the spectrum, Corpus Christi parish has the 

lowest proportion in Social Classes 1 and 2 (16%) and the highest proportion in Social 

Classes 5 and 6 (25%). Christ the King parish occupies a position towards a higher social 

class structure having quite a large proportion (22%) in Social Classes 2 (Technical and 

Managerial) and Social Class 3 (18%)  (Non-manual) occupations.  St. Munchin’s occupies a 

mixed position with social class groupings spread more or less equally across Social Classes 2 

(17%), 3 (16%), 4 (17%) and 5 (15%). 

 

Figure 5: Social class by parish
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By focusing on the social classes at the top and at the bottom of the scale (used in the 

construction of the Haase Index of Deprivation / Affluence), the social class composition of 

Thomond Parish Cluster (the whole study site) in relation to the city and in a national context 

and the internal differences between the parishes within the cluster can be identified. These 

data are presented in Table 4.   

 

                                                
13 Social class is determined from census data based on occupational groupings of individuals and ranges from 
Social Class 1 (Professional) to Social Class 6 (Unskilled) while Social Class 7 is used for persons whose 
occupation cannot be determined. For those not in the labour force such as children, women working in the home, 
social class is determined by the occupational grouping of the head of household.   
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The city of Limerick has a lower social class profile compared with the national average. 

Specifically, a lower percentage of the population (29%) is in the highest social class 

groupings, the professional, managerial and technical social classes (SC 1 and 2) compared 

with the average for the state as a whole (33%); and a higher percentage of the population of 

Limerick City (29%) is in the lower social class groupings, semi-skilled and unskilled social 

classes (SC 5 and 6) compared with the average for the state as a whole (19%). 

 

Thomond Parish Cluster has a higher social class profile than the city as a whole (37% in 

Social Classes 1 and 2 and 22% in Social Classes 5 and 6).   The greatest variations are within 

the cluster: Corpus Christi has a social class profile leaning towards the lower social classes 

(33% in Social Classes 5 and 6 and 22% in Social Classes 1 and 2) while Our Lady of the 

Rosary parish has a social class profile strongly oriented towards the higher social classes 

(57% of the population in Social Classes 1 and 2 and only 10% in Social Classes 5 and 6).   

Christ the King parish is oriented towards a high social class profile, above the average for the 

city and close to the averages for the cluster as a whole. In a national context, St. Munchin’s 

is close to the average for the city and is oriented towards a lower social class profile.    

 

Table 4: Social Class Base: High / lower professional v. Semi- & Unskilled 2006 
Area Total pop Pop excluding 

SC 7 
(unclassified) 

% SC 1 
(Professional) and 
2 (Managerial & 
Technical)  

% SC 5 
(Semi-skilled) 
and SC 6 
(Unskilled) 

Corpus Christi 3674 2714 22.2 33.3 
Christ the King 3865 2830 36.5 18.3 
St. Munchin’s 7863 5963 27.6 28.1 
Our Lady of the  Rosary 5617 4763 56.5 9.6 
Thomond Cluster 21019 16270 36.7 21.9 
Limerick City 52539 39792 28.9 28.5 
Ireland 4239848 3492408 32.9 18.6 
 
 
5.3.4 Education profile 

As well as affluence / poverty in terms of material resources, health outcomes of individuals 

in the neighbourhood context are associated with the education profile of residents measured 

in terms of proportion of college graduates (Wen, Browning et al 2003). The education profile 

of the adult population whose education has ceased in terms of indicators of high and low 

education is presented below for the parishes and the cluster with reference to the city and 

national averages.  

 

Similar to the social class profile, Thomond Parish Cluster has an education profile which is 

better in terms of level of educational attainment compared with the profile of the city. A 

lower proportion in the cluster has primary or no formal education (19%) as the highest level 
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of education compared with the rate for the city (22%) and a higher proportion in the cluster 

has a third level educational qualification (27%) compared with the rate for the city (24%). 

While the cluster is close the national average on the proportion with low education, it has a 

lower proportion with third level education compared to the national average (31%).  

 

Again the greatest variation is within the cluster. Corpus Christi has the lowest education 

profile with 30 per cent having primary or no formal education as the highest level of 

education and 15 per cent with third level education.  Our Lady of the Rosary parish is the 

inverse of that with by far the best educational profile – only 7 per cent has primary or no 

formal education  while 42 per cent has a third level qualification.  Christ the King has an 

education profile which is better than the city and cluster averages in terms of percentage with 

primary education or not formal education only (14.2%) and better than the city, cluster and 

very close to the national average in terms of percentage with third level educational 

qualifications (30%).  St. Munchin’s is oriented towards a lower education profile with a 

relatively high proportion with primary education or no formal education as the highest level 

of educational attainment (25%) and a relatively low proportion with a third level educational 

qualification (21%). 

 
Table 5: Low and high levels of educational attainment 2006 
Area Population aged 15+ 

whose education has 
ceased 

% with primary 
education 

% with third level 
educational 
qualification 

Corpus Christi 2301 30.2 14.7 
Christ the King 2339 14.2 29.5 
Our Lady of the Rosary 3964 7.4 42.3 
St. Munchin’s 5307 25.0 20.7 
Thomond Cluster 13911 19.0 27.0 
Limerick City 35630 22.0 23.9 
Ireland 2850333 18.0 30.5 
 
 
An overview of the pattern of socio-spatial deprivation / affluence at national and city level 

and the dynamic of change over the last five years (the census period 2002-2006) has been 

presented in summary in Chapter 2.   

 

5.3.5 Spatial Analysis of Absolute and Relative Deprivation 

The situation of absolute and relative affluence / deprivation over the fifteen year period (the 

four census periods) from 1991-2006 based on the Haas Index of Deprivation (Haase and 

Pratschke 2008) for the ten EDs which comprise the four parishes / Thomond Parish Cluster, 

with reference to the city of Limerick and national level are presented in Table 6 below. 
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TABLE 6: ABSOLUTE & RELATIVE DEPRIVATION INDEX      

Area ED (Parish and areas within parish)

Absolute 

Index 

Score 1991

Absolute 

Index 

Score 1996

Absolute 

Index 

Score 2002

Absolute 

Index 

Score 2006

Relative 

Index 

Score 1991

Relative 

Index 

Score 1996

Relative 

Index 

Score 2002

Relative 

Index 

Score 2006

Ranking 

2006*

   

BALLYNANTY (Corpus Christi for Moyross & Ballynanty, St. 

Munchin's) -27 -18 -11 -14 -27 -21 -24 -32 3389

CASTLE A (mainly St. Munchin's, Farranshone) 13 16 16 13 13 14 10 6 857

CASTLE B (St. Munchin's, Belfield, Rockspring Gardens, Ennis 

Rd., Clancy Strand) 16 20 22 17 16 18 17 12 281

CASTLE C (Holy Rosary, NCR including Westfields, O'Callaghan's 

Strand) 27 28 25 23 27 27 22 20 67

CASTLE D (Holy Rosary, NCR including Fortmary, Revington Park 

& Sunville) 32 30 29 26 32 29 26 24 27

COOLRAINE (mainly Holy Rosary including Clareview, 

Greystones) 21 20 20 18 21 18 15 12 270

FARRANSHONE (mainly Holy Rosary, Shelbourne Park, 

Landsdowne Park, Elm Park and Mayorstone) 7 6 11 17 7 4 3 11 362

KILLEELY A (St. Munchin's, Killeely) -23 -19 -16 -14 -23 -22 -30 -32 3384

KILLEELY B (St. Munchin's, Canon Breen Pk, O'Dwyer's Villas 

Thomondgate) -16 -12 -6 -5 -16 -15 -18 -20 3268

LIMERICK NORTH RURAL (part Christ the King, smaller part 

Corpus Christi) 8 10 12 10 8 8 5 2 1476

Limerick City -2 0 5 3 -2 -2 -4 -8 33

Limerick County 6 9 13 12 6 7 6 5 8

Ireland 2 5 11 10 2 3 3 2 0

* ED Ranking, 3409 in Ireland. Local Authority Ranking, 34 in Ireland

 

 
 
 
 

Relative index scores: Over 30= extremely affluent 
20-30= very affluent 
10-20=affluent 
0-10=marginally above average 
0 to -10=marginally below average 
-10 to -20=disadvantaged 
-20 to -30=very disadvantaged 
Over -30=extremely disadvantaged 

 
The relative index score is the appropriate one to use for making 
comparisons between areas at a particular point in time. 

Absolute index scores: measured on a fixed scale with a mean of zero and standard deviation of 10. Scores range 
between roughly -50 (most disadvantaged) to +50 (most affluent). The measurement scale is identical for all four 
census periods and allows comparison over time.  
 
 
Hasse and Pratsche (2008) 
 
Data source: GAMMA 2008 
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Focusing on the Absolute Index, several of the EDs follow the national and city pattern of a 

gradual (1991-1996) and then a more rapid improvement (1996-2002) and then a slow-down 

or decline (2002-2006). These include broadly the extremely disadvantaged EDs of 

Ballynanty, above average Castle A, affluent Castle B, Castle C, and above average Limerick 

North Rural.  The most affluent Castle D dis-improved over time from a very high level of 

affluence in 1991. Affluent Coolraine ED also dis-improved over time. The disadvantaged 

and very disadvantaged EDs of Kileely B and Killeely A respectively both improved in 

absolute terms over time. 

 

Focusing on the Relative Index in order to make comparisons between areas (EDs) within the 

parishes, the scores for 2006 are in the range from extremely disadvantaged (Ballynanty ED 

and Killeely A) to very affluent (Castle D). Two are above average (Limerick North Rural 

and Castle A). Four are affluent (Castle B, Castle C – bordering very affluent – Coolraine and 

Farranshone), and one is classified as very disadvantaged (Killeely B). The classification of 

Ballynanty and Killeely A has changed from very disadvantaged to extremely disadvantaged 

between 2002-2006.  Coolraine has changed from being classified as marginally above 

average in 2002 to affluent in 2006 while the classification of Castle C has changed from very 

affluent to affluent in that period.  

 

Thomond Parish Cluster, as such, contains the extremes with one of the EDs (Castle D) 

ranked in the top one per cent of most affluent EDs in the country and two EDs (Castle C and 

D) in the top two percent, while two EDs (Ballynanty and Killeely A) are ranked in the 

bottom one percent of most disadvantaged EDs in the state.  It also includes EDs in 

intermediate positions. Thomond Cluster, however, leans towards a more affluent population. 

 
5.4 Profile of the sample and representativeness to the study population 
 
Drawing on the findings of the survey, selected characteristics of the socio-economic profile 

of respondents by parish is presented below. Tests of representativeness of the sample to the 

study population on key characteristics are also presented. 

 

5.4.1 Profile of the sample 

The gender balance overall is 41 percent male and 59 percent female respondents.  
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Table 7: Gender by parish 
Gender Christ the 

King 
Our Lady of 
the Rosary 

St. Munchin’s Corpus 
Christi 

Total 

 No. % No. % No. % No. % No. % 

Male 62 42.5 96 44.0 55 36.4 7 25.9 220 40.6 
Female 84 57.5 122 56.0 96 63.6 20 74.1 322 59.4 
Total 146 100 218 100 151 100 27 100 542 100 

 
 
The age profile of respondents by parish is shown in Table 8. The largest proportion of 

respondents (32%) is in the age category 65 to 70 years. Some 28 per cent are aged 71 to 75 

years and 18 percent are aged 81 years or over.  

 
 
Table 8: Age profile by parish 
Age 
Categories 

Christ the 
King 

Our Lady of 
the Rosary 

St. Munchin’s Corpus 
Christi 

Total 

 No. % No. % No. % No. % No. % 

65-70 years 69 47.3 61 28.0 38 25.2 7 25.9 175 32.3 
71-75 years 37 25.3 63 28.9 43 28.5 6 22.2 149 27.5 
76-80 years 26 17.8 54 24.8 35 23.2 4 14.8 119 22.0 
81-85 years 10 6.8 30 13.8 30 19.9 8 29.6 78 14.4 
86-90 years 4 2.7 8 3.7 4 2.6 1 3.7 17 3.1 
91 years & 
over 

0 0 2 0.9 1 0.7 1 3.7 4 0.7 

Total 146 100 218 100 151 100 27 100 542 100 

 
The average age (and Standard Deviation) of the study population (people over 65 years) by 

parish is show in Table 9. The average age is highest in Corpus Christi at 76.5 years. The 

high value of the standard deviation in Corpus Christi also indicates a stronger variation from 

the mean in this area (i.e. greater spread of age). This, in turn, reflects the type of older 

population present in Moyross estate. In particular, it includes two households of religious 

orders (sisters) and many of these are in the older age categories. 

 
Table 9: Average age by parish 
 Christ the 

King 
Our Lady of 
the Rosary 

St. Munchin’s Corpus 
Christi 

All parishes 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

Age 72.5 5.47 74.7 6.15 75.4 5.90 76.5 7.23 74.4 6.07 
N 146  218  151  27  542  

 

Table 10 shows the average length of residence in the neighbourhood by parish. Residents of 

St. Munchin’s Parish have the longest average length of residence – 44.2 years - but St. 

Munchin’s also shows the largest variation from the mean. Average length of residence in 

Christ the King generally reflects the age of the estates there while the relatively low value of 

the standard deviation is indicative of lesser variation from the mean (i.e. there is a greater 

incidence of long-standing residence).  
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Table 10: Average length of residence  by parish 
 Christ the 

King 
Our Lady of 
the Rosary 

St. Munchin’s Corpus 
Christi 

All parishes 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

Years living in 
the 
neighbourhood 

35.6 7.55 41.0 11.08 44.2 20.11 22.9 10.55 39.5 14.34 

N 146  218  151  27  542  

 

Table 11 presents findings on living arrangements by parish. The largest proportion overall  

are living with husband / wife or partner and no children (53%) and a substantial proportion 

are living alone (30%). While the numbers are small in Corpus Christi, the largest proportion 

living alone is in the parish of Corpus Christi (67%) followed by St. Munchin’s (36%).  

 
Table 11: Living arrangements by parish 
Categories Christ the 

King 
Our Lady of 
the Rosary 

St. Munchin’s Corpus 
Christi 

Total 

 No. % No. % No. % No. % No. % 

Living alone 32 21.9 55 25.2 55 36.4 18 66.7 160 29.5 
With husband 
/ wife / partner 

84 57.5 128 58.7 73 48.3 3 11.1 288 53.1 

With husband 
/ wife / partner 
& children 

16 11.0 15 6.9 7 4.6 0 0 38 7.0 

With son / 
daughter 
(family) or 
other family 
relatives 

7 4.8 17 7.8 11 7.3 1 3.7 36 6.7 

With non-
relatives 

7 4.8 3 1.4 5 3.3 5 18.5 19 3.5 

Total 146 100 218 100 151 100 27 100 542 100 

 
 

Table 12 presents the profile of social class grouping by parish.  Across all parishes, some 41 

percent are in Social class 1 and 2 (professional and managerial / technical), some 12 per cent 

in Social Classes 5 and 6 (semi-skilled and unskilled) and some 33 percent in the intermediate 

social classes 3 and 4 (non-manual and skilled manual).  Our Lady of the Rosary Parish has 

the strongest concentration of residents in social classes 1 and 2 (54%) and a very small 

proportion in social classes 5 and 6 (1.9%). St. Munchin’s Parish is more mixed (28% in 

social classes 1 and 2; 38% in social classes 3 and 4 and 16% in social classes 5 and 6). Christ 

the King parish, similarly, is quite mixed with the largest proportion in social class 2 

(managerial and technical occupations). While Corpus Christi has the highest proportion in 

social classes 5 and 6 (41%), it also has a substantial proportion in social class 2 (including 

occupations like teaching and nursing). This would reflect, in part, the presence of  the orders 
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of sisters but also women who were widowed / deserted or suffered ill-health in such 

occupations, or who chose to live in Moyross. 

 
Table 12: Social class by parish 
Social class Christ the 

King 
Our Lady of 
the Rosary 

St. Munchin’s Corpus 
Christi 

Total 

 No. % No. % No. % No. % No. % 

1.Professional 12 8.2 21 9.9 7 4.6 0 0 40 7.4 
2.Managerial 
& technical 

45 30.8 94 44.1 35 23.2 8 29.6 182 33.9 

3.Non-manual 31 21.2 51 23.9 26 17.2 4 14.8 112 20.9 
4.Skilled 
manual 

20 13.7 13 6.1 31 20.5 2 7.4 66 12.3 

5.Semi-skilled 23 15.8 4 1.9 19 12.6 3 11.1 49 9.1 
6.Unskilled 2 1.4 0 0 5 3.3 8 29.6 15 2.8 
7.All others / 
unknown 

13 8.9 30 14.1 28 18.5 2 7.4 73 13.6 

Total 146 100 218 100 151 100 27 100 542 100 

 
 

5.4.2 Representativeness of the sample to the study population 

Tests of representativeness of the sample to the study population were conducted with 

reference to key socio-economic characteristics of the population over 65 years established 

from analysis of the 2006 census data for the ten ED comprising the Thomond Parish Cluster.  

This involved Z-test of proportions (study population v. sample respondents) in terms of 

gender, age groups (two broad groups) and social class (three broad groups). Because of the 

problems with boundaries of ED and parishes not coinciding and data by parish being 

estimates (and inaccurate for the older population of Corpus Christi), tests were only applied 

for the whole of the Cluster rather than the individual parishes. The findings are reported in 

Table 13.   

 

The results of the tests show that the sample is a true representation of the study population 

(people over 65 years) in terms of gender breakdown and broad age groups (65 to 79 years 

and 80 years and over). Sample respondents show no statistically significant differences from 

the study population on these criteria. However, the sample is characterised by an over-

representation of respondents in Social Classes 1 (higher professional) and 2 (technical and 

managerial) (+7.8%; p<0.001), an over-representation of respondents in Social Classes 3 

(Non-manual) and 4 (Skilled manual) (+4.6%; p<0.05) and an under-representation of 

respondents in Social Classes 5 (semi-skilled) and 6 (unskilled) compared with the study 

population of older people in Thomond Parish Cluster.    
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Table 13:  Characteristics of the sample & study population: Thomond Cluster 

Variable/Category Sample Pop. 
2006Census 
Data 

Test of 
proportions (Z-
test) 

  % % 
Asymp. Sig. (1-
tailed) 

Gender       

Male (65 years & over) 41 43         0.138 
Female (65 years & over) 59 57  
Age       
65-79 years 79 78 0.293 
80 years+ 21 22  

Social Class (excluding unclassified)       
Social Class 1 & 2 (65 years & over) 47.8 40.0      0.000*** 
Social Class 3 & 4 (65 years & over) 38.4 43.0  0.035* 
Social Class 5 & 6 (65 years & over)  13.8 17.0  

*p<0.05; **p<0.01; p<0.001 

 

5.5 Summary 

 

This section locates Thomond Parish Cluster and the Four Parishes in the physical and social 

geography of the city of Limerick. It provides background information on the configuration of 

the Four Parishes historically. It describes the demographic characteristics and trends and 

socio-economic characteristics of the Cluster and the Four Parishes, within the wider context 

of conditions and change in Limerick city and the state.   

 

The broader national context of the study is one of considerable economic growth and 

improvement in living standards over a sustained period from 1991-2006 (15 years) with 

some variation on rates of change within that period. In relation to the city of Limerick, the 

analysis shows that the city has a lower socio-economic profile (based on social class 

composition, and levels of educational attainment) compared with the state as a whole. It also 

demonstrates a pattern of greater inequality in society in the distribution of deprivation / 

affluence across the local areas of the city compared with the national context. Thomond 

Parish Cluster as a whole has a socio-economic profile which is higher than that of the city 

(based on social class composition and indicators of levels of educational attainment) and is 

closer to the national average. 

 

The greatest differences are within Thomond Parish Cluster. In terms of an ageing population, 

Our Lady of the Rosary Parish has the oldest population structure of the Four Parishes and is 

characterised by a relatively large elderly population including oldest old (80 years+).  Corpus 

Christi and Christ the King have a young population structure with a small proportion of 
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elderly people, concentrated in the younger age grouping of 65-79 years – i.e. more “active” 

elderly.  The older population of St. Munchin’s is closest to the average for the city.   

 

Comparing the Four Parishes, Our Lady of the Rosary Parish has a high social class profile 

and Corpus Christi a low social class profile relative to the city. In terms of the other parishes 

in the intermediate positions between the highest and lowest, Christ the King leans towards a 

higher social class profile and St. Munchin’s towards a lower social class profile. Indicators of 

high and low levels of educational attainment at the spatial unit of parish show a similar 

pattern to that of social class – i.e. a profile of high levels of educational attainment amongst 

residents of Our Lady of the Rosary Parish, and low levels in Corpus Christi at the extremes. 

In relation to the parishes in the intermediate positions, Christ the King has an education 

profile above the city and cluster average and in some respects better than the national 

average while St. Munchin’s has a lower education profile.  An implication of this analysis is 

that the unit of “parish” (place) as a variable can be used as a proxy for differentiation based 

on social class / socio-economic status.  

 

Focusing on the spatial pattern of absolute and relative affluence / deprivation over time and 

at a single point in time (2006), the analysis focuses on the ED level (within parish) and with 

reference to the city and national situation and the trend over a fifteen-year period (1991-

2006).  In terms of the absolute scores, several of the EDs within Thomond Parish Cluster, 

classified at different levels of affluence or deprivation, follow the national pattern of general 

improvement from 1991 through to 2002 followed by a decline between 2002 and 2006. A 

small number of very affluent and affluent EDs in Our Lady of the Rosary Parish dis-

improved over the fifteen years period in absolute terms and two most disadvantaged areas 

within St. Munchin’s parish improved consistently in absolute terms.   

 

Scores on the Relative Deprivation Index for the year 2006 confirms that the Cluster contains 

the extremes:  one of the EDs in Our Lady of the Rosary Parish is ranked in the top one 

percent of the most affluent areas in the state, and two EDs in that parish are ranked in the top 

two percent; Ballynanty ED, mainly covering Corpus Christi parish, and one ED in St. 

Munchin’s Parish (Killeely A) are ranked in the bottom one percent of most disadvantaged 

local areas in the state; the Cluster also contains areas (EDs) in intermediate positions with the 

ED corresponding closest to Christ the King Parish, for instance, being above average.  

 

As well as the parishes reflecting different levels of affluence / deprivation along a gradient, 

with Corpus Christi at the lowest and Our Lady of the Rosary at the highest levels, the areas 

also represent  different typologies of place in the urban environment (McCafferty 2005): (i) 
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Our Lady of the Rosary Parish is an older prosperous area in the city centre with an ageing 

population; (ii) Christ the King, a sub-urban area of relatively high socio-economic status and 

a small older population (i.e. a young population structure); (iii) St. Munchin’s, a mixed area 

but containing mature working class neighbourhoods with older populations; (iv) Corpus 

Christi, a large local authority estate in the suburbs with residents of low socio-economic and 

a small older population (i.e. young population structure).   

 

Tests of representativeness of the sample to the study population (people 65 years and over 

resident in Thomond Parish Cluster) show that the sample is a true representation of the study 

population in terms of gender and age composition. However, the sample has a somewhat 

higher socio-economic profile than the older population of the Cluster – i.e. it over-represents 

the higher social classes  
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6. MAIN FINDINGS OF THE SOCIAL SURVEY 
 

This chapter presents the main findings of the social study. The findings are presented  under 

the following headings: (i) view and quality of the neighbourhood; (ii) social capital;  (iii) 

health status using SF-36 as the instrument of self-assessed health status;  (iv) health services 

utilisation and quality assessment; and (v) drawing these findings together, an analysis of the 

combination of factors  (characteristics of individuals and of place) explaining variations in 

physical and mental health status of the study population. 

 
6.1 View and quality of the neighbourhoods (parishes) 
 
This section provides a descriptive account of the contextual conditions of the study 

neighbourhoods focused on: 

(i) sense of identity with, and emotional attachment to, neighbourhood; 

(ii) the presence and extent of use of the community facilities and services in the 

neighbourhood; and 

(iii)  the presence and extent of use of the economic infrastructure and services in the 

neighbourhood. 

 

These last two aspects focus on factors in the milieu of neighbourhood which act as meeting 

places for building the ties of community at neighbourhood level associated with social 

capital (Jacobs 1961; Wood, Shannon et al 2007). 

 

The detailed findings are presented in relation to these aspects of neighbourhood.  Scores 

(based on a composite indicator) are presented by neighbourhood to summarise the relative 

position, the extent of association and statistical significance of the differences between the 

neighbourhoods on these variables.  

6.1.1 Identification with units of neighbourhood and parish 

A key issue with the notion of local spatial communities relates to what units of territory are 

meaningful to residents in terms of identity with place or psychological attachment to place 

(Groves, Middleton et al 2003). The first set of questions relates to how residents identify 

unit(s) of neighbourhood and the relationship to parish. These issues were explored by asking 

residents to name their neighbourhood in the first instance, and then the parish. 

 

In the literature, three different levels of neighbourhood are identified (Jacobs 1961; Kearns 

and Parkinson 2001): (i) the lowest level of home neighbourhood defined as 5-10 minute walk 

of home; (ii) the locality or sub-district, which is the unit of planning and service provision 
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corresponding broadly to distinct neighbourhoods; (iii) the urban district, a larger spatial unit 

(city and environs) acting as “the landscape of social and economic opportunities”.  

 
 

The study findings suggest that neighbourhood relates to quite localised spatial units - i.e. the 

sub-district and below (the home unit).  When residents were asked what they call the 

neighbourhood (Groves, Middleton et al 2003), the majority (60%) across all areas referred to 

the name of a distinct neighbourhood in the city. This is particularly the case in Christ the 

King parish where the vast majority referred to Caherdavin (88%) and in Corpus Christi 

parish where 70 per cent referred to Moyross as the name of the neighbourhood. In the case of 

Our Lady of the  Rosary parish, half of the population referred to the broader area of North 

Circular / Ennis Road and the remaining half to smaller units or estates such as Ashbrook, 

Highfield etc. Similarly, in St. Munchin’s parish just over half of the population referred to 

the neighbourhood in terms of the more localised unit of streets or estate (e.g. Quarry Road, 

Cannon Breen Park etc.) while just under half referred to a distinct neighbourhood such as 

Killeely Thomondgate – Table 1. 

 
Table 1: Perception of place: level of identification by parish 

What do you call 
the 
neighbourhood 
you live in? 
Level 

All  Christ the 
King 

Our Lady of 
the Rosary 

St. 
Munchin’s 

Corpus 
Christi 

 No. % No. % No. % No. % No. % 

Home unit or 
below (street, 
specific estate) 

214 39.6 17 11.6 109 50 80 53.3 8 29.6 

Sub-district 
(neighbourhood) 

326 60.3 129 88.4 109 50 69 46 19 70.4 

Other 1 0.2 0 0 0 0 1 0.7 0 0 

Total 541 100 146 100 218 100 150 100 27 100 

Cramer’s V=0.261, p<0.001 

 
 
Sense of belonging to community is strong  - strongest in Christ the King parish (93%), 

followed by Our Lady of the Rosary Parish (91%). It is weakest in the most disadvantaged 

parish of Corpus Christi (70% feel a sense of belonging to community). It was only in a small 

number of cases (4) that residents either did not know or incorrectly identified in parish in 

which they live. This, in turn, highlights that parish is a meaningful boundary or unit of 

identity for this population.   
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N=542 
Tests and Significance: Pearson’s Chi Sq; Association: Cramer’s V=0.150, p<0.001 

 
 

6.1.2 Accessibility of essential services and facilities in the neighbourhood 

In terms of accessibility of essential services and facilities in the neighbourhood setting 

(Pevalin and Rose 2003) (i.e. “easy for you to get to”), with the exception of a general 

hospital (37%), the vast majority of residents state that facilities including a large / medium-

sized supermarket (91%), Post Office (89%), pharmacy (94%), corner shop (90%), GP 

surgery (86%) and coffee shop / pub (80%) are very or fairly easy to get to from their home.   

There are differences, however, between the parishes in relation to accessibility of such 

services and facilities. For instance, a smaller majority in St. Munchin’s Parish compared with 

other parishes state that a large / medium-sized supermarket is very or fairly easy to get to 

while the GP surgery is less accessible for residents of Corpus Christi (67%) compared with 

other parishes – Table 2.  

 
 

Figure1: Sense of belonging to community by parish 
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Table 2: Accessibility of Essential Services by Parish  
Facility / service All Christ the King OL of the Rosary St. Munchin’s Corpus Christi Tests & Significance 

 Very / fairly easy Very / fairly easy Very / fairly easy Very / fairly 
easy 

Very / fairly 
easy 

 

Are the following services easy 
for you to get to – near enough to 
walk to without too much trouble 
or within a short drive 

No. % No. % No. % No. % No. %  

Medium / large Supermarket 490 90.6 141 96.6 205 94.1 122 70.8 22 84.6 Cramer’s V=0.186, 
p<0.000 

N= 541  146  218  151  26   
            

Post Office 484 89.3 141 96.6 192 88.0 127 84.1 24 88.9 Cramer’s V=0.148, 
p<0.000 

N= 542  146  218  151  27   

            
Pharmacy 510 94.1 142 97.3 210 96.3 134 88.8 24 88.9 Cramer’s V=0.162 

p<0.000 

N= 542  146  218  151  27   
            

General Practitioner 474 87.5 128 87.6 196 89.9 132 87.5 18 66.6 Cramer’s V=0.157, 
p<0.000 

N= 542  146  218  151  27   

            

General Hospital 198 36.5 64 43.8 77 35.4 47 31.1 10 37.0 Cramer’s V=0.103, 
p<0.047 

N= 542  146  218  151  27   

            

Corner shop 488 90.0 141 97.2 200 91.7 132 87.4 14 51.8 Cramer’s V=0.223, 
p<0.000 

N= 542  146  218  151  27   

            

Coffee shop/pub 435 80.3 141 96.6 194 89.0 95 62.9 5 7.5 Cramer’s V=0.306, 
p<0.000 

N= 542  146  218  151  27   
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These findings are summarised by scoring each of the services / facilities (range -2 to +2) to 

calculate an average score for accessibility of essential services by parish. This analysis shows 

that Christ the King has the most locally accessible essential services followed by Our Lady 

of the Rosary parish, while Corpus Christi parish has the least accessible.    

 

 
Tests: F=18.633, Eta sq = 0.094, p<0.001 

 
 
Focusing on accessibility of social, community and leisure facilities by parish, parks / open 

spaces (94% identified these are very / fairly easy to get to), indoor / outdoor sports (89%) 

and a library (89%) are most accessible in the local neighbourhood environment across all 

parishes while a community / social centre (57%) is least accessible. There are differences 

between parishes on the extent to which specific services / facilities are accessible to them – 

for instance, with only 20 per cent in Our Lady of the Rosary parish and 57 per cent in Christ 

the King stating that a community / social centre is very / fairly easy to get to compared with 

96 per cent in Corpus Christi. In Corpus Christi parish, however, there are few other meeting 

places such as hotels (only 11% stating that such a facility is easily accessible) while only 22 

per cent in St. Munchin’s Parish state that indoor / outdoor sports are “very / fairly easy to get 

to” – Table 3.  

Figure 2: Accessibility of essential services score by 

parish 
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Table 3: Accessibility of Social, Community and Leisure Facilities by Parish  
Facility / service All Christ the King OL of the Rosary St. Munchin’s Corpus Christi Tests & Significance 

 Very / fairly easy Very / fairly easy Very / fairly easy Very / fairly 
easy 

Very / fairly 
easy 

 

Are the following social and 
leisure facilities and amenities 
easy for you to get to? 

No. % No. % No. % No. % No. %  

Community / social centre 301 57.0 130 90.9 42 20.1 103 69.1 26 96.3 Cramer’s V=0.390, 
p<0.001 

N= 528  143  209  149  27   
            

Indoor / outdoor sports 484 89.3 118 84.9 130 60.5 32 21.8 18 75.0 Cramer’s V=0.311, 
p<0.001 

N= 525  143  209  149  24   

            

Parks / open spaces 510 94.1 90 62.0 158 73.5 87 58.0 16 55.5 Chi sq 0.012, Cramer’s 
V=0.115 p<0.05 

N= 537  145  215  150  27   

            

Library 474 87.5 130 89.0 92 42.4 96 64.4 24 88.9 Cramer’s V=0.323, 
p<0.001 

N= 539  146  217  149  27   

            

Other – e.g. hotel 436 81.2 139 95.9 206 94.5 88 59.9 3 11.1 Cramer’s V=0.377, 
p<0.001 

N= 537  145  218  147  27   
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Similarly, these findings are summarised by scoring each of the services / facilities (range -2 

to +2) and creating an average score for accessibility of community / social facilities by 

parish. This analysis shows that Christ the King has the most locally accessible community 

and social facilities followed by the disadvantaged parish of Corpus Christi. Such facilities 

and services are much less accessible in St. Munchin’s and Our Lady of the Rosary parishes.     

 
 

 
Tests: F=23.715, Eta sq = 0.117, p<0.001 

 
More than half the population (56%) across all parishes are aware of adult education and 

training being available locally while approximately 16 per cent attended adult education and 

training in the last two years.  A higher proportion in Corpus Christi and St. Munchin’s 

parishes – particularly in the more disadvantages areas – are aware of such services compared 

with Our Lady of the Rosary and Christ the King parishes. Attendance at adult education and 

training, however, is higher amongst the population in St. Munchin’s (18%) and Our Lady  

Rosary parishes (17%) and lowest in Corpus Christi (7%) – Table 4. 

 
Table 4: Awareness of, & attendance at, adult education & training by parish 

 All  Christ the 
King 

OL of the  
Rosary 

St. 
Munchin’s 

Corpus 
Christi 

 No. % No. % No. % No. % No. % 

Yes, aware of it 
available locally 

302 55.7 64 43.8 121 55.5 97 64.2 20 74.1 

N= 542  146  218  151  27  

Cramer’s V=0.174, p<0.001 
Yes, attended in 
the last 2 years 

85 15.7 18 12.3 38 17.4 27 17.9 2 7.4 

N= 542  146  218  151  27  
Cramer’s V=0.261, p<0.001 

 
Regularity of attendance at religious services is reported here, as part of the services in which 

people engage in the milieu of neighbourhood. In this regard, it is considered to have a 

Figure 4: Accessibility of community / social facililities 
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community and social as well as a personal spiritual dimension (Veenstra 2000).  The vast 

majority of the population (85%) attend religious services once a week or more often and a 

small minority either only attend for weddings / funerals or never (6%). It is in Corpus Christi 

parish that the smaller majority attend religious service regularly (63%) and the largest 

proportion compared with other parishes never attends (30%) – Table 5. 

 
Table 5: Attendance at religious services by parish 

What about 
yourself and 
religious 
services, how 
often do you 
attend? 

All  Christ the 
King 

Our Lady of 
the Rosary 

St. 
Munchin’s 

Corpus 
Christi 

 No. % No. % No. % No. % No. % 
Once a week or 
more often 

463 85.4 129 88.4 195 89.4 122 80.8 17 63.0 

At least once a 
month 

20 3.7 3 2.1 
 

8 3.7 9 6.0 0 0 

A couple of time a 
year 

24 4.4 5 3.4 5 2.3 12 7.9 2 7.4 

Only wedding, 
funerals, 
occasions 

11 2.0 6 4.1 3 1.4 2 1.3 0 0 

Never 24 4.4 3 2.1 7 3.2 6 4.0 8 29.6 
Total 542 100 146 100 218 100 151 100 27 100 
Cramer’s V=0.192, p<0.001 

 
While the data are not shown here, age also influences regularity of attendance at religious 

services, reducing in the oldest age groups (Chi sq 0.039, Cramer’s V = 0.122). Perhaps, 

surprisingly, however, gender did not prove to be statistically significant in the regularity of 

attendance at religious services. 

 

Table 6: Religiosity  by parish 

How often do 
you pray? 

All  Christ the 
King 

Holy Rosary St. 
Munchin’s 

Corpus 
Christi 

 No. % No. % No. % No. % No. % 

More than once a 
day 

316 58.4 88 60.3 110 50.5 101 67.3 17 63.0 

Once daily or 
almost daily 

136 25.1 26 17.8 
 

72 33.0 32 21.3 6 22.2 

A couple of times 
a week 

26 4.8 5 3.4 17 7.8 4 2.7 0 0 

Once a week 19 3.5 10 6.8 4 1.8 5 3.3 0 0 

Less than once a 
week 

13 2.4 6 4.1 6 2.8 1 0.7 0 0 

Never 31 5.7 11 7.5 9 4.1 7 4.7 4 14.8 

Total 541 100 146 100 218 100 150 100 27 100 
Cramer’s V=0.155; p<0.001 

 
Focusing on religiosity or individual spiritual orientation, over half of the population across 

all parishes pray more than once daily and 84 per cent pray almost daily or more often. A 

small minority state that they never pray (6%). This group that never prays is highest in 
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Corpus Christi parish (15%)  Frequency of praying is highest in St. Munchin’s (89% praying 

almost daily) and Corpus Christi (85%) parishes – Table 6.   

 

While age did not prove to be associated with frequency of praying (i.e. not statistically 

significant), gender is associated with this. A higher proportion of females pray almost daily 

or more often (89%) compared with males (76%) and a larger proportion of males pray less 

than once a week or never (15%) compared with females (5%) – Table 7. 

 
Table 7: Religiosity  by gender 

How often do 
you pray? 

All Male Female 

 No. % No. % No. % 

More than once a 
day 

316 58.4 115 52.5 201 62.4 

Once daily or 
almost daily 

136 25.1 51 23.3 85 26.4 

A couple of times 
a week 

26 4.8 13 5.9 13 4.0 

Once a week 13 2.4 7 3.2 6 1.9 

Less than once a 
week 

31 5.7 23 10.5 8 2.5 

Never 19 3.5 10 4.6 9 2.8 

Total 541 100 219 100 322 100 
Cramer’s V=0.194; p<0.01 

 
 
6.1.3 Quality of neighbourhood 
As well as the presence and accessibility of services and community and social facilities, the 

survey included questions related to satisfaction with neighbourhood as a place to live, extent 

to which certain issues are problematic in the neighbourhood context, and the quality of 

selected services (Bowling, Barber et al 2006; Bowling, Stafford et al 2007; Wen, Browning 

et al 2003). Findings related to satisfaction with the neighbourhood as a place to live, by each 

of the four parishes is reported below – Table 8.  

 
Table 8: Quality of neighbourhood as a place to live by parish 

What do you think of 
the neighbourhood as a 
place to live? 

All Christ the 
King 

OL of the 
Rosary 

St. 
Munchin’s 

Corpus 
Christi 

 No. % No. % No. % No. % No. % 

Very good 408 75.4 108 74.0 201 92.2 91 60.3 8 30.8 
Fairly good 86 15.9 27 18.5 14 6.4 34 22.5 11 42.3 

Average  33 6.1 10 6.8 3 1.4 19 12.6 1 3.8 
Fairly bad 11 2.0 0 0 0 0 5 3.3 6 23.1 

Very bad 3 0.6 1 0.7 0 0 2 1.3 0 0 

Total 541 100 146 100 218 100 151 100 26 100 
Tests:  Association, Cramer’s V=0.289,  p<0.001 

 
The vast majority across all parishes consider the neighbourhood very good (75%) or fairly 

good (16%) and only a very small minority considers it fairly or very bad (3%) as a place to 

live. There are statistically significantly differences across the parishes in the ratings – with 

the largest proportion in Our Lady of the Rosary parish rating the neighbourhood as very 
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good (92%) followed by Christ the King (75%). In Corpus Christi and St. Munchin’s 

parishes, where there is widespread deprivation or pockets of disadvantaged neighbourhoods, 

31 per cent and 60 rate the neighbourhood as very good respectively, and in the case of 

Corpus Christi, 23 per cent rate the neighbourhood as fairly bad – Table 8.  The relationship 

between parish and quality of neighbourhood as a place to live is weak to modest. 

 
In terms of the dynamic of change in the area over the last two years, the majority view across 

all parishes is that the neighbourhoods are staying much the same (62%). A much higher 

proportion of the population of Our Lady of the Rosary parish considers that the 

neighbourhood is stable (76%) or improving (20%) compared with the other parishes.  In the 

case of Christ the King Parish, while a majority considers it stable (56%), a large minority 

(29%) considers it to be getting a little or much worse over the last two years. In the case of 

Corpus Christi, opinion is more mixed, with 44 per cent considering that it is staying much 

the same, 33 per cent considering that it is getting a little or much worse and 22 per cent 

considering that it is improving. In St. Munchin’s parish, while a majority considers it is 

staying “much the same” (51%), opinion is similarly mixed as to whether the neighbourhood 

is improving (28%) or getting worse (21%) over the last two years – Table 9. 

 
Table 9: Dynamic of change of neighbourhood quality by parish 

To what extent do you 
think the area is 
improving or getting 
worse (over the last 2 
years)? 

All Christ the 
King 

OL of the 
Rosary 

St. 
Munchin’s 

Corpus 
Christi 

 No. % No. % No. % No. % No. % 

Improving a lot 34 6.3 11 7.5 10 4.6 11 7.3 2 7.4 

Improving a little 81 14.9 12 8.2 34 15.6 31 20.5 4 14.8 

Much the same  335 61.8 81 55.5 165 75.7 77 51.0 12 44.4 

Getting a little worse 63 11.6 27 18.5 8 3.7 27 17.9 1 3.7 

Getting much worse 29 5.4 15 10.3 1 0.5 5 3.3 8 29.6 

Total 542 100 146 100 218 100 151 100 27 100 
Tests: Association: Cramer’s V=0.239 , p<0.001 
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Table 10: Types and extent of neighbourhood problems by parish 
Problems All Christ the King OL of the Rosary St. Munchin’s Corpus Christi 

How much of 
a problem 
are these 
things? 

% 
indicating 
a problem 

% very / 
big 
problem 

N % 
indicating 
a problem 

% very / 
big 
problem 

N % 
indicating 
a problem 

% very / 
big 
problem 

N % 
indicating 
a problem 

% very / 
big 
problem 

N % 
indicating 
a problem 

% very / 
big 
problem 

N 

Rubbish / litter 
Cramer’s 
V=0.236, 
p<0.001 

54.5 18.9 539 62.1 16.5 145 42.4 9.3 217 60.7 40 150 88.8 48.1 27 

Area poorly 
maintained / 
run down 
Cramer’s 
V=0.273, 
p<0.001 

35.7 9.2 541 40.0 6.2 145 20.6 5.0 218 48.3 11.2 151 63 48.1 27 

Traffic (flow, 
noise, danger) 
Cramer’s 
V=0.176, 
p<0.001 

61.4 38.4 542 67.1 45.2 146 60.6 36.7 218 64.9 38.4 151 18.5 14.8 27 

Vandalism 
Cramer’s 
V=0.190, 
p<0.001 

48.3 10.7 536 41.3 14.9 141 40.4 2.8 218 48.0 14.7 150 51.9 19.6 27 

Theft / break-
ins to house 
Cramer’s 
V=0.187, 
p<0.001 

49.3 7.4 537 53.8 8.4 143 49.5 3.2 218 43.6 8.7 149 65.6 29.6 27 

Car crime 
Cramer’s 
V=0.203, 
p<0.001 
 
 
 
 
 

49.2 11.7 531 60.7 12.1 140 35.0 4.7 214 66.7 17.3 150 59.3 33.3 27 
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Table 10: Types and extent of neighbourhood problems by parish 
Problems All Christ the King OL of the Rosary St. Munchin’s Corpus Christi 

How much of 
a problem 
are these 
things? 

% 
indicating 
a problem 

% very / 
big 
problem 

N % 
indicating 
a problem 

% very / 
big 
problem 

N % 
indicating 
a problem 

% very / 
big 
problem 

N % 
indicating 
a problem 

% very / 
big 
problem 

N % 
indicating 
a 
problem 

% very / 
big 
problem 

N 

Young people 
hanging 
around 
Cramer’s 
V=0.195, 
p<0.001 

47.2 18.7 540 61.1 25.7 144 35.3 7.8 218 49.0 23.8 151 59.3 40.7 27 

Problem 
families 
Cramer’s 
V=0.275, 
p<0.001 

27.8 7.6 539 30.8 12.6 143 2.8 0.5 218 19.5 7.3 151 66.6 40.7 27 

Bad image by 
outsiders 
Cramer’s 
V=0.557, 
p<0.001 

17.5 7.8 538 14.7 3.5 143 0.9 0.5 218 29.3 6.0 150 100 100 27 
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6.1.4 Problems in the neighbourhood 

Residents were asked to indicate the extent to which a number of issues are problems in the 

neighbourhood. Detailed findings are reported by parish in Table 10 and illustrated in Figure 

5.  There are statistically significant differences between the parishes on all the problem 

issues explored. The greatest variation is in relation to the problem of poor external image 

where all residents of Corpus Christi parish (Moyross) consider this a very big problem for 

their neighbourhood while it is not a problem in the most affluent parish (1% indicating it is a 

problem). Poor external image applies in pockets of St. Munchin’s parish (29% indicating it is 

a problem and 6% indicating it is a big / very big problem). This is also identified as a 

problem by a small proportion of the population in Christ the King parish (15% indicating it is 

a problem and 4% indicating it is a very big problem). Variation by parish on specific 

problems is weak to modest (based on values of Cramer’s V) but is strong in relation to the 

problem of external image. 

 

Figure 5 illustrates the extent to which each of the issues explored are problematic 

highlighting differences by parish, based on scoring problems on a scale 0 (not at all a 

problem) to 4 (a very big problem).   In the case of Corpus Christi parish, the greatest 

problems in order, following from bad image by outsiders, are rubbish / litter, area poorly 

maintained / run down, young people hanging around and problem families. In Christ the 

King, St. Munchin’s and Our Lady of the Rosary parishes, the biggest problem identified is 

traffic (flow, noise, danger). In Christ the King parish, young people hanging around, litter / 

rubbish and vandalism are most serious problems identified. In St. Munchin’s, litter, car 

crime, young people hanging around and vandalism are next more serious problems. In Our 

Lady of the Rosary parish, after traffic, the biggest problems are litter / rubbish, young people 

hanging around, and theft / break-ins but the severity of the problems is less in Our Lady of 

the Rosary compared with the other parishes.  
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Figure 5: Types / extent of neighbourhood problems by parish
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Figure 6 brings this analysis together to illustrate the extent of concentration of problems by 

parish (based on an average score from 0 to 4 over all types of problems).  This shows that 

Corpus Christi parish has the highest concentration of problems compared with other parishes 

and Our Lady of the Rosary parish the lowest concentration of neighbourhood problems. 

Variation between the parishes is statistically significant with location (parish) explaining 17 

per cent of the variation in the extent of concentration of problems by parish. 

 

 
Tests: F= 37.276, p<0.001; Eta sq 0.172 

 

Figure 6: Concentration of neighbourhood problems,  by parish 
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6.1.5 Transport 

Transport – own transport and access to public transport - is important to mobility and 

independent living of older people.  Pedestrian-orientation or “walkability” of neighbourhood 

– whereby people get meet friends and acquaintances when they walk in the neighbourhood – 

is identified amongst the favourable conditions for the development of neighbourhood social 

capital (Jacobs 1961; Wood, Shannon et al 2007). 

 

Residents were asked to state their main form of transport – i.e. in a typical week, for doing 

everyday things like going to the shops and post office. Across all parishes, the majority use 

their own car / motorcycle (60%), 13 per cent walk and 12 per cent use public transport as 

their main form of transport.  

 
Table 11: Main form of transport  by parish 

What is your 
main form of 
transport? 

All  Christ the 
King 

OL of the 
Rosary 

St. 
Munchin’s 

Corpus 
Christi 

 No. % No. % No. % No. % No. % 

Own car / 
motorcycle 

327 60.3 106 72.6 160 73.4 57 37.7 4 14.8 

Neighbours’ / 
friends’ / relatives’ 
car 

51 9.4 8 5.5 
 

23 10.6 16 10.6 4 14.8 

Public transport 66 12.2 20 13.7 11 5.0 29 19.2 6 22.2 

Cycling 5 0.9 0 0 4 2.6 1 3.7 5 0.9 

Walking 71 13.1 10 6.8 17 7.8 34 22.5 10 37.0 

Other 16 3.0 2 1.4 6 2.8 6 4.0 2 7.4 

Never goes out 6 1.1 0 0 1 0.5 5 3.3 0 0 

Total 542 100 146 100 218 100 151 100 27 100 
Tests: Cramer’s V=0.258, p<0.01 

 
There are statistically significant differences between the parishes. In the parishes with a more 

disadvantaged profile, a much lower proportion rely on their own car (38% in St. Munchin’s 

and only 15% in Corpus Christi), a higher proportion walk (23% in St. Munchin’s and 37% in 

Corpus Christi) and a higher proportion rely on public transport (22% in Corpus Christi and 

19% in St. Munchin’s) compared with the more affluent parishes (Our Lady of the Rosary and 

Christ the King).   

 
As well as income / resources and attitudes towards transport use, the extent of use of public 

transport could depend on the quality of the service. Residents were asked about the quality of 

local public transport.  Overall, 68 per cent of residents across all parishes indicate that public 

transport is good. Ratings for the quality of local public transport is highest in Christ the King 

parish (89% consider it good) and lowest in Our Lady of the Rosary parish (51% consider it 

good). In Corpus Christi parish, where the largest proportion relies on public transport, some 

42 per cent of the population do not consider it good. Variation between the parishes is 

statistically significant and relationship to parish is modest. 
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Table 12: Quality of local public transport by parish 

Would you say this 
area has good local 
public transport for 
where you want to get 
to? 

All Christ the 
King 

OL of the 
Rosary 

St. 
Munchin’s 

Corpus 
Christi 

 No. % No. % No. % No. % No. % 
Yes 312 68.4 114 89.1 86 50.9 98 72.6 14 58.3 

No 144 31.6 14 10.9 83 49.1 37 27.4 10 41.7 

Total 456 100 128 100 169 100 137 100 24 100 

Tests: Association Cramer’s V = 0.336, p<0.001 

 
 
6.1.6 Quality of local services 
Residents were asked to rate the quality of selected local services. Across all parishes, the 

services with the highest satisfaction ratings are religious / parish services (83% rate them 

very good / good), waste collection / recycling (83% rate them very good / good), local shops 

(77% rate them very good / good) and citizen’s information (78% rate it very good / good).  

The lowest rates of satisfaction are facilities for teenagers (16% rate them very good / good), 

services for children (only 23 rate them very good / good) and social leisure services for 

people “like yourself”, meaning older people (34% rate them very good / good).   

 

The association between quality of local services and parish is statistically significant for all 

services with the exception of citizen information services. The relationship is weak to 

modest. The greatest variation between the parishes is in relation to local shops (only 28% in 

Corpus Christi parish rate them very good / good), religious / parish services and facilities for 

young children – Table 13.  
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Table 13: Quality of local services by parish  
Facility / 
service 

All Christ the 
King 

OL of the 
Rosary 

St. 
Munchin’s 

Corpus 
Christi 

Tests & 
Significance 

 Very / 
good 

Very / 
good 

Very / 
good 

Very / 
good 

Very / 
good 

 

Can you 
tell me how 
you rate 
the quality 
of these 
services in 
your area? 

No. % No. % No. % No. % No. %  

Social / 
leisure for 
‘people like 
yourself’ 

155 34.0 63 55.8 47 34.9 40 30.3 5 23.8 Chi sq 0.000, 
Cramer’s 
V=0.184, 
p<0.001 

N= 455  113  189  132  21   
            

Facilities for 
young 
children 

72 23.2 37 42.5 18 16.6 8 8.2 9 47.3 Chi sq 0.000, 
Cramer’s 
V=0.280, 
p<0.001 

N= 311  87  108  97  19   
            

Facilities for 
teenagers 

49 15.5 20 21.1 16 14.5 5 5.3 8 42.1 Chi sq 0.000, 
Cramer’s 
V=0.250 
p<0.001 

N= 318  95  110  94  19   

            
Adult 
education 
and training 

169 65.0 32 56.2 57 52.2 74 85.1 6 85.7 Chi sq 0.000, 
Cramer’s 
V=0.220, 
p<0.001 

N= 260  57  109  87  7   

            
Local shops 418 78.6 138 95.9 180 83.7 93 62.8 7 28.0 Chi sq 0.000, 

Cramer’s 
V=0.319, 
p<0.001 

N= 532  144  215  148  25   

            

Local gardaí 
/ police 

304 63.2 76 57.5 136 69.7 74 56.9 18 75.0 Chi sq 
0.041Cramer’s 
V=0.123, 
p<0.05 

N= 481  132  195  130  24   

            

Religious / 
parish 
services 

430 82.8 139 96.5 165 80.1 108 74.5 18 75.0 Chi sq 0.000 
Cramer’s 
V=0.260, 
p<0.001 

N= 519  144  206  145  24   

            

Waste 
collection / 
recycling 

450 83.2 127 87.0 178 82.0 121 80.1 24 88.9 Chi sq 0.000 
Cramer’s 
V=0.156, 
p<0.001 

N= 541  146  217  151  27   

            
Citizen 
Information 

192 77.8 44 72.1 75 78.2 58 79.4 15 88.3 Chi sq 0.443 
Cramer’s 
V=0.127, 
p=0.443 

N= 247  61  96  73  17   
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Figure 7 illustrates the findings on quality of selected services by parish by scoring data on a 

scale from very poor (-2) to very good (+2).  There is some consistency across parishes in the 

services which are considered poor (facilities for young children and teenagers) and with the 

exception of Christ the King, social and leisure service for older people, and in the services 

with are considered good quality (citizen’s information, waste collection and recycling, and 

parish services).  Residents in St. Munchin’s parish rate the police service less favourably 

than resident of other parishes; residents of St. Munchin’s and Corpus Christi parish rate adult 

education and training (where there is more provision in the disadvantaged areas) more 

positively than residents of Christ the King and Our Lady of the Rosary; and residents of 

Corpus Christi rate local shops as poor quality. For older people living any distance into the 

Moyross estate, with the exception of one small shop on the far side of the estate (Delmege 

Park), the only shops are on the entrance to the estate and are some distance to walk.   

Figure7: Quality of selected services by parish
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Figure 8 brings this analysis together to illustrate the overall position on quality of local 

services by neighbourhood based on an average score over all types of services explored in 

the survey. This shows that the middle class sub-urban parish, Christ the King, has the highest 

ratings by residents on quality of local services while the mixed parish, with pockets of 

disadvantaged neighbourhoods, St. Munchins’s, has the lowest ratings.  Differences between 

the parishes on quality of local services are statistically significant. 
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Figure 8: Quality of services score by parish (Average of all 

scores)
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Tests and statistical significance: 
F=23.036, p<0.001, Eta Sq=0.114 

 
 
6.2 Social capital 
 
Various aspects of the social capital of older people and communities (i.e. measures 

aggregated to parish level) were explored in the study. It particular, the survey explored (i) 

attitudes / values associated with social capital particularly centred on trust in people and 

institutions; (ii) involvement in social networks including knowing neighbours, having close 

family and friends, and being involved in clubs / voluntary associations; and (iii) having 

support networks in times of need and / or crises. The findings are presented below. 

  

Attitudes centred on trust in people in general and reciprocity used as a measure of the social 

capital. These are related to the local community (neighbourhood) setting. Attitudes related to 

community cohesion and inclusion are explored as aspects of community social capital – i.e. 

the notion of a “bonded” local community. 

 
6.2.1 Social trust and reciprocity 
Generalised social trust is related to the extent to which the population trust people in the 

neighbourhood and is used as a measure of a “bonded” local community. 
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Table 14: Generalised trust of people in the neighbourhood, by parish 
Would you say you 
trust 

All Christ the 
King 

OL of the 
Rosary 

St. 
Munchin’s 

Corpus 
Christi 

 No. % No. % No. % No. % No. % 
Most or many of the 
people in the 
neighbourhood 

425 78.8 120 82.8 185 84.9 108 72.5 12 44.4 

Some of the people 79 14.7 21 14.5 24 11.0 26 17.4 8 29.6 

Just a couple of people 31 5.8 3 2.1 9 4.1 13 8.7 6 22.2 

Nobody in the 
neighbourhood generally 

4 0.7 1 0.7 0 0 2 1.3 1 3.7 

Total 539 100 145 100 218 100 149 100 27 100 
Tests: Pearson’s Chi-sq. = 0.000;  Association: Cramer’s V =0.153, p<0.001 

 

The findings indicate that trust is high with 79 per cent across all parishes indicating that they 

trust most or many of the people in the neighbourhood and only 6 per cent indicating that they 

trust only a couple or nobody.  Social trust is highest in the most affluent parish, Our Lady of 

the Rosary (85% trust most or many) followed by Christ the King (83% trust most or many) 

and lowest in the most disadvantaged parish, Corpus Christi (44% trust most or many while 

26% trust just a couple of people or nobody). This is consistent with other recent research in 

Ireland where social trust was found to be higher in affluent compared with disadvantaged 

areas (Balanda and Wilde 2003; Humphreys 2005; Humphreys and Dineen 2006). While the 

variation between parishes is statistically significant, the relationship to parish is weak. 

 

Considering trust with reference to the extent to which people know each other – i.e. - know 

people living in the neighbourhood, it is only in the case of Corpus Christi parish that 

residents know people to a greater extent that they trust them.  In Christ the King parish, the 

proportion trusting more than they know in the neighbourhood is highest. This indicator of the 

differential between knowing and trusting is an important measure of the social capital. 

 

 
 
 

Figure 9: Extent of knowing and trusting people in the 

neighbourhood by parish 
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Focusing on reciprocity, generally across all parishes there is a sense that “local people look 

out for each other” (81% agree with the statement). This is strongest in Christ the King parish 

(90% agree) followed by the most affluent parish, Our Lady of the Rosary (80% agree) and 

weaker in the more disadvantaged parishes of St. Munchin’s (73% agree and 24% disagree) 

and Corpus Christi, generally in the extent of agreement / disagreement. 

 

Table 15: Reciprocity: People look out for each other by parish 
The area is a place 
where local people look 
out for each other 

All Christ the 
King 

OL of the 
Rosary 

St. 
Munchin’s 

Corpus 
Christi 

 No. % No. % No. % No. % No. % 
Strongly agree 151 28.1 58 40.0 78 35.9 13 8.6 2 8.0 

Agree 283 52.6 72 49.7 95 43.8 97 64.2 19 76.0 
Neither agree nor 
disagree 

18 3.3 5 3.4 8 3.7 5 3.3 0 0 

Disagree 67 12.5 7 4.8 31 14.3 27 17.9 2 8.0 
Strongly disagree 19 3.5 3 2.1 5 2.3 9 6.0 2 8.0 

Total 538 100 145 100 217 100 151 100 25 100 
Tests: Pearson’s Chi-sq=0.000; Association: Cramer’s V=0.209; p<0.001 

 

6.2.2 Community cohesion and inclusion 

Community cohesion is operationalised in the statement on the extent of agreement that the 

area “is a close / tight knit community”. Inclusion is operationlised in the extent to which 

respondents agree that the area is “welcoming to newcomers”. These are related concepts to 

social capital (Forrest and Kearns 2001; Wilkinson 1996).  

 

Table 16: Cohesion: “Close” / tight-knit community by parish  
This area is a close / 
tight-knit community 

All Christ the 
King 

OL of the  
Rosary 

St. 
Munchin’s 

Corpus 
Christi 

 No. % No. % No. % No. % No. % 
Strongly agree 86 15.9 51 34.9 29 13.3 5 3.3 1 3.8 

Agree 233 43.1 56 38.4 91 41.7 74 49.0 12 46.2 

Neither agree nor 
disagree 

42 7.8 13 8.9 13 6.0 15 9.9 1 3.8 

Disagree 152 28.1 22 15.1 77 35.3 44 29.1 9 34.6 

Strongly disagree 28 5.2 4 2.7 8 3.7 13 8.6 3 11.5 

Total 541 100 146 100 100 100 151 100 99 100 
Tests: Pearson’s Chi-sq=0.000; Association: Cramer’s V=0.219, p<0.001 

 

A majority across all parishes agrees that the area is a “close / tight knit community” (59%). 

The largest majority agreeing with this statement (73%) and the smallest proportion 

disagreeing with the statement (18%) is in Christ the King parish. Exactly half of the 

population of Corpus Christi parish agree with the statement  (Table 16). These views reflect 

an attitude more supportive of the notion of “close” community than found in recent 

community surveys in the general population (Humphreys 2005; Humphreys and Dineen 

2006) and are perhaps more typical of the views of an older population grouping. Variation 

between the parishes is statistically significant with the relationship to parish weak. 
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Generally, there is a positive view on the extent to which the neighbourhood is “welcoming to 

newcomers” with 66 per cent across all parishes agreeing with the statement. Only a small 

proportion in Corpus Christi (17%) agrees with this statement while the majority disagrees 

(65%). In the case of the other three parishes where a majority agrees that “the area is 

welcoming to newcomers”, the larger proportion agrees rather than strongly agrees while 

approximately one-fifth in both Our Lady of the Rosary parish and St. Munchin’s parish 

disagrees with the statement (Table 17). Variation by parish is statistically significant with 

the relationship to parish weak/modest. 

 
 
Table 17: Inclusion:  Extent to which the neighbourhood is welcoming to newcomers 
by parish 
This area is welcoming 
to newcomers 

All Christ the 
King 

OL of the 
Rosary 

St. 
Munchin’s  

Corpus 
Christi 

 No. % No. % No. % No. % No. % 

Strongly agree 45 8.9 29 22.8 14 6.8 1 0.7 1 4.3 

Agree 286 56.9 77 60.6 125 61.0 81 54.7 3 13.0 

Neither agree nor 
disagree 

78 15.5 10 7.9 28 13.7 36 24.3 4 17.4 

Disagree 84 16.7 10 7.9 36 17.6 27 18.2 11 47.8 

Strongly disagree 10 2.0 1 0.8 2 1.0 3 2.0 4 17.4 

Total 541 100 127 100 205 100 148 100 23 100 
Tests: Pearson’s Chi-sq=0.000; Cramer’s V=0.271; p=0.000 

 

In the case of Corpus Christ parish, commenting on the statement regarding newcomers onto 

the estate, allocations of housing is considered to have been mismanaged over the years in 

Moyross where houses were let to problem families who subsequently “took over” parts of 

the estate as housing units became available, and other residents left because of criminal and 

anti-social behaviour.  In other parishes, there are some concerns regarding housing being 

bought by the local council for rent or by private landlords, and properties being let to 

problem families resulting in fears of neighbourhood deterioration, and there are experiences 

of “bad neighbours” in some areas.   

 

6.2.3 Institutional trust 

Trust in institutions is an important indicator of social capital in that it focuses on attitudes 

which are supportive or otherwise of people engaging in vertical power relationships – in 

particularly with institutions and agencies responsible for the delivery of services in local 

communities (Docherty, Goodlad et al 2001). As such institutional trust focuses on attitudes 

supportive of “linking” social capital. 

 

In the survey of older people in the parishes, the focus is on institutions which are considered 

to have an important role in addressing people’s everyday needs in a local community setting 

(Docherty, Goodlad et al 2001). Attitudes towards the local authority are explored as the level 
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of government closest to citizens and with decentralised governance structures in place for 

local community and citizen participation in governance (City and County Development 

Boards, Strategic Policy Committees, Community Fora). 

 

The detailed findings in relation to trust in institutions by parish are presented in Table 18.  

 

Across all parishes, relative to other institutions the highest level of trust is in the local clergy 

and sisters (97% trust them completely or quite a lot) followed by the gardaí (85% trust them 

completely or quite a lot).  The lowest levels of trust are in the local authority – 46 per cent 

across all parishes trust the council a great deal or quite a lot while 41 per cent distrust the 

local council.  While differences between the parishes are statistically significant, findings 

indicate a low to modest association between trust and location (parish) with the greatest 

variation being in relation to trust in the local clergy and sisters and in the community and 

welfare services of the health services. 

  

It is in Corpus Christi, mainly covering the most disadvantaged estate of Moyross, that 

residents have the highest levels of trust in the gardaí. Generally, this is associated with the 

introduction of community policing and much more visible garda presence on the ground in 

Moyross in recent years. Lower ratings of the police in other parishes are associated with the 

opposite – generally the lack of any visible garda presence or none “on the beat”.  

 

In both Corpus Christi and St. Munchin’s parish a higher proportion distrusts the local council 

(48% in Corpus Christi and 46% in St. Munchin’s) than trusts them (41% in each parish).  

Negative attitudes of trust in the local council in the parishes of Corpus Christi covering 

mainly the disadvantaged estate of Moyross and St. Munchin’s (including some 

disadvantaged neighbourhoods such as Ballynanty, Killeely, Thomondgate) is associated with 

a sense of neglect of the estates by the council over many years such that some parts greatly 

deteriorated to become very difficult places to live. In more affluent areas, relatively weak 

trust in the local authority is associated with poor planning decisions for the city in general 

and the northside of the city in particular.   

Trust in the health services, generally, is not high, with one-third across all parishes not 

trusting the health services (not much or not at all). Trust in the health services is weakest in 

St. Munchin’s parish where 41 per cent of the population distrust the health services. 



 109 

Table 18: Extent of trust in various institutions by parish 
To what extent do 
you trust (the 
institutions) to do 
what is right? 

All Christ the 
King 

OL of the 
Rosary 

St. 
Munchin’s 

Corpus 
Christi 

The local (County, 
City) Council  

No. % No. % No. % No. % No. % 

A great deal – 
completely 

40 8.0 20 15.3 13 6.3 6 4.3 1 3.7 

Quite a lot – in most 
things 

192 38.3 48 36.6 84 41.0 50 36.2 10 37.0 

Neither trust nor 
distrust 

66 13.2 15 11.5 29 14.1 19 13.8 3 11.1 

Not much 126 25.1 33 25.2 54 26.3 38 27.5 1 3.7 

Not at all 77 15.4 15 11.5 25 12.2 25 18.1 12 44.4 

Total 501 100 131 100 205 100 138 100 27 100 

Chi sq.=0.000; Association Cramer’s V=0.157, p<0.001 

The Health Services 
covering health 
such as hospitals 

No. % No. % No. % No. % No. % 

A great deal – 
completely 

77 14.8 29 20.9 36 17.2 10 6.8 2 8.3 

Quite a lot – in most 
things 

230 44.3 54 38.8 101 48.3 60 40.8 15 62.5 

Neither trust nor 
distrust 

42 8.1 11 7.9 12 5.7 17 11.6 2 8.3 

Not  much 118 22.7 34 24.5 42 20.1 39 26.5 3 12.5 

Not at all 52 10.0 11 7.9 18 8.6 21 14.3 2 8.3 
Total 519 100 139 100 209 100 147 100 24 100 

Chi sq.=0.013; Association Cramer’s V=0.128, p<0.05 

The community and 
welfare services  

No. % No. % No. % No. % No. % 

A great deal – 
completely 

13 5.0 15 34.1 21 21.2 8 7.8 1 7.7 

Quite a lot – in most 
things 

82 31.4 17 38.6 59 59.6 79 76.7 7 53.8 

Neither trust nor 
distrust 

91 34.9 3 6.8 7 7.1 5 4.9 2 15.4 

Not very much 53 20.3 4 9.1 7 7.1 9 8.7 1 7.7 

Not at all 22 8.4 5 11.4 5 5.1 2 1.9 2 15.4 
Total 259 100 44 100 99 100 103 100 13 100 

Chi sq.=0.002; Association Cramer’s V=0.202, p<0.01 
The Guards No. % No. % No. % No. % No. % 

A great deal – 
completely 

142 27.1 44 32.1 68 31.6 20 13.6 10 40.0 

Quite a lot – in most 
things 

302 57.6 62 45.3 127 59.1 99 67.3 14 56.0 

Neither trust nor 
distrust 

36 6.9 13 9.5 10 4.7 13 8.8 0 0 

Not very much 36 6.9 13 9.5 9 4.2 14 9.5 0 0 

Not at all 8 1.5 5 3.6 1 0.5 1 0.7 1 4.0 
Total 524 100 137 100 215 100 147 100 25 100 

Chi sq.=0.000; Association Cramer’s V=0.160, p<0.001 
Local clergy & sisters No. % No. % No. % No. % No. % 

A great deal – 
completely 

329 62.4 114 79.2 135 64.6 65 44.2 15 55.6 

Quite a lot – in most 
things 

182 34.5 29 20.1 69 33.0 76 51.7 8 29.6 

Neither trust nor 
distrust 

6 1.1 1 0.7 3 1.4 1 0.7 1 3.7 

Not very much 9 1.7 0 0 2 1.0 5 3.4 2 7.4 

Not at all 1 0.2 0 0 0 0 0 0 1 3.7 
Total 527 100 144 100 209 100 147 100 27 100 

Chi sq.=0.000; Association Cramer’s V=0.207, p<0.001 
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The data on institutional trust for each of the institutions were scored on the range -2 (not at 

all) to +2 (a great deal) to illustrate the extent of positive and negative trust in institutions.  

These findings are illustrated below in Figure 9. 

Figure 9: Institutional trust scores by parish
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Figure 10 brings this analysis together to illustrate the overall levels of institutional trust 

(average across the five institutions) by parish.  This analysis shows that institutional trust is 

highest (at more or less the same levels) in the parishes of Christ the King and Our Lady of 

the Rosary parish and is lowest in St. Munchin’s parish. While variation between parish on 

institutional trust is statistically significant, parish accounts for only a small proportion of the 

variation in institutional trust.  
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Tests: F=6.641; p=0.000, Eta sq =0.036 

 

 
6.2.4 Social capital networks – Strong ties 
Social capital networks are explored in terms of the closest ties of family and friends – the 

strong ties of bonding social capital. These are explored in terms of the extent to which the 

population have relatives and friends with whom they have a “close” personal relationship; 

the extent of interaction with family and friends and the extent to which they know people in 

the neighbourhood – i.e. the broader networks of familiars in the local neighbourhood / 

community setting.  

 

In terms of the strongest ties of relatives and friends, apart from those people they live with, 

respondents were asked how many relatives like children or siblings they have a close 

relationship with (i.e. feel at ease with, could share a confidence, seek advice). The findings 

in terms of the average number of relatives and friends in these closest social networks are 

reported by parish in Table 19. The average number of people to turn to in a serious personal 

crisis by parish is also reported in Table 19 below. The latter is a measure of the social 

support flowing from the networks of strong ties.   

 
 
 
 
 
 
 
 
 
 
 
 

Figure 10: Institutional trust score by parish 
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Table 19:  Social networks (strongest ties), by parish 

Networks All 
 
Mean 
(Standard 
Deviation) 
N=cases 

Christ the 
King 
Mean 
(Standard 
Deviation) 
N=cases 

OL of the 
Rosary 
Mean 
(Standard 
Deviation) 
N=cases 
 

St. 
Munchin’s 
Mean 
(Standard 
Deviation) 
N=cases 

Corpus 
Christi 
Mean 
(Standard 
Deviation) 
N=cases 

Tests of 
Association 
& 
Significance 

       

No. of relatives 
with whom you 
have a “close” 
relationship 

5.6 
(4.29) 

N=541 

6.6 
(5.85) 

N=145 

5.47 
(3.36) 

N=218 

4.81 
(3.5) 

N=151 

5.74 
(4.30) 
N=27 

F=4.506, 
p=0.004, 
Eta sq = 
0.025 

No. of friends with 
whom you have a 
“close” 
relationship 

4.75 
(4.95) 

N=541 

5.75 
(6.13) 

N=146 

4.88 
(4.81) 

N=217 

3.87 
(3.52) 

N=151 

3.22 
(4.68) 
N=27 

F=4.574, 
p=0.004 
Eta sq. = 
0.025 

No. of people you 
could turn to in a 
serious personal 
crisis 

11.08 
(7.623) 
N=538 

14.32 
(9.15) 

N=144 

10.83 
(6.192) 
N=217 

9.13 
(7.27) 

N=150 

6.59 
(4.03) 
N=27 

F=16.431 
p=0.000 
Eta sq. = 
0.085 

 

The average size of older people’s networks on all indicators – relatives, friends and number 

of people to turn to in a serious personal crisis - is largest in Christ the King parish. The 

average size of networks of relatives is smaller in St. Munchin’s parish compared with other 

parishes, while the average size of networks of friends and people to turn to in serious 

personal crisis are smaller in Corpus Christi parish compared with other parishes. While there 

are statistically significantly differences between the parishes in relation to the size of 

networks of “strongest” ties, the association with place (parish) is weak (reflected in small 

values of eta sq).  The last indicator – number of people to turn to in a serious personal crisis 

has a stronger association with place compared with the former two but again the association 

is weak (i.e. place accounting for 8.5% of the variation in the average size of those networks 

of support).  

 

Other factors of variation were tested. No statistically significant differences were found in 

the size of networks of closest ties by gender. In terms of age, variation by age category is 

only significant in relation to number of people to turn to in a serious personal crisis where 

the mean size of networks is smaller as age increases (F=5.920, p=0.003, Eta sq = 0.022). 

 
Data related to size of social networks were analysed to assess the extent and incidence of 

social isolation amongst older people in terms of the absence or lack of networks of relatives, 

friends and nobody to turn to in a crisis. Across all parishes, a very small proportion of the 

population surveyed can identify no relatives with whom they have a “close” relationship 

(2%, 11 people), a larger proportion have no friends with whom they have a “close” 

relationship (8%, 42 people), and a very small proportion has nobody to turn to in a serious 
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personal crisis – i.e. the absolutely isolated (0.6%, 3 people).  A higher proportion in St. 

Munchin’s and Corpus Christi parishes has no friends with whom they have a close 

relationship and it is only in St. Munchin’s and Corpus Christi that older people report  having 

no networks of social support in times of serious personal crisis – Table 20. 

 
Table 20: Social isolation: Lack of social networks by parish 

Networks All 
 
 

Christ the 
King 
 

OL of the 
Rosary 
 

St. 
Munchin’s 
 

Corpus 
Christi 
 

 % % % % % 
No relatives with 
whom you have a 
“close” relationship 

2.0 
 

N=541 

2.1 
 

N=145 

0.9 
 

N=218 

3.3 
 

N=151 

3.7 
 

N=27 
No friends with whom 
you have a “close” 
relationship 

7.8 
 

N=541 

5.5 
 

N=146 

4.6 
 

N=217 

12.6 
 

N=151 

18.5 
 

N=27 

Nobody to turn to in a 
serious personal crisis 

0.6 
 

N=538 

0 
 

N=144 

0 
 

N=217 

1.3 
 

N=150 

3.1 
 

N=27 

 

Contact with relatives and friends was explored in the survey in terms of frequency of 

interaction by meeting, by ‘phone and by writing and / or email.  The findings on frequency 

of interaction with relatives by parish are summarised in Table 21.14 

Table 21: Frequency of interaction with relatives, by parish 
How often do 
you do the 
following with 
any of your 
relatives 

All   
% 

Christ the 
King 
% 

OL of the  
Rosary 
% 

St. Munchin’s 
% 

Corpus 
Christi 
 % 

Meet with 
relatives, 
weekly  

78.0 74.5 79.4 82.8 59.3 

Meet with 
relatives once 
or twice a year 
or less often 
(e.g. never) 

4.4 3.5 1.8 5.9 22.2 

Total N 541 145 218 151 27 

Tests: Pearson’s Chi-sq.=0.000. Association: Cramer’s V=0.169, p<0.001 

‘Phone 
relatives 
weekly 

89.3 
 
 
 

95.2 
 
 
 

90.4 
 
 
 

83.4 
 
 
 

81.5 
 
 

‘Phone 
relatives once 
/ twice a year 
or less often 

3.4 2.1 1.8 4.7 14.8 

Total N 542 146 218 151 27 

Tests: Pearson’s Chi-sq.=0.000 Association: Cramer’s V=0.166, p<0.001 
Write / e-mail 
relatives 
weekly 

6.3 
 
 

10.5 
 
 

7.9 
 
 

1.3 
 
 

0 
 
 

Write / e-mail 
relatives once 
/ twice a year 

80.7 72.7 79.7 88.1 88.9 

                                                
14 Five options for frequency of interaction were offered as possible responses but only the most 
frequent and a combination of the two least frequent options are shown in the table.  
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or less often 
Total N 537 143 216 151 27 

Tests: Pearson’s Chi-sq.=0.000 Association: Cramer’s V=0.164, p<0.001 

 

Variation by parish is statistically significant but the association between frequency of 

interaction with relatives on the three indicators is weak.   A smaller proportion of older 

people in Corpus Christi meet and ‘phone relatives weekly compared with other parishes and 

none of the population of Corpus Christi keeps in touch with relatives weekly by letter or 

email.  The inverse of that applies in that a higher proportion from Corpus Christi meets, 

‘phones and writes to relatives once or twice a year or never.  A higher proportion of older 

people in St. Munchin’s parish meets relatives weekly compared with other parishes while a 

higher proportion in Christ the King parish is in contact with relatives by ‘phone and by 

writing on a weekly basis compared with other parishes. 

 
Testing for other factors that might affect the relationship between frequency of interaction 

and location (parish), the relationship was found to be affected by age of respondent. As age 

increases, people tend to meet relatives less. In this regard, the association between frequency 

of meeting relatives by parish is significant in the age groups 65-75 years (Cramer’s V = 

0.178, p<0.01) and 76-85 years (Cramer’s V=0.247, p<0.001) but not for those in the age 

groups 86 years and over. The same situation applies in relation to ‘phoning relatives. In this 

case, the association between frequency of ‘phoning relatives by parish is significant for the 

age groups 65-75 years (Cramer’s V=0.192, p<0.001) and 76-85 years (Cramer’s V=0.219, 

p<0.01) but not for the age group 86 years and older. 

 
The findings on frequency of interaction with friends by parish show a broadly similar pattern 

to those related to interaction with relatives. Older people stay “in touch” with friends by 

meeting to a greater extent than by ‘phone and write very infrequently or never. There is no 

statistically significant difference between the parishes on frequency of keeping in touch by 

writing / emailing friends.   A smaller proportion of older people in Corpus Christi meet and 

‘phone friends weekly compared with other parishes and none of the population of Corpus 

Christi or St. Munchin’s keep in touch with friends weekly by letter or email – Table 22. 
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Table 22: Frequency of interaction with friends, by parish 
How often do 
you do the 
following with 
any of your 
friends 

All   
% 

Christ the 
King 
% 

OL of the  
Rosary 
% 

St. Munchin’s 
% 

Corpus 
Christi 
 % 

Meet with 
friends, weekly 

81.9 84.2 85.8 76.7 66.7 

Meet with 
friends once or 
twice a year or 
less often (e.g. 
never) 

4.7 1.4 2.3 10.3 11.1 

Total N 537 146 218 146 27 
Tests: Pearson’s Chi-sq.=0.001. Association: Cramer’s V=0.140, p<0.01 

‘Phone friends 
weekly 

68.7 
 
 
 

70.3 
 
 
 

71.1 
 
 

67.8 
 
 
 

44.4 
 
 

‘Phone friends 
once / twice a 
year or less 
often 

8.7 9.0 3.7 13.1 25.9 

Total N 536 145 218 146 27 
Tests: Pearson’s Chi-sq.=0.001 Association: Cramer’s V=0.144, p<0.01 

Write / e-mail 
friends weekly 

2.8 
 
 

5.0 
 
 

3.7 
 
 

0 
 
 

0 
 
 

Write / e-mail 
friends once / 
twice a year or 
less often 

89.7 86.5 87.0 95.9 96.3 

Total N 528 140 215 146 27 

Tests: Pearson’s Chi-sq.=0.223 Association: Cramer’s V=0.098, p=0.223 

 
 

In terms of association between factors other than parish / location and frequency of meeting 

friends, using gender as a control variable, the association is stronger and the relationship 

only statistically significant for females (Cramer’s V=0.156, p<0.05).  Similarly, with 

‘phoning friends, 77 per cent of women ‘phone friends weekly compared with 60 per cent of 

men and the relationship is only statistically significant for females (Cramer’s V = 0.178, 

p<0.01) compared with males (Cramer’s V = 0.177, p=0.057). Using age as a control 

variable, the association between frequency of meeting friends and parish is only significant 
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for those in the younger age group - i.e. 65-75 years (Cramer’s V=0.175, p<0.01) - and 

similarly with ‘phoning friends (Cramer’s V=0.200, p<0.001).  

 
 

6.2.5 Broader social networks: Knowing neighbours 
Considering broader social networks of familiars in the neighbourhood setting (i.e. 

neighbours) – which are important to the notion of a bonded local community – the survey 

explored the extent to which people know their neighbours. The detailed findings are reported 

below – Table 23.  

 

Generally, older people know their neighbours with 61 per cent across all parishes reporting 

that they know “most or many of the people living in the neighbourhood”.  Approximately 

one-tenth know just a couple of people or nobody (only one person reporting the latter) in the 

neighbourhood.  The association between knowing people in the neighbourhood and parish is 

weak but is statistically significant. In St. Munchin’s parish – the oldest parish with clusters of 

traditional neighbourhoods – the highest proportion of people reports knowing most or many 

of the people in the neighbourhood, and in Christ the King, the relatively new suburban 

neighbourhood, the smallest proportion of people compared with other parishes report 

knowing most or many of the people in the neighbourhood.  

 
Table 23: Extent to which residents know people living in the neighbourhood, by parish 

What about the people 
living there (your 
neighbourhood), would 
you say you know 

All Christ the 
King 

OL of the 
Rosary 

St. 
Munchin’s 

Corpus 
Christi  

 No. % No. % No. % No. % No. % 
Most or many of the 
people 

330 60.9 76 52.1 139 63.8 99 65.9 16 59.3 

Some of the people 155 28.6 51 34.9 67 30.7 30 19.9 7 25.9 
Just a couple of people 56 10.3 19 13.0 11 5.0 22 14.6 4 14.8 

Nobody in the 
neighbourhood generally 

1 0.2 0 0 1 0.5 0 0 0 0 

Total 542 100 146 100 218 100 151 100 27 100 

Tests: Pearson’s Chi-sq.=0.014 Association: Cramer’s V=0.113, p<0.05 

 
 

6.2.6 Involvement in voluntary organisations  
Involvement in voluntary associations is used as a key indicator of social capital (Putnam, 

Leonardi et al 1993, Putnam 2000). Such associations, whatever their purpose and whether 

formal or informal, act as a vehicle for bringing people together and in the process, building 

relationships of trust. Such associations, if they mobilise or engage people from different 

social class backgrounds, also provide the context for building the “weak” socially 

heterogeneous ties associated with bridging social capital.  Bridging social capital, in turn, is 

associated with social mobility or “getting ahead” in life.  In the case of older people, 

engagement in voluntary associations or clubs is a way of “remaining active”, promoting 
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social contact and engagement and is associated with “successful ageing” (Berkman et al 

1993; Fisher 1995). 

 

The findings in terms of involvement in voluntary organisations are shown in Figure 11. 

 

 
 
N=542 
Tests: Pearson’s Chi sq=0.000, Association: Phi=0.242, p<0.000 

 
Across all parishes, 56 per cent of the population indicate that they have been involved in a 

voluntary or community organisation over the past three years (i.e. at some time in that 

period). This is a little lower that the figure of 65 per cent involved in voluntary organisations 

cited in NESF (2003)15 and higher than that reported by Balanda and Wilde (2003) for the 

Republic of Ireland (23%) for the general population. Several studies have established that 

membership of voluntary organisations and volunteering increases with age but reduces in 

oldest age groups (Putnam 2000).  

  
Differences in rates of involvement in voluntary organisations / associations by parish are 

statistically significant. Similar to other findings, the association with location (parish) is  

weak / modest. The highest rates of involvement are in Our Lady of the Rosary parish (67%) 

and the lowest in Corpus Christi parish (33%). 

 

Types of voluntary organisations / associations in which older people across all parishes are 

or have been involved over the past three years are shown in Figure 12. 
                                                
15 The data in the NESF report was sourced from Halman (2001). The definition was not exactly the 
same as that used in this study – i.e. the proportion of adults spending some time in clubs and voluntary 
associations in the previous 12 months. More recent comparative data will be available from the social 
capital module included in census 2006 (SAPS). 

Figure 11: Involvement in voluntary organisations, 

by parish 

0 
10 
20 
30 
40 
50 
60 
70 
80 

All parishes Christ the K Holy Rosary St. 
Munchin's 

Corpus 
Christi 

Parish 

%
 o

f 
p

o
p

u
la

ti
o

n
 



 118 

 

Figure 12: Involvement by types of voluntary groups, all parishes
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The largest proportion is involved in sports and leisure groups (including bridge / cards, 

swimming and exercise classes) (42%) followed by church-related associations / groups 

(38%) and then active retirement (16%). Amongst the types of organisations classified as 

other (13%), these include associations of former business people / professionals. 

 
There are differences between the parishes in the types of organisations / associations in 

which older people are involved – see Figure 13.   

 

In the case of Corpus Christi, a social group or club for older people (e.g. lunch club) is the 

type of group in which older people (65%) are involved. This contrasts strongly with the other 

parishes particularly with the affluent Our Lady of the Rosary parish where only 4 per cent is 

involved in that type of association.  

 

Involvement in church-related associations is high in all parishes, highest in St. Munchin’s 

(53%) and lowest in Corpus Christi (22%). In the case of St. Munchin’s and Christ the King  

parishes (39% involved), church-related activity is the type of voluntary association attracting 

the highest level of involvement amongst the population.   

 

In the case of Our Lady of the Rosary parish, sports / leisure associations have the highest 

levels of involvement of the population (51%) followed by church-related associations (32%).  

Involvement in sports / leisure associations is also highest in Christ the King (38%) and St. 

Munchin’s (31%) but relatively low in Corpus Christi (11%) parish. That can reflect both the 
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interests of the individuals but also the availability and accessibility of suitable facilities 

(sports / swimming) and conditions and needs.  For instance, there is more engagement in 

local and community development in Corpus Christi parish where there are structures in place 

supported by government policy / initiatives; there is no involvement in active retirement 

associations in Corpus Christi; there is more involvement in women’s / men’s groups in 

Christ the King and Our Lady of the Rosary parish compared with St. Munchin’s parish and 

no involvement in such groups amongst older people in Corpus Christi.   

 

The association between involvement in specific voluntary groups and location is not 

statistically significant in some cases (outcome of tests of statistical significance are reported  

in Figure 13).  In cases where the results are statistically significant, the association with 

place is modest to weak. 

Figure13: Types of voluntary organisations in which involved by 
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N All parishes=304: N Christ the King=87, N Holy Rosary=146,  
N St. Munchin’s=62, N Corpus Christi=9 
 
Tests and significance:  
Social group / club, Pearson’s Chi sq = 0.000, Association: Phi=0.350, p=0.000 
Women’s / men’s group, Pearson’s Chi sq =0.000, Association: Phi =  0.242, p=0.000 
Church-related, Pearson’s Chi sq = 0.027, Association: Phi = 0.174, p=0.027 
Sports club / cards, Pearson’s Chi sq = 0.008, Association: Phi = 0.198, p=0.008 
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6.3 Health status 
 
The health status of the population, based on self-reported health using SF-36 Version 1,  is 

reported in this section.  SF-36 is developed to assess various dimensions of health based on 

eight scales (35 items): Physical Functioning; Role Physical; Bodily Pain; General Health; 

Vitality; Social Functioning; Role Emotional and Mental Health, and two summary 

components, namely Physical Health (PCS) and Mental Health (MCS).  SF-36 contains a 

further unscaled item on Reported Health Transition (extent of change in self-rated health 

over a 12 month period). The structure and method of analysis of SF-36 has been described 

above in the Methodology Chapter (4).  

 

This section is structured as follows: 

i. An overview of health status by parish based on the item in SF-36 asking respondents 

to assess the state of their general health; 

ii. Tests of reliability of SF-36 scales; 

iii. Analysis of SF-36 data based on eight scales to measure different dimensions of 

health and two summary components (physical health and mental health) for the 

study population, broken down by age and gender. Analysis of health transition over 

a one-year period is also reported; 

iv. Analysis of the relationship between health status based on SF-36 summary 

components and aspects of social capital (Pevalin and Rose 2003). 

 

 
6.3.1 Overall self-rated health  
 
Self-rated health varies by parish with the older population of the most affluent parish, Our 

Lady of the Rosary parish, having the best health profile (44% rating their health as excellent 

or very good and 27% rating it fair or poor) and St. Munchin’s, with a low and overall mixed 

socio-economic profile, the worst (19% rating their health as excellent or very good and 42% 

rating their health as fair or poor).  The older population of Corpus Christi, the parish with the 

most socially disadvantaged profile, has the second worst health profile with 22 percent rating 

their health as excellent or good and 37 percent rating it fair or poor.  Christ the King parish, 

which has a higher socio-economic profile, is the second best position after Our Lady of the  

Rosary parish.  
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Table 24: Self-rated health, by parish 
In general, would you 
say your health is: 

All Christ the 
King 

Holy 
Rosary 

St. 
Munchin’s 

Corpus 
Christi 

 No. % No. % No. % No. % No. % 

Excellent 64 11.8 17 11.6 40 18.3 5 3.3 2 7.4 
Very good 114 21.0 30 20.5 57 26.1 23 15.2 4 14.8 

Good 185 34.1 51 34.9 63 28.9 60 39.7 11 40.7 
Fair 118 21.8 32 21.9 44 20.2 37 24.5 5 18.5 

Poor 61 11.3 16 11.0 14 6.4 26 17.2 5 18.5 

Total 542 100 146 100 218 100 149 100 27 100 
Tests: Pearson’s Chi-sq. = 0.000;  Association: Cramer’s V =0.153, p<0.01 

 

Analysing the relationship between social class and self-rated health, there is a very similar 

pattern of association demonstrating a gradient with those in higher social classes reporting 

better health to those in the lowest social classes reporting the worst self-rated health 

(Cramer’s V=0.155, p<0.001). This, in turn, indicates that place based on the unit of parish is 

a good proxy for social class.   

 

Figure 14: Self-rated health by social class
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Tests: Chi Sq. 0.001; Association: Cramer’s V =0.155, p<0.01 

N=464 (excluded unknown / unclassified SC7 and missing) 

 

6.3.2 Reliability testing 

Internal consistency tests to assess the reliability of the eight multi-item scales and all eight 

scales were undertaken. This assesses the extent to which the items comprising the scale are 

related to each other – i.e. that they are appropriate to measuring an underlying single 

dimension of health - to get a measure of the internal consistency of the scale and to identify 
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problem items which should be excluded from the scale. The Alpha Cronbach test of 

reliability was used. This is an inter-item correlation coefficient with values ranging from 0 

(no relationship) to 1 (a perfect relationship).  All alpha statistics show good internal 

consistency and all are above 0.70 - the value the coefficient is expected to exceed in order to 

be considered acceptable (Table 25).   

 

Table 25: Internal Consistency Reliability for Eight Dimensions of SF36: Cronbach’s Alpha 

Scales No. of Items Cases (N) Alpha 

Physical Functioning (PF) 10 items N=541 0.912 

Role – Physical (RP) 4 items N=540 0.942 

Bodily Pain (BP) 2 items N=541 0.923 

General Health (GH) 5 items N=541 0.822 

Vitality (VT) 4 items N=529 0.837 

Social functioning (SF) 2 items N=540 0.791 

Role – Emotional (RE) 3 items N=542 0.889 

Mental health (MH) 5 items N=538 0.793 

All 8 scales  8 items N=541 0.884 

 
On the General Health scale, the only item which proved to be problematic in the statistical 

tests (i.e. the reliability improved if the item were excluded) was item 11c – the extent to 

which respondents considered the statement “I expect my health to get worse” to be true or 

false. Because the study involves people in older age groups, the expectation that some 

respondents, even those in good health, consider that their health will get worse is not 

unexpected.   

 
The correlation between the General Health scale and the seven other scales was also 

explored. The results verified that all correlations are positive in direction and substantial in 

magnitude, meeting the requirement of being 0.30 or higher. The lowest co-efficient related to 

the correlation between Bodily Pain (BP) and Role Emotional (RE) (0.394).  

 

The correlation between the Physical Health Summary Component (PCS) and Mental Health 

Summary Components (MCS) were checked to confirm whether or not the results were in 

keeping with the criteria identified by the developers of SF-36. The results confirmed that the 

Physical Functioning (PF), Role Physical (RP) and Bodily Pain (BP) scales correlated highest 

with the PCS (PF, 0.849; RP, 0.757; BP, 0.824) and lowest with the MCS component scales 

(PF, 0.360; RP, 0.329; BP 0.272). It also confirmed that the Mental Health (MH), Role 

Emotional (RE) correlated highest with the MCS (MH, 0.842; RE 0.853) and lowest with the 

PCS component scales (MH 0.331, RE 0.262). The Social Functioning (SF) scale and its 

correlations with the PCS and MCS scales were less satisfactory. The SF scale is expected to 

correlate highest with the MCS and lowest with the PCS scales. However, the correlation 

coefficient with each scale were close (SF and MCS 0.675; SF and MCC 0.644). Again, this 
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confirms the sense that the SF scale is less appropriate for older age groups than the general 

population. For instance, the state of physical and emotional health of older people may not 

have affected the “normal” pattern of social functioning (in the past four weeks) because 

some older people including those in poor health are not “normally” social active. In keeping 

with the guidance of the developers, the General Health (GT) and Vitality (VT) scales 

correlated moderately with both the PCS (GH 0.726 and VT 0.675) and MCS (GH 0.491 and 

VT 0.654) component scales.  

 

Finally, the correlation between the Physical Health and Mental Health Component Scales 

were checked. The correlation coefficient (0.199) met the criteria of being very low and was 

well below the 0.30 criteria set by the developers (Ware and Kosinski 2001). 

 

The construct reliability – i.e. the extent to which the SF-36 items instrument support 

established hypotheses concerning the expected distribution of health status in the population 

and between different groups – was explored through the process of data analysis. This 

specifically relates to differences in health status between men and women, differences by age 

and social classes. Actual results, generally, confirmed the expected relationships and their 

statistical significance.  These results are presented in the next section. 

 

6.3.3 Health status based on SF-36 dimensions 

The scores on the various health dimensions (0-100) are presented for the population and by 

different groups in the population based on means, median (50th percentile), standard 

deviation and the number of cases included in the analysis.  Table 26 presents scores for the 

population (over 65 years) as a whole and broken down by gender.   

 

Scores on all eight scales and the Physical and Mental Health Component Scales, as expected, 

are higher for males than for females. Variation by gender, however, is not statistically 

significant for General Health and the Mental Health Summary Component.  Scores are 

highest on scales strongly related to mental health including: Mental Health (82.13), Role 

Emotional (83.86) and Social Functioning (80.51) and, as expected for an older population 

grouping, lower for dimensions of physical health including: Vitality (65.32), General Health 

(67.10), Bodily Pain (70.76) and Role Physical (70.76).   
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Table 26: Scores on Health Scales and Summary Health Components by Gender 

Scale Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Statistical tests: 
statistical 
significance 

 All Male Female Mann-Whitney U 

Physical 
functioning (PF) 

71.81 
80.00 
(26.85) 
N=542 

76.98 
85.00 
(24.30) 
N=220 

68.28 
80.00 
(27.96) 
N=322 

p<0.001 

Role – Physical 
(RP) 

70.76 
100.00 
(41.88) 
N=542 

77.05 
100.00 
(39.42) 
N=220 

66.46 
100.00 
(43.02) 
N=322 

p<0.01 

Bodily Pain (BP) 70.50 
74.00 
(31.16) 
N=542 

77.90 
100.00 
(28.17) 
N=220 

65.45 
62.00 
(32.13) 
N=322 

p<0.001 

General Health 
(GH) 

67.10 
72.00 
(22.71) 
N=542 

68.94 
73.50 
(21.90) 
N=220 

65.84 
72.00 
(23.20) 
N=322 

Not significant 

Vitality (VT) 65.32 
70.00 
(21.49) 
N=542 

68.41 
75.00 
(21.33) 
N=220 

63.32 
65.00 
(21.39) 
N=322 

p<0.01 

Social 
functioning (SF) 

80.51 
100.00 
(28.39) 
N=542 

83.24 
100.00 
(26.38) 
N=220 

78.38 
100.00 
(29.56) 
N=322 

p<0.05 

Role – 
Emotional (RE) 

83.86 
100.00 
(33.24) 
N=541 

87.96 
100.00 
(29.82) 
N=219 

81.06 
100.00 
(35.15) 
N=322 

p<0.01 

Mental health 
(MH) 

82.13 
88.00 
(15.64) 
N=542 

83.87 
88.00 
(15.50) 
N=220 

80.93 
84.00 
(15.64) 
N=322 

p<0.01 

Physical 
Component 
Score (PCS) 

46.21 
49.56 
(11.57) 
N=541 

48.56 
52.72 
(10.91) 
N=219 

44.61 
48.25 
(11.75) 
N=322 

p<0.001 

Mental 
Component 
Score (PCS) 

53.90 
57.14 
(9.48) 
N=541 

54.58 
57.52 
(9.40) 
N=219 

53.44 
56.92 
(9.52) 
N=322 

Not significant 
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Table 27 presents scores broken down by broad age grouping.  

 
Table 27: Scores on Health Scales and Summary Health Components by Age Grouping 

Scale Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Statistical tests: 
statistical 
significance 

 All 65-74 years 75 years & over Mann-Whitney U 

Physical 
Functioning (PF) 

71.81 
80.00 
(26.85) 
N=542 

78.33 
85.00 
(23.03) 
N=300 

63.72 
70.00 
(29.02) 
N=242 

p<0.001 

Role – Physical 
(RP) 

70.76 
100.00 
(41.88) 
N=542 

74.92 
100.00 
(39.68) 
N=300 

65.60 
100.00 
(44.00) 
N=242 

p<0.05 

Bodily Pain (BP) 70.50 
74.00 
(31.16) 
N=542 

74.29 
84.00 
(29.62) 
N=300 

65.81 
63.00 
(32.43) 
N=242 

p<0.01 

General Health 
(GH) 

67.10 
72.00 
(22.71) 
N=542 

69.55 
76.00 
(22.04) 
N=300 

64.06 
70.00 
(23.20) 
N=242 

p<0.01  

Vitality (VT) 65.32 
70.00 
(21.49) 
N=542 

69.10 
75.00 
(20.80) 
N=300 

60.79 
65.00 
(21.49) 
N=242 

p<0.001 

Social 
Functioning (SF) 

80.51 
100.00 
(28.39) 
N=542 

83.96 
100.00 
(25.65) 
N=300 

75.88 
93.75 
(30.93) 
N=242 

p<0.01 

Role – 
Emotional (RE) 

83.86 
100.00 
(33.24) 
N=541 

85.89 
100.00 
(31.16) 
N=300 

81.33 
100.00 
(35.58) 
N=241 

Not significant 

Mental Health 
(MH) 

82.13 
88.00 
(15.64) 
N=542 

82.73 
88.00 
(15.28) 
N=300 

81.37 
84.00 
(16.06) 
N=242 

Not significant 

Physical 
Component 
Score (PCS) 

46.21 
49.56 
(11.57) 
N=541 

48.42 
51.79 
(10.78) 
N=300 

43.46 
46.18 
(11.95) 
N=241 

p<0.001 

Mental 
Component 
Score (PCS) 

53.90 
57.14 
(9.48) 
N=541 

54.24 
57.30 
(9.07) 
N=300 

53.49 
56.80 
(9.97) 
N=241 

Not significant 

 

Scores on all scales are lower for those in older age groupings. However, the findings on 

variation by age group are not statistically significant for dimensions strongly associated with 

mental health namely: Role Emotional and Mental Health and the Mental Health Summary 

Component. As such, the results indicate, as expected, that physical health declines with age 

but overall mental health does not.  
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Tables 28 and 29 present scores by broad social class grouping namely: by three broad social 

class groups (high, middle and low) and by two broad groups (high and middle v. low) 

respectively. Focusing on Table 28, the results by socio-economic class across the various 

scales broadly follow the social gradient with highest scores mainly for social classes 1 and 2 

(professional, technical and managerial), next highest for social classes 3 and 4 (non-manual 

and skilled) and lowest score for social classes 5 and 6 (semi-skilled and unskilled). 

Exceptions are Role Physical, Bodily Pain and Physical Health Summary Component where 

scores are highest in the middle social class grouping. Variation by these three social class 

grouping are not statistically significant for the scales: Bodily Pain and Physical Component 

Score. Variation by social class is greatest in aspects of mental health, in particular: Role 

Emotional, Mental Health and also the General Health Scale.  This reflects, in particular, 

significantly lower scores for the lowest social classes on these scales. Scores and their 

statistical significance for high and middle v. lower social classes are shown in Table 29. 

Variation by social class grouping is statistically significant for all scales with the exception 

of Bodily Pain and the Physical Health Summary Component.  
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Table 28: Scores on Health Scales and Summary Health Components by Social Class 
 Mean  

Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Statistical tests: 
statistical significance 

 All SC1&2 (High SES) SC3&4 (Mid SES) SC5&6 (Low SES) Kruskal-Wallis 

Physical functioning 
(PF) 

73.17 
80.00 
(26.52) 
N=464 

75.70 
85.00 
(23.72) 
N=222 

74.49 
85.00 
(26.75) 
N=178 

60.70 
67.50 
(31.61) 
N=64 

Chi sq 12.138 
p<0.01 

Role – Physical (RP) 71.77 
100.00 
(41.21) 
N=464 

71.62 
100.00 
(41.46) 
N=222 

76.40 
100.00 
(38.12) 
N=178 

59.38 
100.00 
(46.40) 
N=64 

Chi sq 6.434 
p<0.05 

Bodily Pain (BP) 71.99 
84.00 
(30.67) 
N=464 

72.07 
74.00 
(29.74) 
N=222 

73.10 
84.00 
(30.31) 
N=178 

68.66 
78.00 
(34.85) 
N=64 

Chi sq 0.371 
Not significant 

General Health (GH) 67.59 
72.00 
(22.65) 
N=464 

71.76 
77.00 
(19.75) 
N=222 

65.91 
72.00 
(22.78) 
N=178 

57.78 
67.00 
(27.85) 
N=64 

Chi sq 16.103 
p<0.001 

Vitality (VT) 66.05 
70.00 
(21.65) 
N=464 

68.63 
70.00 
(19.49) 
N=222 

67.08 
75.00 
(20.83) 
N=178 

54.22 
57.50 
(26.92) 
N=64 

Chi sq 14.720 
p<0.01 

Social functioning (SF) 81.03 
100.00 
(28.45) 
N=464 

83.56 
100.00 
(26.46) 
N=222 

81.74 
100.00 
(27.94) 
N=178 

70.31 
87.50 
(34.03) 
N=64 

Chi sq 8.286 
p<0.05 

Role – Emotional (RE) 83.73 
100.00 
(33.03) 
N=463 

89.94 
100.00 
(26.03) 
N=222 

83.24 
100.00 
(33.92) 
N=178 

63.54 
100.00 
(43.12) 
N=64 

Chi sq 31.641 
p<0.001 
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Table 28: Scores on Health Scales and Summary Health Components by Social Class 
 Mean  

Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Statistical tests: 
statistical significance 

 All SC1&2 (High SES) SC3&4 (Mid SES) SC5&6 (Low SES) Kruskal-Wallis 

Mental health (MH) 82.31 
88.00 
(15.65) 
N=464 

84.72 
88.00 
(13.58) 
N=222 

81.80 
86.00 
(15.97) 
N=178 

75.38 
78.00 
(19.11) 
N=64 

Chi sq 12.611 
p<0.01 

Physical Component 
Score (PCS) 

46.80 
50.28 
(11.35) 
N=463 

47.08 
50.32 
(10.85) 
N=222 

47.58 
50.50 
(11.06) 
N=177 

43.72 
47.11 
(13.36) 
N=64 

Chi sq 3.492 
Not significant 

Mental Component 
Score (PCS) 

53.86 
57.14 
(9.54) 
N=463 

55.69 
57.71 
(7.98) 
N=222 

53.52 
57.09 
(9.94) 
N=177 

48.46 
49.75 
(11.22) 
N=64 

Chi sq 24.252 
p<0.001 
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Table 29: Scores on Health Scales and Summary Health Components by Low SES versus High & 
Mid SES 

Scale Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Statistical tests: 
statistical 
significance 

 All High & Mid SES Low SES Mann-Whitney U 

Physical 
functioning (PF) 

73.17 
80.00 
(26.52) 
N=464 

75.16 
85.00 
(25.09) 
N=400 

60.70 
67.50 
(31.61) 
N=64 

p<0.01 

Role – Physical 
(RP) 

71.77 
100.00 
(41.21) 
N=464 

73.75 
100.00 
(40.03) 
N=400 

59.38 
100.00 
(46.40) 
N=64 

p<0.05 

Bodily Pain (BP) 71.99 
84.00 
(30.67) 
N=464 

72.53 
84.00 
(29.96) 
N=400 

68.66 
78.00 
(34.85) 
N=64 

Not significant 

General Health 
(GH) 

67.59 
72.00 
(22.65) 
N=464 

69.16 
76.00 
(21.32) 
N=400 

57.78 
67.00 
(27.85) 
N=64 

p<0.01 

Vitality (VT) 66.05 
70.00 
(21.65) 
N=464 

67.94 
70.00 
(20.09) 
N=400 

54.22 
57.50 
(26.92) 
N=64 

p<0.001 

Social 
functioning (SF) 

81.03 
100.00 
(28.45) 
N=464 

82.75 
100.00 
(27.11) 
N=400 

70.31 
87.50 
(34.03) 
N=64 

p<0.01 

Role – 
Emotional (RE) 

83.73 
100.00 
(33.03) 
N=463 

86.97 
100.00 
(29.94) 
N=399 

63.54 
100.00 
(43.12) 
N=64 

p<0.001 

Mental health 
(MH) 

82.31 
88.00 
(15.65) 
N=464 

83.42 
88.00 
(14.75) 
N=400 

75.38 
78.00 
(19.11) 
N=64 

p<0.01 

Physical 
Component 
Score (PCS) 

46.80 
50.28 
(11.35) 
N=463 

47.30 
50.35 
(10.94) 
N=399 

44.61 
48.25 
(11.75) 
N=64 

Not significant 

Mental 
Component 
Score (PCS) 

53.86 
57.14 
(9.54) 
N=463 

54.72 
57.56 
(8.96) 
N=399 

48.46 
49.75 
(11.22) 
N=64 

p<0.001 

 
Controlling for gender in the relationship between health status and social class based on 

occupational groupings, the results are not statistically significant for either males or females 

in relation to physical health but are statistically significant for both males and females in 

relation to mental health (p<0.01 in both cases).  

 

Variation by parish generally follows the social pattern with highest scores in the most 

affluent parish (Our Lady of the Rosary), next highest in high to mid-socio-economic status 



 130 

(Christ the King), followed by lower scores in St. Munchin’s (mixed but leaning towards low 

socio-economic status) and lowest scores in Corpus Christi Parish (low socio-economic 

status) (Table 30).  Bodily Pain and Social Functioning scales are exceptions to this. 

Variation on the former is not statistically significant.  

 

Focusing on differences between males and females in the relationship between physical 

health and mental health status and locations with different socio-economic profiles 

(parishes), the results are statistically significant for females (i.e. indicating that place of 

residence affects health status) in relation to physical health but not for males. The results are 

statistically significant for both males (p<0.05) and females (p<0.01) in relation to mental 

health (i.e. indicating place of residence affects mental health status for both males and 

females).  

 

Focusing on differences by age (broad age groupings) in the relationship between physical 

health and mental health status and residence in neighbourhoods of different socio-economic 

status (parishes), the relationship is statistically significant for those in the age grouping 64 to 

74 years for both physical health (p<0.05) and mental health (p<0.01). It is not statistically 

significant for those in the age grouping 75 years and over in relation to physical health 

(p=0.185) and is barely significant for those in the older age grouping in relation to mental 

health (p=0.05).  The interpretation of this is that as people survive into the older age cohorts, 

the relationship between health and social status (in this case linked to place of residence) is 

no longer in evidence as by this stage of the lifecourse, the older people surviving represent 

the most resilient group.  
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Table 30: Scores on Health Scales and Summary Health Components by Parish 
 Mean  

Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Statistical tests: 
statistical 
significance 

 All Christ the King Our Lady of the R St. Munchin’s Corpus Christi Kruskal-Wallis 

Physical functioning 
(PF) 

71.81 
80.00 
(26.85) 
N=542 

74.52 
85.00 
(27.47) 
N=146 

76.51 
85.00 
(23.81) 
N=218 

64.74 
70.00 
(27.89) 
N=151 

58.70 
60.00 
(29.66) 
N=27 

Chi sq 26.00 
p<0.001 

Role – Physical 
(RP) 

70.76 
100.00 
(41.88) 
N=542 

70.38 
100.00 
(42.14) 
N=146 

72.36 
100.00 
(40.25) 
N=218 

70.20 
100.00 
(43.47) 
N=151 

62.96 
100.00 
(45.66) 
N=27 

Chi sq 1.123 
Not significant 

Bodily Pain (BP) 70.50 
74.00 
(31.16) 
N=542 

75.27 
100.00 
(31.35) 
N=146 

74.73 
84.00 
(27.32) 
N=218 

60.13 
62.00 
(33.48) 
N=151 

68.62 
72.00 
(33.49) 
N=27 

Chi sq 22.02 
p<0.001 

General Health 
(GH) 

67.10 
72.00 
(22.71) 
N=542 

66.69 
72.00 
(24.08) 
N=146 

72.66 
77.00 
(19.31) 
N=218 

61.23 
67.00 
(23.40) 
N=151 

57.22 
62.00 
(25.81) 
N=27 

Chi sq 29.32 
p<0.001 

Vitality (VT) 65.32 
70.00 
(21.49) 
N=542 

66.47 
70.00 
(23.80) 
N=146 

70.02 
75.00 
(19.20) 
N=218 

59.93 
65.00 
(19.74) 
N=151 

52.59 
50.00 
(24.43) 
N=27 

Chi sq 33.65 
p<0.001 

Social functioning 
(SF) 

80.35 
100.00 
(28.39) 
N=542 

78.51 
100.00 
(31.58) 
N=146 

84.81 
100.00 
(25.53) 
N=218 

75.08 
87.50 
(28.60) 
N=151 

83.80 
100.00 
(26.36) 
N=27 

Chi sq 17.89 
p<0.001 

Role – Emotional 
(RE) 

83.86 
100.00 
(33.24) 
N=541 

81.28 
100.00 
(35.23) 
N=146 

88.94 
100.00 
(27.79) 
N=217 

80.80 
100.00 
(37.01) 
N=151 

74.07 
100.00 
(36.20) 
N=27 

Chi sq 11.45 
p<0.05 
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Table 30: Scores on Health Scales and Summary Health Components by Parish 
 Mean  

Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Statistical tests: 
statistical 
significance 

 All Christ the King Our Lady of the R St. Munchin’s Corpus Christi Kruskal-Wallis 

Mental health (MH) 82.13 
88.00 
(15.64) 
N=542 

83.12 
92.00 
(17.36) 
N=146 

84.84 
88.00 
(14.49) 
N=218 

78.60 
84.00 
(14.53) 
N=151 

74.52 
80.00 
(15.40) 
N=27 

Chi sq 12.611 
p<0.05 

Physical 
Component Score 
(PCS) 

46.21 
49.56 
(11.57) 
N=541 

47.30 
51.75 
(11.46) 
N=146 

47.85 
50.98 
(10.55) 
N=217 

43.36 
47.03 
(10.55) 
N=151 

43.05 
40.17 
(12.26) 
N=27 

Chi sq 39.46 
p<0.001 

Mental Component 
Score (PCS) 

53.90 
57.14 
(9.48) 
N=541 

53.29 
57.64 
(10.03) 
N=146 

55.66 
58.25 
(8.86) 
N=217 

52.47 
55.49 
(9.58) 
N=151 

51.13 
53.52 
(8.68) 
N=27 

Chi sq 23.41 
p<0.001 
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6.3.4 Health status and its association with social capital 

Patterns of association between health status, based on Physical Health and Mental Health 

Summary Scores, and social capital (various indicators) were explored. Table 31 presents the 

findings showing correlation between physical and mental health status and values associated 

with social capital (trust in people, reciprocity or attitudes on the extent to which people agree 

that they “look out for each other” and trust in institutions). The findings indicate a positive 

correlation on indicators of both physical and mental health (PCS and MCS) and values / 

attitudes supportive of stronger social capital. The relationship is weak generally but is 

statistically significant. The relationship is strongest in relation to mental health and social 

trust (i.e. higher mental health scores are associated with stronger trust in people).  

 

The pattern of association (correlations) also indicates that the social capital indicators are 

associated with each other – people with higher social trust (trust in people in general), also 

have a greater sense of reciprocity, and stronger institutional trust. 

 

Table 31: Correlation between Summary Health Scores and Social Capital Indicators (Values) 

  Correlation Coefficients (Spearman’s Rho), Significance, Cases 

 
 

Mean 
Median 
(SD) 
Cases 

Physical 
Health 
Summary 
Score (PCS) 

Mental 
Health 
Summary 
Score (MCS) 

Social 
Trust 
Score 

Reciprocity 
Score 

Instit 
Trust 
Score 

Physical 
Health 
Summary 
Score (PCS) 
0-100 

46.21 
49.56 
(11.57) 
N=541 

1.00 
- 
N=541 

 - 0.145 
p<0.001 
N=538 

0.149 
p<0.001 
N=537 

0.148 
p<0.001 
N=541 

Mental 
Health 
Summary 
Score 
(MCS) 
0-100 

53.90 
57.14 
(9.48) 
N=541 

- 1.00 
- 
N=541 

0.239 
p<0.001 
N=538 

0.155 
p<0.001 
N=537 

0.151 
p<0.001 
N=541 
 

Social Trust 
Score (-2 to 
+2) 

1.65 
(0.81) 
N=539 

0.145 
p<0.001 
N=538 

0.239 
p<0.001 
N=538 

1.00 
- 
N=538 

0.384 
p<0.001 
N=535 

0.162 
p<0.001 
N=539 

Reciprocity 
– Look out 
for each 
other – 
Score (-2 to 
+2) 

0.89 
(1.06) 
N=538 

0.149 
p<0.001 
N=537 

0.155 
p<0.001 
N=537 

0.384 
p<0.001 
N=535 

1.00 
- 
N=537 

0.285 
p<0.001 
N=538 

Institutional 
Trust Score  
(-2 to +2) 

0.74 
(0.67) 
N=542 

0.148 
p<0.001 
N=541 

0.151 
p<0.001 
N=541 
 

0.162 
p<0.001 
N=539 

0.285 
p<0.001 
N=538 

1.00 
- 
N=541 
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Patterns of association between indicators of physical and mental health and social capital in 

terms of individual social networks and social interaction were explored. The findings are 

reported in Table 32.  

 

Similarly, there is an association in a positive direction between physical and mental health, 

on the one hand, and social networks and regularity of social contact, on the other. People 

with better physical and mental health status (higher PCS and MCS scores) tend to have 

larger size of social networks and are, more regularly, in social contact. The association, 

generally, is weak (very weak). With the exception of the association between mental health 

and size of network of “close” relatives, the findings are statistically significant.   

 
Similar to the findings on values supportive of social capital (trust), association (correlations) 

indicate that the various social networks indicators are associated with each other – people 

with larger social networks of friends have greater regularity of contact with friends, people 

with larger social networks of relatives similarly have greater regularity of contact with 

relatives people with larger networks of people to turn to in crisis also have larger networks of 

close relatives and close friends etc.  
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Table 32: Correlation between Summary Health Scores and Social Capital Indicators – Individual Social Networks 

  Correlation Coefficients (Spearman’s Rho), Significance and No. of Cases (N) 

 Mean 
Median 
(SD) 
Cases 

Physical 
Health 
Summary 
Score (PCS) 

Mental Health 
Summary 
Score (MCS) 

Network size: 
No. of “close” 
relatives 

Network size: 
No. of “close” 
friends 

Network size: 
No. to turn to 
in a crisis 

Frequency 
of 
Interaction: 
relatives 

Frequency 
of 
Interaction: 
friends 

Social 
network 
interaction 
(Average) 

Physical 
Health 
Summary 
Score (PCS) 
0-100 

46.21 
49.56 
(11.57) 
N=541 

1.00 
- 
N=541 

0.095 
p< 0.05 
N=541 

0.099 
p<0.05 
N=540 

0.088 
p<0.05 
N=540 

0.131 
p<0.01 
N=537 

0.144 
p<0.01 
N=541 

0.090 
p<0.5 
N=537 

0.148 
p<0.001 
N=541 

Mental Health 
Summary 
Score (MCS) 
0-100 

53.90 
57.14 
(9.48) 
N=541 

0.095 
p< 0.05 
N=541 

1.00 
- 
N=541 

0.051 
Not significant 
N=540 

0.160 
p<0.001 
N=540 

0.128 
p<0.01 
N=537 

0.112 
p<0.01 
N=541 

0.126 
p<0.01 
N=537 

0.157 
p<0.001 
N=541 

Network size: 
No. of “close” 
relatives 

5.60 
(4.29) 
N=541 

0.099 
p<0.05 
N=540 

0.051 
Not sig. 
N=540 

1.00 
- 
N=540 

0.117 
p<0.01 
N=540 

0.515 
p<0.001 
N=537 

0.230 
p<0.001 
N=541 

0.009 
Not sig. 
N=541 

0.147 
p<0.001 
N=541 

Network size: 
No. of “close” 
friends 

4.75 
(4.95) 
N=541 

0.088 
p<0.05 
N=540 

0.160 
p<0.001 
N=540 

0.117 
p<0.01 
N=540 

1.00 
- 
N=540 

0.369 
p<0.001 
N=537 

0.012 
Not sig. 
N=541 

0.330 
p<0.001 
N=537 

0.221 
p<0.001 
N=541 

Network size:  
No. to turn to 
in a crisis 

11.08 
(7.62) 
N=538 

0.131 
p<0.01 
N=537 

0.128 
p<0.01 
N=537 

0.515 
p<0.001 
N=537 

0.369 
p<0.001 
N=537 

1.00 
- 
N=540 

0.124 
p<0.01 
N=538 

0.131 
p<0.01 
N=534 

0.176 
p<0.001 
N=538 

Interaction 
score (-2+2): 
relatives 

0.71 
(0.66) 
N=542 

0.144 
p<0.01 
N=541 

0.112 
p<0.01 
N=541 

0.230 
p<0.001 
N=541 

0.012 
Not sig. 
N=541 

0.124 
p<0.01 
N=538 

1.00 
- 
N=540 

0.318 
p<0.01 
N=538 

Not 
appropriate3 

Interaction 
score (-2+2): 
friends 

0.48 
(0.73) 
N=538 

0.090 
p<0.5 
N=537 

0.126 
p<0.01 
N=537 

0.009 
Not sig. 
N=541 

0.330 
p<0.001 
N=537 

0.131 
p<0.01 
N=534 

0.318 
p<0.01 
N=538 

1.00 
- 
N=540 

Not 
appropriate 

Social network 
interaction (Av. 
relatives and 
friends) 

0.59 
(0.57) 
N=542 

0.148 
p<0.001 
N=541 

0.157 
p<0.001 
N=541 

0.147 
p<0.001 
N=541 

0.221 
p<0.001 
N=541 

0.176 
p<0.001 
N=538 

Not 
appropriate  
 

Not 
appropriate  

1.00 
- 
N=540 

3. Not appropriate to show correlations in these cells as the indicator “social network interaction” is calculated as the average of “frequency of interaction with relatives” and “frequency of interaction with friends”.  
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Findings on the association between health status and involvement in voluntary associations 

(including informal clubs where people meet regularly) are presented in Table 33. 

Involvement in wider and more socially heterogeneous networks of acquaintances is  

particularly associated with strong social capital (Putnam 2000).    

 
Table 33: Scores on Health Scales and Summary Health Components by Involvement in 
Voluntary Associations 

Scale Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Mean  
Median 
(SD) 
Cases (N) 

Statistical 
tests: 
statistical 
significance 

 All In vol. assocs Not in vol. assocs Mann-Whitney 
U 

Physical 
Component 
Score (PCS) 

46.21 
49.56 
(11.57) 
N=541 

47.58 
50.68 
(10.69) 
N=305 

44.44 
47.76 
(11.69) 
N=236 

p<0.01 

Mental 
Component 
Score (PCS) 

53.90 
57.14 
(9.48) 
N=541 

55.09 
57.68 
(8.42) 
N=305 

52.37 
56.21 
(10.52) 
N=236 

p<0.01 

 
The findings indicate better health status on both physical and mental health (higher PCS and 

MCS scores) for those who are involved in voluntary associations compared with those who 

are not. The findings are statistically significant. 

 
6.3.6 Changes in health-rating over one year 

The parishes of higher socio-economic status show a better health profile on the health 

transition report – i.e. assessment of change in health over the last 12 months – Figure 15.  In 

both Our Lady of the Rosary and Christ the King parishes, a majority (63% Our Lady of the 

Rosary and 67% Christ the King) report that their health is much “the same” as it was one 

year ago compared with 50 percent in St. Munchin’s and 44 per cent in Corpus Christi.  In 

Corpus Christi parish, the highest proportion report a deterioration in their health compared 

with one year ago (37% report it as somewhat or much worse), followed by Corpus Christi 

(35%), Christ the King (23%) and Our Lady of the Rosary parish (21%).   
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Tests: Pearson’s Chi-sq. = 0.001;  Association: Cramer’s V =0.146, p<0.01 

 
Again, as expected, age is an influencing factor in this relationship but not to the same extent 

as in self-rated health. The correlation coefficient between change in health rating by age is 

0.074 (Spearman’s rho) and it is statistically significant (p<0.05).  

 

6.4 Health services utilisation and quality of care 

 
Health services utilisation was assessed based on a number of indicators (i) annual number of 

General Practitioner visits and (ii) annual in-patient hospital nights in the first instance (Layte 

et al 2005).   Annual treatment / use of a wider range of health and care services were also 

explored in particular: (iii) hospital out-patient clinic (iv) hospital accident and emergency 

department (v) hospital rehabilitation clinic (vi) respite care (vii) day centre / club (viii) public 

health nurse and (ix) home help services.    

 

6.4.1 Utilisation: Annual GP visits and hospital in-patient nights 

The findings on average number of GP visits and hospital in-patients nights (for those 

hospitalised) per person per annum by parish are presented below in Table 34.  The median 

number of GPs visits and hospital in-patient stays and maximum number of visits / nights are 

also reported.  

 

The average annual number of GP visits across all parishes is 5.3. The average number of GP 

visits is highest amongst older people in St. Munchin’s (5.9) and lowest in Our Lady of the 
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Rosary parish (4.6).  Variation between the parish is statistically significant (p <0.05) on this 

indicator but the relationship with place (parish) is very weak. 

 

Table 34:  Health services utilisation: GP visits and in-patient hospital nights per person per 
annum by parish 

Indicator All 
 
Mean 
(Median) 
Maximum 
N=cases 

Christ the 
King 
Mean 
(Median) 
Maximum 
N=cases 

Holy 
Rosary 
Mean 
(Median) 
Maximum 
N=cases 
 

St. 
Munchin’s 
Mean 
(Median) 
Maximum 
N=cases 

Corpus 
Christi 
Mean 
(Median) 
Maximum 
N=cases 

Tests of 
Association 
& 
Significance 

       

No. of GP visits 
per annum (last 
12 months) 

5.34 
4 

52 
N=542 

5.86 
4 

52 
N=146 

4.64 
4 

24 
N=218 

5.93 
5 

35 
N=151 

4.85 
4 

12 
N=27 

F=3.203, 
p=0.023, 
Eta sq = 
0.018 

No. of in-patient 
hospital nights per 
annum (last 12 
months) 

13.61 
(7) 

150 
N=142 

13.54 
(8) 
90 

N=39 

12.8 
(7) 
65 

N=50 

14.8 
(9) 

150 
N=45 

12.38 
(11) 

28 
N=8 

F=0.095, 
p=0.963 
Eta sq. = 
0.002 

 

The average number of hospital in-patient nights per annum across all parishes for all persons 

hospitalised in that period is 13.61. The median over-night stay is seven nights and the 

maximum 150 nights. Differences between the parishes on this indicator are not statistically 

significant.  

 

Testing for other factors influencing health services utilisation based on annual number of GP 

visits and in-patient hospital stays, annual number of GP visits varies with age with the 

number of visits increasing as age increases (Pearson’s Correlation, r=0.190, p<0.01).  

Variation between age and annual hospital in-patient stays (number of nights) is not 

statistically significant. 

  

Focusing on average annual number of GP visits and self-rated health, there is a relationship 

in the expected direction with those with better health visiting the GP less often than those in 

poorer health.  There is a clear gradient here between annual average number of GPs visits 

and self-rated health. The results are statistically significant with health status accounting for 

18 per cent of the variation in health services utilisation on this indicator (annual average GP 

visits).  
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Tests: F=30.291, p=0.000, Eta sq= 0.184 

 
 
6.4.2. Health services utilisation: Other health & social care 
Figure 17 illustrates the percentage of the population across all parishes utilising selected  

health and social care services in the last twelve months. The service with the greatest level of 

utilisation by the older population in an annual period (apart from GP visits as reported 

above) is hospital outpatient clinics (52%) followed by hospital in-patient services (26%) and 

then accident and emergency services (18%). Public health nursing was used by 14 per cent of 

the population and home help by 11 per cent of the population.  

 
 

Figure 16: Average number of GP visits per annum 

by self-rated health 
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Considering factors influencing utilisation of health services, association with location or 

parish (as a proxy for socio-economic status), age and health status were explored.  

 

Differences between the parishes are statistically significant in relation to home help services 

(Phi=0.201, p<0.001) with the relationship to place (parish) modest. It is also statistically 

significant in relation to rehabilitation clinic (very weak association) with a higher level of 

utilisation in Our Lady of the Rosary parish.  Specifically, home help services were used by 

33 per cent of older people in the most disadvantaged parish of Corpus Christi, 16 per cent of 

older people in St. Munchin’s parish compared with 10 per cent in Christ the King and 6 per 

cent in Our Lady of the Rosary parishes. Results are almost significant in relation to public 

health nursing – with greater uptake again in the relatively more disadvantaged parishes (26% 

in Corpus Christi and 18% in St. Munchin’s compared with 10% in Christ the King and 12% 

in Our Lady of the Rosary parish) (Phi=0.118, p=0.057).   

 

Considering increasing age as a factor in greater health services utilisation over the last twelve 

months, the findings show greater utilisation of the following services with increasing age:  

being a hospital in-patient, although not the duration of stay, as reported above; utilisation of 

respite care; public health nursing; day centre; home help services. The association with age is 

strongest with use of a day centre and public health nursing, but generally the relationship is 

modest to weak.  Use of out-patients is almost statistically significant with the relationship 

between greater utilisation of the services increasing with age. The relationship is weak – See 

Figure 18. 
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Figure 18: Selected health services utilisation by age 
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N=hospital inpatient (142); Hospital out-patients (281); A&E (98); Rehabilitation (35); Respite care 
(20); Day centre (19); Public health nursing (75); Home help (61). 
 
Tests & significance: hospital in-patient (Phi=0.203; p<0.001); hospital outpatient (Phi=0.143, 
p=0.051); A&E (Phi=0.075, p=0.692); respite care (Phi=0.213, p <0.001); day centre (Phi=0.356, 
p<0.001); public health nursing (Phi=0.230, p<0.001); home help services (Phi=0.329, p<0.001).  
 

 

Focusing on health status as a factor in health services utilisation, the association between 

increasing number of annual GP visits and worsening self-rated health (the gradient) has 

already been established. Findings on the association between health status and other 

measures of health services utilisation are presented in Figure 19 below. 
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Figure19: Health services utilisation by self-rated health
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N=hospital inpatient (142); Hospital out-patients (281); A&E (98); Rehabilitation (35); Respite care 
(20); Day centre (19); Public health nursing (75); Home help (61). 
 
Tests & significance: hospital in-patient (Phi=0.334; p<0.001); hospital outpatient (Phi=0.291, 
p=0.051); A&E (Phi=0.336, p=0.692); rehabilitation clinic (Phi=0.084; p=0.435); respite care 
(Phi=0.247, p <0.001); day centre (Phi=0.263, p<0.001); public health nursing (Phi=0.391, p<0.001); 
home help services (Phi=0.361, p<0.001).  
 
 
The findings show that poorer health status is associated with greater utilisation of health 

services – or that people with better self-rated health use them less. There is also evidence of 

the gradient here. With the exception of hospital rehabilitation clinic, the association between 

utilisation of services and health status is significant in the expected direction. The strongest 

association between greater utilisation and poorer self-rated health status is with public health 

nursing, home help services, A&E and being admitted as a hospital in-patient.   

 

6.4.3 Quality of care by health professionals 

The quality of (i) care by health professionals in various health-care settings and the quality of 

(ii) health services delivery were explored in the survey. 

 

The former focused on quality of care by the GP, Public Health Nurse and Hospital (doctors 

and nursing staff). The findings are illustrated in Figure 20.   
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Figure 20: Quality of professional care, 

various settings
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N: GP=537; Public Health Nursing=109; Hospital=464  
 
 
Generally, the quality of professional care is rated highly with GPs getting the highest quality 

rating compared with other health care professionals. Over 90 per cent rate their GP as very 

good (65%) or good (25%); 86 per cent rate the quality of care by doctors and nursing staff as 

very good (62%) or good (24%) and 73 per cent rate public health nurses as very good (53%) 

or good (19%). A higher proportion of public health nurses are rated average (17%) to poor / 

very poor (11%) compared with other health care professionals.  

 

In terms of factors explaining variations in ratings of quality of professional care, there is no 

statistically significant difference by location (parish) in relation to quality of care by GP or 

public health nursing.  There is an association between quality of hospital care and location 

(Cramer’s V=0.147, p=0<0.05) but the association is weak and there is no clear pattern in 

terms of link to socio-economic profile.  

 

There is an association between quality of care by GP and self-rated health, illustrated below 

(Figure 21), but no statistically significant differences between quality of care by doctors and 

nursing staff in hospital and care by public health nurses, and self-rated health. 
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Figure 21: Quality of GP care by self-rated health
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Tests and significance: Association: Cramer's v =0.144, p=0.000 

 
 
6.5 Quality of health services delivery 
 
Quality of health service delivery was explained in the survey with the examples of  “being 

easy to get to, time waiting for appointments, hours the services are available”. The findings 

are illustrated in Figure 22.  

 

Figure 22: Quality of health services delivery: various 

settings
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Quality of health services delivery is rated highest for GPs with almost 75 per cent rating GP 

surgeries as very good (42%) or good (33%), 59 per cent rating public health nursing as very 

good (30%) or good (30%) and lowest for hospitals with 44 per cent rating them very good 

(21%) or good (24%), and 31 per cent rating them poor (16%) or very poor (15%). Quality of 

services delivery in all cases received lower quality ratings compared with quality of 

professional care.  One quarter of the population rate public health nursing as poor / very poor 

and almost one-fifth (18%) rate it as very poor.  

 

In terms of factors explaining variation in quality of health services delivery, there is an 

association with self-rated health showing the same pattern as that relating to quality of 

professional care – i.e. the quality rating of services is higher by those with better self-rated 

health (Cramer’s V=0.136, p<0.05) - but the relationship is weak.  

 

If the relationship to location (parish) is considered, there is a statistically significant 

difference between the parishes on quality of service delivery by GP surgeries (weak 

relationship) and public health nursing (modest relationship) but not in relation to service 

delivery by hospitals – Figure 23.  

Figure 23: Quality of health services delivery by parish: % 

rating services very good / good
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Tests and significance: GP surgeries (Cramer’s V=0.140, p<0.005); public health nursing (Cramer’s V=0.337, 

p<0.005); hospitals (Cramer’s V=0.113; p=0.144) 

 
Ratings on quality of service delivery by GP surgeries are highest in St. Munchin’s parish, 

followed by Christ the King and lowest in Our Lady of the Rosary parish.  There could be 

various explanations for the variation by parish, including differences in expectations between 

people of higher and lower socio-economic class groupings. In the case of Corpus Christi, an 

element of the lower rating here may relate to distance from GP surgeries (there are none at 
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present on the Moyross estate), consistent with the findings on accessibility of essential 

services, and no real practice of house calls by GPs. In relation to public health nursing, this is 

rated highest in St. Munchin’s (69% rate it good / very good) and slightly lower in Christ the 

King (47% rate it good or very good) compared with Corpus Christi (50% rate is very good / 

good). 

 
6.6 Models of physical and mental health status 
 
This section presents the multivariate analysis of the data using multiple regression techniques  

(linear multiple regression) with a view to identifying a set of factors which could explain 

variations in physical and mental health  and the overall explanatory power of the models.  

PCS and MCS scores are used as the outcomes variables. The predictive factors relate to 

socio-economic and demographic characteristics of people, structural factors of 

neighbourhood, contextual conditions of neighbourhood (neighbourhood services and 

quality), aspects of the social capital and health services utilisation and quality of provision.  

The relationships between these factors are shown in the analytical framework, presented in 

Chapter 4 (Methodology).  Details of the test factors (long list of predictors and the scoring 

of variables) were also presented in Chapter 4.  

 
The results of the regression analysis for models of physical and mental health are reported in 

Table 35.  Overall, the results provide a better model of physical health compared with 

mental health with the model explaining 43 per cent of the variation in physical health and 

only 25 per cent of the variation in mental health (values of adjusted R2).   

 
In terms of demographic characteristics, physical health is affected by gender and age. Better 

physical health is positively associated with being male confirming the gender-related 

differentiation in health status. It is negatively associated with increasing age with the 

findings confirming as expected a deterioration in physical health with increasing age.  In 

relation to socio-economic factors, variation is associated with level of education with higher 

levels of education associated with better physical health. Other measures of socio-economic 

status including social class based on occupational grouping were not retained in the model as 

an explanation of variation (and were not statistically significant).  

 

In terms of neighbourhood structural factors, “parish” as a measure of neighbourhood with 

different SES profiles nor the more disaggregated measure of spatial deprivation at small area 

level (local area relative deprivation / affluence classification at ED level based on the Haase 

Index) were not retained in the model as explanatory factors of variation in physical health 

status of individuals.  



 147 

Table 35: Models – Factors Explaining Variations in Physical and Mental Health 
Outcome variables 
 
Predictor variables 

  

Physical Health Summary 
Score (PCS) 0-100  
B, Beta, (t values) 

Mental Health Summary 
Score (MCS) 0-100 
B, Beta,(t values) 

Socio-economic & demographic characteristics   

 Gender (Dummy variable) 2.428 
0.103** 
(3.074) 

- 
 

Age in years -0.183 
-0.095** 
(-2.667) 

- 

Level of Education (1, 2, 3) 1.629 
0.085* 
(2.512) 

- 

Low social class (Dummy variable) - -4.171 
-0.152** 
(-3.41) 

Neighbourhood structural characteristics   
Local area relative deprivation (ED level  0.427 

0.098* 
(2.161) 

Neighbourhood services and quality   

Accessibility of essential services 2.450 
0.168*** 
(4.621) 

- 

Social Capital   

Social trust - 1.510 
0.124 ** 
(2.946) 

Reciprocity (look out for each other) 0.773 
0.070* 
(1.993) 

- 

Institutional trust 1.679 
0.098** 
(2.832) 

- 

Frequency of meeting with friends 1.159 
0.087* 
(2.562) 

- 

Health Services Utilisation & Quality   

Health services utilisation (0-8) -3.734 
-0.460*** 
(-12.793) 

-1.793 
-0.275*** 
(-6.634) 

Quality of care by health professionals - 2.255 
0.159** 
(3.498) 

Quality of health services delivery - 1.491 
0.151** 
(3.307) 

Intercept/constant 

53.974** 
(10.080) 

49.681*** 
(36.234) 

Adjusted R
2
 0.425 0.251 

F-statistic 49.989*** 26.116*** 

N 532 450 
 

*p<0.05; ** p<0.01; *** p<0.001 
Variables: Gender: Male=1; Female=0; Age (years); Level of Education: No formal or primary only=1, some secondary / 
technical vocational=2; third level=3; Low Social Class: SC5 & 6=1; SC1, 2, 3 & 4 =0; Neighbourhood Relative 
Disadvantage: scale from -4=extremely disadvantaged to 3= very affluent; Accessibility of Essential Services: scale -2 
(very poor) to +2 (very good); Social Trust: scale -2 (trust  nobody) to +2 (trust most); Reciprocity: scale -2 (strongly disagree 
people look out for each other) to +2 (strongly agree); Institutional Trust  scale: -2 (don’t trust at all) to =2 (trust a great deal); 
Frequency of Meeting Friends scale -2 (never) to +2 (weekly or more often); Health Services Utilisation: additive index 0 
(no services excluding GP) to 8 (all 8 services explored); Quality of Care by Health Profs: scale -2 (very poor) to +2 (very 
good); Quality of Health Services Delivery: scale -2 (very poor) to +2 (very good).  
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However, in terms of contextual conditions of neighbourhood, the extent of accessibility of 

essential neighbourhood services (shops, GP surgery, post office, pharmacy etc.)  proved to 

be positively associated with better physical health status of individuals and is highly 

statistically significant (p <0.001). Other factors tested in the model including: extent of 

problem concentration, quality of local services, accessibility of community and social 

infrastructure were not retained in the model.  

 

Aspects of social capital positively associated with better physical health include: (i) a sense 

of generalised reciprocity reflected in the notion that  “people look out for each other”, which 

is a measure of bonded community; (ii) strong institutional trust or a belief that the 

institutions responsible for delivery of key local services can be trusted “to do what is right” 

and (iii) at an individual level, frequency of meeting with friends with more regular 

interaction associated with better physical health. Size of networks of “close” relatives and 

friends, size of networks in a crisis and frequency of social interaction with “close” relatives 

were tested but not retained in the model. This indicates that there is less variation on these 

factors – or that there is a strong degree of homogeneity in the population on these variables 

and thus they do not prove to be statistically significant in the model.  Similarly, with 

indicators of religiosity, where none of the indicators developed (regularity of attendance at 

religious services, regularity of praying) proved to be explanatory factors of variation in 

physical health. 

 

In relation to health services utilisation and quality, the extent of health services utilisation is 

negatively associated with better physical health indicating that people in worse physical 

health use health services to a greater extent and people in better physical health utilise health 

services to a lesser extent. Neither quality of care by health professionals nor quality of health 

services delivery proved to be explanatory factors of variation in physical health.  

 

Focusing on mental health, demographic factors including gender and age are not associated 

with variations in mental health. Social class is negatively associated with mental health with 

those with lower social class status (in semi- and unskilled social classes 5 and 6) having 

worse  mental health (lower scores). Neighbourhood structural factors, in particular, living in 

relatively more affluent compared with relatively disadvantaged neighbourhoods is associated 

with better mental health. The only aspect of social capital which proved to be positively 

associated with better mental health is generalised social trust.  

 

In relation to health services utilisation and quality, similar to explanations of variation in 

physical health, the extent of health services utilisation is negatively associated with better 
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mental health, indicating that people in worse mental health use the services to a greater 

extent and people with better mental health utilise health services to a lesser extent.  However, 

while quality of care by professionals in health care and quality of services delivery were not 

explanatory factors of variation in physical health, they are positively associated with better 

mental health.  

 

6.7 Summary 
 
Residents subjective view of neighbourhood is that it relates to quite localised spatial units 

typically centred on well-defined neighbourhoods with physical boundaries (Caherdavin, 

Moyross) or a clear identity such as traditional communities of place (Thomondgate, 

Killeely). A significant proportion, however, viewed the neighbourhood at a smaller spatial 

scale such as a street or small estate. Sense of belonging to community is strong and strongest 

in the suburban middle class Christ the King parish followed by the most affluent parish, Our 

Lady of the Rosary.  

 

With the exception of a general hospital, essential services and facilities including shops, post 

office, pharmacy are very or fairly accessible. Christ the King followed by Our Lady of the 

Rosary parish – the areas with the higher social class profile - score best on accessibility of 

essential services and the most disadvantaged parish, Corpus Christi, scores worst. In terms of 

accessibility of community / social facilities (community centre, sports / leisure etc.), Christ 

the King parish followed by Corpus Christi scores the best, while the lower and mixed social 

class parish, St. Munchin’s scores worst. The most affluent parish, Our Lady of the Rosary, 

also has relatively poor accessibility to community / social facilities. Unsurprisingly, regular 

church attendance is very high overall (but lowest in Corpus Christi) and religiosity is high in 

terms of regularity of individual prayer (daily).  

 

Generally, the vast majority considers their neighbourhood a very good or fairly good place to 

live. Satisfaction with neighbourhood is lowest in Corpus Christi followed by St. Munchin’s – 

the two parishes with a lower socio-economic profile. The majority considers that the 

neighbourhood is stable (staying much the same) and opinion is mixed as to whether it is 

getting better or worse over the last two years. The greatest variation between parishes in the 

types of issues explored as neighbourhood problems is in relation to the problem of poor 

external image. All residents of the disadvantaged parish, Corpus Christi, consider this a very 

big / big problem. Corpus Christi has the strongest concentration of neighbourhood problems 

while the affluent parish, Our Lady of the Rosary, has the weakest concentration of problems.   

 



 150 

In terms of quality of local services, the highest quality / satisfaction ratings are for parish / 

religious services. The lowest satisfaction ratings are for services for teenagers, children and 

social and leisure services for older people. Christ the King followed by Our Lady of the 

Rosary parishes have the best overall scores for quality of local services and St. Munchin’s 

the lowest score. The overall picture, therefore, is that the more affluent neighbourhoods have 

the most accessible services, the best quality local services and lower problem concentration.  

 

Focusing on social capital, generalised social trust (trusting people in the neighbourhood) is 

high, highest in the more affluent parishes of Our Lady of the Rosary and Christ the King and 

lowest in the most disadvantaged parish, Corpus Christi. It is only in Corpus Christi parish 

that residents report knowing people to a greater extent than they trust them.  Sense of social 

reciprocity (the notion that people “look out for each other”) is also high, but follows the 

same pattern of being highest in the affluent parishes and weaker in the more disadvantaged 

parishes of Corpus Christi and St. Munchin’s. On indicators to measure community cohesion 

(close / tight knit communities) and inclusion (welcoming to newcomers), the more affluent 

parishes again are more cohesive and more inclusive than the disadvantaged parishes. All 

parishes / communities are stronger on cohesion than on inclusion. Corpus Christi is least 

inclusive on this indictor. In residents’ experience, newcomers onto the estate have often been 

problem families whose presence led to a deterioration of the quality of life on the estate.   

 

In terms of institutional trust, trust is highest in the local clergy and sisters followed by the 

police and lowest in the local authority. The lowest levels of trust in the local authority are 

reported by residents of the most disadvantaged parish Corpus Christi. Trust in the health 

services, generally, is not at a high level.  On an overall score of institutional trust, the 

affluent parishes of Christ the King and Our Lady of the Rosary have the highest scores and 

the more disadvantaged, St. Munchin’s followed by Corpus Christi, the lowest scores.  

 

Focusing on social capital at individual level in terms of strong ties of family and friends and 

people to turn to for support in a crisis, residents of Christ the King have the largest average 

size of such networks. Networks of friends and people to turn to in times of crisis are smaller 

on average in Corpus Christi parish. A very small proportion of the population surveyed have 

no relatives with whom they have a close relationship, a larger proportion has no friends and a 

very small number has nobody to turn to in times of crisis.  The incidence of having no close 

friends is higher in the more disadvantaged parishes of Corpus Christi and St. Munchin’s . It 

is only in these more disadvantaged parishes that older people report having no one to turn to 

for support in times of serious personal crisis.  Generally, older people are in touch with 

relatives and friends on a regular basis by visiting and telephone contact. A smaller proportion 
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of older people in Corpus Christi parish meets and ‘phones relatives and friends weekly 

compared with other parishes. Age of respondent also affects the regularly of meeting 

relatives. In terms of broader social networks of acquaintances, the majority of older people 

know their neighbours. Involvement in voluntary associations including clubs is high – 

highest in Our Lady of the Rosary parish followed by Christ the King and lowest in Corpus 

Christi parish. There are also differences in the types of associations in which older people are 

involved by parish. 

 

In terms of health status, based on the single question asking respondents to rated their health, 

the older population of the most affluent parish, Our Lady of the Rosary has the best profile, 

Christ the King, the second best, St. Munchin’s, with a lower socio-economic profile, has the 

worse health profile and Corpus Christi, the second worst. More refined measures of health 

status were developed from an analysis of the SF-36 module included in the survey. This 

provides an analysis of various dimensions of health producing eight scales: Physical 

Functioning, Role Physical, Bodily Pain, General Health, Social Functioning, Role Emotional 

and Mental Health and two summary components developed from these eight scales: Physical 

Health Component and Mental Health Component. Scores range from 0 (worst possible 

health) to 100 (best possible health). 

 

Internal consistency tests to assess the reliability of the scales were undertaken based on 

statistical techniques (the Alpha Cronbach test of reliability). The results confirmed the 

reliability of the scales.   

 

Scores on all eight scales and on the Physical Health and Mental Health Summary Component 

are higher for males than for females. Variation by gender, however, is not statistically 

significant for the General Health Scale and the Mental Health Summary Component..  Scores  

for both males and females are highest on scales which measure  aspects of mental health, and 

generally show good mental health in this older population. Scores are lower on the scales 

measuring aspects of physical health such as Vitality, General Health, Bodily Pain and Role 

Physical.  Scores on all scales are lower for those in older age groupings (75 years and over 

compared with the population 65 to 74 years). The results indicate, as expected, that physical 

health declines with age but this is not the case for overall mental health.  

 

Health status by social class grouping (high, middle and low socio-economic class) broadly 

follows the social gradient. Those in the highest social classes score highest, those in the 

middle social classes the next highest and those in the lowest social classes tend to have the 

lowest scores across the various scales (with some exceptions). Variation by social class is not 
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statistically significant, however, for the Bodily Pain scale and the Physical Health Summary 

Component. Variation by social class is greater on scales designed to measure aspects of 

mental health where scores are lower here for those in the lowest social classes. Variation by 

parish (as a proxy for social status) also follows the social pattern with highest scores, 

indicating best health, in the most affluent parish (Our Lady of the Rosary), the next highest 

in the parish of mid-to high socio-economic status (Christ the King), lower scores in the 

socially mixed area leaning towards lower socio-economic status (St. Munchin’s) and lowest 

scores in the most disadvantaged parish (Corpus Christi).   

 

The relationship between health status (physical and mental health) and parish as a proxy for 

social economic status was explored. The relationship to parish (place of residence) is 

statistically significant for people in the age grouping 65-74 years for both physical and 

mental health. However, it is not statistically significant for the population aged 75 years and 

over in relation to physical health and is barely statistically significant in relation to mental 

health. This indicates that the relationship between physical health and social class based on 

place of residence disappears as people enter the oldest age groups. The oldest population 

remaining in those disadvantaged areas at this stage of their lifecourse, as such, represent the 

most resilient group of survivors.  In terms of change in health profile over a period of one 

year, the same pattern of a better health profile in the more affluent parishes and worst the in 

disadvantaged parishes is in evidence.  

 

The relationship between physical and mental health status and selected social capital 

indicators were explored. This showed that people with values associated with higher levels 

of social capital – social trust, reciprocity, institutional trust have a better health profile 

(higher scores). Similarly, those with larger social network and more frequently in social 

contact with relatives and friends, and engaged in voluntary associations have a better health 

profile.  

 

In terms of health services utilisation, the average annual number of GP visits is highest in the 

disadvantaged parish, St. Munchin’s followed by Christ the King parish, and lowest in the 

most disadvantaged parish, Corpus Christi. Age is an influencing factor with the annual 

number of visits increasing as age increases.  Focusing on the relationship between annual 

number of GP visits and self-rated health, those with better health visit the GP less often on 

average than those in worse health.  In terms of other services, hospital out-patients clinics 

has the highest level of utilisation by older people (52%) followed by hospital in-patient 

services (26%) and accident and emergency (18%). Community-based services have 

relatively low levels of utilisation. Services like home help and public health nursing have a 
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greater up-take in the disadvantaged parishes. The findings show greater utilisation of several 

health services with increasing age. Poorer self-rated health is also associated with greater 

utilisation of health services.  Quality of professional care is rated highly with GPs getting the 

highest quality rating compared with other health care professionals. Quality of health 

services delivery is rated highest for GPs and lowest for hospitals. Quality of service delivery 

in all cases is lower than quality ratings for professional care. Quality ratings are higher by 

those with better self-rated health.  

 

Using multivariate data analysis techniques to develop models which explain variations in 

physical and mental health, the results indicate that a range of factors reflecting the 

hypotheses being tested in this research are predictors of health status. In particular, a 

combination of socio-economic and demographic characteristics of people, contextual 

conditions of neighbourhood, social capital and health services utilisation and quality of care 

and delivery proved to be factors explaining variation in health status for this older 

population.. The analysis provided a better model of physical health compared with mental 

health in that it explained more of the variation in the former compared with the latter. 

 

In relation to demographic and socio-economic characteristics of people, the results 

confirmed the gender-differentiated health pattern. While it is known from existing data 

sources that women have a longer life expectancy on average, women tend to be “sicker” than 

men. The results of this study confirmed that being male is positively associated with better 

physical health. Increasing age is negative associated with better physical health. Higher 

levels of education (as an indicator of social class) are positively associated with better 

physical health. Focusing on conditions of neighbourhood, the accessibility of essential 

neighbourhood services such as shops, pharmacy, post office, and GP surgery is positively 

associated with better physical health. In relation to social capital, a sense that people look out 

for each other (reciprocity), higher levels of institutional trust and frequency of interaction 

with friends are positively associated with better physical health. In relation to health services, 

high levels of health services utilisation are associated with poorer health indicating the 

people in poor health use them to a greater extent. The dataset did not allow for an assessment 

of the role of health services as a preventive action to improve the physical health of the older 

population in terms of keeping them in good health for the longest possible period. These 

factors, combined, explain approximately 43 per cent of the variation in physical health.  

 

The dataset provided a poorer model of mental health (with the combined factors included in 

the model explaining only 25% of the variation). Age and gender are not explanatory factors 

of variation in mental health status.  Low social class  is associated with poorer mental health. 
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Living in a relative more affluent area is associated with better mental health and living in a 

disadvantaged area associated with poorer mental health. Greater social trust in people in 

general is associated with better mental health. High levels of health services utilisation is 

associated with poorer mental health, while quality of care by health professionals and quality 

of services delivery is associated with better mental health.  
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7. CONCLUSIONS 
 

This study is undertaken in the context of ageing populations and the persistence of health 

inequalities in advanced societies, both of which are major challenges for public health.  

 

This report presents the findings of the social study component of the research on ageing and 

health inequalities in local communities of place. Clinical research (health screening) of the 

same population was undertaken in parallel with the social study. The findings of the latter 

component of the study are reported separately. Ultimately, the findings of both components 

can be integrated to develop models which investigate the links between the biological and 

social aspects of ageing.  

 

The aim of the research is to inform the policy debate on health inequalities as this affects 

older people in the population living in urban communities. The objectives are: 

• To examine the association between socio-economic status and health status with 

reference to an older population living in urban communities of high, medium and 

low socio-economic status; 

• To identify the main demographic and socio-economic characteristics of people  

associated with variations in health status; and 

• To explore the relative importance of intervening factors (moderators and mediators) 

in particular aspects of neighbourhood including structural factors and perceptions of 

contextual conditions of the environment of neighbourhood, social capital, health 

services utlilisation and quality of health care and health services delivery.   

 

7.1 Policy context 

 

Public policy to address the challenges of ageing populations and health inequalities are 

developed at macro level in the context of international organisations / groupings including 

the EU and WHO, through to national level. With ageing populations, the preoccupation in 

policy is with the sustainability of the lifestyles expected in advanced states, on the one hand, 

and the public financing (social protection and healthcare expenditures) to support those high 

standards of living, on the other. At national level, policies in favour of older people and 

development of services in communities to enable independent living for as long as possible 

in their own homes and in local communities have not been followed through with the 

financing and implementation mechanisms (local services) to support them.  In terms of 

health inequalities, while improvements in population health are observed generally, there is 

no real change in the social gradient in health. There are several entry points for policy to 
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address health inequalities, drawing on current knowledge on the social determinants of 

health. Many of the policy entry points are outside the sectoral area of health and include 

welfare and incomes (tax) policy, housing, transport  etc.  to improve the material conditions 

of people who are less well-off, education as well as areas within health including health 

promotion and health services. 

 

7.2 Local neighbourhood / community 

 

Local neighbourhood or community is the setting where people live out their daily lives and 

this is the context of the research. Some aspects of neighbourhood / community may affect 

health status of individuals – positively or negatively -  independent of their own 

characteristics as they age in place.  As such, this study links into a body of international 

research which combines the themes of ageing, health inequalities and neighbourhood effects 

– the last focusing on outcomes for individuals arising from structural characteristics of  

neighbourhoods in which they are resident – in particular, concentrated affluence or 

concentrated poverty.  It aims to examine the extent to which health inequalities are in 

evidence in people in older age groups. It aims to test the hypothesis that contextual 

conditions of neighbourhood matter to health outcomes independent of the characteristics of 

individuals. Certain conditions of neighbourhood and other aspects of community and 

individual resources (social networks, religiosity) might provide protective factors to improve 

health outcomes for (poorer) people as they age in place. The conceptual framework used for 

the research is reproduced below. 
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Figure 1: Conceptual Framework: Working Model 
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7.3 Research setting 

 

The research setting is the northside of Limerick City – a city with a profile of social 

disadvantage in a national context, and highly polarised residential patterns based on social 

class (i.e. high inequality).  The four individual study sites (parishes) represent typologies of 

place: (i) high socio-economic status with an ageing population;(ii) middle to high socio-

economic status neighbourhood in the suburbs with a smaller older population; (iii) mixed 

area with a lower socio-economic profile comprising within it traditional working class 

communities; and (iv) a local authority housing estate with the lowest socio-economic profile 

and a small older population. An understanding of the physical and social geography of the 

city, however, highlights that while these communities might be adjacent to each other, and 

poor and affluent people live side-by-side, there are physical, social and psychological 

barriers to social class interaction. Within the parishes, smaller units of territory (based on 

Electoral Districts used in the Census) are classified from extremely disadvantaged to very 

affluent small areas, based on a relative deprivation index developed from analysis of census 

variables (Haase and Pratschke 2008). 
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7.4 Key findings 

 

The findings, based on bivariate and multivariate analysis of social survey data of the older 

population resident in the parishes, confirm the key relationships identified in the conceptual 

framework. Health status in old age is affected by certain demographic and socio-economic 

characteristics of people. Health status is also affected by contextual conditions of 

neighbourhood and aspects of social capital. The research also identified an association 

between health status and health services utilisation and quality of health care and services 

delivery.  

 

Considering, first, contextual conditions of neighbourhood and not just the characteristics of 

the individual residents, the parishes (neighbourhoods) of higher socio-economic status have 

the best profile and the more disadvantaged parishes the worst profile in terms of accessibility 

of essential services and the quality of local services. The most affluent parish, however, has 

poor social / community facilities while there are quite well-developed in the most 

disadvantaged parish. In terms of environment, the most disadvantaged parishes have stronger 

concentrations of neighbourhood problems and lower satisfaction ratings by older residents 

compared with the parishes of high socio-economic status (low problem concentration and 

higher satisfaction ratings).   

 

In terms of social capital, older people in the affluent parishes have more developed social 

capital at individual level; they have larger social networks of family and friends on average, 

more frequent social interaction with family and friends, and more access to social support in 

times of crisis than people in the more disadvantaged parishes. However, across the 

population studied, the incidence of social isolation is very small. Older people, in general, 

have retained strong networks particularly of family. Absolute social isolation (no friends, no-

one to turn to in crisis) was found only in the more disadvantaged neighbourhoods. 

Community-level social capital is also higher in more affluent parishes on key indicators 

including social trust, institutional trust and participation in voluntary associations. These 

characteristics, generally, are associated with relatively more affluent and low mobility 

(established) neighbourhoods (Humphreys 2005; Humphreys and Dineen 2006). 

 

The overall picture is that residents of the relatively more affluent parishes (neighbourhoods) 

have a better profile on almost all the factors of neighbourhood that might further enhance 

health outcomes for individuals – better and more accessible services, less problems in terms 

of run-down areas, anti-social behaviour, poor external image etc. Older residents of the 
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relatively more affluent areas also have higher levels of social capital at individual and 

community-level.  

 

In relation to health status and demographic characteristics of people, physical health worsens 

with increasing age for both men and women, but mental health does not. While the statistics 

on gender differences in life expectancy establish that males have shorter life expectancy, this 

research confirms that they have better physical health into old age. Variation by gender, 

however, is not statistically significant for General Health and the Mental Health Summary 

Component using the SF-36 to assess self-reported health status. In relation to gender 

differences in self-assessed general health, this could reflect the paradox in health reporting 

identified by Arber and Cooper (1999) that women in old age are less likely to assess their 

health as being poor than men even though older women have higher levels of functional 

impairment than men.  

 

The bivariate analysis shows evidence of the social gradient in health (using self-assessed 

general health status as the measure) based on occupational class groupings and typology of 

place (parish). However, in the multivariate analysis, level of education is the only measure of 

social class which is retained in the model as associated with physical health status. As 

expected, higher levels of education are associated with better physical health status of 

individuals. This is consistent with findings of Juerges (2007) in an international study of 

education-related inequalities in health in older adults and Veenstra (2000) based on Canadian 

survey data. Juerges (2007) argued that education is the “most important correlate of health”. 

In the case of mental health status, low socio-economic class based on occupational groupings 

(Asthana, Gibson et al 2004) and living in a relatively disadvantaged neighbourhood, using 

the Haase Index of relative deprivation, are associated with poorer mental health. 

 

The relationship between health status (the outcome) and social class, using neighbourhood of 

residence as a proxy for socio-economic status, is affected by age (Breeze Fletcher et al 2001; 

Breeze, Jones et al 2004) and gender (Benach, Yasui et al 2001). Consistent with the findings 

of Huisman, Kunst et al (2006), the indications are that health inequalities decrease to some 

extent with increasing age. The findings of this research show that the relationship between 

neighbourhood with different socio-economic profiles and physical health is not in evidence 

for those in the older age cohorts (75 years and over). While the socio-economic status of the 

neighbourhood affects health status of women (with living in a more disadvantaged 

neighbourhood associated with poorer physical health), the relationship is not statistically 

significant for men.  However, as stated above, the relationship between socio-economic 

profile of neighbourhood and mental health persists into the oldest age groups. Living in a 
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relatively disadvantaged neighbourhood is associated with poorer mental health, for both men 

and women. 

 

In terms of social capital and health, values associated with social capital, in particular,  social 

and institutional trust (Veenstra 2005), reciprocity and more developed and active social 

networks were factors found to be positively associated with better health status of individuals 

(Subramanian, Kawachi et al 2001) including physical health and mental health. This is 

inconsistent with findings of other studies which have found no such relationship – for 

instance, Kennelly, O’Shea et al (2003) who in a study of 19 OECD countries found very 

little statistically significant evidence that standard indicators of social capital (social trust and 

involvement in voluntary associations) have a positive effect on population health. However, 

while several studies have found relationships between social capital and health outcomes, 

many conclude that social capital explains a relatively small proportion of the variation in 

health status. The main factors of variation relate to socio-economic characteristics of people 

particularly individual income (Pevalin and Rose 2003). 

 

In terms of indicators of religiosity, the population is relatively homogeneous and generally 

characterised by very high levels of church attendance and individual spirituality. This would 

tend to reflect generational effects and a culture of high levels of religious practice in this 

older population. In the multivariate analysis, religiosity did not prove be associated with 

health status. This is inconsistent with finding of Veenstra (2000), for instance, who found 

that attendance at religious services and participation in clubs are related to health for the 

elderly. The lack of evidence of this in the current study can be explained in terms of high 

levels of homogeneity within the population on indicators of religiosity. 

  

In terms of health services utilisation, there is evidence of greater utilisation of health services 

with increasing age (Layte undated; Layte, Nolan et al 2005). Community-based services 

have low levels of utilisation and greater take-up in disadvantaged parishes. Health services 

utilisation is also influenced by health status and, consistent with other recent research in 

Ireland, there is higher levels of utilisation by those with poorer health status (Layte, Nolan et 

al 2007; O’Reilly, Thompson et al 2006). This applies to both physical health and mental 

health, but to a greater extent with the former. This is also consistent with international 

research findings where it was found, for instance, in a Canadian study that people with lower 

socio-economic status used comparatively more GP-based and hospital services in such a way 

as to ameliorate the socio-economic differences in mortality but specialist services were 

comparatively under-used by people in lower socio-economic groups. In retrospect, use of 

specialist services was significantly higher in the highest income groups (Veugelers and Yip 



 161 

2003). Quality of professional care is rated highly, especially GPs. Quality of professional 

care is rated higher that the quality of health services delivery.     

 

Bringing this analysis together, the combination of factors which explain, independent of each 

other, variations in physical health in older people are: gender with men having better 

physical health than women; increasing age with health deteriorating as people get older; and 

level of education with people with higher levels of educational qualification having better 

health.  While a wide range of indicators related to structural factors of neighbourhood 

(relative deprivation / affluence) and contextual conditions of neighbourhood (accessibility of 

essential services, community services / facilities, problem concentration, quality of local 

services, satisfaction ratings with neighbourhood) were tested, only accessibility of essential 

services (shops, Post Office, Pharmacy, GP, coffee shop etc.) proved to be statistically 

significant. 

 

 Similarly, with social capital, while a wide range of indicators were tested, sense of 

reciprocity (looking out for each other), institutional trust (Mohseni and Lindstrom 2007; 

Veenestra 2002) and frequency of meeting friends were those which proved to be statistically 

significant.  As the population is relative homogeneous in terms of maintaining strong 

networks of family, this would seem to explain why indictors related to these aspects of social 

capital did not prove to be statistically significant. An index measuring the extent of health 

services utilisation proved to be associated with variations in physical health with those in 

poorer physical health using the services to a greater extent (Layte, Nolan et al 2007; 

O’Reilly, Thompson et al 2006; Veugelers and Yip, 2003).  

 

In relation to mental health, none of the demographic characteristics tested proved to be 

associated with mental health status. Social class affects mental health with those in lower 

social classes having poorer mental health (Asthana, Gibson et al 2004). Structural factors of 

neighbourhood measured in terms of the extent of relative area deprivation / affluence proved 

to be significant, with living in a disadvantaged area associated with poorer mental health. 

The only aspect of social capital which proved to be significant in explaining variations in 

mental health was generalised social trust. Again, the extent of health services utilisation is 

associated with mental health status, with those in poorer mental health being heavier users. 

Good quality of care by health professionals and good quality of health services delivery 

proved to be associated with better mental health status.  
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7.5 Conclusions and discussion 

 

Overall the findings of this research indicate that as well as characteristics of individuals, 

neighbourhood conditions affect health outcomes (Wen, Browning et al 2003; Wen, Hawkley 

et al 2006; Poortinga, Dunstan et al 2008). The relationships are complex in terms of how 

neighbourhood or place of residence affects health.  The existing body of research indicates 

that effects flow from compositional aspects – for instance, concentrated affluence, 

concentrated poverty, degree of spatial inequality (Hou and Myles 2005; Wilson 1997; 

Wilkinson and Pickett 2007); - perceptions of the physical environment of neighbourhood 

(Bowling, Barber et al 2006; Wen, Browning et al 2003; Wen, Hawkley et al 2006) and links 

to psychosocial factors of loneliness, depression and stress, by perceived social support and 

social networks (Wen, Hawkely et al 2006),  neighbourliness (Bowling, Barber et al 2006; 

Bowling and Stafford 2007) and neighbourhood-level stressors such as experience of crime, 

drugs misuse, problem neighbours (Agyemang, Hooijdonk et al 2007).  This research found 

that social capital – individual social networks and community-based aspects including social 

trust in the community and institutional trust – affects health outcomes but different aspects 

are associated with physical and mental health.   

 

It is argued that social capital is an intervening or pathway variable, working through 

characteristics of people and also influenced by conditions of neighbourhood (relative social 

homogeneity, perceptions and experiences of the quality of neighbourhood) to influence 

health outcomes. The extent of concentration of affluence or deprivation (presence of 

economic and social resources), in turn, affects the capacity of the neighbourhood to sustain a 

base of essential services. The latter also is a pathway variable, affecting health outcomes of 

individuals. 

 

It is argued that the findings of this research  provides support for Wilson’s (1997) thesis of 

better outcomes for poor people associated with living in more affluent compared with poor 

neighbourhoods linked to positive externalities arising from living in more affluent areas. 

Wilson (1997)  linked this to: (i)  richer institutional resources and better services in more 

affluent areas and (ii) social learning effects from attitudes and behavioural characteristics of 

more affluent individuals.  The multivariate analysis identified these effects as factors 

explaining variations in health status over and above individual characteristics of the 

population. In particular, accessible essential services at neighbourhood level were found in 

this research to be positively associated with physical health (and more accessible services 

were a characteristic of the more affluent neighbourhoods). Factors of social capital including 

social trust in the community (associated with mental health), institutional trust or the sense 
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that local institutions can be trusted “to do what is right” in terms of service to the community 

(associated with physical health) and the sense that people in communities “look out for each 

other” / generalised reciprocity (associated with physical health) could be regarded as social 

learning effects. These attitudes were more prevalent in the relatively more affluent 

communities. They are attitudes associated with civic communities (Putnam, Leonardi et al 

1993, Putnam 2000) and are more in evidence in low mobility and relatively more affluent 

communities of place  (Humphreys 2005; Humphreys and Dineen 2006).  

 

The association between living in a relatively more disadvantaged area and poorer mental 

health could provide some support for the psychosocial explanation (Wilkinson 1996; 

Agyemang, Hooijdonk et al 2007) and its effects on health status, but this would require more 

investigation of the links. The whole of the study site (Thomond Parish Cluster) is 

characterised by high levels of social inequality at spatial level, sharp social contrasts and 

little connection across the class divide. Whether and how this produces psychosocial stress, 

for whom and the extent of stress, affecting health would also require further investigation. 

 

While the findings indicate that those in poorer health (and oldest old, low socio-economic 

status and living in disadvantaged areas) are heavier users of the health services, the research 

does not give insights to preventive aspects of health services provision – for instance the role 

of primary care in reducing health inequalities (Shi, Starfield et al 2002; Starfield, Shi et al 

2005) or in keeping older people in good health in their homes and communities for as long as 

possible. The population, however, reports high levels of satisfaction with the quality of 

professional care. However, rates of take-up (and provision) of community-based health 

services are low. For this group of elderly people, it is argued that heavier utilisation by those 

in lower socio-economic groups is linked to redressing the socio-economic differentials in 

health status accumulated over the lifecourse (Veugelers and Yip 2003).  As such, it could be 

argued that health services provision moderates effects of SES on health status. 

 

In relation to the finding of health inequalities (variations in health status by social class) 

reducing with age, insights from this study would suggest that only the most resilient survive 

into the oldest age groups. Over their lifecourse and experience, they have learned to cope 

with the conditions in disadvantaged neighbourhoods in a way that would be inconceivable 

for more affluent individuals un-used to such problematic contexts. Insights gleaned from 

interviewing respondents in their own homes indicates that some in the lower socio-economic 

groupings or living in most disadvantaged areas are not entirely typical of their class – 

particularly comparing them with people in the general population in the lowest occupational 

social classes. For instance, some older people surviving into old age in relatively most 
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disadvantaged areas related that there were very limited opportunities for education or social 

mobility when they were young. Some people, through bad circumstances, such as the loss of 

a husband or alcoholism / addiction had no options but to live in poorer areas. Furthermore, in 

some of these cases, the offspring of these now elderly people succeed in moving up the 

social hierarchy when opportunities became available. Other elderly chose to live in most 

disadvantaged areas because of a Christian mission to work in such places and have aged into 

oldest old in these places (e.g. communities of sisters in the most disadvantaged areas). They 

are not at all typical of the general population of the areas. 

 

A further issue which emerges from the study is that cohort or generational effects – i.e. 

common experience of living in a certain time period (Bury 2000) - results in greater 

homogeneity within an elderly grouping than in the general population. This is reflected, for 

instance, in strong religiosity across the social class divide and in aspects of social capital 

such as strong family ties where expected variations linked to health status were not in 

evidence. 

 

The results of the research provided a poor explanation of variations in mental health (despite 

testing a very wide range of indicators).  A related finding, however, is that mental health 

status (scores) are quite high into the oldest age groups. Poorer mental health, however, is 

associated with low social class and living in relatively more disadvantaged areas. A possible 

explanation, as such, is that those with poorest mental health are at greater risk or have less 

chance of surviving into old age because of the linkage between poor mental health and 

morbidities, leading to various causes of premature death. 

 

7.6 What lessons for public policy? 

 

The research confirms that health inequalities linked to social class is a major challenge for 

public policy and public health. Because the aspects over and above individual characteristics 

affecting health also tend to favour those in higher social classes (better neighbourhoods, 

higher levels of social capital), there is an accumulated disadvantage to those in the lowest 

social classes. If health inequalities are linked to social hierarchies in advanced societies, they 

are likely to persist while societies are stratified along class lines with differential access to 

material and other resources (particularly education).  Many in the lowest social classes do 

not survive into old age and there is evidence that they have poorer physical and mental health 

in old age. It seems only fair that health services should intervene to provide good quality care 

to reduce morbidities and alleviate the consequences of living in poor health for this 
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population rather than highlight that those in the lowest social classes are heavier uses of such 

services. 

 

Other possibilities suggested by the findings of this research are interventions to improve 

conditions of neighbourhood – in particular, to avoid situations of planning neighbourhoods 

which are socially segregated, specifically towards concentrations of people of lower socio-

economic status and lacking a base of services.  Residential neighbourhoods with 

concentrations of people with low socio-economic status will not have the capacity (e.g. 

purchasing power) to sustain a base of essential services of high quality. They also tend to be 

less attractive as a site for such services including public, amenity as well as commercial 

services.  Such deficiencies coupled with negative perceptions will tend to reinforce each 

other to have a downward spiralling effect on relative disadvantaged neighbourhoods. 

 

Lack of safe and accessible meeting places – in this case for older people – will tend to affect 

capacity to engage in social networks and maintain contact with friends and this can 

negatively impact on health. More opportunities for contact across the social divide might 

highlight aspects of commonality of experience and common interests.  Public policy, through 

planning decisions and provision (direct or via voluntary associations), can positively impact 

on this.  

 

While some argue that public policy / public health intervention might seek to promote social 

capital – e.g. more engagement in voluntary associations – it is more difficult to suggest how 

public policy could effectively promote values of trust in people, sense of community and 

institutional trust at least in the short term. These are central to social capital. Trust needs to 

be earned, reciprocated and valued through positive experiences of social engagement, 

working together as communities, and quality of service provision by public agencies.  

 

 



 

 

 

 

 

 

 

 

 

 

ANNEX I: 

QUESTIONNAIRE: SOCIAL SURVEY 



 
 
 

THOMOND PARISH CLUSTER 
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Data input:  _ _/_ _/07 
 
 

 

Interest in interview: Yes   /  No / Maybe 
 
 

Clinical Screening:  Yes  / No  / Maybe 
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INTRODUCTION 

I’m a researcher from the University of Limerick, doing a survey on experiences of people 
living in local communities, as they get older. This is being done by the Health Systems 

Research Centre at UL which is funded by the Health Services Executive.  We will use it to 
help improve services and facilities for older people in communities in the four parishes in 
the northside of Limerick City. We sent you a letter during the week to let you know that I 

would call.   Is there someone in the household 65 years or older who would agree to do 
the survey with me?  You will know from the information we sent out with the letter that 
any information you provide is completely confidential. The identities of the people 

who respond to the survey will not be revealed to anyone.   (IF BUSY NOW, TRY TO FIX A 
TIME TO RETURN TO CONDUCT THE INTERVIEW). 

 
  

A. VIEW OF THE NEIGHBOURHOOD 

 
The first set of questions are about what you think of the local neighbourhood you 
live in. By neighbourhood, I mean about a 15-20 minute walk or 5-10 minute drive 

from your home … 

 
A1(i) So what do you call the neighbourhood you live in … by that I mean the name of 

the area? 

 

WRITE IN  
_________________________________________________________ 
 

A1(ii) So, what parish is that area in?   WRITE IN  
___________________________________________ 

 
 

A2(i) How long have you lived in the neighbourhood – (like) how many years? 
 WRITE IN YEARS ___________ 

NOTE: IF THE INDIVIDUAL MOVED HOUSE BUT STAYED WITHIN THE 
SAME NEIGHBOURHOOD, CODE FOR TOTAL NUMBER OF YEARS IN THE 
NEIGHBOURHOOD 

 

 IF LESS THAN 1 YEAR, CODE AS “0” AND ASK A2(ii) 
 

A2(ii) How many months have you lived in the neighbourhood? 

WRITE IN MONTHS 0 …. 11 ________ 

 
The next couple of questions are about local facilities and services in the 

neighbourhood … 
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A3(i) Are the following services easy for you to get to (EXPLAIN “NEAR ENOUGH TO 

WALK TO WITHOUT TOO MUCH TROUBLE” OR “WITHIN A SHORT DRIVE, 5-10 
MINUTES, USING YOUR USUAL MEANS OF TRANSPORT”) 

  

TYPES OF SERVICES CIRCLE ONE CODE FOR EACH 

 Very easy Fairly easy Fairly 
difficult 

Very 
difficult 

Medium / large supermarket 1 2 3 4 

Post Office 1 2 3 4 

Pharmacy 1 2 3 4 

General Practitioner  1 2 3 4 

General hospital 1 2 3 4 

“Corner” shop / newsagent 1 2 3 4 

Coffee shop / pub 1 2 3 4 
 

 

A3(ii) And what about social and leisure facilities and amenities, are the following easy 

for you to get to (EXPLAIN AS ABOVE) 

  

TYPES OF SERVICES CIRCLE ONE CODE FOR EACH 

 Very easy Fairly easy Fairly 

difficult 

Very 

difficult 

Community or social centre 1 2 3 4 

Indoor / outdoor sports  1 2 3 4 

Park / open spaces to walk 1 2 3 4 

Library 1 2 3 4 

Other meeting places, like a 

hotel 

1 2 3 4 

 

 

A4 (i) Are you aware of adult education or training courses in the local area?  

 
 
 
A4(ii) In the past 2 years, have you attended any local education or training courses? 

 
 
 

A5(i) What about yourself and religious services, how often do you attend services? 

 RUNNING PROMPT AND CIRCLE ONE CODE 

Once a week or more often 1 

Less often, but at least once a month 2 

Less often, but at least a couple of times 

a year 

3 

Only at wedding, funerals, occasions 4 

Never or practically never 5 

Refused 8 

Yes     1 No    2 

Yes     1 No   2 
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A5(ii) Not everyone can get to religious services, but when you’re at home for instance, 

how often do you pray? 
 RUNNING PROMPT AND CIRCLE ONE CODE 

More than once a day 1 

Once daily or almost daily 2 

A couple of times a week 3 

Once a week 4 

Less than once a week 5 

Never 6 

Refused 8 

 
A6(i) What is your main form of transport? (EXPLAIN “IN A TYPICAL WEEK” DOING 

EVERYDAY THINGS LIKE GOING TO THE SHOPS, POST OFFICE. CODE FOR MAIN 

NOT EVERY FORM OF TRANSPORT) 

 
RUNNING PROMPT AND CIRCLE ONLY ONE CODE 

Own car / motorcycle  1 

Neighbours’ / friends’ / relatives’ car 2 

Public transport 3 

Cycling 4 

Walking 5 

Other 6 

Never goes out 7 

 

A6(ii) Would you say this area has good public transport for where you want to get to?   
 
 
 
 
A7. Thinking about local services, can you tell me how you rate the quality of these 

services in your area? 
 

 SERVICES READ OUT  – CIRCLE ONE CODE FOR EACH 

  V.Good Good Average Poor V.Poor DK 

a Social & leisure facilities 
for ‘people like yourself’ 

1 2 3 4 5 9 

b Facilities for young 
children 

1 2 3 4 5 9 

c Facilities for teenagers 1 2 3 4 5 9 

d Adult education and 

training 

1 2 3 4 5 9 

e Local shops 1 2 3 4 5 9 

f Local guards / police 1 2 3 4 5 9 

g Religious / parish services 1 2 3 4 5 9 

h Waste collection / 
recycling 

1 2 3 4 5 9 

i Citizen’s information 1 2 3 4 5 9 

Yes     1 No      2 Don’t Know      9 
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A8 Still thinking about your local area, can you tell me how much of a problem these 

things are?  They may not be problems at all.  If they are not problems, just say 
so.  EXPLAIN: NEIGHBOURHOOD MEANS 5-10 MINUTE DRIVE OR 15-20 MINUTE 
WALK OF HOME. 

 
 PROBLEMS ASSESSMENT – CIRCLE ONE CODE FOR 

EACH 

  V.Big Big Average Minor Not 

at all 

DK 

a Rubbish / litter 1 2 3 4 5 9 

b Area poorly maintained /run 
down 

1 2 3 4 5 9 

c Traffic (flow, noise, danger) 1 2 3 4 5 9 

d Vandalism 1 2 3 4 5 9 

e Theft / break-ins to house  1 2 3 4 5 9 

f Car crime (theft, joyriding) 1 2 3 4 5 9 

g Young people hanging 

around 

1 2 3 4 5 9 

h Problem families 1 2 3 4 5 9 

i Bad image by outsiders 1 2 3 4 5 9 
 

A9(i) Taking everything into account, what do you think of this neighbourhood as a 

place to live? 

READ OUT AND CIRCLE ONE CODE 

A very good place to live 1 

A fairly good place to live 2 

Average – neither good nor bad 3 

A fairly bad place to live 4 

A very bad place to live 5 

No opinion / don’t know 9 

 
(ii) Thinking about changes in your local neighbourhood over the last two years, would 

you say it is improving or getting worse as a place to live? 
 

READ OUT AND CIRCLE ONE CODE 

Improving a lot 1 

Improving a little 2 

Staying much the same 3 

Getting a little worse 4 

Getting much worse 5 

No opinion / don’t know 9 

 
A10 With yourself, do you feel you belong to the community here?  

 
 
 
 

Yes   1 No     2 Can’t say    3 
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B. Social Capital 
 
B1(i) I want to ask you about community and voluntary associations and clubs in your 

local area.  Have you been involved in any such local organisations over the past 3 
years? EXPLAIN. THAT IS ANY ORGANISATION YOU’VE BELONGED TO, TAKEN 

PART IN, OR HELPED IN ANY WAY. 

  
   
 
  
 
B1(ii) Which types of organisations are these?  ALLOW RESPONDENT TO NAME 

ORGANISATIONS AND INTERVIEWER CODE ALL THAT APPLY.  PROMPT IF 
NECESSARY BY GOING THROUGH THE LIST OF ORGANISATIONS. 

 

CIRCLE CODE FOR ALL THAT APPLY. MULTIPLE ANSWERS POSSIBLE 

 TYPE OF ORGANISATION CODE 

a. Parents or school association 1 

b. Youth clubs, scouts, guides 2 

c. Residents’ /Tenants’ Associations / Neighbourhood Watch  3 

d. Social group or club (e.g. for older people) 4 

e. Active retirement group 5 

f. Women’s groups / men’s groups 6 

g. Local development / community group  7 

h. Environmental group such as Tidy Towns 8 

i. Charity such as Vincent de Paul 9 

j. Church-related group (Pastoral Council, Liturgy, Legion of 

Mary, Choir) 

10 

k. Support / self-help group – like widow’s, carers, etc. 11 

l. Sports / leisure clubs – Bridge / cards, swimming  13 

m. Cultural group – such as music, arts, historical society etc. 14 

n. Local branch of a political party or trade union 15 

o. Any other type of group or organisation WRITE IN 
 

16 

 
 
B2(i) Thinking about your neighbourhood again and people living here, would you say 

that you know: 

 RUNNING PROMPT. CIRCLE ONE CODE 

Most or many of the people in your neighbourhood 1 

Some of the people in your neighbourhood 2 

Just a couple of people in your neighbourhood 3 

Nobody in your neighbourhood generally 4 

Can’t say / don’t know 9 

 
   

Yes       1 

No        2 

IF YES, ASK B1 (ii) 

IF NO, SKIP TO QUESTION B2 
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 (ii) And would you say that you trust ….  

RUNNING PROMPT. CIRCLE ONE CODE 

Most or many of the people in your neighbourhood 1 

Some of the people in your neighbourhood 2 

Just a couple of people in your neighbourhood 3 

Nobody in your neighbourhood generally 4 

Can’t say / don’t know 9 

 

B3 Could you tell me the extent to which you agree with the following statements: 

 

 STATEMENT CIRCLE ONE CODE FOR EACH STATEMENT – 

READ OUT 

  Strongly 
Agree 

Agree Neither Dis-
agree 

Strongly 
Dis- 
agree 

DK 

a. This area is a close, tight 
knit community 

1 2 3 4 5 9 

b. This area is a place where 

local people look out for 

each other 

1 2 3 4 5 9 

c. This area is welcoming to 
newcomers 

1 2 3 4 5 9 

 
B4 I want to ask you now about your views on various organisations that provide local 

services, to what extent do you trust them to do what is right? 
 

 INSTITUTION TRUST – CIRCLE ONE CODE FOR EACH  

  Great 

Deal 

Quite a 

lot  

Neither Not 

much 

Not at 

all 

DK 

a. The Local Council (County, 

City, Town)  NAME IT 

1 2 3 4 5 9 

b. The Health Services – 
covering health such as 
hospitals 

1 2 3 4 5 9 

c. The community and welfare 

services of Health Services  

1 2 3 4 5 9 

d. The Guards 1 2 3 4 5 9 

g. Local clergy or sisters 1 2 3 4 5 9 

 

READ OUT  

A great deal – completely   1 
Quite a lot – in most things 2 
Neither trust nor distrust 3 

Not very much 4 
Not at all 5 

Don’t know / can’t say 9 
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I would like to ask you some questions about your own social contacts ….. that 

is people who are important to you ….. 
 
B5(i) Not counting the people you live with, on average, how often do you do the 

following with any of your relatives (like children, siblings) 

 
  CIRCLE ONE CODE FOR EACH STATEMENT – 

READ OUT 

  Once a 
week or 

more 
often 

Once 
or 

twice 
a 
month 

Every 
few 

months 

Once 
or 

twice 
a year 

Less 
than 

once a 
year 
or 

never 

DK / 
Can’t 

say 

a. Meet up (including 

arranged and chance 

meetings) 

1 2 3 4 5 9 

b. Speak on the ‘phone 1 2 3 4 5 9 

c. Write or email 1 2 3 4 5 9 

 
B5(ii) Apart from the people you live with, how many relatives (like children, siblings) 

would you say you have a “close” relationship with:  EXPLAIN  BY THAT I MEAN 
PEOPLE YOU FEEL AT EASE WITH, YOU CAN TALK TO ABOUT PERSONAL 
MATTERS, SHARE A CONFIDENCE, SEEK ADVICE OR CALL FOR PRACTICAL HELP.  

WRITE IN NUMBER  _______________        
 
B6(i) What about friends, how often do you do the following with any of your friends 

  
  CIRCLE ONE CODE FOR EACH STATEMENT – 

READ OUT 

  Once a 

week or 
more 

often 

Once 

or 
twice 

a 
month 

Every 

few 
months 

Once 

or 
twice 

a year 

Less 

than 
once a 

year 
or 

never 

DK / 

Can’t 
say 

a. Meet up (including 
arranged and chance 

meetings) 

1 2 3 4 5 9 

b. Speak on the ‘phone 1 2 3 4 5 9 

c. Write or email 1 2 3 4 5 9 
     

B6(ii) How many friends would you say you have a “close” relationship with:  WRITE IN 

NUMBER  ______      

 
B7(i) If needed some practical help, for instance, if you needed a lift somewhere 

urgently, could you ask anyone for help? CIRCLE ONE CODE 

 
 

Yes       1 No      2 Can’t say / it depends     9 
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B7(ii) If you had a serious personal crisis, like a bereavement, how many people, if any 

do you feel you could turn to for comfort and support?  WRITE IN NUMBER ______ 
 
 

C. Health Survey (Self-Assessment) 
I want to ask you now your views about your health.  It is about how you feel and 

how well you are able to do you usual activities 

 
C1 In general would you say your health is: CIRCLE ONE CODE 

Excellent 1 

Very Good 2 

Good 3 

Fair 4 

Poor 5 

 

C2 Compared to one year ago, how would you rate your health in general now? 
CIRCLE ONE CODE 

Much better than on one year ago 1 

Somewhat better now than one 

year ago 

2 

About the same as one year ago 3 

Somewhat worse now than one 
year ago 

4 

Much worse now than one year ago 5 

 

 

C3 The following questions are about activities you might do during a typical day. 

Does your health now limit you in these activities? If so, how much? 
 

 ACTIVITIES – READ OUT CIRCLE ONE CODE FOR EACH 

  Yes, 
Limited A 

Lot 

Yes, 
Limited A 

Little 

 No 
Limited 

At All 

a Vigorous activities, such as running, 

lifting heavy objects, participating in 
strenuous sport 

1 2 3 

b Moderate activities, such as moving a 

table, pushing a vacuum cleaner, bowling 
or playing golf 

1 2 3 

c Lifting or carrying groceries 1 2 3 

d Climbing one flight of stairs 1 2 3 

e Climbing several flights of stairs 1 2 3 

f Bending, kneeling or stooping 1 2 3 

g Walking more than one mile 1 2 3 

h Walking one block 1 2 3 

i Walking several blocks 1 2 3 

j Bathing or dressing yourself 1 2 3 
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C4 During the past 4 weeks, have you had any of the following problems with your 

work or other regular daily activities as a result of your physical health? 
 

 ACTIVITIES – READ OUT CIRCLE ONE CODE 

  Yes No 

a Cut down on the amount of time you spent on 

work or other activities 

1 2 

b Accomplished less than you would like 1 2 

c Were limited in the kind of work or other activities 1 2 

d Had difficulty performing the work or other activities 

(e.g. it took extra effort) 

1 2 

 

C5 During the past 4 weeks, have you had any of the following problems with your 
work or other regular daily activities as a result of any emotional problems (e.g. 
feeling depressed or anxious)? 

 

 ACTIVITIES – READ OUT CIRCLE ONE CODE 

  Yes No 

a Cut down on the amount of time you spent on 
work or other activities 

1 2 

b Accomplished less than you would like 1 2 

c Didn’t do work or other activities as carefully as 

usual 

1 2 

 

 
C6 During the past 4 weeks, to what extent has your physical health or emotional 

problems interfered with your normal social activities with family, friends, 

neighbours or groups? CIRCLE ONE CODE 
 

Not at all 1 

Slightly 2 

Moderately 3 

Quite a bit 4 

Extremely 5 

 

C7 How much physical pain have you had during the past 4 weeks? CIRCLE ONE 
CODE 

None 1 

Very mild 2 

Mild 3 

Moderate 4 

Severe 5 

Very severe 6 
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C8 During the past 4 weeks, how much did pain interfere with your normal work 

(including both work outside the home and housework)?  CIRCLE ONE CODE 
 

Not at all 1 

A little bit 2 

Moderately 3 

Quite a bit 4 

Extremely 5 

 

C9 These questions are about how you feel and how things have been with you during 
the past 4 weeks. Please give the one answer that is closest to the way you have 
been feeling for each item. 

 

  CIRLCE ONE CODE FOR EACH ITEM 

  All of 

the 
Time 

Most 

of the 
Time 

A 

Good 
Bit of 

the 
Time 

Some 

of the 
Time 

A 

Little 
of the 

Time 

None 

of the 
Time 

a Did you feel full of life? 1 2 3 4 5 6 

b Have you been a very nervous 

person? 

1 2 3 4 5 6 

c Have you felt so down in the 
dumps that nothing could cheer 

you up? 

1 2 3 4 5 6 

d Have you felt calm and peaceful? 1 2 3 4 5 6 

e Did you have a lot of energy? 1 2 3 4 5 6 

f Have you felt downhearted and 

blue? 

1 2 3 4 5 6 

g Did you feel worn out? 1 2 3 4 5 6 

h Have you been a happy person? 1 2 3 4 5 6 

i Did you feel tired 1 2 3 4 5 6 
 

 
C10 During the past 4 weeks, how much of the time has your physical health or 

emotional problems interfered with your social activities (like visiting with 
friends, relatives etc.). CIRCLE ONE CODE 

 

All of the time 1 

Most of the time 2 

Some of the time 3 

A little of the time 4 

None of the time 5 
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C11 How TRUE or FALSE is each of the following statements for you? 

 

 STATEMENT READ OUT – CIRCLE ONE CODE 

  Definitely 

True 

Mostly 

True 

Don’t 

Know 

Mostly 

False 

Definitely 

False 

a I seem to get sick a little 
easier than other people 

1 2 3 4 5 

b I am as healthy as anybody 

I know 

1 2 3 4 5 

c I expect my health to get 
worse 

1 2 3 4 5 

d My health is excellent 1 2 3 4 5 

 
 

 

D. Health Services Utilisation 
 
 I would like to ask you some questions now about your use of health services 

 
D1 During the last 12 months, about how many times in total have you consulted a 

General Practitioner, including any home visits by the doctor? 
 

WRITE IN NUMBER OF VISITS _________________________ 
  

D2(i) During the last 12 months, have you been admitted to a  general hospital as an 
inpatient? 

 

Yes 1 

No 2 
 
(ii) What was the location of the hospital? 

Local Limerick City / County 1 

Other location in Ireland 2 

Elsewhere (write in) 
 

3 

Don’t know 9 

 
    (iii) What number of nights in total have you spent in a hospital in the last 12 months? 

 WRITE IN NUMBER ____________________ 
 
 

IF Yes, ASK D2(ii) and (iii) 
IF No, SKIP TO D3 
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D3 During the last 12 months, have you been treated in, or received, any of the  

following health and / or care services? 
 

 SERVICE CIRCLE ONE CODE FOR 

EACH 

  Yes No Don’t 

know 

a Hospital outpatient clinic – e.g. heart  1 2 9 

b Hospital accident and emergency department 1 2 9 

c Hospital rehabilitation clinic 1 2 9 

d Respite care  1 2 9 

e Day centre / club 1 2 9 

f Public Health Nurse 1 2 9 

g Home help services 1 2 9 

 
D4(i) Thinking about the quality of care by health professionals, can you tell me 

how you rate the following providers? 
 

 SERVICES READ OUT  – CIRCLE ONE CODE FOR 

EACH 

  V.Good Good Average Poor V.Poor DK 

a General Practitioner 1 2 3 4 5 9 

b Public Health Nurse 1 2 3 4 5 9 

c Hospital (doctors & nursing 

staff) 

1 2 3 4 5 9 

 
  (ii) What about the quality of health services delivery – for instance,  being easy 

to get to, time waiting for appointments, hours the services are available - can you 

tell me how you rate the following services:  
 

 SERVICES READ OUT  – CIRCLE ONE CODE FOR 

EACH 

  V.Good Good Average Poor V.Poor DK 

a General Practice Surgery 1 2 3 4 5 9 

b Public Health Nursing 1 2 3 4 5 9 

c Hospital  1 2 3 4 5 9 
 
 

E. Socio-Economic and Demographic Characteristics 
 

 We are almost finished now. The last set of questions are about you. 
 

E1 Gender  CIRCLE ONE CODE 
  

 
 
 

E2 What year were you born?   WRITE IN  YEAR   ______________________ 

Male              1 Female              2 
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E3 (i) Thinking about your own home, is it ….  CIRCLE ONE CODE 

 

Owned – outright where no loan or mortgage is being repaid 1 

Owned – where loan or mortgage is being repaid 2 

Being bought from the local authority under a Tenant Purchase 

scheme 

3 

Rented from a local authority 4 

Rented from other than a local authority – such as private landlord 5 

Occupied free of rent 6 

Other WRITE IN 7 

Refused to answer 8 

 

 
E3(ii) What type of accommodation describes your household? CIRCLE ONE CODE 

 

A whole house / bungalow 1 ► Is this? Detached 1 

   Semi-detached 2 

   Terraced (including 

end of terrace) 

3 

A flat / apartment that is self-

contained 

2 ► Is this in? A purpose-built 

block 

1 

   Part of a converted 
house like a granny 

flat 

2 

A bed-sit (with some shared 

facilities such as toilet / 
kitchen) 

3    

 
E4 What is your current marital situation?  Are you ….  CIRCLE ONE CODE 
 

Single / never married 1 

Married  2 

Cohabiting with your partner 3 

Divorced or separated  4 

Widowed  5 

Other – WRITE IN 

 

6 

Refused  8 
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E5 Which of the following best reflects your living arrangements at present?  

CIRCLE ONE CODE 

Living alone  1 

With husband / wife or partner & no 
children 

 2 

With husband / wife or partner & 

children 

 3 

With son / daughter(s) only  4 

With son / daughter(s) & their family  5 

With other family relative(s)  6 

With non-relatives (e.g. friends / 

neighbours) 

 7 

Other  8 

Refused 88 

 

 

E6 How many people in total normally live in the household   WRITE IN 
_____________ 

 

E7 Thinking about education, what is your highest level of education?  
CIRCLE ONLY ONE 

No formal education – incomplete 

primary 

  1 

Primary education   2 

Lower secondary – group/inter-
cert/junior cert or equivalent (e.g. 
“O” levels);  

  3 

Upper secondary – Leaving Cert or 
equivalent (e.g. “A” levels) 

  4 

Technical  or vocational – 
apprenticeship, cert, diploma 

  5 

Third level – cert or diploma   6 

Third level – degree (Bachelors)   7 

Postgraduate Cert or Diploma   8 

Postgraduate Degree (Masters, PhD)   9 

Other – WRITE IN 

 

10 

Refused to answer 88 
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E8 (i) What is your current work situation? 

 

Working for payment or 

profit as an employee 

1  

Working for payment or 

profit in self-employment  

2 

Working for payment or 
profit in business  

3 

Retired from employment 4 

Looking after home / family 5 

Other – WRITE IN 
 

6 

Refused to answer 88 

 

 
E8 (ii) What is (was) your occupation in your main job?  WRITE IN BELOW. DESCRIBE 

THE OCCUPATION PRECISELY GIVING THE FULL JOB TITLE - e.g. Primary school 

teacher, retail store assistant.  
IN THE CASE OF CIVIL SERVANTS AND LOCAL GOVERNMENT (FORMER) 

EMPLOYEES SHOULD STATE THEIR GRADE – e.g. Clerical Officer 
 __________________________________________________________________ 

  
 __________________________________________________________________ 

 
E9 What about household income …...  
E9(i) Have you received income from any of the following sources in the year 2006 

 

 SOURCE CIRCLE ONE CODE FOR EACH 

  Yes No Don’t 
know 

Refused 

a. Employment and / or self-employment 1 2 9 8 

b. State old age pension 1 2 9 8 

c. State disability / invalidity pension 1 2 9 8 

d. State unemployment / benefit or insurance 1 2 9 8 

e. Private occupational retirement pension 1 2 9 8 

d. Public service pension 1 2 9 8 

e. Redundancy  1 2 9 8 

f. Private occupational disability / invalidity 
pension 

1 2 9 8 

g. Private occupational survivor pension from 

spouse / partner 

1 2 9 8 

h. Savings / investments (including income 

from insurance, property)  

1 2 9 8 

i. Other (WRITE IN) 
 

1 2 9 8 

 

If (1), (2) or (3) – i.e. in employment, is 

this: Full-time     1 Part-time     2 

CIRCLE ONE CODE 
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E9(ii) Could you give me an indication of the weekly income (AFTER TAXES AND ANY 

OTHER CONTRIBUTIONS) into the household from all sources like employment, 
money contributed by adult children to the household, any welfare payments?  
EXPLAIN: The household means the unit (like a couple, or the individual person if 

they have their own source of income. In either case, they may be living with 

others such as grown up children but not dependent on income from this source). 
WRITE IN (EUR)______________  

 

 
E9(iii) And would you say you can live fairly comfortably on that income or do you 

struggle to make ends meet 
  

Can live comfortably 1 

Struggle 2 

Can’t say / depends 9 

 

F. Follow-up 

 
F1(i) The Clinical Nurse Manger at St. Camillus’ Day Hospital will be in touch with you in 

the next couple of days regarding an appointment to participate in the health 

check up at the day clinic. Is that OK? 

 
  

 

F1(ii) Would you be interested in taking part in an interview with our researcher to talk 
further about your experiences and issues raised in this survey? 

   

Yes 1 

No 2 

Don’t know / It depends 9 

  

Yes             1 No         2 Maybe          3 
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SURVEY REF: 

 Area / Sub-area: _ _ _  
 
 Respondent Ref: _ _ _ 

 

 
IF YOU THINK YOU MIGHT BE INTERESTED IN THE FOLLOW-UP INTERVIEW, 
PLEASE  PROVIDE A TELEPHONE NUMBER AT WHICH WE CAN REACH YOU 

 
 TEL:  __________________   Daytime / Evening (CIRCLE) 

  
MOBILE: __________________ 

  

 

 
 
 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  - - - - - - - - - - -  - - - - - - - - - Detatch 

 SURVEY REF: 
 Area / Sub-area:   _ _ _  

 

 Respondent Ref: _ _ _ 
 
 

FOR THE HEALTH CHECK-UP, THE CLINICAL NURSE MANGER NEEDS THE 

FOLLOWING INFORMATION 
 
NAME:   ________________________________________________ 

 
 

TEL:   ________________________________________________ 

 
 
 

DATE OF BIRTH: _ _ / _ _ / _ _ _ _  (DD/MM/YEAR) 

 
 

 

GP NAME:  _________________________________________________ 
 
 

 

 
 
 THANK YOU FOR YOUR COOPERATION 
 



 

 

 

 

 

 

 

 

 

 

ANNEX II: 

INFORMATION FOR PARTICIPANTS AND CONSENT FORMS 



 1 

 
 
 
 
 

Re: Study on Experiences of Ageing in the Community: Thomond Parish Cluster, Northside 

Limerick City and Suburbs 

 
Dear Resident 
 
A research team from the University of Limerick and the Department of Medicine for the Elderly, 
Regional Hospital Limerick is undertaking a major study on people’s experiences of ageing in their 
communities.  The research is being done in four parishes in the northside of Limerick – Corpus 
Christi, Christ the King, St. Munchin’s and Our Lady of the Rosary.  
 
Your household has been selected to participate in the study if there is at least one person living 

in the household who is 65 years old or over.  Participation is completely voluntary.   An 
Information Sheet to explain what the study is about and what your participation will involve is 
attached.  
 
The research is supported through funding provided to our research centre (Health Systems 
Research Centre) at the University of Limerick by the Health Services Executive and other local 
bodies. We will use the findings to help improve services and facilities in the four parishes. The 
research will also be used to influence government policy - particularly to enable older people to 
live in their communities independently for as long as possible. 
 
A researcher will call to your house in the next couple of days to ask if you will participate in 
the research. As outlined in the Information Sheet, participation will involve two things: 

1. completing a survey (questionnaire) with our researcher in your own home; 
2. a complete health check-up by a medical team. 

 
The health check-up will be done at St. Camillus’s Day Hospital, Shelbourne Road. If you need 
transport to St. Camillus’s, this will be arranged for you.   
 
If you decide to participate, and we hope that you will, you will need to sign a consent form on the 
day the researcher calls and have this witnessed. 
 
All information collected in the study is strictly anonymous and confidential. If you have any 
questions, please contact one of the research team. The contact details are on the Information 
Sheet. We look forward to meeting you and hope that you will agree to participate. 
 
Yours sincerely 
 
 
Prof. Stiofan deBurca, UL   Prof. Declan Lyons, Regional Hospital 
Dr. Eileen Humphreys, UL   Dr. Thomas Walsh, Regional Hospital 
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Study on Experiences of Ageing in the Community: Thomond Parish Cluster, 

Northside Limerick City and Suburbs 
 

Information for Participants – Social Survey 

 
In Ireland, like other countries, the number of older people in the population (aged 65 
years and over) is increasing. With these changes, the needs of people living in 
communities - for instance, for health services, social services, transport, and social 
and community facilities - are also likely to change. The services and facilities in the 
community as well as support from family, friends and neighbours can make life 
easier or more difficult for people as they age.  
 
This research is being undertaken in four parishes in northside Limerick -  St. 
Munchin’s, Corpus Christi, Our Lady of the Rosary and Christ the King. The 
purpose is to look at the state of health of older people from different backgrounds 
and living in the different parishes and to find out what factors are linked to some 
people having better health as they age compared with others.  This is being done in 
order to identify what can be done by public bodies and other organisations 
responsible for services to improve the health of older people and to improve the 
conditions in the communities that would lead to better quality of life and better 
health for older people.  
 
The research is being done by a team from the Health Systems Research & 
Development Centre at the University of Limerick and the Department of Medicine 
for the Elderly at the Mid-Western Regional Hospital, Limerick.  
 
While we would like your agreement to participate in the research, this is completely 
voluntary.  
 
Being involved in the research will mean two things. The first part is a social survey. 
It will involve our researcher calling to your house to complete a questionnaire 
survey with you at a time that is convenient for you. Completing the survey will take 
about 35 minutes. The questions in the survey are about what it is like living in your 
local neighbourhood – for instance, whether there are certain facilities and services 
near enough to get to without too much trouble, whether there are problems like 
traffic and crime that concern you, whether you are involved in any clubs or 
associations, your views about your own health (how good or bad it is), whether you 
have family and friends that you are in contact with and that you could call on for 
support if you needed it, your use of health services in the last 12 months and what 
you think of the quality of those services. It also includes some information about 
yourself such as your level of education and your current or former job. 
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The second part involves a complete health check-up by a medical team under 
Professor Declan Lyons who is a senior consultant responsible for older people at the 
Regional Hospital and at St. Camillus’s Hospital, Limerick. The health check-up will 
be done at St. Camillus’ Hospital, Shelbourne Road. You will be given an 
appointment to do this and transport will be provided for you to and from the 
hospital if you need it.  All the tests to be undertaken will be explained to you fully. 
There is a separate information sheet on what is involved in this. If the results show 
that any matter needs follow-up, you will be contacted about it and offered the 
opportunity of further medical follow-up by Professor Lyons’ medical team. With 
your permission we will also let your GP know of any such investigation.  
 
All information collected in this research is strictly anonymous and confidential. 
Anonymous means that your name or any personal details like age, address will not 
be linked to other information provided by you. Information that could identify who 
you are or any of the information provided by you will not be mentioned to other 
people or published in any form.  
Confidential means anything you tell or discuss with the researcher will not be 
shared with anyone else.  
 
If you have further questions about getting involved in the research or any other 
issues about it, please contact following: 
 
Dr. Eileen Humphreys 
Senior Research Fellow 
Health Systems Research Centre 
Department of Sociology 
University of Limerick 
Tel:      061-233661 
Email:    Eileen.Humphreys@ul.ie 
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Study on Experiences of Ageing in the Community: Thomond Parish 

Cluster, Northside Limerick City and Suburbs 
 

Social Survey 

 
Consent Form for Participants 

 
 
 YES NO 

 

I have read and understand the attached information on 
the above project 
 

  

I understand that participation is voluntary and that I can 
withdraw from participation if I want 
 

  

I understand why I am being asked questions 
 

  

I agree to answer questions about how I feel about my 
health and living in my community 
 

  

I understand that only the people asking the questions will 
know the answers I give 
 

  

I know how to contact the research team if I need to, as 
provided on the bottom of the information sheet 
 

  

 
Signed:            _______________________________________________ 
 
Print name:    ________________________________________________ 
 
Date:              _______________________________________________ 
 
 
Witness -  Signature:           __________________________________ 
 
  Printed Name:    __________________________________ 
   
 
 
Researcher – Signature:  _______________________________
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Study on Experiences of Ageing in the Community: Thomond Parish 

Cluster, Northside Limerick City and Suburbs 
 

Information for Participants – Clinical Screening / Health Check 

 
You kindly participated in a social survey for research being undertaken 
in four parishes in northside Limerick. This is being done by a team from 
the Health Systems Research & Development Centre at the University of 
Limerick and the Department of Medicine for the Elderly at the Mid-
Western Regional Hospital, Limerick.  
 
As explained to you at that time, your participation in the social survey 
was the first part of the research project. The second part involves a 
complete health check-up by a medical team under the direction of 
Professor Declan Lyons who is a senior consultant responsible for older 
people at the Regional Hospital and St. Camillus’s, Limerick. The health 
check-up will be done at the Day Hospital, St. Camillus’ Hospital, 
Shelbourne Road.  Details of your appointment date and time are in the 
attached letter. When you contact the office to confirm that you can 
come, we will arrange the transport to and from the hospital if you need 
it.   
 
To participate in the health check-up, you will need to come to the 
hospital twice. On the first day we will ask you questions about your 
previous and current health. Then we will do some health tests. These 
will involve testing your heart, blood pressure, lungs, bone strength, and 
neck blood vessels as well as blood tests to check your overall health. 
Before you leave, the nurse will attach a two devices one to monitor your 
heart and the other to monitor your blood pressure. You will need to wear 
this monitor for 24 hours. You will be given an appointment to come to 
the hospital on the following day to remove the monitor and record the 
readings from it. Any test that couldn’t be done on the first day will be 
done on this or another day suitable to yourself. Transport to and from the 
hospital will be organised for you if you need it.  On the first day, the 
tests will take approximately 1 hour. On the second day, the time needed 
for removing the monitors and recording the information will be about 1 
hour. 
 
All the tests to be undertaken will be explained to you fully as we do 
them. The blood tests will involve taking blood from your arm. You 
might find some mild discomfort with this. If there are any risks with any 
of the tests – for instance, because of previous illnesses or treatment - we 
will discuss this with you. We will not do tests that would involve risks to 
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you or that you do not agree to have done. You can decide at any time not 
to take part in any or all of these tests. 
 
Again, while we would like your agreement to participate in the research, 
this is completely voluntary.  
  
The results of the tests will be explained to you by a member of Professor 
Lyons’ team. If the results show that any matter needs follow-up, you will 
be offered the opportunity of having it followed up by Professor Lyons’ 
team. With your permission we will also let your GP know of these test 
results. 
 
All information collected in this research is strictly anonymous and 
confidential. 
Anonymous means that your name or any personal details like age, 
address will not be linked to other information provided by you. 
Information that could identify who you are or any of the information 
provided by you will not be mentioned to other people or published in 
any form.  
Confidential means anything you tell or discuss with the researcher will 
not be shared with anyone else.  
 
If you have further questions about getting involved in the research or any 
other issues about it, please contact the following people. 
 
(1) About the  clinical tests / health check-up: 
 
Ms. Caroline O’Connor  
Clinical Nurse Manager, 
St. Camillus Day Hospital 
Shelbourne Road, Limerick 
Tel:  061-483651 
 
(2) About the overall research: 
 
Prof. Stiofan de Burca 
Director 
Health Systems Research & 
 Development Centre 
Department of Sociology 
University of Limerick 
Tel:   061-233664 
Email: Stiofan.Deburca@ul.ie 

Dr. Eileen Humphreys 
Senior Research Fellow 
Health Systems Research & 
 Development Centre 
Department of Sociology 
University of Limerick 
Tel:   061-233661 
Email: Eileen.Humphreys@ul.ie 
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Study on Experiences of Ageing in the Community: Thomond Parish 

Cluster, Northside Limerick City and Suburbs 
 

Clincial Tests 

 
Consent Form for Participants 

 
 
 YES NO 

 

I have read and understand the attached information on 
the above project 
 

  

I understand that participation is voluntary and I can 
withdraw from participation in the research if I want 
 

  

I understand what the health check-up / clinical tests 
involve 
 

  

I agree to take part in the health check-up / clinical tests 
 

  

I understand that only the people doing the tests will 
know the results and that I will be asked to give 
permission for my GP to get the results 
 

  

I know how to contact the research team if I need to, as 
provided on the bottom of the information sheet 
 

  

 
Signed:            _______________________________________________ 
 
Print name:    ________________________________________________ 
 
Date:              _______________________________________________ 
 
 
Witness -  Signature:           __________________________________ 
 
  Printed Name:    __________________________________ 
   
Investigator – Signature:  ________________________________ 
(medical team)  
 



 

 

 

 

 

 

 

 

 

 

ANNEX III: 

SAMPLE AND RESPONSE RATES 
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Christ the King Parish 

No. in 
sampling 
frame 

No. of 
house-
holds 
contacted 

No. of  
individuals 
(65 & over) 
contacted 

Not contact-
able (no 
reply, gone 
away, 
deceased 

Not eligible 
(not 65 or 
over) Refused 

No. of respond-
ents 

No. of individuals 
65 & over 
approached  

No. 
ineligible & 
not 
contact-
able 

Response 
rate 

All Limerick North Rural ED            

Area 101  54  39 57  13   4 12 28  57 17 0.70

Caherdavin Heights: Glenmore, Rostrevor, 
Whitethorn, Walnut, Woodbine, Ashwood, 
Larchwood, Alderwood, Pinewood, Mossgrove                     

Area 102  63  43 60  20  10 11 19  60 30 0.63

Caherdavin Heights: Blackthorn, Willow, Rowan, 
Hazel, Birch, Fushia, Whitethorn (part)                     

Area 103 109  60 111  27   7 21 56 111 34 0.73

Caherdavin Park: Sheelin, Rosroe, Carragh, 
Derravarragh, Melvin, Appleton Court, Inagh, 
Meadow Close                     

Area 104  27   9 20   8   0  3  9 20  8 0.75

Ferndale, Knock, Knockhill, Caherdavin                     

Area 105  54  39 61   8   9  16 28  61 17 0.64

Caherdavin Lawn: Elm, Ivy, Cherry, Chestnut, 
Beechpark, Hawthorn, Laurel Court, Maple                     

Area 106   9   8 10   8   0   0  2  10  8 1.00

Clonmacken                     

Area 107  13  12 15   3   2   6 4  15  5 0.40

Cratloe Rd. and Clareview             

Totals 329 210 334  87  32  69 146 334 119 0.68
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Our Lady of the Rosary 

No. in 
sampling 
frame 

No. of 
house-
holds 
contacted 

No. of  
individuals 
(65 & over) 
contacted 

Not contact-
able (no 
reply, gone 
away, 
deceased 

Not eligible 
(not 65 or 
over) Refused 

No. of respond-
ents 

No. of individuals 
65 & over 
approached  

No. 
ineligible & 
not 
contact-
able 

Response 
rate 

Area 201 100  34  44  10 0 11 23 44 10 0.68

Castle A (pt), Farranshone & Coolraine (pt) EDs: 
Shelbourne Rd / Pk, Landsdowne, Glenview, Elm 
Pk                     

Area 202  91  48  73  15 0 12 46 73 15 0.79

Coolraine ED: Greystones, Shannonville, 
Hazeldene                     

Area 203 105  39  62   3 2 19 38 62  5 0.67

Coolraine ED: Clareview (Aisling, Brookville Ave, 
Corrib, Lissadell, Merval, Rushdale)                     

Area 204 160  56  81  36 2 13 30 81  38 0.70

Castle C ED: O'Callaghan Strand, Clanmorris, 
Moyola, Vereker, Strandville, Rosehill, Thornville, 
NCR 2-3, Westfields, New Westfields, Ennis Rd 1-
2                     

Area 205 129  47  67  17 2 22 26 67 19 0.54

Castle D ED: NCR 4-14, Revington Pk, Shannon 
Lawn, Sunville,Iona Dr, Bellvue Gdns, Eden Ct, 
Fortmary Pk                      

Area 206 144  47  73  15 2 12 44 73 17 0.79

Castle D ED: NCR Highfield, St. James' Court, 
Ashbrook Estate, Coolraine Tce                     

Area 308  28  13  17   3 2  1 11 17 5 0.92

Mayorstone Holy Rosary            

Totals 757 284 417  99 10 90 218 417 109 0.71
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St. Munchin's Parish 

No. in 
sampling 
frame 

No. of 
house-
holds 
contacted 

No. of  
individuals 
(65 & over) 
contacted 

Not contact-
able (no 
reply, gone 
away, 
deceased 

Not eligible 
(not 65 or 
over) Refused 

No. of respond-
ents 

No. of individuals 
65 & over 
approached  

No. 
ineligible & 
not 
contact-
able 

Response 
rate 

Area 301 166 111 154  68  36  31  19 154 104 0.38

Ballynanty ED (pt): Moylish (Dooneen Rd, 
Rosturra Crst, Kilbrannish, Woodview),            

Ballygrennan, Clonconnane, Knockalisheen, 
Meelick Rd, Moylish Ave/ Cresc / Rd, 
Shannabooly                     

Area 302 32  13  20   5   6   2   7  20  11 0.78

Coleraine ED: Clareview (Brookville Ave / Gdn, 
Coleraine Heights, Shannamore Pk)                     

Area 303 20   9  15   6   7   2   0  15  13 0.00

Limerick North Rural ED: Caherdavin - Woodview, 
Old Cratloe Road, Glenmore, Meelick Rd.                     

Area 304 81  42   59  17   1  15 26  59  18 0.63

Castle A ED: Farranshone: Glenview, Clarview 
Ave, Stenson Pk, Belfield (pt), Landsdowne Gdns                     

Area 305 103  50  74  32   0  10  32  74  32 0.76

Castle B ED: Belfield Gdns / Ct / Pk, Clancy 
Strand, Castleview Ave / Gdns / Tce, Rockspring,  
Priory Pk                     

Area 306 105  60  75  30   1  18  26  75  31 0.59

Killeely B ED: Thomandgate incl Cannon Breen 
Park, Cross Rd., New Rd., O'Dwyer's Villas, 
Quarry Rd Thomondgate                     

Area 307 122  62  90  22  23  28  17  90  45 0.38
Killeely A ED: Creagh, Cregan,, Hennessy, Hogan, 
Kenyon, New Rd. Killeely, O'Callaghan, DeValera 
Pk, Sexton St. Nth, Smith O'Brien            
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St. Munchin's Parish (continued) 

No. in 
sampling 
frame 

No. of 
house-
holds 
contacted 

No. of  
individuals 
(65 & over) 
contacted 

Not contact-
able (no 
reply, gone 
away, 
deceased) 

Not eligible 
(not 65 or 
over) Refused 

No. of respond-
ents 

No. of individuals 
65 & over 
approached  

No. 
ineligible & 
not 
contact-
able 

Response 
rate 

Area 308  85  44 57  18  2 13 24 57 20 0.65

Mayorstone St. Munchins            

Totals 714 391 544 198 76 119 151 544 274 0.56

Corpus Christi Parish 

No. in 
sampling 
frame 

No. of 
house-
holds 
contacted 

No. of  
individuals 
(65 & over) 
contacted 

Not contact-
able (no 
reply, gone 
away, 
deceased) 

Not eligible 
(not 65 or 
over) Refused 

No. of respond-
ents 

No. of individuals 
65 & over 
approached  

No. 
ineligible & 
not 
contact-
able 

Response 
rate 

Area 401 11   9 11  0 3   3 5  11   3 0.63

Cliona Park                     

Area 402  5   5  5  1 1   0 3   5   2 1.00

College Ave                     

Area 403 21  18 21  8 5   2 6 21  13 0.75

Cosgrave Park                     

Area 404 13  13 13  2 1   3 7 13   3 0.70

Dalgaish Park                     

Area 405  8   8  8  1 5   2 0  8   6 0.00

Hartigan Villas                     

Area 406  3   2  3  2 0   0 1  3   2 1.00

Sarsfield Gdns                     

Area 407  5   5  5  2 2   1 0  5   4 0.00

White Cross Gdns                     

Area 408  1   1  1  0 1   0 0  1   1 0.00

Creval Park                     

Area 409    6 12  2 3   2 5 12   5 0.71

Pineview Gdns             

Totals    79   67    79  18  21  13 27 79 39 0.68

Total Nos. All Parishes 1879 952 1374 402 139 291 542 1374 541 0.65
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