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About Respond! 

Respond! is Ireland's largest not for profit Housing Association. We seek to create a 
positive future for people by alleviating poverty and creating vibrant, socially integrated 

communities. We do this through providing access to education, childcare, community 
deVelopment programmes, housing and other supports. 

Respond! was established in 1982 as a Company limited by guarantee, with charitable 
status. In 1984 we were approved by the Department of the Environment, Heritage and 
Local Government as a Housing Association. We have built almost 5200 homes nationwide 
with a further 350 under construction. Respond! has provided homes for families, older 
persons, the homeless and disabled people. 

Our Aims: 

Respond! aims to: 

• Establish and maintain vibrant, socially integrated communities rather than simply 
provide just shelter or accommodation 

• Advance education among residents of our estates 
• Promote other charitable purposes beneficial to the community 
• Prevent and relieve hardship and distress amongst those who are homeless and 

amongst those in need who are living in adverse housing conditions 

Respond! believes in providing housing for social investment rather than financial profit. 

Therefore, we provide housing for some of the most vulnerable groups in society including 
those who have lived for long periods in hostels, temporary and insecure accommodation. 

© Respond! Housing Association 2010 
All rights reserved. No part of this publication may be reproduced, stored in a retrieval system, in any form, or by 

any means, electronic, mechanical, photocopying, recording or otherwise except as permitted by the Irish Copyright, 
Designs and Patents legislation, without the prior permission of the publisher. 

First published in 2010 by: 
Respond! Housing Association, 

Airmount, 
Dominick Place, 

Waterford. 
Tel: 0818 357901 

Email: info@respond.ie 
Web: www.respond.ie 

Facebook: www.facebook.com 
Twitter: www.twitter.comJrespondhousing 



; -- - ~ -_. 

:~Pn~fa~e ~ 3 

Foreword 5 -_._--- - - -~~-~-- - --~---~- -.--
- - --~--.--- ... ----.---- -----~- ---~-~---~--------~-----~-- ~-.-------------.-- -., 

Executive Summary 9 
- ~-~.----- - ---"- -- - ---- .. -----.-~-- --.--... ----.~ "--.~---.. --.---~ .. -- ._------_ .. 

~urvey~A!ms and()bje~tives _ ~ ~~. __ ~ .~. _~ .~.~. ~_~_~ __ 
- - - - - --

l\1~thodol~gy . 

Section A 21 

.. D~sqrip~ii1'l of th~e -sa!flpl~J'! ~er1'11~of d£!flC!g!apl1i~~]!l~p~~~a~d-cii~jizmo!!qtion~ ~~_~~~ ~, 
'Results ~"--~-.-,--.-, '~-'- ~---., .. ~- .~~. ',--=~-·'--'~------'--2i-·: 

-_._--- - ----- --_. -- - -.-------"~-- - -_._-------_._--_. 
Section A: Discussion--3-0' : 

Section B 
i~ife(llth 

-- -~-.--- --- -~- .. ------.-------- .- ----_._-

Section B: Discussion 

Section C 
-- -- -------_ ... ------_. ----- -----

~upRorJs!flthe c~nlmunifJl_, _ ~.~_ " 
Section C: Discuss-ion ---- ~- -

35 

49 

55 l ____ . __ .... _______ ~ _ ___ __~ _____________ ... ______ . __ ~ __ . ____ ._ .. _______ .~ __ . ___ . ______ ~. _________ ~ ___ ~ 

Section D 61 

: Jrell~J3e'ini--NeTgljbourh~od---~-- ~ .. ---~'-. ~~~ ~~=__=_'~~'-=-~~-------~~~ ---=-~-,~_: 
_. ___ ~.~~ ~, __ ~~~ ~,_.~,~~ ,~ ___ ~_._._, __ ,~,,_, ___ ...L ___ ~ __ ~ _______ ~_~ _________ ._,_ 

i Well-Being ~ Social Networks 67 
I~ ~.~~ .~~_ ~~, __ .~. ~~.~ ... _~ ~ __ ,~ 





Preface 

The 'Grey Revolution' 

lA demographic revolution is underway throughout the world. Today, 

world-wide, there are around 600 million persons aged 60 years and over; 

this total will double by 2025 and will reach virtually two billion by 2050 -

the vast majority of them in the developing world. ' 

In Ireland, we are experiencing the same 
revolution and not only in demographic 

The World Health Organisation 

Respond! in its examination of the 
well-being of older persons in 1991, 

increases in older persons, which by 2026 Age of Opportunity, set out many 
is expected to be 22% of the population.. recommendations for the implementation 
It is clear from recent public dissent that of a fairer approach by Government to 
older persons have found their voices. their needs. We have also sought to match 
They confirm the WHO perspective that, our actions to our words in the provision of 
'in our fast ageing world, older people will more than 1,000 well constructed dwellings 
increasingly play a critical role - through 
volunteer work, transmitting experience 
and knowledge, helping their families with 
caring responsibilities and increasing their 
participation in the paid labour force. 

Older persons in Ireland will also be vocal 
and active in demanding those services 
which they rightfully claim as theirs, based 
upon the many years of loyal and .hard
working contributions they have made to 
the Irish economy and community'. 

for older persons, representing almost 25% 
ofRespond!'s total output to date. 

However, much more needs to be done. 
This report points up the requirements 
for healthy and fulfilled living for older 
persons in our community. The report also 
confirms that support for. older persons 
enabling them to continue to live at home 
in their own communities for as long as 
possible is the key to a vibrant and efficient 
care system. This is what Respond! seeks 
in its own older person dwellings. 
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"Ageing is a development issue. 
Healthy older persons are a 
resource for their families, their 
communities and the economy. " 

WHO Brasilia declaration on healthy 
ageing, 1996. 

The reward for healthy living in any 
society is a health-filled ,ageing population 
and a holistically resourced community. 
We can all have so much to look forward to 
provided we prepare for it now. 

Let's not waste the moment. 

Patrick Cogan, ofm 
(Chief Executive Officer, Respond!) 













"Only in this century has human civilisation made it possible for most people 
in western societies to reach the age of 70 and over. Therefore, the shaping 
of what is possible in old age does not have a long tradition. As a society, we 
are only at the beginning of a learning process about old age. In this sense, 
old age is still young, its potential is not fully realised and institutions, norms 
and resources advantageous for old age still need to be developed. " 

Increased life expectancy has opened up 
new possibilities for older people. There 
are new opportunities in the areas ofleisure, 
activity and education. The image of older 
people as a homogenous group, often 
dependent and frail, is being challenged 
as we are provided with new and diverse 
representations of what it means to be old. 

In Ireland, men and women can expect to 
live to the ages of 76 and 80, respectively, 
and this is set to rise further in the next 
30 years (CSO, 2007a). We must ask, 
what supports will people need in order to 
maintain a good quality of life into older 
age? At the centre of discussions around 
quality of life for older people is service 
provision. 

Over the past 25 years Respond! has 
developed accommodation and services 
aimed at enhancing quality of life of 
older people. In the South East, older 
people living in CAS accommodation 
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(Baltes and Mayer, 1999) 

are just one of the groups to benefit from 
specialist support services. An example 
is the Home Visitation Service, which is 
provided to help alleviate social isolation 
and encourage social integration. 

This is consistent with Repond! 's mission of: 
'supporting communities through 

programmes that counter disadvantage 
and promote the participation of 
disadvantaged people and communities in 
the structures and conditions enjoyed by 
the rest of society' (Respond! Community 
Development Strategy, 2007). 

As housing and support providers to older 
people, the following are some of tpe 
questions we face if we are to continue 
to provide an environment where people 
can age successfully and participate fully 
within the community: 



o what kind of services are required? 
o who will provide them? 
o who will pay for them? 
o who will use them? 

This survey was carried out to try and 
answer these questions and ensure that the 
development of services and supports are 
based on the reality of residents' lives. 

The following information was obtained: 

o basic socio-economic information; 
o health information; and 
o information on Wellbeing. 

The one-to-one interviews. conducted 
have allowed Respond! a brief insight 
into the lives of CAS residents in a way 
that would not have been possible without 
conducting this survey. The survey was 
restricted to CAS estates, though Respond! 
acknowledges that older people are also 
residing in Respond! Capital Loan and 
Subsidy Scheme (CLSS) estates. 

The following is a summary of significant 
findings. 

Background ~nformation 

The background information obtained 
from the survey has confirmed that the 
CAS population is made up predominantly 

of older people. 75% of CAS residents 
are over 55 with an average age of 67. In 
contrast to the wider population, where 
older women outnumber older men, 61.8% 
of our older residents are male. 

The higher percentage of males in CAS 
accommodation could be accounted for by 
the following: 

o more males are on the housing list; 
o more males apply for Respond! 

housing; 
o men are more likely to experience 

homelessness; 
o in the case of family breakdown; 

women are more likely to remain in 
the family home; and 

() the percentage of men that have 
never married. 

Income information 

It was found that 87.4% of residents are 
in receipt of social welfare payments 
with almost half, 49%, living below the 
poverty line. A significant number of 
residents did not know their entitlements 
and 50.5% expressed interest in receiving 
further information on benefits and 
entitlements. 16.1 % had experienced 
difficulty in claiming benefits. 
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These results point clearly to the need for 
sourcing and developing age appropriate, 
disability friendly materials in order to 
ensure that information is taken up and 
understood by the older person. It is also 
essential that we, as service providers, 
have a good knowledge of local services 
so that we can act as a point of contact 
for residents. The creation of a database 
of services at local level would assist 
this process, as would regular reviews 
of entitlements and updates at times of 
Budgetary change. Staff working with 
the older Respond! residents have found 
that even a small change in benefits can 
generate stress and anxiety. 

Health information 

60.8% of residents have a disability, 71.6% 
of residents over 55 have a disability and 
68% of residents have reported an illness 
in the last 12 months. 

This high level of disability and illness has 
an effect on residents' ability to carry out 
activities of daily living. The three main 
areas affected were: 

o remembering/concentrating; 
o cleaning; and 
o shopping. 
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The results also show that the residents' 
Health and Vitality Index is below that of 
the general population. It was also found 
that CAS residents had a higher rate of 
psychological distress than the general 
population. 

There are many improvements that 
Respond! as a service provider can 
undertake to improve the health of our 
older residents as changes to lifestyle made 
at any age can be beneficial. Respond! 
residents already partIcIpate III the 
Go for Life exercise programme and this 
has proved effective in promoting both a 
healthy lifestyle- and social interaction. 
Ongoing evaluations of activities and 
courses provided by Respond! for the older 
person have continually highlighted the 
importance of providing residents with 
opportunities to come together as a group, 
regardless of the activity being undertaken. 

However, the high rate of disability 
does point to a need to further develop 
and deliver preventative health care 
programmes. These should include healthy 
eating, developing food knowledge 
and cooking skills, health promotion, 
activation (keeping the mind and body 
active) and exercise. Information sessions 
on keeping healthy in later life and, support 



and assistance III facilitating changes to 
lifestyle are also important. Other options to 
ensure our residents enjoy a disability free 
old age may include Respond! facilitating 
group screening and clinics for older 
residents. Respond! can also play a major 
part in the early detection of ill health or 
a deterioration in the residents' condition. 
It is, therefore, important that all frontline 
staff have an understanding of the basic 
conditions affecting older people such 
as stroke, dementia, poor mental health, 
addiction and dependency. This will ensure 
that referrals are made to the appropriate 
services for assessment and/or treatment. 

Neighbourhood 

As stated previously there IS a high 
satisfaction rate with regard to 
accommodation and neighbourhood, and 
Respond! has gone a long way to tackle 
the deficits in housing identified in the 
Age of Opportunity Report. However, lack 
of transport and, consequently a lack of 
access to local services was identified as a 
major problem by older residents in some 
developments. Coupled with the high rate 
of disability, lack of public transport does 
restrict attempts at remaining independent. 
For example, limitations to outings are 
increased when it is necessary to use 

expensive taxi services or by having to rely 
on someone else for transport. However, by 
ensuring that Respond! developments are 
designed and planned as per best practice, 
our older residents will be facilitated in 
their attempts to keep active within their 
communities. Other innovative transport 
solutions for our older residents should 
also be explored, for example, car pooling. 

Social Networks 

The survey shows that a high proportion of 
residents have a wide range of people they 
can contact in an emergency. 34.1% have 
contact with their family every day. Contact 
with family was found to be influenced by 
distance, the greater the distance the less 
contact. 20% of residents with a disability 
have no contact with their family. 

Within our CAS populations an isolated 
minority have been identified who do 
not have contact with family, friends or 
neighbours. 10% reported they have no
one to count on and 32% have felt lonely 
in the past 4 weeks. 

There are significant regional differences 
with regard to levels of contact and support 
services, with the South East reporting the 
highest levels. 
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This may be accounted for by the presence 
of Respond! staff working directly with 
older people in the areas of befriending and 
activation. 

It is vital that residents who are likely to 
experience difficulties with activities of 
daily living or who are at risk of social 
isolation are identified. Programmes and 
services aimed at alleviating social isolation 
are essential so that older residents have 
as good a quality of life as possible. It is 
also vital that they receive the community 
based services they require. To facilitate 
this Respond! can: 

" link in with Befriending; organisations 
in order to alleviate loneliness; 

.. design and deliver programmes 
aimed at activation and community 
participation; 

.. act as an advocate for residents in the 
area of services and entitlements; and 

"provide information regarding 
services and entitlements. 

Where there are family and support 

Use of Community Services 

Having identified a high rate of disability 
among our residents it is surprising then 
that only 11.9% of residents receive 'home 
help' services, and only 11 % attend a day 
centre. This survey did not explore the 
reasons for the low uptake but the following 
could be considered as factors: 

" lack of information regarding 
services; 

o refusal to accept services (seen 
by older people as a sign of 
dependency); and 

" the shortage of such services and 
waiting lists. 

Community Based Services, aimed at 
keeping older people in the community 
for as long as possible are in keeping with 
the preference of our residents who have 
expressed a wish to be cared for in the 
community if health deteriorated. Only 6% 
would move to a nursing home if health 
deteriorated. 

networks Respond! can: Residents would consider using Assistive 

" develop good relationships with Technology as part of future care 
families and offer support to families arrangements (38.5%) but surprisingly 
when required; and only 8.4% have a personal alarm. 

" facilitate support groups for families 
caring for an older person. 
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This is low considering the significant 
number of high support needs of our 
residents. Respond! could consider 
the following to' improve the take up 
of community based services and other 
strategies aimed at delaying admission to 
long term care: 

o delivery of education/awareness 
Programmes to remove stigma 
around accepting home helps and 
other services; 

o signposting to community-based 
services; 

o act as an advocate in the event that 
services are unavailable; 

o provide a range of accommodation 
that provides alternatives to long 
term care such as supported living 
accommodation; and 

o promote the use of personal alarms. 

Implications for strategy 

It is clear from the survey that Respond! 
has made a difference to the quality of life 
experienced by its residents by providing 
them with good quality independent living 
accommodation. 

However, it is also apparent that a large 
proportion of Respond! residents will 
experience ill health, disability and social 

isolation during their residency. Various 
community based interventions by 
voluntary and statutory agencies will be 
required to ensure they maintain as good a 
quality of life as possible. 

With the introduction of the recommended 
supports and structures, Respond! can 
complement existing services and create an 
enabling framework of supports that will 
contribute to ourresidents ability to age well, 
live independently in their own home for as 
long as possible and experience as good a 
quality of life as possible. As the above 
recommendation shows, it is Respond! 's 
intention to support independent living. 
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The survey was undertaken in order to 
ensure that any support service development 
undertaken by Respond! would match the 
needs of our CAS residents. 

Aims and objectives: 

o To enhance our understanding of 
CAS residents and establish baseline 
data; 

o To establish the state of health and 
well-being of CAS residents and 
compare this to national data; 

o To review the current level of service 
provision available to CAS residents 
and the difference this makes to their 
lives; 

o To identify what supports are being 
accessed within the community; 

o To establish whether the 
accommodation needs of CAS 
residents are being met by Respond!; 

o To establish levels of satisfaction 
among CAS residents with the 
accommodation Respond! provides; 

o To acquire the necessary information 
to facilitate the planning and 
development of a core strategy for 
older residents; and 

o To explore possible housing options. 

The information acquired was extensive 
due to the high response rate of residents 
and all the objectives were met. Service 
developments can now be set and planned 
more effectively. 

An additional outcome of the survey was 
the way the personal contact with residents 
allowed the interviewers to gain a clearer 
picture of the reality on the ground. 
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Design 

This survey used quantitative research 
methods to collect data from a cross-section 
of Respond! CAS residents. The research 
was exploratory in that it sought to identify 
the needs and service requirements of these 
residents. There was also a descriptive 
aspect to it, details such as income, health 
status, and service use were collected. 

Sample recruitment 

The target population was CAS residents 
living in Respond! estates. Residents were 
first sent a letter outlining and explaining 
the purpose of the study, and a time when an 
interviewer would be in the area. A second 
letter was sent by interviewers, which gave 
more information about the study. 

The interviewers achieved a very high 
response rate of 97.7% (N=296), with 
only 7 residents refusing to participate. 
A further 3 residents were unable to 
complete the questionnaire, owing to a 
lack of English. Although the researchers 
sought to include all residents, time and 
affordability meant that translators could 
not be used. The researchers acknowledge 
this as a limitation, though not one which 
undermines the validity of the study. 

Data Collection 

Data were collected by means of a face-to
face questionnaire. The questionnaire was 
divided into the following sections: 

o background information: demographic 
items, accommodation, income; 

o health information: illnesses, disability, 
treatment, support services; and 

o well-being: support networks, 
appearance of neighbourhood, 
Respond! accommodation, access to 
community building, personal alarm, 
mental health. 

For comparison purposes, questions were 
taken from the census, the SLAN (2007) 
Survey, and a previous Respond! study 
authored by McKeown et al. (2008). 

Data collection took a total of four 
weeks, with two field workers conducting 
interviews on a one-to-one basis. In 
addition some community development 
officers assisted by interviewing in the 
Western and North East region and an 
estate officer assisted in the South East. 
Initial interviews were conducted by 
both field workers to ensure consistency. 
The length of interviews varied from 
20 to 35 minutes. 

19 



Some respondents used the opportunity to 
raise other issues, in particular maintenance 
concerns. These were not included in the 
survey but were dealt with by advising 
residents to take any maintenance issues to 
their Estate Officer. 

Data Entry 

Data were entered into SPSS VI5 by one of 
the team. This took two and a half weeks. 
After data entry, the data was cleaned for 
any errors. 

Data Analysis 

Three researchers, including the two 
interviewers, were involved In data 
analysis. Descriptive statIstIcs were 
reported in tabular format. Relationships 
between variables were teased out 
using Crosstabsl

, Pearson correlations2
, 

Independent Samples T-Tests3 and 
ANOVAs4. 

The survey was also used as an opportunity 
to acquire the contact details of CAS 
residents, including next of kin and general 
practitioner. For those residents who either 
refused or were not available, a form 
requesting this information was sent by 
each estate officer. 

Field notes were taken if the resident 
wished to convey issues that were not 
covered in the survey. Also, any concerns 
regarding residents were noted and passed 
on to relevant departments. 

~-~-o--

~: e 

~~?:-"'"";' 

I. A crosstab shows the distribution of two or more nominal variables, e.g. marital status and source of income. 
2. A Pearson correlation determines the extent to which two scale variables are proportional to each other, .e.g. age and salary. 
3. The Independent Samples T Test compares the means of two groups on a given scale variable, e.g. men and women's age. 
4. An ANOVA (Analysis of Variance) is a statistical method for making simultaneous comparisons between two or more groups' 

means on a given scale variable, e.g. Regional differences in age. 
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Sample 

The survey population were residents living 
in Respond! housing, provided under the 
Capital Assistance Scheme (CAS). A total 
of 296 residents were surveyed (63% of 
the total CAS population) across all CAS 
estates. 

Region 

At the time of the survey, Respond! 
operates across three regions, the North 
EastlMidlands, the South East, and the 
West. The breakdown of all Respond! CAS 
residents in these regions is as follows: 

e North EastIMidlands (45.3%, n=216); 
e South East (37.9%, n=181); and 
e West (16.8%, n=80). 

At the time of the survey, Respond! 
manages 477 units built under CAS. 

Table 1 shows the breakdown of the 
survey sample in terms of region. The 
largest group of respondents live in the 
South east (44.3%, n=131), with the North 
East (41.2%, n=122) a close second. The 
smallest proportion of the sample come 
from the West (14.5%, n=43). 
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Table 1: Breakdown of CAS Survey 
Sample by Region 

[ikg.---,io_n __ L... __ P---,er=--=c~en=t:..JILI_-=-N..:...:u=m=b=-=e::.....r I 
South East 44.3 131 
North East 41.2 122 
West 
Total 

Age 

14.5 
100 

43 
296 

The average age of the sample was 62. 
There was a broad spectrum of age across 
the sample however, from 28 to 93. Of 
those surveyed, 73.6% (N=218) were aged 
55 or over, while 12.2% (n=36) were over 
75. The interquartile range (middle 50% of 
the sample) shows that 51 % (n= 153) were 
aged between 55 and 70. 

Gender of Residents 

The breakdown of the sample was 61.8% 
(n=183) male and 38.2% (n=113) female. 
CAS residents were statistically (p<.01) 
more likely to be male. 

Ethnicity 

The results show that 91.8% (n=270) ofthe 
residents surveyed were Irish. The second 
biggest group in terms of ethnicity was 'any 
other white background' at 6.1 % (n=18). 



Marital Status 

The most common answer for marital status was 'single (never married)" with 36.1 % 
belonging to this category. Nineteen respondents were currently married. 

Table 2: Marital status 

1~~ __ ar_i_ta_I_S_ta_t_us ________________________________ ~II~_P_e_rc_e_n~tIINumberl 
Single (never married) 36.1 105 
Separated 

Widowed 
Divorced 
Married (1 st marriage) 
Re-married (following widowhood) 
Re-married (following divorce) 
Total 

25.8 
16.8 
14.8 
4.8 

1.4 
0.3 
100 

75 
49 
43 
14 

4 
1 

291 

When looking at marital status by gender, as in Table 3, we see a slightly different picture. 
Although single (never married) is the most common response for men, with 42.8% 
(n=77); the most common response for females is 'separated' and 'widowed' with 27% 
(n=30) of females being separated and 27% (n=30) being widowed. Only 19 respondents 
were married. 

Table 3: Marital status 

I Marital Status 
Single (never married) 

Separated 
Widowed 
Divorced 

Married (1 st marriage) 
Re-married (following widowhood) 
Re-married (following divorce) 
Total 

11 % Males 11 Number 11 %Females 11 Number I 
42.8 77 25.2 28 

25 45 27 30 
10.5 19 27 30 
15.6 28 13.5 15 
4.4 8 5.4 6 
1.1 2 1.8 2 
0.6 1 0 0 

100 180 100 111 
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Summary 

I c 73.5% of residents are over 55. 

: " The average age of residents is 62 (67 for over 55's). 
I 

I 
I ~ 91.8% of residents are of Irish origin. 

.. 61.8% are male. 

<l 40.6% are separated/divorced . 

., 36.1 % have never married. 

" 16.8% are widowed. 

Current Accommodation 

Table 4 shows the type of housing 
respondents are currently living in. The 
most common type of accommodation 
for respondents is '1 bed apartment' 
(78%, n=227). This is followed by '2 bed 
apartment' (10.7%, n=31) and 'bungalow' 
(11.3%, n=33). Gender is a significant 
factor in house type, with males (p<.01) 
more likely to live in a bungalow and 
females more likely to live in a 2 bed 
apartment. A similar proportion of men and 
women live in 1 bed apartments. 
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Table 4: Accommodation in which 
residents currently reside 

1 House Ty~e Percent 11 Number 1 

1 bed apartment 78 227 
2 bed apartment 10.7 31 

Bungalow 11.3 33 
Total 100 291 

Previous Tenure 

Owner occupiers 
Residents who had previously been owner 
occupiers accounted for 13.9% (n=41) of 
the sample. This group were more likely 
to have lived in detached (26.8%, n=l1) 
or semi-detached houses (19.5%, n=8) and 
townhouses (26.8%, n=l1) than any other 
housing type. 



Private renters 
Those who previously lived in the private 
rented sector accounted for almost half 
(47.3%, n=140) of the sample. Before 
moving to Respond! this group lived in 
either a 1 bed apartment (28.6%, N = 40), a 
bedsit (22.9%,n= 32), or a 2 bed apartment 
(17.9%,n=25). Fewer lived in a townhouse 
(12.1 %,n=17), semi-detached (6.4%, n= 9) 
or detached (6.4%,n=9) houses. 

Local Authorities 
Those who had previously lived in local 
authority housing accounted for 11.5% 
(n=34) of the sample. These tended to live in 
one bedroom apartments, (20.6%, n=7), or 
townhouses, (20.6%, n=7). Some had lived 
in bedsits, (17.6%, n=6); or two bedroomed 
apartments, (14.7%, n=2). Fewer of these 
residents had lived in detached, 8.8% (n=3) 
or semi detached houses, 5.9% (n=2). 

Table 5 shows the type of accommodation 
respondents lived in before moving to 
Respond!. Gender had a significant effect 
on the type of accommodation residents 

lived in previously. Women were more 
likely to have been owner occupiers than 
men (p<.05), while men were more likely 
to have lived in a hostel (p<.05). 

Table 5: Residents' tenure before 
moving to Respond! 

Accommodation I Percent 11 Number I 
T~p_e ____ _ 
Private rented 47.5 140 
Owner! occupier 
Local Authority 
Hostel 
Homeless 
Other 
Total 

13.9 41 
11.5 
5.4 
3.7 
18 

100 

34 

16 
11 

53 
295 

Tenure prior to living in Respond! was 
a significant factor (p<.01) in the type 
of accommodation respondents lived in 
previously. Those who were in the private 
rented sector were more likely to have 
lived in an apartment (46.1 %, n=65) while 
owner occupiers were more likely to have 
lived in a house (73.2%, n=30). Those who 
had lived in local authority housing were 
most likely to have lived in an apartment 
(35.3%, n=12) or house (35.3%, n=12). 
Table 6 shows these results. 
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Table 6: The Type of Accommodation respondants lived in before moving to Respond! 

--.--~- -~-~--.. ----~- ---- ~-.-- ---------- ------ -- -----.- ~~ ~ ~--~--~----~-·'r - --~ .. -.--, 

Accommodation Prior to Respond! I; ; 
- - - -_._--_.? -_. __ .. - -- _ .. j 

··~~;;·BB Privated ()~~BEJ Authority Hostel Homeless Rented o . Other Total ccupler 

17.6% 18.7% 0% 22.7% 2.4% 
Bedsit 

(n=6) (n=3) (n=O) (n=32) (n=l) 

35.3% 18.7% 36.4% 46.1% 2.4% 
Apartment 

(n=12) (n=3) (n=4) (n=65) (n=l) 

35.3% 6.3% 18.2% 24.8% 73.2% 
House 

(n=12) (n=l) (n=2) (n=35) (n=30) 

Caravan! 3% 0% 9% 0.7% 2.4% 

Mobile Home (n=l) (n=O) (n=l) (n=l) (n=l) 

8.8% 56.3% 36.4% 5.7% 19.6% 
Other 

(n=7) (n=8) (n=3) (n=9) (n=4) 

100% 100% 100% 100% 100% 
Totals 

(n=34) (n=16) (n=l1) (n=140) (n=41) 

Summary 

r @ The ~~j~~~~-~f-CAS resi~;~~~i~~-in ~'~;e bedroom apartment. 

I '" 47.5% were private renters before moving to Respond! 

I" Owner occupiers were more likely to have been women. 

13.2% 16.6% 

(n=7) (n=49) 

22.6% 32.9% 

(n=12) (n=97) 

26.4% 31.9% 

(n=14) (n=94) 

3.8% 18.9% 

(n=2) (n=6) 

34% 18.6% 

(n=18) (n=49) 

100% 
(n=53) 

(n=295) 

! " Men were more likely to have lived in a hostel before moving into Respond! I 
I 
I 

l._~~~~m:~dation_. ___________ _ _ _______ . __ J 
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Main Source of Income 

The most frequent response for mam 
source of income was Old Age Pension 
(OAP) non-contributory allowance, with 
20.9% (n=61) in receipt of this. The 
next most common benefit was the OAP 
contributory allowance, with 18.8% (n=55) 
citing this as a main source of income. A 
further 15.1% (n=44) receive disability 
benefit (now called Illness Benefit) and 
the same number again receive disability 
allowance. Unemployment assistance and 
unemployment benefit made up a smaller 

proportion of the sample with 7.5% (n=22) 
selecting these as a main source of income. 
As can be seen from Table 7, only 12.6% 
(n=37) of the sample have an earned 
income. The remaining 87.4% (n=255) are 
in receipt of social welfare payments. 

Table 7: Sample Breakdown by Main Source of Income 

1 Main Source of Income Percent 11 Number 1 

Back to work allowance 2.1 6 
Carer's allowance 0.3 1 
Disability allowance 15.1 44 

Disability benefit 15.1 44 
Earned incomelPaid work 12.6 37 
Invalidity pension 4.5 13 

OAP Non contributory 20.9 61 

OAP contributory 18.8 55 
Unemployment assistance 4.8 14 

Unemployment benefit 2.7 8 

Widows pension 2.7 8 
Total 100 292 
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The average income for all respondents 
was €235. This ranged from a minimum 
of€183 to a maximum of€600. It may be 
more reliable to look at the median (which 
is not affected by extremes), which was 
€205. The poverty line for Ireland in 2008 
was €218.595• According to this survey's 
findings, 49% (n=146) of CAS residents 
are living below the poverty line. 

For many of our residents (87.4%, n=255) 
a social welfare payment is their main 
source of income. It is, therefore, vitally 
important that they receive all relevant 
entitlements. Respondents were asked if 
they knew their entitlements, had difficulty 
claiming entitlements, or if they would like 
further information on their entitlements. 

Table 8 shows the results. 

Table 8: Entitlements 

I Main Source of Income 

Do not know all entitlements 

Difficulty claiming 

Would like information on entitlements 

Total 

Of those over 55, 16.1%, (n=32) had 
difficulty making claims. This number 
may be low because many of those over 
55 would be in receipt of benefits to which 
there is an automatic entitlement, for 
instance a pension. Field notes indicate that 
respondents were particularly interested 
in regular updates and information on 
entitlements from Respond!. Respondents 
also indicated that assistance was required 
particularly at times of change, for example 
after a Government Budget. 

Number 

28.1% 56. 

16.1% 32 

50.5% 101 i 
I 

189 

5. This figure, based on 60% of median income, is taken from CORl, see http://www.cori.ie/lustice/545-cori-justice-claims-the
working-poor-are-among-irelands-most-vulnerable-and-should-be-protected 
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Summary 

o The main source of income for 87.4% of CAS residents is social welfare 
payments. 

c Almost half (49%) of respondents are living below the poverty line. 

o Only 12.6% are in employment. 

o Nearly one third (29.4%) of residents do not know all their social welfare 
entitlements. 

c CAS residents have reported difficulty in claiming benefits. 

o 51 % of CAS respondents would like more information around their 
entitlements. 
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Demographic Bounty V 
Demographic Time Bomb 

of people, ageing will not be problematic. 
(Age and Opportunity, 2002). However, 
with the high rate of disability and illness 
evident among our residents, we cannot 
expect ageing in the CAS population to be 
problem free. 

Demographic Changes 

Demographic trends support the view that 
the Irish population is ageing (CSO, 2007a) 
as a result of increased life expectancy 

Whilst ageing is a progressive part of life, and changes in the dependency rati06• 

the demands that the growing population Demographic predictions show that the 
of older people are likely to make on social 65+ age group will have increased 30% by 
services, health care, and the Department 2030 (Department of Finance 1998). 
of Finance, is a concern for policymakers. 

Ageing is often presented 
in negative terms -
-------- --------------~ 

'demographic time bomb' 

'greying population' 

'drain on health services' 

Older people are often presented as a 
potentially problematic group, particularly 
in the media, with a focus on loss of 
function, dependency and frailty. This is 
in spite of evidence that, for the majority 

Table 9 shows a projected upward trend in 
the 65 and over dependency ratios for both 
Ireland and the ED from 2006 to 2026. The 
elderly dependency ratio is expected to 
increase from 16.4% to 25.2% in 2025 for 
Ireland (See Table 9). 

6. Dependency ratio - the population aged 65 and more as a percentage of population aged between 15 and 64 (Department of Health 
and Children, 2009). 
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Dependency Ratios, 
Ireland and EU25 2004, 2025 and 2050 

Table 9: Dependency ratios for Ireland and the EU25, 2004-2050 

I Age Group IGG[3 % Change 
2004-2025 

0-14 Ireland 30.7 27.9 27.7 -9.8 

EU25 24.4 22.9 23.7 -2.9 

65+ Ireland 16.4 25.2 45.3 176.2 

EU25 24.5 35.7 52.8 115.5 

Total Ireland 47.1 53. 73.0 55.0 
EU25 48.9 58.7 76.5 56.4 

Source: adapted from europa (2009) 

Life expectancy at birth is currently 76 
years for men and 81 years for women 
(CSO, 2007b). In the last set of CSO 
projections, life expectancy was assumed 
to improve to 77.8 years for males and 84.0 

years for females by 2031 (CSO, 2007a). 
Some analysts are using life expectancy 

at 65 which is said to give a more realistic 
assessment of longevity. For example, for 

men, life expectancy at age 65 is 15.4 years 
= 80.4. Corresponding figures for women 

give a life expectancy at 65 of 18.7 years 
= 83.7 (CSO 2007a). Table 10 shows life 
expectancy for males and females from 

1925 to 2006. 
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Table 10: Life expectancy at birth and at age 65 by sex, 1925-2006 

Period At birth At 65 years 

Males Females Males Females 

1925-1927 57.4 

1935-1937 58.2 

1940-1942 59.0 
1945-1947 60.5 

1950-1952 64.5 

1960-1962 68.1 

1965-1967 68.6 

1970-1972 68.8 

1978-1980 69.5 

1980-1982 70.1 

1985-1987 71.0 

1990-1992 72.3 

1995-1997 73.0 

2001-2003 75.1 

2004-2006 76.7 

Demographic changes are likely to have 
implications for Respond!, At present we 
have a low turnover of CAS residents. For 
the majority of residents this will be their 
home until their health deteriorates or they 
pass away. Coupled with demographic 
changes and the continued improvement 
in life expectancy our CAS population 
will, in the future, contain a much higher 
number of older people. 
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57.9 12.8 13.4 

59.6 12.5 13.1 

61.0 12.3 13.2 

62.4 12.0 13.1 

67.1 12.1 13.3 

71.9 12.6 14.4 

72.9 12.4 14.7 

73.5 12.4 15 

75.0 12.4 15.4 

75.6 12.6 15.7 

76.7 12.6 16.2 

77.9 13.4 17.1 

78.5 13.8 17.4 

80.3 15.4 18.7 

81.5 16.4 19.7 

Source: CSO (2007b) 

This of course has implication for 
supports, particularly in light of changes 
within the family (discussed in Section 
C). Whilst genetics contribute to how long 
we live, other factors such as the length 
of education, income, lifestyle, work, 
working conditions, housing conditions 
and opportunities in general also influence 
longevity. 



There is also a gender dimension to the way 
we age. Whilst women may live longer 
than men it is often with a lower quality of 
living. The biological advantage of women 
living longer is, therefore, countered by 
social disadvantage. For example whilst 
women have a higher life expectancy than 
men they are more likely to experience 
bereavement, low income due to lack 
of occupational pension and disability 
(United Nations, 2002). 

Income 

As 87.4% of CAS residents are in receipt 
of social welfare benefits and 49% are 
below the poverty line, they are likely 
to experience a number of difficulties in 
living on a low income. These include: 

o There is a strong correlation between 
health and income (discussed in section 
B); 

o Living on a low income can put 
residents at risk of social isolation and 
loneliness, but it also impacts on health. 
If residents cannot heat their home, or 
afford a healthy diet, they may well 
become ill; 

o Managing on social welfare benefits 
is becoming increasingly difficult in 
light of rising fuel prices. The Citizen 

Information Centre (CIC) are now 
reporting that some older people are 
making a choice between paying rising 
fuel prices or eating; and 

o There is a positive association with 
good financial resources and the ability 
to control and manage independence, 
for example the capacity to buy and 
access services (Murphy et aI., 2007). 

As the majority of CAS residents are in 
receipt of a social welfare payment it is 
particularly important that they receive all 
of their entitlements and are made aware of 
any changes that may affect them. 

Entitlements 

It is important that those who need and are 
entitled to social welfare payments receive 
them. Citizen Information Centres (CICs) 
have reported evidence of clients unaware 
of their entitlements. This is particularly 
true in relation to allowances such as the 
Living Alone Allowance and Disability 
Allowance. 

This survey has identified that many 
residents are not aware of their right to 
benefits. AN ational Council on Ageing and 
Older People (NCAOP) report (Garavan 
et aI., 2001) states that efforts have been 
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made to simplify the systems and publicity 
campaigns have been undertaken. The 
report also identifies that the preferred 
method of obtaining information around 
health and social services are through 
general practitioners. The report goes on to 

Older people themselves can play a part 
in development of publications including 
content and layout in order to ensure that 
it is presented in a format that older people 
can easily understand. 

say: Interestingly, during the interviews 
respondents were very open about their 

'one of the supports most frequently sought finances and their lack of knowledge 
by carers was information and advice around the social welfare system. 
on health, social services and welfare 

entitlements. Information is a relatively Recommendations 
low cost method of providing support' 
(Garavan et aI., 2001) .. Demographic changes must be taken 

More personal approaches are, therefore, 
often required to target those who have not 
claimed their benefits. CAS residents could 
benefit from support in this area? These 
may include: 

.. Provision of appropriate information 
packs; 

.. Simplification of pre-tenancy courses to 
accommodate the special needs of CAS 
residents; 

.. Provision of one-to-one tenancy 
support, if required; 

.. Improved links with the CICs; and 

.. Signposting of services. 

into account in the planning of 
support and accommodation services 
for CAS residents. 

.. Action is required around ensuring 
residents have up-to-date, timely 
information on social welfare 
benefits, delivered in an appropriate 
format. 

7. In some cases families and carers simply do not know that specific services exist or do not believe they are eligible for the services. 
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Disability 

The survey found that 60.8% (n=180) of respondents in this survey 
have at least one disability. This percentage rises to 71.60/0 (n=212) 
when we look at those aged over 55. 

(Please note chronic illness is included in the above figures) 

The breakdown of disabilities is detailed 
in Table 11. As we can see from the table, 
the most common disability is 'Condition 
limiting one or more basic physical 
activities such as walking, climbing 
stairs, reaching, lifting, or carrying,' with 
35.9% of overall respondents having this 
disability. 

Table 11: Disabilities by type in CAS 
accommodation 

[lliSabili!Y'----___ --' 
Condition limiting 
one or more physical 
activities 
Blindness/deafness or 
severe vision or hearing 
impairment 
Learning or intellectual 
disability 
Psychological or 
emotional condition 
Other, including chronic 
illness 

36 

%11 
35.9 

19.2 

6.2 

16.7 

32.3 

No. I 
106 

56 

18 

49 

93 

Some respondents have more than one 
disability, for example 10.8% of residents 
have 'blindness/deafness' and 'a condition 
limiting physical activity' and 6.7% of 
respondents have a 'condition limiting 
physical activity' and a 'psychological/ 
emotional condition.' 

Disability and Age 

Independent samples t-Tests show that 
older respondents were more likely to 
suffer from a visual or hearing impairment 
(p<.01), as well as a condition limiting 
physical activity (p<.05), while younger 
respondents were more likely to have a 
learning or intellectual disability (p<.Ol). 



Disability in day to day activities 

Respondents were asked what day to day activities are affected by their disability. 
Table 12 shows these results. 

Table 12: How disability affects respondents' lives (n=180) 

I Aspect of respondents' lives 11 Percentag!J1 Number 1 
Remembering or concentrating 23.5 69 
Dressing, bathing, getting around inside the home 5.1 15 
Going outside the home alone 
Shopping 
Attending the doctor/appointment 
Doing the laundry 
Cleaning the house 
Cooking 

Gardening 
Having visitors 
Participating in other activities 
U sing transport 
Taking medicine 
Using the telephone 
Getting out of bed 
Eating 

Table 13 shows the difficulties experienced 
by those with a disability by type of 
disability. For instance, 41.3% of those with 
a condition limiting physical activity also 
had difficulty remembering/concentrating, 
while 32.4% of this group had difficulty 
shopping. Over half (55%) of those 

7.2 21 
13.3 39 
6.5 19 
7.2 21 

12.6 37 

6.5 19 
13 38 

4.2 12 
10.2 30 
8.2 24 

2 6 
1.4 4 
3.8 11 
3.1 9 

with a learning or intellectual disability 
had ditficulty remembering/concentrating, 
while one third (33%) of this group had 
difficulty gardening. 
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Table 13: Effects of disability by type of disability 

[~1~~1?~!!!Y 11 Difficulties enco~!!.~~!ed ______ JC %J[NOJ 
Condition limiting one or more Remembering! concentrating 41.3 43 
physical activities Dressing, bathing, getting around 12.5 13 

inside the home 

Going outside the home alone 12.5 13 

Shopping 32.4 34 

Attending the doctor!appointment 16.3 17 

Doing the laundry 18.3 19 

Cleaning the house 29.8 31 

Cooking 15.4 16 

Gardening 29.1 30 

Having visitors 9.9 10 

Participating in other activities 21.2 22 

U sing transport 19.2 20 

Getting out of bed 8.7 9 

Eating 6.7 7 

Blindness!deafness or severe Remembering! concentrating 47.3 26 

vision or hearing impairment Cleaning the house 16.4 9 

Gardening 21.8 12 

Learning or intellectual Remembering! concentrating 55.6 10 
disability Gardening 33.3 6 

Psychological or emotional Remembering! concentrating 57.1 28 

condition Dressing, bathing, getting around 14.3 7 
inside the home 

Going outside the home alone 16.3 8 

Participating in other activities 18.4 9 

Getting out of bed 10.2 5 
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Other, including chronic illness Remembering! concentrating 34.8 32 

, Shopping 22.8 21 
Attending the doctor/appointment 13.0 12 

. Doing the laundry 12.0 11 

Cleaning the house 19.6 18 
Cooking 14.1 13 

: Gardening 24.2 22 
. Having visitors 10.0 9 
Participating in other activities 16.3 15 

I Getting out of bed 9.8 9 

Eating 6.5 6 

The crosstab below shows a statistical difference in the incidence of disability between 
men and women, Table 14. Women are more likely than men to have: a 'condition limiting 
one or more physical activities' (46% versus 30%) and a 'psychological or emotional 
condition' (25% versus 12%), while men are more likely than women to have a 'learning 
or intellectual disability,' (9% versus 3%). 

Table 14: Incidence of disability for men and women 

Males Females 

Disability I Percent: Number Percent·. Number: 

Condition limiting one or more physical 
activities * * 

Blindness/deafness or severe vision or 
hearing impairment 

Learning or intellectual disability * 

Psychological or emotional condition** 
i 

Other, including chronjc_ !~ln~s~___ ~ __ ~ 

* = p<.05, ** p<.OI 

-.~ - _.- ----.----

29.7 

18.9 

8.5 

11.7 

30.9 

- ~ - .~ - . 

54 46 52 

34 19.6 22 

15 2.7 3 

21 24.8 28 
; '.' 

55 34.5 38 

39 



Psychological Distress 

The Mental Health Index (MHI-5) from 
the RAND SF-36 was included in the 
SLAN (2007) survey. The index asks 
respondents how they felt in the previous 
4 weeks. Scores range from 0-100 but 
higher scores indicate lower psychological 
distress. Findings indicate a mean score of 
76 which is lower than the SLAN (2007) 
survey, which had a mean score of 82, and 
therefore indicates greater psychological 
distress among Respond! CAS residents, 
than in the general population. As in the 
SLAN (2007) survey, males had slightly 
higher average scores than females (77.1 
compared to 74.5) but these were not 
statistically significant. 

Health and Vitality Index 
(HVI) 

Respondents were given the Health and 
Vitality Index as used in the SLAN (2007) 
survey. The HVI is taken from the RAND 
SF36 questionnaire. Possible scores 
range from 0-100, with positive scores 
representing more health and vitality. The 
mean score for residents was 61.9, which 
is lower than the SLAN 2007 mean score 
of 68 and indicates less health and vitality 
than in the general population. The results 
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indicate a relatively high level of health 
and vitality among respondents, though the 
lower than average score is cause for some 
concern. Consistent with the SLAN (2007) 
survey, men had slightly higher scores than 
women (63.5 compared to 59.5) but this 
was not statistically significant. Neither 
was age a statistically significant factor. 

Illness 

Respondents were asked to rate their health 
in general terms. Options were 'excellent', 
'very good', 'good', 'fair' and 'poor'. The 
most frequent response was 'fair', with 
33.9% selecting this. A further 12.3% rated 
their health as poor. A small percentage, 
4.8% answered 'excellent', while 19.9% 
rated their health as 'very good' and 29.1 % 
answered 'good.' In the SLAN (2007) 
survey, 58% of the overall sample rated 
their health as excellent (22%) or very 
good (36%), while 52% of 45-64 year olds 
and 34% of those over 65 did so. 

Respondents were also asked what 
illnesses they had in the last 12 months. 
68% (n=201) selected at least one of the 
illnesses shown in Table 15. The table 
expresses these figures as percentages of 
the total sample. The SLAN (2007) survey 
found that 38% of their respondents had at 



least one chronic illness. This percentage 
rose to 44% for the 45-64 age group and 
62% for the over 65 age group. 

Table 15: Sample breakdown by 
Illnesses in the past 12 months 

I Illness %I~:J 
Angina 4.7 14 
Asthma 8.4 25 
Anxiety/Depression! 27.4 81 
Mental Illness 
Back Pain 15.9 47 
Blood pressure 20.6 61 
Chronic lung, 6.8 20 
pulmonary, emphysema 
Cancer 4.1 12 
Diabetes 8.8 26 
Heart condition 13.5 40 
High cholesterol 14.5 43 
Osteoarthritis 9.5 28 
Rheumatoid condition 4.1 12 
Stroke 3.4 10 
Urinary incontinence 2.4 7 
Addiction 5.4 16 
Other 22.6 67 
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Exercise 

Exercise is important for functional health as it contributes to the ease of carrying out 
everyday activities, prevents muscle and bone loss, and increases flexibility. Table 16 

shows the number of respondents taking exercise by region. 

Table 16: Exercise by region 

[Region !! North East!! South East !! West!! Total!! Number! 

Daily 52.9% 57.7% 60.5% 56.2% 164 

3-4 times a 20.2% 23.8% 27.9% 22.9% 67 
week 

Once a week 5.9% 7.7% 7.0% 6.8% 20 

Once a month 0.8% 0.8% 0.0% 0.7% 2 

Less than once 0.8% 0.8% 0.0% 0.7% 2 
a month 

Never 19.3% 9.2% 4.7% 12.7% 37 

Total 100 100 100 100 292 

The table shows that 56.2% (n= 166) of respondents take exercise daily, while a further 
22.9% (n=67) exercise 3-4 times per week. The remaining 20% (n=58) of respondents 
exercise once a week, less than once a month, or not at all. 

Smoking/ Drinking 

Overall 40.8% of respondents have smoked during the past month. This compares to 
a national average of 29%, or 50% for the 45-64 age group and 44% for those over 65 
(SLAN, 2007). Just under half (48.3%) of CAS respondents have taken alcohol during 
the past month. 
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Summary 

o 60.8% of those surveyed have a disability (71.6% of those over 55 have a 
disability). 

o Disability has a marked effect on daily living. Aspects of daily living most 
affected were: 

o Remembering and concentrating; 
o Cleaning; and 
o Shopping. 

o 68% of CAS residents have reported an illness in the last 12 months. 

I 0 40.8 % of CAS residents smoke, which is above the national average of 25%. 
I 

o Of those surveyed women were found to have a higher rate of disability 
than men. 

I () Most CAS residents exercise regularly. 
I 

l~ __ _ 
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Health 

Having a good quality of life is contingent 
on health and activity in the older person, 
which in turn is dependent on patterns of 
living, experiences, and opportunities for 
health protection. Patterns of living that 
have a detrimental effect on health, such 
as; smoking, poor nutrition, and lack of 
physical exercise, are formed early in life 
and are not easily changed. We are all aware 
ofthe part genetics and medical science can 
play in delaying and preventing some of 
the chronic disabling conditions. However, 
our social, economic and environmental 
situation also affects how we experience the 
process of ageing. Factors such as length 
of education, income, lifestyle, work, 
working conditions, housing conditions 
and opportunities in general also influence 
our chances of having a disability free life. 

In some illnesses activity limitation is 
determined as much (or even more) by 
cultural factors as it is by the specific disease 
pathology or impairments experienced. 
There is now some evidence that cultural 
attitudes and expectations can be changed 
to reduce the burden of disability (WHO 
1995). 
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Disability and Illness 

As stated previously there is a high level of 
disability and illness among CAS residents, 
which in turn has an effect on a resident's 
ability to carry out daily activities. As 
identified in the survey a high number of 
residents have poor functional and social 
capacity. Health and functional ability are 
important to the quality of an individual's 
social life. The level of functional ability 
determines the extent to which people: 

.. can cope independently in the 
community; 

• participate in events; 
.. visit other people; and 

.. make use of services and facilities 
provided by organisations and society 

The survey also highlighted an incidence 
of: 
.. high blood pressure (20.6%); 
.. depression/mental illness/anxiety 

(27.4%); 
.. high cholesterol (14.5%); 
.. diabetes (8.8%); and 
• heart condition (13.5%) 

These results may be compared with the 
sub-sample of adults (n=1,201) aged over 
45 in the SLAN (2007) survey, which 



found that 60% of those aged over 45 had 
high blood pressure, while 82% had high 
levels of cholesterol. It is important to note 
however that this data were collected in a 
clinical setting. The smaller incidence of 
these conditions in CAS respondents may 
be due to the fact that it is self-reported and 
perhaps undiagnosed. 

Disability and Gender 

In the CAS population surveyed, women 
were found to have a much higher 
rate of disability than men (See Table 
14). This was the case in all categories 
except for intellectual disability where 
men, 8.5%, had a higher rate compared 
to women, 2.7%. 

The national statistics for Ireland show that 
62% of people with disabilities over the age 
of 65 are women (CSO 2002). Disability 
in old age does, therefore, have a distinct 
gender bias. Statistics on morbidity show 
that women live longer with impairment, 
and have fewer morbidity-free years than 
men. It is, therefore important to note 
that the experience of older men and 

women with a disability may have their 
own distinct difficulties. For example 
the social isolation experienced by older 
men with disabilities may be qualitatively 

and quantitatively different from that of 
women and thus require different supports 
and services (Janicki, 2004). 

Smoking 

Also of note is the high rate of smoking 
which is twice the national average. 
Smoking is, of course, known to exacerbate 
some of the above illnesses. A recent 
report on Men's Health showed 25% of 
men in Ireland currently smoke, although 
this figure rises to 44% for men between 
36-60 years. This report identified that 
unemployment is the strongest predictive 
factor of smoking among men and men tend 
to start smoking earlier, smoke a greater 
number of cigarettes per day, inhale more 
deeply and smoke cigarettes without filter 
tips and that are high in tar and nicotine. 
(Richardson and Carrol, 2008) 

Mental Illness 

Regarding mental illness, there was a 
6% overall incidence of self-reported 
depression in the SLAN (2007) survey, 
with those over 65 the least likely to have 

depression (3%) and 7% of those aged 45-
64 reporting depression. Respondents in 
the SLAN 2007 survey were also asked 
if they had been diagnosed with general 
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anxiety disorder in the past year. It was 
found that 3 % of the overall sample had 
been diagnosed with anxiety, with a 4% 
prevalence rate in the 45-64 age group and 
1 % in the over 65 age group. The results 
from the Respond! survey show quite a high 
incidence of depression/mental illness/ 
anxiety by comparison with national data. 

Whilst the majority (74%) of CAS 
respondents rated their quality of life as 
either good (44.1%, n=130) or very good 
(29.5%, n=87); some rated quality of life 
as poor (6.4%,n=19) or very poor (2.7%, 
n=2). Almost one fifth (17.3%, n=50) rated 
their quality oflife as neither good nor poor. 
The SLAN (2007) survey showed that 90% 
of respondents rated their quality of life as 

either good (50%) or very good (40%). 
This difference of 16% between the two 
surveys is not large considering the high 
rate of disability and illness and the low 
incomes of the CAS residents surveyed. 

Exercise 

Even with a high incidence of disability 
or chronic illness many residents are 
exercising on a regular basis. Field notes 
indicate that walking, which is classed 
as a moderate intensity physical activity 
(working hard enough to sweat, but still 
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being able to carry on a conversation), is 
the most popular form of exercise. It is 
interesting to note that in some cases lack 
of facilities, such as shops and transport 
are actually responsible for the high rate 
of walking. This is the case particularly 
among the respondents from the West 
where field notes show that residents had 
to walk to town to get their shopping due 
to unavailability of transport. 

A daily walk can be beneficial and can 
play an important part in any preventative 
health care strategy. Whilst a daily walk 
is beneficial for those older residents who 
are not able to take part in more strenuous 
exercise. There are those who would clearly 
benefit from a more structured physical 

exercise regime, such as Go for Life. 

A survey of older people in Ballymun 
revealed that barriers to physical 
exercise included facility issues, lack 
of programmes, lack of transport, and 
concerns about their health (Ballymun 
Regeneration Ltd., 1999). Although health 
problems may impede certain sports and 
activities, exercising can reduce age related 
complications such as reduced muscle 
strength, impaired mobility and falling 
(Medical Research News, 2005). 



Muscle strengthening exerCIses help quality of life and wellbeing. Predictors 
Improve balance in older people and 
moderate intensity activities such as 
walking, gardening, and yard work help 
lower the risk of cardiovascular diseases 
(American Heart Association, 2009). 
Exercise can also lower cholesterol and 
blood pressure, increase bone density, 
improve quality of sleep, lower risk of 
depression, and increase social contact 
(VHI, 2009). If exercise is taken with a 
group, it can be an effective means of 
avoiding social isolation. 

In this survey the main reason for not 
taking up exercise is 'not interested' 
(17.8%) which was also highlighted in the 
SLAN survey (2007). It is common for 
older people to lose interest in exercise. 
Participation in physical exercise is shown 
to decrease with age (Irish Universities 
Nutrition Alliance, 1997). Exercise has 
clear benefits for older people and should 
be promoted by service providers. 

Social Isolation 

There is no doubt that for a number of 
residents, disability and ill health restricts 
everyday activity, not only with regard 
to the practicalities of daily life, but also 
social isolation, which in turn affects 

of social isolation are greater age, poor 
health, not marrying, having no children, 
being lonely as a young person, not having 
lived locally, returning to Ireland after 
living abroad and leaving family behind, 
language difficulties, loss of family contact 
due to family dispute, mobility problems 
and lower social classification (Drennan et 
a12008). Many of our CAS residents belong 
to one or more of the above categories, 
putting them at risk of social isolation, 
which in turn can cause poor physical and 
mental health. 

The relationship between 
health and quality of life 

For residents with poor physical mobility 
(35.9%), social engagement can be 
inhibited by the need to plan outings in 
advance. It may also be dependent on the 
availability of resources, such as suitable 
transport. The built environment can also 
disable individuals, in that some buildings 
are not easily accessible for people with 
a physical or sensory disability. Many 

residents surveyed experienced difficulty 
shopping, which is an important form of 
social interaction (Murphy et aI., 2007). 

47 



Residents with a sensory disability (19.2%) 
can experience social isolation as a result 
of: 

o the absence of loop systems within 
public buildings; and 

o avoidance of social gatherings due to 
a) the difficulty in conversing with a 
group and 
b) the erosion of self-confidence and 
self-esteem. 

In the case of vision loss or impairment, 
familiarity with their environment is crucial 
to a person's ability to manage. This can 
also be said of those with dementia. The 
reliance on the security and familiarity of 
ones own home makes staying indoors 

preferable. A deterioration or loss of vision 
can also impact on the individual's ability 
for self care and social interaction and lead 
to feelings of isolation and dependency 
(Murphy et aI., 2007). 

Many (23.5%, n=65) of our respondents had 
difficulty remembering and concentrating, 
a symptom of both early dementia and 
depression. 

For many people with Dementia, and those 
caring for them, the disease is associated 
with a reduction in social contact, possibly 
due to stigma and lack of awareness 
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regarding the disease. Between 2006 and 
2036, the number of people with dementia 
in Ireland is expected to increase from 
37,746 to 103,998. This is an increase 
of 303%, while the total population will 
increase by less than 40%. Dementia 
affects the lives of nearly 50,000 people 
in Ireland who are involved in caring for 
someone with dementia (CSO projections 
2004 by EURODEM and Harvey, 1998). 

A number reported having an emotionall 
psychological condition (16.7%, n=4). 

With regard to depression, one of the 
most important risk factors in old age is 
bereavement or onset of serious illness. 
There is also a strong relationship 
between depression and socio-economic 
status, with people on lower incomes 
experiencing poorer mental health. The 
same can be said for physical illness and 
disability, all of which have been identified 
as being a common occurrence in our CAS 
population. Mental illness often results 
in a contraction of social networks as the 
person who is ill withdraws from family 
and friends (Williams, 2001). 





There is a high incidence of disability 

and chronic illness, with respondents 

identifying a considerable effect on 

activities of daily living. One would, 

therefore, expect a high level of support 

service involvement. However, the 
supports respondents receive is low, with 

only 12.3% in receipt of Home Help and 
2.1 % in receipt of a Home Care Attendant. 

For those accessing community-based 

services the satisfaction level is high, with 

only 15.7% stating they were either' a little 

dissatisfied' or 'dissatisfied'. Field notes 

indicate that the main reasons for this were 

waiting time and the infrequency of the 

servIce. 

Table 17 shows that there is a significant 

difference in the use of community based 

services within regions with respondents 

in the south east accessing services more 

frequently than other regions. 

Table 17: Numbers in Receipt of Community-Based Support Services (n=285) 

: Home Help .. " 

: Home Care 

! Attendant 
r - ~ 

i Befriending 
: Service 

! Voluntary 
I 
. Home Care I 

· Service (ASI/ i 
· I 
~ Carers) . 
· .J 
: Meals on 

· Wheels 

0.8 

0.8 

1.7 

2.5 

i Not receiving i 94.2 
! services I 
L_.~ ~~_~_~.......J, 

50 

1 

1 

1 

3 

113 

South 

East 

% 

21.6 

3.3 

13 

2.4 

5.7 

78.4 

No. 

27 

4 

16 

3 

7 

98 

2.4 

2.4 

2.4 

1.8 

o 

97.6 

1 

1 

1 

1 

o 

41 

Total Total 

% No. 

12.3 

2.1 

6.3 

1.7 

3.5 

88.4 

35 

6 

18 

5 

10 

252 



The higher service take up in the South 
East could be explained by the availability 
of older persons support staff, who identify 
those in need of services. In the South East 
38.3% of respondents receive Services for 
the Older Person, which are not available 
in other areas. These services include 
a befriending service, a Co-ordinator 
for Older People and staff working on 
activation and community development 
aimed at older people. 

Table 18 shows those respondents in receipt 
of support from Respond! Community 
Development staff, with the respondents in 
the West showing the highest involvement 
with residents. This is because in the 
West, community development has been 
undertaken with CAS residents in the 
absence older person support staff. No 
work specifically with the older person 
occurs in the North East and Midlands. 

Table 18: Respondents in receipt of 
Respond! Community Development 
Staff Support, by Region 

I Region jL-I'_O/O]--.Jll_N~o . .JILI 't-=-::o:.::::ta=-:l N:...:..:o:.:J·1 
North East 

South East 

West 

Total 

20.9 

17.2 

33.3 

24 115 

20 116 

13 39 

57 270 

Day Centre AHendance 

Overall 11 % (n=32) of respondents attend 
day centres. Table 19 shows day centre 
attendance for those aged 65 or over. The 
highest percentage is in the West, with 
26.1 % (n=6) of respondents attending, 
followed by the South East, with 21 % 
(n=13) of respondents attending and 
finally the North East, with 7.7% (n=3) of 
respondents attending a day centre. 

Table 19: Day Centre Attendance for 
those aged 65 or over 

1 Region %11 No. 11 Total No. I 
North East 7.7 3 39 

South East 21 13 62 

West 26.1 6 23 

Total 22 124 

Desired supports if health 
deteriorates 

Respondents were asked to choose the 
supports they would like to receive if their 
health deteriorated. Respondents were 
asked to tick as many supports as applied. 
The majority (91.9%) of respondents chose 
at least one of the supports listed in Table 

20. The most frequently selected support 
was 'nursing care and supports in own 
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home,' with 60.3% (n=178) of respondents Table 21: Those who would like nursing 
choosing this. Far fewer, 6.1 % (n= 18), care and supports in own home if their 
would choose to be moved into a nursing health deteriorated, by region 
home, illustrating an overall desire for 
independent living. 

Table 20: Supports if Health 
Deteriorated 

1 Supports % 11 No. I! Total No.! 
More support 
from family 
and friends 

Nursing care 
and supports 
in own home 

Assistive 
technology 

Move to 
nursing home 

49.5 146 295 

60.3 178 295 

38.6 114 295 

6.1 18 294 

The relationship between 
region and nursing care 
and supports in own home 

Respondents living in the West were 
significantly (p<.05) more likely to want 
'nursing care and supports in their own 
home,' with 72.1% (N=31) compared to 
63.8% (N=83) in the South East and 52.5% 
(N=64) in the North East. Table 21 shows 
this. 
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!Region %I! No. I! Total No.! 

North East 52.5 64 122 
South East 63.8 83 130 

West 72.1 31 43 

The relationship between 
region and assistive 
technology 

Respondents living In the South East 
were more likely (p<.Ol) to want assistive 
technology than any other region. Table 22 

shows this. Of those living in the South East 
53.8% would opt for assistive technology, 
compared to 22.1 % (N= 27) in the North 
East and 39.5% (N=17) in the West. 

Table 22: Those who would like 
Assistive Technology if their health 
deteriorated, by region 

1 Region %11 No. I1 Total No.1 

North East 22.1 27 122 
South East 53.8 70 130 
West 39.5 17 43 
Total 114 295 



The relationship between 
region and moving to a 
nursing home 

Respondents in the North East were more 
likely (p<.05) to wish to move to a nursing 
home if their health deteriorated than any 
other region, with 9.9% (N=12), compared 
to 2.3% (N=3) in the South East and 7% 
(N=3) in the West. Table 23 shows these 
results. 

Table 23: Those who would like to 
move to a nursing home if their health 
deteriorated by region 

I Region %11 No. 11 Total No. I 
North East 9.9 12 121 

South East 2.3 3 130 

West 7 3 43 

Total 18 294 

Residents with a personal 
alarm 

Residents were asked if they had a personal 
alarm. A small percentage (8.4%) of 
residents reported having a personal alarm 
and one third (32%) of these had used their 
alarm in an emergency. Table 24 shows this 
information. Residents were more likely 
(p<.Ol) to have a personal alarm if they 

were older. The average age of residents 
with an alarm was 70, while the average 
age of those without an alarm was 61. 
Women were more likely (p<.Ol) than men 
to have a personal alarm (15% compared 
to 4.4%). 

Table 24: Residents who have a 
personal alarm, and have used this. 
personal alarm 

I~~ ~----------------~ 

Personal alarm 

Used personal alarm 

8.4 

32 

25 

8 

The South East had the largest percentage 
of respondent residents with a personal 
alarm (10.7%, n=14), followed by the 
North East (8.2%, n= 10) and the West 
(2.3%, n= 1). 
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Summary 
-~ . - ~- -----1 

.. There is a low uptake of community supports by CAS residents throughout I 

regions. I 
i 

• There are regional differences in the use of community supports, with the 
South East having the highest use of~lJ.-support services. 

.. Only 11 % of CAS residents attend a day centre. 

" CAS residents have expressed a preference for care in the home, if their health 
deteriorates. 

.. Uptake of personal alarms is low but CAS residents have indicated they would 
be prepared to use assistive technology. 
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The survey found that 38.5% of CAS 
residents would consider the use of 
assistive technology as part of their 
future care arrangements, if their health 
deteriorated and it allowed them to remain 
at home. These systems can substantially 
reduce the risk of falls and provide a 
high level of security and sense of safety, 
particularly for the older person. Research 
has shown that falling and having nobody 
nearby to help, is a fear for many older 
people (National Council for the Aged, 
1985). Use of assistive technology helps 
older people to remain independent and 
can delay admission to long term care. An 
audit in the UK found only 1 % of personal 
alarms/emergency pendant users require 
emergency visits (Audit Commission, 
2008). However, there is a low uptake of 
personal alarm systems among Respond! 
residents which is a concern, particularly 
in a population with a high incidence of 
disability and social isolation. Lack of 
information, availability, and affordability 
could account for the low uptake of 
assistive technology among our residents. 

Of particular concern is the low rate of 
residents in receipt of community care 
services. As the majority of CAS residents 

live alone, have at least one disabling 
condition or illness, and are dependent on 
state benefits, one would expect there to 
be a high level of involvement with care 
services, such as Public Health Nurse and 
Home Help. However, the survey shows a 
low take up of such services. 

Research shows that there is a resistance 
among older people to accepting help 
(Murphy et aI., 2007)8. Help from family is 
more acceptable and some would prefer to 
pay for a service than feel beholden. Some 
individuals may be too embarrassed to use 
a Home Help service (NCAOP, 2005). 

8. Accepting health care beyond that given by the family is sometimes seen as an admission of increasing dependence. 
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National Policy 

Central government influences what 
servIces are available to older people. 
The Years Ahead (National Council for 
the Aged, 1988) still informs much social 
policy for older people. It has the following 
objectives: 

o maintain older people in dignity and 
independence in their own home; 

o restore the older person who becomes 
ill or dependent to independence at 
home; 

o encourage support and care of the 
older person in their own community 
by families, neighbours and voluntary 
bodies in every way possible; and 

o provide high quality hospital and 
residential care for older people. 

Under Section 61 of the Health Act 1970 
the health boards were empowered, not 
obliged, to provide Home Help. The Home 
Help service was to be directly organised 
by the new health boards, only if voluntary 
organisations failed to provide these and 
services were only to be provided for those 
who 'cannot have support made available 
to them by their families or neighbours' 
(Lundstrom and McKeown, 1994). 
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Towards 2016 proposes: 

'all relevant public services should be 
designed and delivered in an integrated 
manner around the needs of the care 
recipient based on a national standardised 
needs assessment. Care needs assessments 
should be available in a timely, consistent, 
equitable and regionally balanced basis ... 
ensure service users have access to joined
up, user-friendly, customer-focused service 
consistent with individual needs. ' 

(Department of An Taoiseach, 2006). 

The emphasis on community-based 
services which are person-centered is to be 
welcomed. The provision of home helps 
and home care attendants clearly make 
the difference between remaining in the 
community or admission to long term care. 

However, this vision of a responsive home 
care service has yet to be realised (Ruddle 
et aI., 1997) and many services for older 
people are underdeveloped, fragmented and 
poorly co-ordinated (Browne et aI., 2002). 
In practice, the HSE have a role in providing 
a Home Help Service. However, in the 
absence of a legal obligation to provide this 
service it is vulnerable to underfunding, 
restricted allocation and lack of investment 
(Lundstrom and McKeown, 1994). 



Although only a minority of residents 
receive home care services, those that did 
were dissatified with hours and waiting 
time for services. There is also evidence 
that service users have little opportunity to 
exercise choice with regard to home help, 
with some stating that if they expressed 
a wish to change their home help very 
often this resulted in a withdrawal of 
the service due to lack of available staff 
(Murphy et aI., 2007). 

There is a significant difference in use 
within regions, with those in the South East 
accessing services more frequently than 
other regions. At a local level Respond! can 
work towards ensuring that quality of life 
is maintained by programme development 
and service provision9

• 

Respond! Support Services 

In the South East Respond! provides 
Home Visitation and onsite support 
services. The value of these services 
cannot be underestimated In the 
way they promote interaction, 
alleviate social isolation and deliver 
much needed care. 

Day Centre Attendance 

There are a significant number of 
residents who do not attend activities at 
community buildings/day centres, which is 
disappointing as they play an important part 
in alleviating social isolation and keeping 
people both physically and mentally active. 

9. At national level Respond! will advocate an older person's rights and entitlements .. 
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Housing options 

The majority of CAS residents expressed a 
wish to be cared for at home if their health 
deteriorated, by either nursing care (60.3 %) 

or care by family and friends (49.5%). 

There is a large amount of research which 
shows that both older and younger people 
wish to remain independent in their own 
homes for as long as possible. Most older 
people cherish their independence, even 
if it involves a certain amount of risk, 
and express a clear preference for care at 
home, (Garavan et aI., 2001) as is the case 
in this survey. They also share a common 
concern that deteriorating health could 
force them to move to a nursing home. 
There are powerful social arguments in 
favour of the non-institutional care of older 
persons, and government policy clearly 
prioritises assisting the older person to 
live in the community and be cared for 
in the community (Fanning and Rush., 
2006). However, in many cases, care is 
inadequate (Ruddel et aI., 1997). This 
CAS survey identified that when faced 
with deterioration in health, only 6.1 % of 
people would consider a nursing home as 
an option. 
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Preventing admittance to long term care 
and subsequent loss of independence may 
require a variety of interventions, such as 
housing with provision of community
based supports. Supportive living is a 
philosophy and approach for providing 
services within a housing environment, 
where people can maintain control over 
their lives. 

Supportive living/sheltered housing 
is seen to provide added security and 
peace of mind for the older person and is 
differentiated from more typical housing. 
It, not merely meets a housing need but, 
provides grouped housing with a range of 
support services and assistive technology 
such as: 

c provision of a warden service; 
" provision of an alarm/alert system for 

each resident; 
" communal facilities; 
El daily activities/events; 
" support staff; and 
" telecare and Telemedicine 

Many of our CAS residents requiring 
these supports will have more health and 
social needs. They will, in general, require 
assistance with a wide range of day to 
day tasks, such as personal care, without 
requiring full nursing care. 



In the UK, sheltered housing is described 
as "specially designed accommodation 
available for older people". Services 
available in sheltered housing projects in the 
UK usually consist of communal facilities 
including lounge, laundry, garden and guest 
rooms, security and safety features such as 
a warden or resident manager, and 24-hour 
emergency assistance through each unit 
being connected to a call centre. 

The need for more supportive housing of 
this type in Ireland is likely to increase as 
the number of older people in the population 
is growing, particularly those over the 
age of 75 years. In 2002 over 11 % of the 
population were aged over 65, with 2.6% 
over 80 years. By 2020 this is expected to 
grow to 15.2% over 65 years, and 3% over 
80 years (ISCH, 2005). 

Provision of sheltered housing has the 
following benefits: 

o 24 hour safety and security; 
o the older person is provided with 

choice; 
o there is no premature loss of 

independence; 
o low support housing/assisted living is 

cost effective; 

o it is a preferred option for the majority 
of older people who wish to remain in 
the community; 

o it is a recommendation of the NCAOP 
that these options be developed; and 

o it alleviates concerns expressed by 
the 1996 Commission on the Status 
of People with Disabilities about the 
lack of support services for residents of 
social housing. 

Housing Policy 

The co-ordinated delivery of 
accommodation and care can make a real 
difference to quality of life. However, 
at present, there is a clear demarcation 
between housing and care, with no co
ordination of funding for housing and 
care services for the older person. Whilst 
capital funding may be available for more 
supportive accommodation, very often 
there is no comparable revenue funding 
available for on-going staff costs. 

Towards 2016 outlines a commitment to 

'developing inter-agency cooperation 
where there is a care dimension' 
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Towards 2016 also identifies a range 
of responses to houses for older people 
including; 

.. The availability of a mix of dwelling 
types of good design across all tenures. 

.. For older people on lower incomes, the 
availability of Disabled Persons and 
Essential Repairs Grants Schemes and 
the Special Scheme of Housing Aid 
for the Elderly, which allow people to 
remain in their own homes; 

o The provision of social housing 
including provision through downsizing 
schemes; and 

.. Specific sheltered housing options. 
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When housing and care servIces are 
delivered in an integrated manner they 
can have a positive effect on allowing 
older people to live at home for as long 
as possible (Department of An Taoiseach, 
2006) . 

This survey identifies that supported living 
is in keeping with our residents' wants, 
particularly when they are faced with 
deteriorating health. Sheltered housing 
or assisted living facilities have the 
potential to bridge the gap between living 
independently at home and residential care 
and is preferable to our respondents than 
admittance to a nursing home. 





Respondents were asked to rate the following problems on their estate. Response 

categories were 'Very big problem', 'Fairly big problem,' 'Unsure,' 'Minor problem,' 
and 'Not a problem.' Table 25 shows the problems that residents reported. 

-.J-

Table 25: Neighbourhood problems (n=291) 

Neighbourhood Problem Very big/ I Number! 
Minor I Number I fairly big problem 

problem 

Appearance house/apartment 5.5% 16 6.2% 18 

State of roads/pavements 3.1% 9 9.3% 27 

State of boundaries/fencing 5.5% 16 3.4% 10 
-----

Street lighting .7% 2 4.8% 14 

Litter/rubbish 6.8% 20 12% 35 

Dog dirt 5.8%, 17 6.2% 18 

Roaming dogs 6.2%, 18 6.2% 18 

Graffiti 1.7%, 5 2.4% 7 

'Noise levels 13.4%, 39 7.6% 22 

Drinking in public 7.6%, 22 6.2% 18 

Drug problems 5.9%, 17 3.1% 9 

Safety 5.2%, 15 5.9% 17 

Access to shops 7.6%, 22 3.8% 11 

• Access to public transport 13.7%, 40 5.1% 15 

Access to local health 12.4%, 36 4.5% 13 
services 

Access to leisure facilities 13.1%, 38 3.4% 10 

• Policing in the area 11.4%, 33 8.3% 24 

*Refer to App. A on pg. 90. 

62 



There was a statistically significant 
difference between regions in terms of 
access to public transport (p<.Ol), access 
to local health services (p<.Ol), access 
to leisure facilities (p<.O 1), and policing 
in the area (p<.Ol). Those respondents 
living in the West were statistically more 
likely to experience access problems, 
revealing the lack of transport on these 
estates. However, in some cases the lack 
of transport contributed to the amount of 
exercise residents received. 

From field notes it would appear that the 
lack of transport ensured a regular walk to 
the shops. This can also contribute to social 
interaction. 

Positive aspects of living in 
Respond! accommodation 

Residents were asked to rate a list of 
items, reflecting various aspects of living 
in Respond! accommodation. Response 
categories were 'Excellent', 'Very good', 
'Good,' 'Fair,' 'Poor.' The most frequent 

response for all of these items was 'Very 
good'. Table 26 illustrates the number and 
percentage ofthose who rated the following 
aspects of living in Respond! 'Excellent', 
'Very good', or 'Good.' 

Table 26: Positive aspects of the 
Neighbourhood 

L-___ -.JL-~OA.::.Jo 11 No. 11 Total No. I 

Neighbours 

Distance to 
family 

Design of 
property 

"Garden 

Comfort 

Quiet 

Privacy 

"Heating 

Traffic 

Location 

78.3 227 290 

67.4 190 

80.3 228 

69.6 190 

88.7 250 

84.7 244 

91.3 261 

68.2 193 

81.4 232 

86.1 247 

282 

284 

274 

282 

288 

286 

284 

286 

287 

While these results are on the whole very 
positive, there was a large minority who 
rated garden (18.6%), and heating (19.4%), 
as 'Poor.' 

There is a significant association (p<.Ol) 
between distance to family and contact 
with family. Table 27 shows that those 
who rated distance to family as excellent 
were most likely to contact their family 
daily (48.5%). However, those who rated 
distance to family as 'fair' or 'poor' were 
most likely to be in contact with their 
families on a weekly or monthly basis 
(40.6% and 40.7% respectively). 

*Refer to App. A on pg. 90. 

63 



Table 27: Distance to family by contact with family members 

Distance to Contact with family members 
1F===~==" ______ "'======== __ ~ ____ Br======~ 

family . DaHy3;..4times 

i 
: Excellent 
i 

i 
~1 

Very good i 

iGood 

Fair 

i re ,-c·· 

I Poor 
! 

i 
. Total 
l __ . __ ~ __ . ______ . 
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Access to and use of 
Community Building 
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(n=21) . 

14.1% . 
I 

(n=9) 

15.6%· 
(n=5) 

0%1 
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39: 

Just under half of those in the survey have 
access to a community building (48%) 
meaning that over half (52%) do not. 
Respondents were statistically less likely 
to have access to a community building if 
they lived in the North East (p<.01). Those 

in the West were most likely to have access 
to a community building. Table 28 shows 

these results. 
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Table 28: Access to community building 

by region 

jRegion %jj No.j 
North East 36.1 44 

South East 49.6 64 

West 76.7 33 

Total 141 

Table 29 shows how often respondents 

use the community building. Use of the 

community building is infrequent with 6.6% 
(n=9) using the community building on a 



daily basis. A further 11.7% (n= 16) use the 

community building 2-3 times a week and 

another 11.7% (n= 16) use the community 
building once a week. The remaining 70% 

use the community building less than once 
a week. 

Table 29: Use of Community Building 

How often do y~u use ~~ 
the community building? UU 
Daily 6.6 9 

2-3 times per week 11.7 16 

Once a week 11.7 16 

Once a month 14.6 20 

Less than once a month 6.6 9 

Once a year 14.6 20 

Never use 34.3 47 

Total 100 137 

Reasons for not using the 
Community Building 

There was no single reason why respondents 

did not use the community buildings where 

provided. The following are a selection of 
the responses received. 

'Not interested (13.6%), always closed, 
nothing on, didn't know it was there (7% in 
total), activities don't suit, busy, disability 
(0.7%), medical reasons, don't need at 
present, don't qualify, I go out a lot, just 
moved in, I like to be alone, minding 
grandchildren, not good with people, other 
priorities, too young (1.4%), working 
(1.7%), problem with neighbours'. 

There are 34.3% of residents who do not 
attend activities at community buildings/ 

day centres. This is disappointing as day 

centres play an important part in alleviating 
social isolation and keep people both 

physically and mentally active. 

From field notes taken during the 

Interventions to encourage social interviews, it was identified that some 

interaction such as day centre attendance 

and use of community building had a low 

rate of participation. This is particularly 

significant as Respond! emphasises and 

promotes participation. 

residents were unclear on the use of the 

community building. 
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Summary 

e Respond! CAS residents have a high satisfaction rate with regard to their 
accommodation and neighbourhood. 

" Where problems do exist they relate mainly to infrastructure, for example 
transport and access to shops. 

I!i> Contact with family is influenced by distance - those who live further away 
have less contact. 
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34.3% of residents do not use the community buildings. 

Only 11 % of residents attend a day centre. 



Who do residents rely on in 
cases of emergency? 

Residents were asked who they rely on 
in the case of an emergency. Table 30 
illustrates the results. 

Table 30: Who residents rely on in an 
emergency 

%11 No. 11 Total I 
Family 59.5 176 296 
Friends 23.7 70 295 

Neighbours 30.1 89 296 
Other 12.2 36 295 

Family 

The survey showed that 59.5% (n=176) of 
residents rely on family, making this the 
most popular group for residents to turn to 
in an emergency. The South East showed 
the highest number of residents who would 
rely on their family in an emergency at 
63.4%, followed by the North East at 
56.6% and finally the West at 55.8%. 

Neighbours 

Almost a third (30.1 %, n=89) of residents 
claim they would turn to neighbours in an 
emergency. Again there was a significant 

difference between regions as follows: 
West (53.5%), South East at (32.8%) and 
the North East at (18.9%). This could be 
due to residents' distance to family as those 
in the West, who had the highest reliance 
on neighbours, were more likely to rate 
distance to family as fair or poor. 

This is something that Respond! is in 
a position to influence by increasing 
neighbourhood interaction through 
Community Development and by estate 
design which IS conducive to social 
interaction. 

Friends 

A slightly smaller percentage (23.7%, 
n=70) would count on friends and once 
again there was a significant regional 
difference between the highest and lowest 
as follows: West (37.2%), South East 
(26.9%) and North East at (15.6%). A 
further 12.2% chose 'Other.' 

Across regions 3.7% (n=ll) of respondents 
would not rely on any of the above 
categories, however, these may represent 
a particularly isolated group. Most were 
male (81. 8%) not living with a partner 
(72.8%) and rated their health as either 
'fair' or 'poor' (70%) much lower than 
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compared with the general sample. Ages 
for this group ranged from 47-88, with a 
mean age of 62. 

A similar question, 'how many people can 
you count on if you have a serious personal 
problem', showed that 68.5% (n=202) 
of respondents had between 1-5 people 
they could count on if they had a serious 
personal problem. Approximately 20% in 
each region have five or more people they 
can count on, while between 37% and 42% 
said they had 1-2 people they could count 
on. In some cases analysis of field notes 
show that respondents included staff in the 
absence of family, friends and neighbours. 
The results show that 10.8% (n=32) of 
respondents have no one to count on ifthey 
have a serious personal problem. 
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Table 31: The number of people 
residents can count on with a serious 
problem, by region 

1 North East %11 No. 1 
None 12.3 15 

1 or 2 42.6 52 

3 to 5 25.4 31 

More than 5 19.7 24 

Total 100 122 

1 South East %11 No. 1 

None 10.7 14 

1 or 2 37.4 49 

3 to 5 29.8 39 

More than 5 20.6 27 

Total 100 129 

1 West %11 No·1 
None 7 3 

lor2 37.2 16 

3 to 5 34.9 15 

More than 5 20.9 9 

Total 100 43 

General contact with family, 
friends and neighbours 

Respondents were asked how much 
contact they had with their family. The 
results, as shown in Table 32, indicate that 
the majority of respondents have contact 



with their family several times a week. 
However, some respondents have less 
contact with their family monthly (7.9%), 
yearly (3.8%) or never (10.7%). A large 
minority (10.7%) have no contact with 
their families. Regionally those that do not 
have any contact with their families are: 
South East (8.6%) North East (11.7%), and 
West (14%). 

Those residents who have contact with 
their families daily or 3-4 times a week by 
region are as follows: (NE) 47.5%, (SE) 
48.5% and (W) 28%. 

Those who only have contact with their 
families 1-2 times per week by region are: 
(NE) 11.7%, (SE) 14.8% and (W) 16.3%. 
This means that in each region many 
residents do not have frequent contact with 
their family. 

There is a correlation between contact with 
family and distance to family, as stated 
previously. Those that rated distance to 
family as fair (20.9%) and poor (11.7%), a 
total of 32.5%, are the same residents who 
had poor family contact. 

Table 32: Contact with family (n=296) 

How often do you Du have contact with your 
family? 

Daily 34.1 99 

3-4 times per week 11 40 

1-2 times per week 13.8 32 

weekly 18.6 54 

monthly 7.9 23 

yearly 3.8 11 

none 10.7 31 

Table 33 shows the number of people with 
disabilities who only have contact with 
families monthly, yearly, or not at all. In 
total, 20% (n=36) of respondents with a 
disability do not contact their family at all. 

Combined with the absence of community 
based supports such as home help, this 
group of people are at a high risk of failing 

I i· 

in their wish to remain in the ,home. 

\ 
:, \. ,), 
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Table 33: Contact with family by disability 

Contact monthly, 
yearly or none 

1 Condition 

Blindness, deafness or a severe vision or hearing 
impairment 

Condition limiting one or more basic physical activity such 
as walking, climbing stairs, reaching, lifting or carrying 

Learning or intellectual disability 

Psychological or emotional condition 

Other, including chronic illness 

%11 
26.8 

20.6 

38.9 

28.6 

27.5 

No. 11 Total I 

15 56 

21 102 

7 18 
14 49 
25 91 

Table 34 shows the amount of contact frequent contact with their friends. 63.8% 
respondents have with their friends. The of respondents contact their friends more 

results show that most respondents have than once a week and over a quarter see 
their friends on a daily basis. 

Table 34: Contact with friends (n = 295) 

How often do you Du have contact with your 

fri~nds? 

paily 26.8 79 

1-2 times per week 21 62 

3-4 times per Week 16 49 

Weekly 15.6 46 

Monthly 5.4 16 

Yearly 1.4 4 

None 13.2 39 
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More worryingly are the 5.4% who only 
contact their friends monthly, the 1.4% 
who see their friends yearly and the larger 
proportion (13.2%) who do not have 
contact with their friends. This means that 
a total of20% of residents are not in regular 
contact with friends. 

As can be seen from Table 35, almost 
half (45%) of respondents are in contact 
with their neighbours on a daily basis. 
Combined with contact 3-4 times per week 
this level rises to: South East (63.3%), 
North East (50%) followed by 48.8% in 
the West. Another 25.1 % are in contact 
with their neighbours more than once a 
week, while 16.5% are in contact with 
neighbours once a week or less. A large 
percentage (29.9%) either only see their 
neighbours once a week or once a month, 
whilst 13.4% of respondents are not in 
contact with their neighbours at all, which 
is cause for concern, particularly in light 
of the community development ethos of 
the organisation. As previously stated, 
Respond! is in a position to significantly 

influence neighbourhood interaction 
through Community Development/Estate 
Management and by estate design. 

Table 35: Contact with neighbours 
(n = 291) 

How often do you Du have contact with your 
neighbours? 

Daily 45 131 

1-2 times per week 14.4 42 

3-4 times per week 10.7 31 

Weekly 14.4 42 

Monthly 2.1 6 

None 13.4 39 

An Isolated Minority? 

The results show that 2.4% of residents 
are not in contact with family, friends, or 
neighbours. The mean age for this group 
is 65, with ages ranging from 53-80. There 
does not seem to be serious health problems 
in this group, with 57% rating their health 
as either good, very good or excellent and 
the remainder rating their health as fair. 
There were several disabilities however, 
including a hearing or visual impairment, 
a condition limiting one or more physical 
ac:.:tivities, and 'Other', including chronic 
illness. Although this cohort is isolate~, 

the groups' Health and Vitality score (63.3) 
and Psychological Distress score (75) wfls 
in line with the rest of the sample, and in 
fact slightly better than the overall average. 
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Respondents were asked whether or not 
they had felt lonely in the past four weeks. 
32% of respondents indicated they had felt 
lonely. Age was not a factor, but those with 
a condition affecting daily activity were 
significantly «.01) more likely to have felt 
lonely in the past four weeks. The same 
was true for those with a psychological or 
emotional condition. 

Quality of Life 

Whilst the majority (73.6%) of our residents 
rated their quality of life as very good 
(29.5%) or good (44.1 %), a considerable 
number rated quality oflife as fair, (33.9%) 
or poor (12.3%). A survey of Respond! 
CLSS residents (McKeown et aI., 2008) 
identified a high proportion of residents 
who rated their quality oflife as fair or poor 
(14%) but the percentage is much higher 
among CAS residents (46.2%). 

Feelings of loneliness 

The total response to this question shows 
that 32% of respondents felt lonely in the 
past 4 weeks. Age was not a statistically 
important factor in this. However, 
crosstabs show that respondents with a 
'condition limiting one or more physical 
activities' (35.9%, n=106) and those with 
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a 'psychological or emotional condition' 
(16.7%, n=49) are statistically more likely 
to have felt lonely in the past four weeks 
(p= <.01), as was found in the group 
without contact with friends, family, and 
neighbours. 

Section D: Well-Being 
- Involvement in the 
Community Membership of 
clubs, societies, and groups 

The results show that 44.3% of residents 
are members of at least one group. These 
groups are detailed in Table 36. The biggest 
group was church/charities with (20%), 
followed by sports/social clubs, with 
(15.9%). Just over 10% of residents are 
involved in community/residents' groups. 
This percentage is small considering they 
are living in voluntary housing where 
community participation is emphasised. 
A small percentage of respondents (6%), 
attend evening classes. The smallest group 
are those who are members of political 
parties (4.2%). 



Table 36: Membership of Clubs 
Societies and Groups 

C1ubs!Societies! 11 ,[::J0 • [Total I 
Groups 

---~--- -
Sports/Social clubs 15.9 46 290 

Political parties 4.2 12 285 

Community/ 10.6 30 284 
Residents groups 

Church/Charities 20 57 285 

Active Retirement 11.7 33 283 
groups 

Evening classes 6 17 284 

When looking at these results it is important 
to remember that 55.7% of respondents are 
not members of any group/organisation. 
Very few residents were members of clubs 
or organisations or Active Retirement 
Groups, which can play an important role 
with regard to social engagement and 
empowerment, in that they are an avenue 
for older people to express their views. 

Table 37 below shows the clubs, societies 
and groups which are significantly 
associated with age. As can be seen from 
Table 37, older respondents are more likely 
than younger respondents to be members of 
sports/social clubs, community/residents, 
and church/charities. 

Table 37: Membership of Clubs, 
Societies and Groups by Age 

Clubs/Societies/ Mean Mean 
Groups Age (Yes) Age (No) 

Sports/Social 65.4 61 
clubs 

Community/ 66 61 
Residents groups 

Church/Charities 66 60.4 

Of those who are not members of any 
group, 49.1% are from the North East, 
41.2% are from the South East and 9.7% 
are from the West. 

There were significant differences by region 
for certain organisations: Community/ 
residents groups (p<.Ol) were the most 
popular in the West, Church/charities 
(p<.05) were the most popular in South 
East, and Active retirement groups (p<.O 1) 
were the most popular in the West. 

Voluntary Work 

Table 38 shows the amount of voluntary 
work taken up by residents in the last 4 
weeks. Results show that most (86.2%) 
residents surveyed had not done voluntary 
work in the past four weeks. However, 
females were significantly (p<.01) more 
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likely than males to have done voluntary 
work (64.1 % compared to 33.3%). Age 
was not a significant factor in voluntary 
work. 

Table 38: The number and percentage 
of residents who have done voluntary 
work in the last 4 weeks 

[§~n~~~y work? 

Yes 

No 

Summary 

~QiJ~ 
13.5 39 

86.2 249 

----.-~~------ -~------------~------~'-----------~---------------~-------------r 

A high proportion of residents do have people they can rely on in an I 
emergency. . 

~ Those in the South East would appear to have the highest rates of contact with 
family, friends and neighbours. 

.. Many residents with a disability do not have regular contact with their 
families. 

.. There is an isolated minority who do not have contact with family, friends or 
neighbours. 

.. 32% of residents had felt lonely in the past 4 weeks. 

.. There is little participation in community groups or voluntary work. 
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Having a good quality, affordable home is 
essential for both survival and well-being. 
Maslow argues that the basic need for 
shelter must be met before higher needs may 
be satisfied (Maslow 1943). This survey 
has identified a high level of satisfaction 
with Respond! accommodation. All 
CAS estates were visited and many CAS 
residents expressed their satisfaction with 
the accommodation. Residents were asked 
to rate their satisfaction with particular 
aspects of their accommodation and their 
estate, such as appearance of property, 
noise levels, and litter. The most frequent 
response for all of these items was 'Very 
good'. Some comments included 'The 
apartment couldn't be better', and 'I am so 
grateful to be living in a place like this'. 
Where problems do exist they relate mainly 
to the local infrastructure, such as lack of 
transport and access to shops. Residents 
were also given an opportunity to rate estate 
characteristics such the design, location, 
privacy, and heating. Once again there 

was a high level of satisfaction amongst 
residents. 

The survey indicates that residents in the 
West were more likely (p<.05) to rate 
design negatively, with 34.1 % choosing 
either fair or poor for this item. 

However, while these results are on the 
whole very positive, there was a significant 
minority who had problems with noise 
(13.4%) and transport (13.7%) and who 
rated garden (18.6%), heating (19.4%),' 
and distance to family (20.9%), as 'Poor' 
or 'Fair.' 

Similarly prOVlSlon of a community 
building or day centre, with a planned 
programme of usage, can impact positively 
on the lives of CAS residents. It provides 
opportunities to keep physically and 
mentally active, a space for social 
interaction and also a place for service 
provision i.e. chiropody. Also worth noting 
is that day centres provide a much needed 
respite for families involved in the care of 
an older person. It gives carers a 'welcome 
break'. At a basic level sometimes day 
centres and activity programmes are simply 
a 'reason to get up' . 

G Only half of our CAS residents have 
access to a community buildinglo. 

" There is a low day centre attendance 
rate among CAS residents. 

10. From interview notes it would appear that some residents were unclear regarding the use of community buildings and felt that 
there was 'nothing going on' there. 
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Well-being and supports 

The survey sought to assess the support 
networks that were available to CAS 
residents. The survey shows that the 
majority of residents are in contact with 
family, friends and neighbours. However, 
the survey also identified an isolated 
minority who are experiencing social 
isolation. In the South East Respond! has 
been able help alleviate social isolation 
by providing Home visitation and onsite 
support services to residents. 

Respondents' well-being and satisfaction 
with Respond! estates and neighbourhoods 
is encouraging, even if health is rated as 
fair or poor among residents. This is also 
supported by a Cork survey of female 
residents in Blackpool which identified 
greater satisfaction levels with regard 
to services (Willows, 2007). This was 
accounted for by the level of service 
provision i.e. staff support and availability 
of day centre activity/organised activity. 

Many of this survey's respondents have 
regular contact with their families. During 
interviews residents talked about their 
families and for some they were the main 
focus of their lives. When families are 
involved they clearly make a difference to 
the level of social interaction and quality 
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of life of an older person. Rosenmayr 
suggests that the preferred option for older 
people is to live alone, but to have their 
families nearby, in what she calls 'intimacy 
at a distance' (1977). Having family close 
by is especially important where care IS 

involved. 

Family and friends are central to care, 
orgamsmg services, help at home, 
providing support in activities of daily 
living, and providing emotional support. 
Living at home would not be an option 
without such supports (Murphy et al., 
2007). As identified earlier, care by family 
is also the option preferred by older people. 
In fact 20% of all care undertaken in the 
European Union is informal care (Timonen, 
2008). 

However, there has been increasing 
concern regarding the capacity of families 
to care in light of the long term impact of 
demographic changes i.e. increased life 
expectancy, relocation of families, changes 
in the dependency ratio (balance between 
young and old in the population) and 
labour market participation of women. In 
particular, divorce may fragment families 
which could impact on the level of care 
provided by spouses. These changes may 
contribute in making contact and caring for 
an older relative difficult. 



It is also the case that, whilst men do 
undertake care, it is women who are 
providing significant amounts of care. 
Timonen (2008) identifies what she calls 
the 'Sandwich generation', a group of 
people who have care responsibilities for 
both their own children, their parents and a 
paidjob. This dual role has implications for 
the whole family, with research identifying 
high stress levels among carers, disruption 
of family life, lack of hobbies, and loss of 
career opportunities (Phillips et aI., 2002). 
Therefore, when families care, we cannot 
assume they do it without great personal 
cost. 

A commonly held assumption is that if 
formal care is introduced, it diminishes 
family responsibility and replaces care by 
family. However, there is strong evidence 
to suggest that the introduction of formal 
care creates a 'division of labour'. For 
example formal home care services are 
more likely to provide support in the 
area of activities of daily living/personal 
care. This then allows care provided by 
families to focus on companionship and 
domestic tasks (Mote1-K1ingebiel et aI., 
2005). Formal care can then be seen as 
supporting and enabling families rather 
than undermining them. 

Hea1thcare policy is also heavily reliant on 
the family for provision of care. Towards 
2016 states: 

'The use of community and home-based 
care should be maximised and should 
support the important role of family and 
informal care '. 

However, a number of respondents did not 
have people they could rely on or have 
regular contact with family, friends and 
neighbours. It is for this group of people 
that formal care is critical. It is easy to see 
that this group are at a high risk of social 
isolation and loneliness. 

Murphy et al. (2007) states that many older 
people lamented the loss of social practices 
such as making social visits, citing that 
'people are just too busy now'. A Help the 
Aged poll (2008) found that 48% of older 
people relied on television as their main 
form of company. 

Regional differences were identified in the 
level of contact with family, friends and 
neighbours. The South East has the highest 
level of daily contact. 

( 
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Whilst Respond! cannot directly influence 
the amount of contact residents have 
with their families, interaction can be 
encouraged and developed by support 
staff. There is evidence to support the idea 
that dedicated Respond! staff working with 
the older person have done this. There is 
a higher uptake of social services and a 
higher rate of social interaction in the South 
East, than in the West or North East, which 
has fewer staff working with older people. 

Staff support includes: 

(l The provision of planned activities and 
programmes designed for the older 
person; 

(l The provision of Home Visitation 

servIces; 
'" Establishing links with families/liaison 

with families/main carers; and 
.. Identifying those residents in need of 

further services (signposting) before 
further problems arise. 
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Some residents have little or no contact 
with friends and neighbours and may not 
be in a position to be cared for by their 
families, due to distance (particularly in 
the West) or estrangement. It is particularly 
important that Respond! identify this at -
risk group and take action to ensure that 
these residents continue to remain in the 
community with a good quality of life. 



Recommendations 
r-'-"-- -~ --.- --.--.. -... -----.. --- -----. -----.--..... -. ---- .----.---.. -- .. ----.-- ... -.- .-- ----··-1 

l) Development of good relationships with families and health care professionals 
involved in the care of residents is required. 

G Consideration be given to the development and expansion of the befriending 
service and support service currently delivered by Respond! in order to 
address the 'hit and miss' nature of current voluntary and statutory agencies. 

o A training and development programme should be set out for all staff working 
with older people. 

" Continued provision and expansion of person-centred day services i.e. day 
centre, activity programmes, care services, is required. Services should be 
flexible, individualised and should 'pick up the slack' created by lack of social 
support networks and community-based services. 

" Development of education/life-long learning initiatives that recognise 
that older people have an appetite for learning. Towards 2016 supports 
development in this area by proposing that older people should be encouraged 
to access further and higher education. 

<5 Action is required to improve transport links to CAS estates by liaison with 
relevant external agencies. 

() Action is required around development of staff support services for older 
people nationally with an emphasis on activation, alleviating social isolation 
and sign posting to appropriate services. 

(; Consideration to be given to the provision of a home care service delivery 
directly by Respond! in the absence of family and existing care services. 

" Introduction of quality standards to ensure service provision is meeting need. 
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In recent times, discourse about ageing has 
be,en centered on such themes as diversity, 
demographics, ageism, supports, services, 
quality of life and active citizenship. 
This has brought about many positive 
developments for the older person including 
the 'Fair Deal' Scheme for nursing homes, 
the establishment of Health Information 
and Quality Authority, a Review on the 
Implementation of the Home Care Package 
Scheme and the development of a National 
Positive Ageing Strategy. 

There has also been recognition of the 
need for changes in the law with regard 
to capacity and elder abuse, and the need 
for a legal framework and protections in a 
growing sector, including the Law Reform 
Commission Paper, The Legal Aspects of 
Carers. The Respond! survey has touched 
on many of these issues, seeking to identify 
older residents' needs, and help to bring 
about improvements. The survey findings 
will enable better designed and developed 
programmes for improving activity rates 
and empowering older people to make 
positive changes in their everyday life. 

This is particularly the case with regard 
to the provision of information. There is 
a clear need for ensuring our residents are 
kept as fully informed as possible regarding 
entitlements and services. 

The survey also acted to illustrate the state 
of health and well-being among our older 
residents. Findings demonstrated a high 
level of satisfaction among older resident 
when asked about their accommodation. 

The survey identified the level of residents' 
support networks, and those in need of 
support. This will enable Respond! to 
work in partnership with family, friends, 
carers, and formal supports and services to 
alleviate social isolation, improve quality 
oflife and facilitate independent living. For 
older people independence is associated 
with being able to live in their own homes, 
as well as to participate in all aspects oflife 
and society (Larragy, 2009). 

We seek to enable independent living for 
as long as possible in accordance with the 
person's wishes. This ethos, accompanied 
by the survey findings, informed the 
development of a National Older Persons 
Strategy. The strategy aims to contribute 
to improving the quality of life for older 
residents living on our estates. Using a 
person-centred approach; the strategy 
provides a clear path for Respond! and 
ensures that older residents are included 
and can participate in service development 
and provision. 
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The publication of the strategy is an 
illustration of the recognition Respond! 
has made that older residents are a diverse, 
distinct group to be valued and supported. 
We aim to ensure that resident's skills, 
as well as their needs, are identified and 
utilised appropriately to enable people 
to see their worth and encourage them to 
contribute both to life on the estates and, to 
society more generally. 

It is important that the gains made by older 
people are not lost during times of economic 
change. Respond! advocates for the 
preservation and maintenance of services 
affecting older people. Many community 
services and state entitlements support 
and maintain Respond! 's most vulnerable 
residents in their home and community. It 

is important that these continue into the 
future. 
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Glossary 

1. Life expectancy - the average observed 
years of life from birth or any stated 
age. 

2. Quality of life - an individual's 
perception of their position in life, in 

the context of culture and value system 
in which they live and in relation to 
their goals, expectations, standards and 
concerns. It is a broad ranging concept 
and is affected by the persons physical 
health, psychological state, level of 
independence, social relationships, 
personal beliefs and their relationship to 
salient features of their environment. 

3. Capital Assistance Scheme - This 
scheme is funded by the Department 
of the Environment, Heritage and 
Local Government. First introduced 
in 1984, CAS funding has been used 
by housing associations who provide 
accommodation in the form of one and 
two bedroom unitslhouses for those 
with specialist housing needs such as 
the elderly, people with disabilities or 
the homeless. 
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4. Activities of daily living - Activities 
you usually do during a normal day 
such as getting in and out of bed, 
dressing, bathing, eating, and using the 
bathroom. 

5. Health and Vitality Index - Two 
scales measuring health were used 

in this study. Both were taken from 
the RAND SF-36 questionnaire, 
which was also used in the SLAN 
2007 survey. The questionnaire, in its 
entirety, looks at eight health concepts: 
physical functioning, bodily pain, role 
limitations due to personal or emotional 
problems, emotional well-being, social 
functioning, energy/fatigue, and general 
health perceptions. The following sub 

sets were used for this study: the Health 
and Vitality Index (which measures 
energy levels) and the Mental Health 
Index - which measures psychological 
distress. Both of these scales are proven 
to be reliable. 



6. Functional status - a person's ability 
to perform the activities necessary to 
ensure well-being. Conceptualised 
as the integration of three domains of 
function: biological, psychological 
(cognitive and affective) and social. 
Functional assessment is derived 
from how the interrelationship of 
these domains contributes to overall 
behaviour and function 

7. Well-being - The state or condition 
of being well; welfare; happiness; 
prosperity 
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Table 25 & 26 definitions 

o Noise, This was coming from other 
apartments, which was reported to 
have been due to lack of soundproofing 
within apartments, rather than noise 
caused externally by anti-social 
behaviour. 

" Policing, which could be accounted 
for by the lack of appropriate police 
response in one particular estate. 

o Transport - The need for public 
transport, by way of either a 
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Respond! bus or liaison with local 

bus companies to start a route to 
their estate was identified. Transport 
is a key factor in preventing social 
isolation as it increases access to 
services (an important enabler for social 
interaction). Lack of transport and 
access to public services also increases 
hardship for those less well off and 
less active as they are unable to shop 

and access community based services 
i.e. chiropodist, dentist (Treacy et aI., 
2004). Many CAS residents also felt 
the need for a local shop (possibly 
located in the community building) 
within the estate to provide for those not 
able to get about easily. 

o Heating - field notes identify that 
a major case of dissatisfaction with 
heating can be put down to the cost 
of storage radiators. Those with gas 
heating were much more likely to rate 
the heating as good. In the past it has 
been identified that there is a lack of 
understanding around the use of storage 
radiators and an education programme 
around the use of storage radiators 
would certainly do no harm. 

" Garden - Many residents expressed a 
wish for a garden or a private space or 
their own, which is not achievable for 

those living in apartments. Provision of 
a shared garden can still give residents 
access to a garden and it also expands 
the opportunities for social interaction 
with other residents. 
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