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ABSTRACT

This study explores the experiences and challenges of socially isolated older people in
navigating and accessintpe health care system. Understanding the specific issues
confronting these individuals will inform the development of more appropriate models of
communitybased aged care. An extensive literature review identified many areas of
research into social isdlan of the older person, but minimal research was located that

dealt specifically with how this cohort accesses and navigates the health care system.

Key words: social isolation, older person, aged, access health/medical services, aged care
Objective: This research reports findings from a stuthat exploredthe challenges
experienced by socially isolated and unwell older people as they attempted to access the
health care system.

Design A longitudinal qualitative, interpretive study usingcanstructivi$ grounded
theoryapproach with irdepth interviewing.

Setting: This study was conducted in metropolitan Brisbane, with frail elderly people who
were accessed via thé&xeneral Practitionei3P) service.

Participants: Six participants who met pi@etermine selection criteria were invited to
participate in this longitudinal studynd interviewed three times over aeilghteeamonth

period

Findings: Fear emerged as a common experience embracing aspects of daily life such as
depletion of social networks, beimigpendent on others, loss of mobility and diminishing

ability to drive. Inadequate or unreliable public transport resulted in extended waiting



times to attend medical appointments. Disillusionment and anger were responses to ageist
attitudesthatengendered feelings of invisibility and powerlessness.

Conclusions Through efforts to address the specific issues of olgeople living
independently, this study highlights the suffering experienced by those who are socially
isolated and lack the knowlgd, skills, physical wellbeing and support to locate and access

relevant health services.



CERTIFICATION OF DIS SERTATION

| certify that the ideas, experimental work, results, analyses, software and conclusions
reported in this dissertation are entireigy own effort, except where otherwise
acknowledged. | also certify that the work is original and has not been previously

submitted for any other award, except where otherwise acknowledged.

Signature of Candidate  Date

ENDORSEMENT

Signature of Supervisor/s Date



ACKNOWLEDGEMENTS

Nurses are often in a unique position to be closely involved with their patiemish
enablestheth 0o see through the fa-ade of some p
relationships often lend themselves to identification of issues beyond the realm of physical
illness commonly encountered in general practice. This research evolved out of such
interactions and would not have been possible without Fay, Win, Bette, Ken, Monica and
Shirley. Heartfelt thanks to all of you for your willingness to be a part of this project and
most importantly for allowing me into the most personal aspects of your liiase been
humbled by your continuing determination and courage and hope that this research, and
the two published journal articles arising from it, are worthy of your trust in me to

accurately portray your experiences.

During a journey such as thisiany people, either purposefully or inadvertently, become
part of the structure that underpins and assists its development until completion.
Throughout my academic journefrom an undergraduate studenttbe University of
Southern QueenslandU$Q to a novice researcherProfessor Cath Roge@lark, my
principal supervisor for this research, has seen qualities and abilities in méakagdt to

see | sincerely thank you Cath for believing in me and encouraging me to embark on this

journey and for contiuing to support and guide me to its completion.

Many people have assisted me on this journey. Each one dfagmy sincere gratitude
However, | owe special thanks to Dr Christina Victor (Professdesbntology and

Health Services Research, Head of School of Health and Social Care, University of



Reading), DrColin Greaves Research Fellow in Primary Care, Peninsula Medical
School),Dr Max Van Manen (Professor Emeritudniversity of Alberta) andProfessor
Colleen Cartwright (Director, Aged Services Learningnd Research Collaboration
Southern Cross Universitpustralig, all of whom were willing to offer advice and

guidance in the iniéil stages of this research project.

Very ecial thanks to an extraordinary person and close friend, Dr Dawn Francis, who has
been a source of strength through the highs and lows of my personal, professional and
academic challenges. Without your love andquestioning faithl would not have

completed this journey.

Last but by no means least, | offer my love and gratitude tgangnts Eric and Joyce
Vincent and especially myusband Nigeland daughters Claire and Erin tbeir ongoing

and wholehearted support and tolerance of
throughout my undergraduate and post gadellacademic pursuits. You hasieown me

how true unconditional love endures.



CONTENTS

N 0] 1= ox PP TR L
Certification Of DISSEIAtION........uuuuiiiiee et rree e e e e e e e e eeeeeeeeanae L.
ACKNOWIEAGEIMENTS ...ttt ettt e e e e e s ettt e e et e e e e e e e e e e e e e e s s e e e eeeas v
(7o) 41 (=] 0| £ TP UPPPPPTT Vi
LiST Of FIQUIES. ..ot e e ettt ettt e e et e e e e e e e e e s smmt e e e e e eaeaeeeeeas Xi
IS A0 1= 1o =2 SR Xi
List Of ADDIEVIALIONS ....cciiiiiieieii i eeee e eeea bbbt e e e e e e e e s senee e Xii
Chapter One: ReSEaArCh FOCUS.........uuuiiiiiiiiiiiie e 1
O o (= = o = PSP 1
1.2 The RESEAICNEL..... it et aeeenans 2
1.3 Research Background.............ccocoviiiiieeeiii e A
1.4 AIMS Of the RESEAICH.......ccciiiiiii e 5.
1.5 The Research QUESTB..........ccouuuiiiiiiii e e e e e 6
1.6 ThEOretiCal STANCE.......ciiiieiiiie ettt et e e 8
1.7 Overview of the ReSEarChL..........ooouuii i 9
1.7.1 Chapter Two: Literature REVIEW...........covuuiieiiiiieeeeeei e e e e e 9
1.7.2 Chapter Three: Theoretical Frandniglethodology............oeviiiiiiiiiiiiiennee! 9
1.7.3 Chapter Four: MethQd.............ooiiiiiiii e 9
1.7.4Chapter Five: Data ANAlYSIS.......cccouuuiiiiiiiiieiiie et 10
1.7.5 Chapter SiX: DISCUSSION. .......uiiiiiiie e e e e e e e e e e eaanas 10
1.7.6 Chapter Seven: Recommendations, Implications for Practice and
(@] [ox 11 5] o] o PR 11
IR S 0] T £ [0 o 11
Chapter TWO: LIiterature REVIEW ..............oevviiiiiiiiiimmeeeeeeeeeeetie e ernaaae s 12
P28 1 g 0 T U Tod 1 o o 0 12
2.2 Timing of the Literature REeVIEW.............cooviiiiiiiiicee e 13
pZ2RC IS To Tox = L T ] 1 o ) 14
2.4 The Emergence of Theories of Social Isolation................cccovveeeiiiiieeeennnn... 17
2.4.1 ACHVITY TREOIY ... 17
2.4.2Disengagement TREOLY........iiiu it e e 18
2.4.3 CoNtINUILY TREOIY.....cieeiiiie e 19
2.4.4 Age Stratification THEOLY..........uiiiiiii e 20
2.4.5 The Political Economy Of Old AQe........couuiiiiiiiiiiiiicee e 20
2.4.6 Gerotranscendence TREOIY.........viii i 23
2.5 Factors Contributing to Social Isolation in Older Peaple................ccoevvieennnnn. 24
2.5.1 Transport and Community Mitity to Reduce Social Exclusian................ 25
2.5.2 Information Technolo@y A Barrier or Blessing?...........ccooovvvvviiiiiienneenenns 27
2.5.3 Fear of Crime Increases 1Solatian..............ovvvveiiiineniiii e 33
2.5.3.1 Social and Cultural Significance of Fear of Crime..........ccccceevveiiieenes 34

vi



2.5.3.2 Fear of White Collar Crimie. ... ..o et 36

2.5.3.3 Perceptions of Victimisation Linked to Crime..............ooeeevvieeecceeennnn. 37
2.5.3.4 Fear of Crime and Neighbourhood Attachment..................ccoeeeeennn. 38
2.5.3.5 Lifestyle Modificatiah A Response to Fear of Crime?............cccccennn. 40
2.5.3.6 Social Law and Order Campaigns arshFof Crime..............ccevvvvveeee. 41
2.5.3.7 The Invisibility of the Aged in IsolatbDying Alone.................ccco.... 42
2.5.4 The Impact of Nutritional Status, Health and Eating Alone..................... 45
2.5.4.1 Reduced Mobility and Dexterity and Access to Food Supplies and
SUPPHETS. ... e e e 46
2.5.4.2 Loneliness and Meal Fellowship..............coovvviiiiciiecceceeeie e a7
2.5.4.3 Physiological and Sensory Deficits Associated with Eating.............. 48
2.5.5 Depression and Social Isolation...............ccceiiiveeeii i 49
2.5.6 Hearing and Visual Impairment..............oooiiiiiiiionneee e 54
2.5.7 Cultural Diversity and its Influence on Perceptions of Loneliness, Social
Isolation and Health.............cooooii e 57
2.5.8 Ageism and geist AtItUAES..........uviiiiiiii e 62
2.5.9 Social Isolation and the Impact of Trivial Events...........cccccoooeviieeeennnnnnn. 65
2.6 Social Isolation of the Older PergoA Global Issue.............cccccceeiiiiiiieeeennnnnn. 67
2.7 Attempts at @ SOIULION........cooiiiiiii e 70
2.7.1 The International Ar€Na...........cceuuuiiiieeiiieieeie et eeeene 70
2.7.2 Local Brisbane Metropolitan Arfa............ocoovevuiiiiieeeneeiieiiiie e 73
2.8 Summary of Literature REVIEW...........cccciviiiiiiiiieeee e 82
pZ e B o] o [od 1] o 84
Chapter Three: Theoretical Framing of Methodology.........cccccooeeeeeiiiiiiiieeen e 85
G 700 111 o o [ ox 1 o W 85
3.2 Methodologg® Linked t0 AIMS.......couiiiiiii e e e e 38
3.3 Methodological Links to Theoretical Assumptions and Nursing Research....92
3.3.1 Why Qualitative ReSearch?...........ccoouiiiiiiiiee e 92
3.3.2 Qualitative Research in NUISING...........ii it 94
3.4 Variations within Qualitative ReSearch.............ccooevvieiiiieiiiiieiieeeieeeeeees 96
3.5 Grounded Theory: Classic or Broader Interpretatian?..............ccccvvvucennnenee. 97
3.6 Grounded Theody A General Inductive Approach?..............cccoeceviiieeeninnnn.n. 100
3.6.1 Choice of MethOd...........coovuiiiie e 104
3.6.2 Methodological Links to Personal Predilectians..................cccvveeeeeennnn. 105
3.7 Grounded Theory as a Constructivist Research Paradigm......................... 109
TS I @] T 113 o o ST 113
Chapter Four: Method and Research DeSIgIL...........uuuuuiiiiiiiiiiiceeiiiiieeeieeee e ee e 114
g R 1 0 To [ o 1o ] WU 114
4.2 DeSIgOf the STUAY......ccoiiiiii e 115
4.2.1 NUISe VErsuS RESEAICHEL...........ii i 116
4.3 Selection and ReCruitment ProCESSES. .......covvvuiiiiiiiiieeeeiiii e 116
4.4 Sampling Method....... ..o 117
o [0 K5 o] I o 1 = 4 - 118
EXCIUSION CHLEIIA. .. . et eeeaens 118
4.4.1 THe PartiCiPantS.........ooeeiieiiiiie e eeeee et ee e 120
4.5 Ethical CoNSIAEratiONS.......cccuuiiiiiieeeiiee et eaa e 121
ST N [ 0] (0] 1 4 [=To [N @ T 1ST= o | P 123
4.5.2 Maintaining Confidentiality and ANONYMItY.........cccovevviiiiiiiiieeiieecieeenn, 125
4.5.3 Risks and Benefits of Qualitative Research...............cccccoveeeiiiiiinnnnnn. 127

vii



4.5.4 Setting for the INTEIVIEWS........cccuuieiiii e 129

4.5.5 Conducting the INtErVIEWS..........cceuuiiiiiiii e e ee e 129
4.5.6 INtervieWING StYIE...... oo 130
4.6 Stakeholder CheCKS..........uiiiiiiie e 132
4.7 Process of Data Collection, Coding and Commencement of Analysis........ 133
4.7.1 Sampling: Selective/Purposeful/Theoretical.............ccoccvvviieeeriiiieeennnnn.. 136
A oo [ o PRSP PR 137
4.7.2.1 Open/Lindy-line Coding...........covvviiiiiiiiiiiimcre e eeerannes 137
4.7.2.2 1N VIVO COUING. ...ttt ieetsseeee ettt e e e e e e e e e e st e e e e e e e e e e e e e e e e e 140
4.7.2.3 Axial/Theoretical COAING.......cccoeeeiieeiiiiiiiieeee e 140
A.7. 2.4 IMIBIMOS. ....ceeieiii et eeeea et e e et et emee e e et e et e e e e e eeeaa snanes 142
4.7.2.5 FIEXIDIE FOCUS......uuiiiiiiiiiiiiiiiiic ettt e e 143
4.7.2.6 Constant COMPAIISQINS ... ....ccccuuuurierrriimamaneeneerrereeeeeeeeeeesaeesseeeeseeeees 144
A.7.2.7 SAUFALION .....ceiiiiiiiiiitit e ee e e et e e s ssee et e e e e e e aaaaeeaeeeeeennanns 145
4.7.2.8 DIAQIAMS....cceiiiiiiiiieee ettt rree bbb e e e enens 146
4.8 Theoretical Sensitivity within this Study............ccccooeeiiiiiie 149
4.9 The Process of Data ANAlYSIS.......ccuuuuuiiiiiiiiii e 150
4.10 The Significance of the Core Theme...........ccoiiiiiicee i 151
4.11 Verification (RIQOUN).......cuuuuuieiieiiie e e e e e e e 153
4,100 Credibility. ... e 153
I O AN W o {1 7= 11 /PSPPI 154
I O B 11 1] o 1= TSRS PP 154
4.11.4 @NFIrmability .......ouuniie e 156
4.11.5 TruStWOITNINESS .. .ciiiiiiiii e e e e eeaee 156
2 @ T [ 1 [ o U 157
Chapter Five: Analysis and Interpretation of FIndings...............viiiiiiiiiviecciivnnnnns 159
o 00 1 11 o o [ Tox 1 o U 159
5.2Declining Health..............oo i 166
5.2.1 061 can6t do .t.he..t.hi.ng.s..lL..us.d6F
5.2.2 Struggling to Cope AlONE........uuiiiiie et e 168
5.2.3 Distrust of StrangedsA Barrier t0 ACCESS2.......vivveuieeeeiiieeeiiiienaeeeiineeeens 178
5.2 4 Fear Of FallS........oii it 182
5.2.5 Independence iS ESSeNntial............ccooviiiiiiiieniiiiiiiii e 183
5.2.6 Knowledge of Community SErVICES........cuuveiiiiiieiiiicie e 186
5.2.7 Knowledge and Information: Finding Informaiofechnology a Barrier2191
5.2.7.1 Technology A Wider Generation Ga.............ccceeeeeeieeeeceecviiiieeee e 196
5.2.8 Utilisation of Servicés Attitude and First Impressions are Important.....201
5.3 Dependence/SEeNSe Of LOSS......ccouuuiiiiiiiie et ee e 204
5.3.1 Loss of Mobility and Decrements in Health Precipitate Decrease in
ACHVITIES ... e e 208
5.3.1.1 Diminishing Circle of Soci@lontact® A Precursor for Loneliness....209
5.4 TransportTraveB Just Like Everyone ElISe............ccoveviiiiiiieeeiiiie e, 212
5.4.1 Decreased Ability t0 Drive OWN Carl.........ccoouuuiiiiiiiieeeiiiiee e 213
5.4.2 Increased Driving ReStNCHONS. .......c.uiiiiiieiic e e 214
5.4.3 Difficulty/Inability to Use Public Transpart...........cccoevvveiiieviieeneeriineeeens 217
5.4.3.1 Financial IssuésMaintaining Own TransSport............cccceeeeeeviivieeenn. 222
5.5 WAIING TIMES.. .ttt e e e e et e e e e e et e e e e eeees 224
5.5.1 Exteded Delays in Waiting for Doctors and Specialist Services........... 225
5.5.1.1 Waiting Times for Appointments: Hospital and Specialisices......... 228
5.5.1.2 Referrals a Merrgo-roUNd............coieiiiiiiiiiiicieeee e 230



5.5.1.3 Waiting for Home ASSISTaNCEe...........cooeiiiiiiiiiienn oo 231

5.6 BECOMING INVISIDIE.......cceviiceee e 235
5.6. 1 Sur pabsysd na.tteh.e..0.US.€..iiiiiiiiiiiiiieennnn. 236
5.6.2 6Boinely walel g.o.un.g...mat.t.er.a....... 238
5.6.3Perceptions Of AQEISITI.........uuiiiiiiiiiii e e e 239
5.6.4 Attempts at Access and Concerns Ignated............ccocevvviieeeriiiineeeennnnnn. 241
5.6.5 Feelings of WOrthleSSness...........cooooiiiiiiiiieeie e 243

5.7 POWEIIESSNESS. ..ttt ettt n b 245
5.7.1 Inability to Challenge Medical Staff...............ooiiiiiiiiii 247
5.7.2 Passive Acceptance of Services Offered............cccooevevvieeiiiiiii v, 251

5.8 Anger, Frustration, Disillusionment and Fear..............ccccoovvviiiieniiiiiineeeennnnn. 255
5.8.1 ReNegotiation of Identitf 61 dondét wa.nt...t.o..g.e.t2640!1 do'!

5.9 CONCIUSION ... it e e et e et e e e e e e eees 266

Chapter SiX: DISCUSSION.......uuuueuiiiiiiee e e e e e e ceeeiiiise s e e e e e e e e e e e e e e et e e aeeesaaeeaaeeeaeeeeeeeeeesresanas 268

G0 I 1 0T U Tox 1 o o 268

6.2 Declining Health and its Reciprocal Relationship with Social Isolation....... 270
6.2.1 Interpretations of Social 1Solation............ccccuuiiiiiiiiieiiiii e 272
6.2.2 Declining Health and Social Isolatéb\ Relationship with Theories of

AGEING. ..o aaneane 272

6.2.3 Knowledge of Community Services: What People Do | Contact and How
Do | Contact these PeOPIL2..... oo 275
6.2.4 Concerns of Dependency and Losses Relating to Declining Health.....284
6.2.4.1 Distrust oStranger® A Barrier t0 ACCESS.......uuuurriiiiiieeeeeeeeeeinnnnnns 286

6.3 Decreasing Ability to Drive and Maintain Own Transport.............cccceeeeeeeee. 291
6.3.1 61 donoét I i.ke..us.i.ng..publ.i.c..292anspoc
6.3.2 Financial Concerns using Alternative Transpart............ccccoeeevveeenneeen. 294

6.4 WaatiNG TIMES. ... ittt e e e e e e e et eeeeeees 302

6.5 Perceptions of Invisibiliy 6 why wondét a.n.y.o.ne..l.i.s.t3@n ? 06
6.5.1 Perceptions Of AQEISINL......ccuuuuuiiieiieeiiie et 306

6.6 Feelings Of POWEIESSNESS.......ccovviiiii e e e 309

6.7 Central Theme: Fear, Anger, Frustration, Disillusionment: The Culmination of
Decreasing Health and Ageing in Social Isolation................ccccceeeieeeiieeennnnn.. 313
6.7.1 Emotional Merrgo-rOUNGS.........coouuuuiiieiiiiiiiee e 315
6.7.2 Nothing Chang@sWhy Bother?.............c..cooi i, 318
6. 7.3 Ol 6mowelk ! fnog.ht.eakdy.d. ... 319
6.7.4 Who am I? Who Have | Become? Issues eNBgotiation of Identity........ 321

LGRS 3 o od 1] o 325

Chapter Seven: Reflection, Strengths and Limitations: Recommendations for
[ 7= (o110 S PPSSRTRR 327

4% R 1 {0 T [V Tod 1 o] o WU 327

7.2 Researcher InfluengeA Personal Reflection.............cccooevviiiiieeeiiiiieeeees 327
7.2.1 Service Integration: To What Extent Can BwsAchieved?..................... 330

7.3 Strengths and LIMitationNS........coovuiiiiiiiiiiiiei et e 332

7.4 Recommendations for PracCtiCe.............oviiiiiiiiiiieiiec e 336

4 o od 1] o 347

o [0 L= o o (1] o PR RRSRRP 349
] (=] (=] =PRSS 351
Y o 01T 0T [To =1 386



APPENIX Aot e et e e reaa e aee 386

APPENAIX B e e e e e aan 388
APPENTIX €.t e e et ea e e e e e e 389
APPENAIX Dot 394
APPENTIX B 395
APPENAIX Foeeei et r e e aaa e aan 396



LIST OF FIGURES

Figure 1: Initial processes of dat@lleCtion...............uovieiiiiiiiiiee e 134
Figure 2: Process of simultaneous coding and generation of categories and therh48
Figure 3:Integrative development of codes and categories and emergence of thdé2s
Figure 4:Theoretical coding after initial INtErVIEWS............cccvviiiiiiiieeerii e, 163
Figure 5a: Participant knowledge of community services as reported during the first

11 (=T Y7 ST 188
Figure 5b: Participant knowledge of community services as reported during the second

and third INTEIVIEWS........coeiiiiii e 189
Figure 6: Participant geriences of computers to access informatian................... 200
Figure 7: Layering effect of themes and categories linked with experiences........ 244

Figure 8: Reduction of sutategories and categories and refining of major categories

AN TNEMES ... s 253
Figure 9: Predicted advantages of computer use in socially isolated older peopl@77
Figure 10: Spiral represtation of main themes.............coii i 314
Figure 11: Renegotiation Of iIdentity...........covviiiiiiiiiiiiieeeeiii e 323

LIST OF TABLES

Table 1: Types of qualitative methodologies.............cccuiviiiiiceiiiiiiie e, 89
Table 2: Participant demographiCS............viiiiiiiiiiiei e 120
Table 3: Participant knowledge of community services at the time of the first
INEEIVIEW. ...ttt e e e e et e e et e e e eb e e e eaaaaaeeees 187
Table 4: Requirements of the Queensland taxi subsidy scheme (Adaptdaddrom

State of Queensland Department of Transport and Main Roads,.2009)296

Xi



LIST OF ABBREVIATION S

ACAT Aged Care Assessment Team

GP General Practitioner

HREC Human Research Ethics Committee

MACOP Ministerial Advisory Council for Older Persons

NSW New South Wales

QDA gualitative data analysis

RBWH Royal Brisbane and Womenods
RSL Returned Services League

SIU Seniors Interests Unit

usQ University of Southern Queensland

Xii



CHAPTER ONE: RESEARCH FOCUS

Once youbre past 65 youodre invisible. D
dondédt ask for anything, just be i,nvisi b
youbdbre supposed tbebemenvysudt eMWmDondtca

86 years I Interview)

1.1 Preface

Social isolation is a significant component of the lives of many older people living in
Australia. Although descriptions vary, sociabletion is generally understood to occur
when a person has minimal levels of social participation and perceived inadequate social
experiencesGopeland2002; Findlay and Cartwright 200Bratiglioni et al.2000;Greaves

and Farbus 20Q6/ictor et al.2000.

The issue obocial isolation has been ongoing throughout health research for many years,
with sociologistdfocudng on the detrimental health effects of living alone, particularly in
older people. Social network research has also established hskdttsuch as depressive
illness and lonelinesRputasalo and Pitka2003;Segal 2000; Victoet al.2003; Victor,
Scambler and Bond 2008) along with other negative health outcomes such as
cardiovascular and endocrine disorders (Hawkley and Cacioppo 2888tiated with
having a small social network, infrequent contact with network members and a lack of
social network diversity (CornWleand Waite 2009)Further Western trends of increased

longevity have resulted in increased levels in utilisation oftheehre systems with

1



significant additional resources required to sustain an adequate level of health and
wellbeingfor all older aged peopl&\(alker 2003) The subsequent increase in expenditure
occurs not only within the health budget but encompassesingowand specialised
accommodation requirements. While some people may understand the problems that come

with ageing many have never considered how these are compounded by social isolation.

When associated witbhronic iliness or decrements in generadltre resulting from the
normal ageing process, the lackasfadequate supportive social network casult ina
detrimental negative pathway akin to downwards spiral for older people who,
consequentlymay lose their capacity or opportunities for continued meaningful social
interaction. Accessing the health system can become challenging for many older people,
butit is even more so for those who are alomewell and who have to do so without the
suppot and sharing of knowledgeatis part of being in an effective social network. The
guotationabove, taken from one of the participants in this study, demonstrates one aspect

of this phenomenon.

1.2 The Researcher

I began my & nurtendenage af eighttas t d@ccorapanied mmyemother, a
District Nurse in Melbourne, on her visits to frail elderly people to provideome
nursing care. At first a passive and sil e
routing taking great pleasurebus hi ng or pl aiting Mrs Smith
Jones as he showed me his vegetable garden. | hold many fond memories of these early
days and of a burgeoning awareness ofdlenenes®f the people my motheared forso

lovingly. Her visits often went far beyond her paid hours and | often accompanied her on



unscheduled weekend visits as she ensured all was well with those who were living in what

| now know to be socially isolated circumstances.

| have always had a fondness anéinél for older people and after completing my

6of ficial 6 Registered Nurse training, I \
provincial Queensland. It was only after 20 years of practicing as a Registered Nurse that |
undertook formal tertiary adamic scholarshipe ar ni ng not only my Ba
nursing but also a Master of Health. This latter was resdmstéd and provided the

impetus and foundation for this study.

Entering the PhD program was daunting and | harboured grave doubtsrabacademic

ability and questioned not only my knowledge @aiso my natural writing style as
opposed to the more technidmsed research | was readindhad to experiment with
writing styles moving fromthe objective traditional research writing die quantitative
model to the more personal use of first persehich better conveyed the relationships
between me, the participants and my adoption of the qualitative model. During this phase
of sel-doubt and selfdiscovery my supervisor Professor CatogersClark provided

much needed encouragement and suppbrough her patienhentorshipmy confidence

grew andconsequentlyl have reached my highest achievable academic standard of

qualitative writing.

Thus adopting this qualitative stance, my easch follows the modes of access and
process of navigation of six socially isolated older people within the Australian health care
system. Further investigation within this study incorporated the research questiiis

focus on how socially isolatedd®r people access the health care system, the difficulties



they may experience in accessing their health care raaebsow these difficultiehave
impacted on their health status and feelings of isolation. Information gained included

participantimpressims of health care initiatives specific to their age cohort.

1.3 ResearctBackground

A significant proportion of research in gerontology fasusd on health problems and

care issues, but so far the issues of knowledge of, and abjlagdess services remains a

gap. My experience working ingeneralpractice clinic has indicated that when people are
socially isolated their ability to seek intervention from primary health care givers can be
adversely affected and often results in misag@ment or nomanagement of specific

health needs leading to poor health outcomes. Several research studies were located that
identified access need€Zajaand Lee 2007; Grayand Heinsch 2009 Gray and Scott
2003;TannerD 2003, barriers to access, reasons for help avoidance (Howse, Ebrahim and
GoobermarHill 2005) orthati nvesti gated service provide
socially isolated older people (Russell and Schofield 1999). A signiffazding in the
researchliterature was the omission ohow socially isolated older people obtained
knowledge of services concerning medical assistance for their health care. An extensive
literature review identified many areas of research into social isolation of older people but
minimal research could be located that dealt specifically motlithis cohort accesses and

navigates the health care system.

Previous research into ageing has been primarily quantitative and niaouised on
biological characteristics, longevity anthéss prevention. In mgpinion, there is a need

for further qualitative research to explore and define experiential phenojrespecially



the human variablethat cannot be controlled in socially isolated older pepjadacilitate

the development ofspecific communitypbased health interventions, which allow and
encouragehis groupto negotiate their health needs. In view of the gaps in the research and
my own observations in the medical practice, | determined to establish what socially

isolated oldepeople wanted from the health system and other supportive services.

Thus, | began this research with some insightthe plight of socially isolated older people
was emphasised through my work within a suburban medical clinic in Brisbane. As a
practicenurse,it is part of my role to undertake health assessments for patients7aged
years and older. After many months of conducting these has#tbssmentst became
apparent to me that a significant proportion of these people were not aware of community
based programs designed to assist their specific health care Redtlsy some socially
isolated older people refused to utilise these services. This led to a period of puzzlement
and frustration as to why this was happening. | continued to reflecheowlifficulties

encountered by this cohort as | continued undertaking health assessments.

1.4 Aims of theResearch

This qualitative study, undertaken through a time differentiated longitudinal basis, explores
six socially i sol atesi atterhpting to aqguesgnd reavdigate thex p e
health care system metropolitan Brisbane. The potential benefit to older people living in
the community of such researgsignificant with the aims of this study developed to:
1. raise awareness in health care professionals of the circumstances leading to, and
influencing, the development of social isolation in older people and the health care

practiceghat affect their wellbeing



2. enhance awareness of health professionals to thketedness of access and
navigation of the health care system by socially isolated older people.

3. bring attention to the predicament of this cohort by giving them a \tbewill be
heard within the literature of nursing and policy makers.

4. enhanceknowledg within the spectrum of policy development of health care
initiatives for socially isolated older people in the urban communikbych can be

marketed in such a way as to increase utilisation by this marginalised cohort.

1.5 TheResearchQuestions

In addition to these aimghree research questions were identified and developed within the
context of this study and are acknowledged as follows:
1. What actions do socially isolated older people take to meet their health needs?
2. What barriersdoes this group reeounterin attempting to access health care and
how do these difficultieaffecttheir health status and feelings of isolation?
3. What do socially isolated older people know about health services available to

them?

The trend towards communityased preveative health care has seen the appointment of

an increasing number of nurses in general praceteleret al. 2007) By increasing
awareness of the issues surrounding accessibility and navigation of health care services by
this cohort, nurses in genegalactice can provide opportunities for socially isolated older

people to acquire health care specific to their needs.



| believe that by determinintpe factors that influence access to health care and acceptance
or nonacceptanceof community services, ate appropriately focused health care
initiatives could be undertakemheseinitiatives would accommodate the specific needs of

older people living in social isolation within the broader community.

Therefore my research is based on #weeriencesf sccially isolated older people as they
attempt to access and navigate the health systachon what ways these experiences
influence their acceptance or rnaoceptance of community services. Ttesearclills a

gap in the literature in two ways. Firstly, the study is qualitative and thus the human
variable can be better explored. Secondly, it focuses on access to care services by the

socially isolated older person.

By the provision of evidenekased filings this study has the potential to act as a catalyst
for change by informing policy makers of
and influencing future development of community projects to more appropriately address
the needs of the sociglisolated older person. It is envisaged that this study will ultimately
contribute to the enhancement of health care for all older people living independently

within our community regardless of their level of social isolation

| have supported the viewes Mays and Pope (1995) and Pope and Mays (2006) posit

that qualitative research should be a crucial constituent of health services research
Qualitative researchacilitates more indepth access to dataot open to quantitative
research For example both nonprofessional and professional health beliafsl also
because qualitative portrayal is a prerequisite of gpality quantitative research, chiefly

in quarters that have been given minimal previous exploration.



1.6 TheoreticalStance

A qualitative-based research approach \east suitedor this study due to the complexity

of the phenomena being studied and thegency of the study, in view of the
implementation of anew policy. A grounded theory methodology, adapted from Glaser

and Straus$1967) was my first choicebut as | became more aware of my own beliefs
about the nature of knowledgemodified my theoretical stance to more closely aiigth

the approach of Morsel991,1994 199%). Mor sed6s Vview i ncorpor a
Glaserand Straussodos original concepts however
grounded theory was more easily understandable. Further reading of works by Charmaz
(2006) facilitated the decision to adogtetconstructivist approach of Charmaz (20@8)

best suited to the objectives of this research project.

Thus, the principal feature of grounded theomas observed namelytheoretical
sensitivity, gained by investigation of the methodology as well as an extensive review of
the literature. The sampling of participants was purposive and data collection and analysis
were simultaneously undertakemvhich was in keeping with aysbolic interactionist,
constructivist paradigm. At the conceptlavel, | engaged with the data in accordance
with thetraditional tenets of Glas¢€t978, 1992)by developing categories and themes and
making appropriate links without computer assistaite following section offers a brief

overview of the content of each chapter that follows this general introduction.



1.7 Overview of theResearch

1.7.1 Chapter Two: Literature Review

An extensive literature review identified many areas of researchsodm@l isolation of

older people. This included but was not exclusive to loneliness, depression, poor health,
fear of crime, decreased mobility and disengagement related to loss of licence and lack of
appropriate transport. Various theories of socialasoh are discussedas are the
contributory factorssuch as transport and information technology. The impact of nutrition,
eating alone, hearing and visual impairment are also investigated. Broader issues of
cultural influences and ageist attituda® explored. National and international research
findings are offered antheseinclude proposed and implemented ameliorative programs

and interventions. The gaps found in the literature are identified.

1.7.2 Chapter Three: Theoretical Framing Methodology

The difference between methodology and method is highlighted and the process and
reasons behind choice of constructivist grounded theory are examined. The purist canons
of grounded theory are put forward and critiqued. The broheeries ofqualitative ded
analysis and constructivism and whlyese better suited my philosophy, beliefs and

personal style are explained.

1.7.3 Chapter Four: Method

In this chapter,| explain the selection process and criteria for participant inclusion (and

exclusion) in thisstudyas well aghe processes involved in obtaining and collating data.



Development of codes and categories and the genesis of themes are provided with the
assistance of diagrams to illustrate this prooesse easily Ten people, identified as living

in socially isolated circumstances through conducting health assessments at the medical
centreat whichl worked as a practice nurse, were invited to participate in this sBixly.
respondents accepted the invitation. Their views and experiences underfomalitigs of

this study. Design, setting, data collection methadd ethical considerations are also

described.

1.7.4 Chapter Five: Data Analysis

The processes involved in analysing data are examined in this chapter. Extensive
participant dialogue is imeded to emphasise and more accurately portray participant
experiencesThese dialogueare also utilised to examine issues that are encountered by

participants as a groups well agheirindividual differences.

1.7.5 Chapter Six: Discussion

This chaper provides a detailed discussion of my findings using the key themes that
emergedasdemonstrating lack of informatiothe need for coordination, difficulties with
technology, escalating fear and frustration, the relationship and interconnectedness of
personal perceptions, the struggle to maintain autonomy and independence, ageist attitudes
and reactive behaviour patterns. | also assert that the process of modified grounded theory
has enabled me to better understand the needs of this cohort and athiedady of

existing knowledge.
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1.7.6Chapter Seven:Recommendations) mplications for Practice and Conclusion

The focus of this chapter is take a short sojourn to reflect on the study aims and findings

and pause to consider my own actions as theareker, my choice of methodology and

my own journeywhich is inexorably intertwined with those of the participaiiere my

research questions adequately answered? This is something for you, the reader, to assess. |
also examine my role and influeneend the evolving perceptions of my participants
throughout the timéased progression of the three interviews. In this closing chapter,
based on the findings of this research, | offer a number of recommendations with proposals
aimed at policy makers as wels a&aommunitybased health care professionals. The

strengths and limitations of this study are also discussed.

1.8 Conclusion

This introductory chapter has provided a general overview of my research. The literature
reviewthatfollows this introduction details the relevant previous research totliztbas
investigated social isolation in older people. Both Australian and overseas studies are

discussed.
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CHAPTER TWO: LITERATURE REVIEW

2.1 Introduction

This chapter estabhi®s the background to my research, but sets out firstly to question the
place of the literature review in qualitative research. It explains my stance of not rejecting
an examination of previously conducted studies of the issue being researched prior to the
study, despite the belief by some grounded theorists that this is inappropriate. | have
included this discussion in view of my decision to use grounded theory as the
methodological basis for this research. My reasons for choosing this methodology are

expainded inChapterThree

This chapter also examines some key theories of social isglating that each was
developed within a particulgreriod andepistemology. These are sometimes referred to as
social or political theories and are of significance determining and understanding
inherent social processdbat can affect the development of social isolation in older
people.Factors identified in the literature as influencing social isolation are examined in
detail and lastly, a particular local initiative is outlined. Interestingly, nowhere in this
significant body of literature could | find research that focusedham socially isolated

older people negotiate the health care system and very few studies emphasised the voice of
those concerned. Thus, with this gap in mindhave embarked on a journey of

investigation.
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2.2 Timing of the Literature Review

The first issue arising in thigerature review relates tming. Despite a continuing stance
from some grounded theoss{Glaser 2001, 2062 2002h Glaser and Holton 2004.ocke

200)) that literature searches conductaubr to the study contaminate findings, many
others advocate an approach that supports prior seasshegell as returning to the
literature asthemesemerge from the dataB(rns and Grove 1993, 1998teath 2006;
Taylor-Powell and Renner 2003). Most qualitative research methodologies attempt to
circumvent imposing prdetermined knowledge onto phenomena being studied, hence the
view that a search of thiterature should occuafter data hae been collected and

analysed.

However, there isome controversy around trapproachand as Fernandez (2004. 87)
has noted, researchers attempting grounded theory are often confronted with issues of
unfamiliarity regarding methodological aspectsch as the role of the extant literature.
According to Ferndndeadopting a grounded theory method commits #searcher to a
rigorous and constant literature review process that occurs at two levels:

1) The researcher must be constantly reading in other substantive areas to increase

their theoretical sensitivity
2) Conceptualemergence forces the researcher to rewdevwergent and diverging

literature of the field related to the developing concept (p. 87)

In addition to the views held by Fernandez (2004), Heath (2006) stressed that the decision
of whento introduce or consult existing literature could be problematcticularly for

novice researchers such m& Fernandezoncluded that, after consideration of Strauss
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and Corbinds (1998) seemingly opposing vi

literatureshouldtake place and continue during the research

However, Heath (2006)assertedhat such readings should be diverse facilitate and
promote sensitivity within the researcher ttee possibilities in the dataFurther the
readingsshould be in disciplines removed from the phenomena being stiodob@llenge
preconceptions. Focused reading should only take place when the emergent tivetry is
establishedHeath 2006,p. 520).1 have opted to follow Heat? and do an irdepth
literature review at the beginning of the research and return to marsefbeceading as

themes emerge. This chapter is the outcome of both these processes.

2.3 Social Isolation

This study is particularly focused on older people living independently, in social isolation
within an urban community of Brisbane. Social isolation has long been identified as a
significant factor in the development of negative health outcorNegative lealth
outcomeapplies across all agdmwever older people are among those who are most

vulnerable and at risk (Findlay and Cartwright 200Rtor et al. 2003

In Australia, dder people are susceptible to social isolation, particularly those who are
living independently and alone (Aged and Community Services Australig Etflay

and Cartwright 2002 . Descriptions of 0i sol ati ond
(Copeland 2002;Greaves and Farbus 2Q08ann 2000; Victor et al2003) have
postulated that social isolation occurs in the absence of meaningful sustained relationships

with significant others or when a person experiences minimal levels of social participation
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and perceivedinadequate social interactionsloreover, others Eindlay and Cartwright

2003 Russell and Schofield 1999) have argued that social isolgtasticularly of older
people remains a complex phenomenon involving psychosocial, physiological, economic,
demographic, cultural and religious aspects ofrapeo n 60 s  Ithedisg havelwarked h i s
from a position that defines social isolation as the absence of meaningful social
interactionscontactsand relationships with family, friends or neighbours on an individual

level and with society in general.

A review of the related literature revealed a substantial body of research and scholarship
including studies byerkman (1995), Wengeat al.(199%), Russell and Schofield (1999),
Findlay (2003), Victoret al. (2003), Cattaret al. (2009 and Machielse(2006). These
studies focused on social isolation and associated causatveoatributory phenomena.
Studies included longterm illness, ageelated disabilities, chronic pain, recent
bereavement, geographical isolatioglocation living alone, decreasl social and family

networks and financial losses related to retirement and loss of income.

Common sense, and evideniaind by, for example, Victor et al. (2003)evealsthat

social isolation can occur in any age grodpwever, Victor etab s w earlkrevealed

that significant negative health outcomes and decreased quality of life were increasingly
evident in older people who experienced reduced social contact, expressed feelings of
lonelinessor lived alone or in isolation. These findings refldobse of an earlier study by

Hall and Havens (1998)vhose focus was on the effects of social isolatiothemealth of

older women. Their findings indicated that social isolation and loneliness were co

dependent on issues such as:
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x Problems in accessimy negotiating transportation

x Potential embarrassment due to physical limitations

x A general lack of awareness of available resources in their communities
x Possibility of restrictive cargiving responsibilities

x Concerns regarding personal safety issues

x Living alone

x  Being primary caregivers for significant others

x  Declining health

Results from the HalhndHavens 1998 study revealed that loss of family networks (19.1
per cent ofemales, 12.per cent ofnales) and living alone (65p€r cent ofemales30.8
per cent oimales), along with transportation costs, declining health and physical mobility

problems were significant issues in the development of social isolation of older people.

Despite an extensive search of online databases and tesfeer@nes, no research could

be found that focused exclusively on the experiences of socially isolated older people in
accessing and navigating the health care system. Several stGdigsn(et al. 2005;
Dermody et al2003;Findlay 2003;Greaves and Farbus 2Q@8ensher 2006) were found
thatlinked social isolation andommunitybasedntervention programsHowever access

and navigation of these programs were not discussed. This review, then, will describe
theories and summarise aadalyse the research literate on the topic of social isolation

in older peoplewithin Australia and overseas.
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2.4 TheEmergenceof Theoriesof Social | solation

In attempting to understand and explain the ageing process, researchers have developed
several different theories aigeing. These theories are significargs they define and
illustrate the interrelatedness of biological and social phenomena with the ageing process.

Several key theories follow.

2.4.1 Activity Theory

Since the early 1960academics have been theorgsocial isolation. Activity theory was
formalised in the 1960sby Havighurst who believed that people who maintained
participatory activity levels and social networks were less likely to withdraw from social
contacts or become lonely (Havighurst 1961)owedver, activity theory does not
differentiate betweertypes of activity, assuming that any activity can substitute for

significant losses of social involvement.

This loosely constructed theory hagynificant empirical support (Lawton 1994; Powell
2001) andit was accepted for many years (Payton Fay 2004) as explicating the
achievement of successful ageing for many middjed and older people. Payton Fay
simplified the original concept of activity theory erins of supporting the continuation of
customary activities, responsibilities and societal purswith people who attain optimal

age and health being those who stay active. As primary roles change, the person finds
alternative activities to replace tlesThis theory eventually became unacceptable due to

its apparentncompletenessPowell (2001), Biggs and Powell (2001) and Tanner and

Harris (2007)claimedthe theorydisregarded important issues of power, gender disparity,
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political and sociecultural dfferences and norms between age groug®e validity of
early socialtheories including disengagement theowere challenged in later yeansth
researchers developing new theories or adapting existing theories to explain social

processegHavighurst 188).

2.4.2 Disengagement Theory

In contrast to activity theory, disengagement theprgposed in 1961 by Cumming and
Henry, argust hat wi t hdr awal isa naturdldandsupavojdablgeet ofe nt 6
ageing. This latter view is no longer universadlgcepted by social gerontologisteho,
according to Earle (1992) and Payton Fay (200#glieve that disengagemeris
precipitated by life changes thatkeit difficult for people to remain active within a social
context andthatoften lead to social $olation. That is, its not a natural or desired process.
Cavalli, Bi ckel and Lalive DNj Epinay (2
disengagement, thoudhey viewed it as withdrawal from social participatianfluenced

by declining health, death of dose relative or admission into a nursing home. In their
five-yearstudy of octogenarianshe authorgevisitedthe original concepts of Cumming
and Henryodos (1961) disengagement theory,
human developmentthe decline of social participation and the psychological
disconnection from customary roles were precursorthe positive ageinglesired by

many older people.

Viewed from this perspectiyadisengagement could be seename feasible pattern of
adaptaion in very old age. However, the findings Ggval i Bi ckel and Lal

(2007) revealed it was more likely that purposeful withdrawal was a strategy forced on
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some older people in response to deteriorating heldiiighurst (1968) reviewed this
theory and his earlier activity theory proposing instead, continuity theory to account for

typical social behaviour patterssenthroughout the ageing process.

2.4.3 Continuity Theory

In response to the debate regardiagtivity and disengagement theory, Havighurst
proposed continuity theory in 1968hich symboliss a more formal clarification of
activity theory as itillustrates a life course perspective to describe typical ageing.
According toAtchley (1971, 1989)Cowey (1981), Ebersole, Hess and Schmidt Luggen
(2003) and Atchley and Barusch (2004), this theory emphasises the significance of
personality and highlights the relationship between past, present and, futdrevhy
continuity of ideologies and lifestyles amentral to processes for coping with the

inevitable changes that ageing brings.

While some withdrawal may be seen, essential aspects of personality and activities
undertaken in younger years are maintained. As social isolation may still be considered
patt of the normal processes of ageing, it could be deduced that its nezfégistanay be
dependent on, and influenced by, the cultural norms and personality attributes of the
individual. Embedded withincultural and personality influences, lies tpbysical and
psychologicala g ei ng pr o cpasesithia their sacial estéusture.Considering

these social constructéyhite Riley (1974) proposed age stratification theory which was

based on a personb6sieage and socioeconomic
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2.4.4 Age ®atification Theory

Indeed, one of the most influential social theories was age stratificgiimmeered by
White Riley (1974,1978 1987. This theory is primarily based on the interdependent
relationship between age and social structure. Biglan these viewsMiller (2009)

further suggests that society can be divided into various strata according to age and roles.

Thus as society changeso do people and their roles in each stratum. In discussing this
theory, Cockerham (2007) contends ttistratification, which was established on the
relationship between age, personal attitudes, behaviour and social structure, developed
t hr ough positpraviths the dnanging ageelated environment of their particular
society inclusive of socialcultural and historical influences. Inequalities of entitlement in
both social and economic processes exposed areatich the development of social
isolation could be a likely outcome, particularly in older age. Implicit in this perspective is

the poltical economy of old age model.

2.4.5 The Political Economy of Old Age

The political economy of old age model, while not viewed in theenti@ditional terms of
0t h eemergedin thenid-1970sand is worthy of mentigras it developed during a time
of economic constraint and rising unemploymenmiien a significant amount of social
expenditure was allocated to older people. This had the unfortunate consequence of
subjecting older people to prolonged political criticisyp tight-wing governments in

America, Britain and other developed countries (Phillipson 1998; Powell 2001).
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The political scrutiny ultimately led older people to be viewed as an economic burden on
Western society. Older people wex@areof this and manyteempted to ameliorate their

position within the social structure of the day. While some attempted to remain in the
workforce in whatever capacity they could, others became involved in volunteer work

within their community (Phillipson 1998).

Phi |l | ieprly omork diighlights the historical and socioeconomic influences of
perceptions of the ageing process and their relationship to the development of a myriad of
social policies directed at thevergrowing ageing population. These underpinned
concerns regding sustainability of such funding in this sector anetffscton future care

arrangements for older people.

Lying within the ideological shifts of social ageing are the reduced opportunities for
ensuing generations to care for older peoferkman P06, Lechner and Neal 1999;
Nazako 2001 and the disquieting question, to what extent a diminishing percentage of
people of working age are willing or able to support an older generation (Lowenstein and
Bengtson 2003) . Lechner and Neal dés (1999)
variows countriesd initiatives for caring foc
working andnonrworking family members and the health impact of duality and extension

of roles on caregivers. This research, which culminated in a liobp r k and car i
the elderly:Internationalp e r s p e entompagseddll countries (Japan, Uganda, Brazil,
Sweden, Canada, Germany, Britain, United States, China, Israel and Mexico), with
findings indicating that the impact of cageving on employment opportunities in myan
instances was far greater for women tli@anmen. Further this study revealed that for

many of those witltaregivemresponsibilities, employment opportunities were restricted to
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part time or temporary workvith lower income and fewer benefits than thegrking full
time. Despite a decadbaving passedince this research, its findings seem to remain

relevant in society today.

A recent study by Ho, Chan, Woo, Chong and Sham (2009) examined the effeare

giving on caregivers andon-caregiversaswell asonol der p e o.plhisestudy hea
obtainedsimilar resultsto the 1999 studyoy Lechner and Nealescribed aboveHigh

caregiver burdenparticularly in womenwas positively related with poor physical and
psychological health and poorer qualdy life. With the increasing economic need for
women to reenter the workforcethe burden of care giving has shifted to government and

local community institutions

Women have long relinquished their traditional caregiver rfoéezusef a needo ente

or reenter the workforceBrody 2003 Lechner and Neal 1999; Liu and Kendig 2000)
prompted by eitheindividual choiceor theincreased financial burdens placed on the
family unit. As the availability of hombased care diminishes, policies and prograsm

for appropriatecare givingfor older people need to be further developed aithew to
sharing care administered by primargregivers extended family members, community
service agencies and stdtased institutional systems. Lying within this familial and social
shift is the experience of ageing itself which can be viewed from a positive perspective

such as gerotranscendence theory.
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2.4.6 Gerotranscendence Theory

The experience of ageing, whialay be a disquieting and alienating experience for many
individuals (Carr 2004Davey 2007 Findlay and Cartwright 2002hillipson 1993, can

also be a positive experience. This is evidenced by gerotranscendence theory developed by
Tornstam (2005). Thigheory views ageing from a positive perspectidescriling
attitudes and behavioural patterns that integrate aspects of activity and disengagement
theories rather than implyingvithdrawal or disengagemerit is considered the final stage

in the naturalcourse of achieving maturity and knowledge. The theory is based on the
older person moving towards a redefinition of themselves and their relationships while

focusing less on materialistic values.

Even though as people age they are less occupied, the pgadson tends to be more
selective in choices of social and other activjteften choosing or cultivating friendships
with another person rather thaarticipaing in larger groups. There can often be
heightened feelings towards younger generations aandncreased desire for solitary
meditation. Thesechoices a r e influenced by t he I ndi v

socioeconomic status, attitudes, belief systems and cultural values.

The influences of culture as well as individual life experiences can ahlinder the
development of gerotranscendence (Ahmadi 2001). Research by Tornstam (1996),
Tornstam and Torngvist (2000), Wadensten and Carlsson (2001, 2ua8gnsterand
Hagglund (2006) and Wadensten (2802007b, 2007)cwere based on the theory of
gerotanscendence and its application to care of older people. Findings revealed that the

experiences of gerotranscenderioe example solitude and fewer acceptances of social
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interactionscould be mistaken for pathological processes in older people by their younger
counterparts, family members and professiataegivers The authors have suggested
guidelines and programs for health care staff caring for older adults that could be utilised

to support the older person in their journey towards gerotranscendence.

This review has demonstrated that many social theories encompass diverse perspectives
that are underpinned by a range of philosophical questimotsall of which canbe
examined hereHowever, | stress the point that the theories above reflect the particular
school of thought and the social and political era in which they were conceived. Hence,

these theories need to be viewed pragmatically.

Alongside the many theories of ageing dne more practical elements of the older

p e r s o rthatsan lead toesocial isolation. These are examined next and are discussed at
length in the following sectigralong with the impact and influences of ageism and ageist
attitudes. International stueB are also included to show that these issues are not
experienced in cultural or demographic isolation but are encountered by older people

irrespective of their cultural origins.

2.5 FactorsContributing to Social Isolationin Older People

Ageing is ofen accompanied by increasing limitations due to decreased mobility, visual or
other healtlrelated problemswhich can influence the development of social isolation in
certain individuals. Research by Gray and Scott (2003) identified that experiences of
chronic illness were different for each person with #ifect on daily living and social

interaction dependent on the nature of the illness and the severity of the disability it
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produced. Among these factors were the social and psychological effects aifores$
driving and the difficulties encountered in locating and using other modes of transport.

These are discussed in the following section.

2.5.1 Transport andCommunity Mobility to ReduceSocial Exclusion

Transport concerns play a significant roleaccessing health care for mobility impaired or

frail older people. Research findings have indicated that the ability to maintain lifelong
travel options sustains independence, quality of life and social networks for older people
(Gabriel and Bowling 20€ Gilhooly et al. 2002; Hensher 2006Whelanet al. 2006).
FurthermoreWhelanet al (2006) discoverethatenforced driving cessation was linked to

an increase in depression and a significant decline in social activities outside the home

environmentincluding general public mobility.

Whelan et al. (2006) and Hensher (2006) also stressed the value of preserving older
peopl eds mobil ity by of fering substitute
particularly after termination of driving. In theieview of international literature, Whelan

et al. distinguished that the availability and usage of alternative transport methods varied
significantly between Australia, Britain, Germany, the Netherlands, New Zealand,
Norway, Sweden and the United StatésAmerica. The importance of private transport

was highlighted in view of difficulties of availabilityutilisation of public transport and
decreased mobility. Recommendations were made regarding the need for government
infrastructure to address issues moviding appropriatecommunitybased transport

options for older peopldHowever adoption, instigation and evaluation of the efficacy of

these recommendations requires further investigation.
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Recent Australian research conducted by Harris and Tapsa8) (28@lved 125 older
people who had ceased driving. Findings established that the majority of these older people
relied on lifts from neighbours, friends, relatives or taxis. Many respondents indicated they
had troubleusing public transporthough taxiswere an exception. However, problems
associated with using taxis were affordability and getting a taxi driver who was prepared to
make short trips. Thirtgight per centof respondents revealddving troubleusing buses

and trains. The difficulties expgenced with accessing transport led to a marked decrease

in social mobility which had a contributory effect in the development of social isolation.

The capability to drive has been linked with social identity, autonomy and independence
(Davey 2007,)espeially for males, who believe that lack of car ownership or inability to
drive characterises socioeconomic disadvantage, decreased social mobility and reduced
gual ity of i fe. Daveydos (2007) findings
without their own transport felt uncomfortable about accepting offers of transportation,
especially when they could not reciprocatdis unwillingness to be a burden on, or
beholden tp friends and family often resulted in fewer acceptances of lifts, and
consegently, fewer social interactionsthus potentiating the development ebcial

isolation.

A report by Hensher (2006) suggested that by improving community mokbhlyvitality

of older people would increadsecauseof sustaining their activities outside the home.
Findings indicated there was a universal assumption that transport for older people meant
public transport Howevet He ns her argued that ol der peor

should be viewed as a poséi trend that maintained economic independence and,
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significantly, avoided or minimised social exclusion. Hensher believed that in reality,
transportation needs for older people were just as importamer@those required by the

general population.

Also highlighted were transportation alternatives for older Americéhis was one of the

top three issues (out of 73) deliberated on by delegates at the fifth White House
Conference or\ging in Washington (2005). Significant discussion focused on the car as
crucial element in socidahclusionand that the death of a spouse (usutilhusband)
posed significant problems for the remaining sppusd® in many instances did not, or

could no longer drive.

From the researchiterature, it seems that the ab@itto maintain personal transport
independence plays a critical role in positgeing physical and psychological wellbeing,

public mobility and utilisation of health services. My study will focus on howrtletes

to accessing the health system.wéve, transport issues constituenly one of many
factorsthataffectt he ol der per sonds aeovicdsThe procéeseof a c c e
obtaining information has changed dramatically over the last several decades. Information
technology has changetet way many people seek or obtain informatioarticularly in

relation to personal health care needs. These changes are discussed in detail in the

following section.

2.5.2 Information Technologyd A Barrier or Blessing

There have been numerous discussions regarding the use and effect of information

technologyboth on the psychological health of older people amchealth care delivery
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(Bartlett 2003; Czajaand Lee 2007 Eastman and.yer 2004;Gibbons, Crichton and
Crawfad 2002;Scott 1999; Selwyret al. 2003; Shapira, Baraland Gal 2007; Sourbati
2009. Bartlett (2003) identified information technology as being a significant barrier to
some older people and argued tyawernmentaind healtkoriented organisations needed to
ensure that dissemination of informatiaiout services was not reliant on electronic

delivery if further marginalisation of socially isolated older people was to be avoided.

Bartlettdos (2003) c 0 neamleemresearcha ingirggs oy Giblmns,c 0 n |
Crichton and Crawford (2002),who maintained that information technolegy an
appropriate method of addressing social isolation of older people in sd@giebons.et al.

argued that appropriate information and camimation technology was available that
could alleviate social isolation and continue to provide mental stimulation, albeit through a
different medium, thereby refuting the assumption that older people do not have the mental
capacity to understand and copei t h t echnol ogy. A Opatter
through the Public Sphere Project to bring technology and older people together in a
productive and sustainable digital environmesge( Apendix B). Although access and
navigation of health care providers was dtcussedit is acknowledged that this model

could be utilised by governments and health care institutions to develop strategies and
communitybasedprograms to assist socially isolateldler people to access allied health

care professionals.

Results from research studies regardingetfiect of technology on socially isolated older
people remain conflicting. While there is clear evidence that a proportion of older people
are able and wihg to utilise technology (Capelt al.2007 Merkes 200)) there remains a

significant proportion thaarenot (Sourbati 2009)Consistent with this notion are research
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findings by Scott (1999)whose earlier study explored the information needs of older
people and how society reacted to these needs and the efficacy of government strategies to
address these issues. Key findings included difficulty in understanding information
presented electronically, technol otgyhe vi ew
ol der per sons 0 atceskildasaining opportumtieés fdr aldekgenerations

to assist them to embrace this technology.

Scottds (1999) inbimatidnytechn@ogyeoald be diseftil m alteviating

social isolation of oldr peopleHowever significant changes were required in the delivery

of such informatiorto facilitate awareness an@nportantly, encourage a willingness to

| earn how to wuse it. Neverthel ess, how t
ability and willingness to access and navigate health care services is yet to be empirically

demonstrated.

Earlier, through sumying 120 older adults and observing 60 using the Internet,
Williamson, Bow and Wale (1997) provided evidence that, due to physiological changes,
many ol der people had difficulty wusing a
(21 per cen) and renembering to place the cursor in the search box before typingei26
cen). Fine motor coordination for placement of the cursor and scrolling were also major
problems (24 per cenf. Understanding andusng toolbar buttons were the least
problematic (65per cen). However light coloured text was difficult to read. It is
interesting to note that a significant proportion p&r ceny of participants in the study did

not feel particularly positive towards the computer. A large proportionp@2cent
believal that they did not need to usemputersas they were not relevant to their liyes

while some (25er cen} stated they would only use a computer only if they had to. The
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authors noted that those who were very positiveefdcen) were the youngest imé¢ study
cohortand that theywere likely to have been better educated and less likely to be a
recipient of a government pension. Only nine out of 120 participants had ever used a

computer.

Significant themes i denti fi ed)studg wewlaterl i a ms
reflectedin the work ofSelwynet al.(2003). These authors examined the degree and type

of information and communication technology used by older adults in everyday life.
Information was gathered from 352 older adults in England anésNéged 60 years and

over through a household survey of computer lanternet use. This study also confirmed

that psychological and physiological changes associatecagiimgmake modern screen

based technologies difficult to use for older and frgéd peoplef ur t her val i dat

(1999) research findings.

Further evidence supporting Scottbds early
Richardson, Weaveand Zorn (2005) and Sourbati (20Q9)yho investigated the use of
computers by oldepeople. One can speculate that attitudes surrounding the applicability
and use of information technology would have changed over the past decade. However
results of these recent studies revealed similaritiebd@ementionecearlier studieswith

a reteration of the difficulties older people encounter when attempting to use computer

based technology.

While the benefits of using technology by socially isolated older people were identified in
Ri chardson, Weaver and Z,dheauthsrs afs@akhdv)edgéde w -

the existence of both physical and psychological barriers to its use. Building on the extant
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Il i teratur e, S ebased sutlyi irvaved( oRI€r GeBants dnd staff from two

sheltered accommodation complexes in Londdre authofocu2 d on t he tenan
t o wel far e service i nformati on 6onlinebod
educational stratification related to abi

(2009) findings added a further dimensionpi@vious research by providing a detailed

discourse on individual experiences with use of computers.

Recent research by Tse, Choi and Leung (2008) focused on the health benekisadthE
(electronicbased health care programs) on older people. Theina®ased study
examined30 older people aged 680 years and their use of computers and information
technology to obtain heakltelated knowledge. At the commencement of shely, none
of the participants had access to a computer at home gret 88nistated a computer was
unobtainable. While there was some interest in learning how to use a cqrtiputererall
perception was minimal as to its usefulness to seek health information. Participant
comments revealed common problems faced when attemptingetocomputer based
technology For example:
Poor eyehand coordination makes it difficult for us to use the mause don 6t
know where to get hel p; my friends dondt

discuss computer use with mé& | donot k rassew of tthk evebsites d
(Tse, Choi and Leung008 p. 478)

Despite these problems, overall mastery of computer skills increased and the experience
was generally viewed as positive. However, there was no evidence of follow up of
participants post completionf the program to ascertain level of skills maintained,

availability or frequency of continued access to comphb#sed health information.

It is interesting to note that older people with severe visual impairment and functional

deficits that would hindelearning and operating computers were excluded from the study.
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This exclusion neglects those older peoplat through significant physical and
psychological deficits, would most likely be at greatest risk of social isolation and for
whom computebasedhealth information would be ineffectual. The participant views
correlate with several conclusions drawn
over a decade ago and highlight the continuing difficulties of older people attempting to

use the computemnd information technology to access their health care needs.

On a more positive note, a study undertaken by 8uml. (2009) explored how older
adultsd Internet use affected their percej
and twentytwo paricipants in Australia were recruited in an online survey. Ages ranged
from 55 to 89 years. Almost half the respondents were aged between 55 and 84hears

group most likely to be the greatest users of and the most familiar with the use and
applications & computers. While social isolation and loneliness of older people were
briefly mentioned in thistudy,its focus was on older peopdreadyusing computers and
accessing the Internet. Results confirmed the view that use of the Internet as a
communication tool enhanced ol der ,plecapl| e 0 :

had a positiveeffecton health andgvellbeing

The inclusion of remarch undertaken in the previous decade in this section of the literature
review provides a deeper insight into the longitudinal perspective of continuing difficulties
encountered by older people when confronted with using modern technalpgyelated
health problems thaaffectthe ability of older peopld¢o use a mouse or view a computer
screen will not change despitke anticipated computer literacy of future generations.
Therefore computer programmers and software designers need to develop tamlsuse

by this cohort (Capel et al. 2007) thereby increasing accessibility to health care
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information and cybesocial networkswhich can benefit socially isolated older people.

Such problems are not exclusiveWestern society but span a myriadcaftures.

While technologymay be a useful todlo access informatiofor older people who are
6comput e manyg athens yetain reliant on traditional methods of information
dissemination for example, brochures and newspaper advertisements. Evidieme
several studiesQhivite-Matthewsand Maggs 2002;Lupton and Tulloch 19990Qh and

Kim 2009 Pain 2000 Smith 2003) indicated some reluctance by older people to obtain
homebased and other assistance (cleaning services, general maintenance orwviepairs)

thesesourcesdueto perceptions of vulnerability and fear of fraud and crime.

2.5.3 Fear ofCrime Increased solation

Research findings have consistently indicated that fear of crime often inhibits many older
people from obtaining essential daliying needs(Borooah andCarcachl997; Box, Hale

and Andrews 1988; ChivitMatthews and Maggs 200Zlememte and Kleiman 1976;
Ferraro 1995; Grabosky and Graycar 19@3aycar and James 2000ackson 2004;
Lupton and Tulloch 1999liethe 1995; Pinkertonaines 1992Sanderson 2006)hese

may include shopping for groceries, accessing money, paying bills or attending
appointments for health care. The inability to meet socioeconomic and health care needs
frequently resulted in negativeffectssuch as feelirg of loneliness and increased social
isolation. These collective studies demonstrated that coping strategies to manage this fear
were affected by the persondés age, i fe
findings also indicated that consideraluaersity of coping strategieexisted among

lonely or socially isolated older people, with disengagement and avoidance behaviours
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being among the most common strategies employed to reducg-éeearo 1995; Lupton

and Tulloch 1999; Sanderson 200&urther, Pinkerton Jamesodo (1C¢
argued that fear of crime was a primary cause of social isolation among older. people
FurthermoreKillias and Clerici (2000xlaimedthis was predominant in females and those

living alone.

2.5.3.1 Social and Cultural SignificanceFs#ar of Crime

Building on this evidence is research by Jackson (2049 investigated the social and

cul tur al significandaechsopeéespiredsesafehri otl
the perceivedbreakdown of social laws, the social meanings of incivilities and social
disorder that directly and negativelyaffected feelings of insecurity and threat of
victimisation. Physical, cultural, economic, environmental and societal factors associated
with ageirg were found to play an essential role in increasing feelings of victimisason

did the necessity of relying on public transport or walking (often alone) to facilities for
essential food requirements or health care; particularly if this had to beakeafeat night.

These were often perceived as too great a risk for some older peomlenseduentlyan

everwideningpattern of social isolation occurred.

Indeed, similar conclusions were drawn from research by De Donder, Verté and Messelis
(2005). ThisBelgiumbased study analysed interview data from 4,747 men and women
aged between 60 and 103 years. Results fro@rview-basedsurveys indicated that
loneliness and lack of participation in both the social and cultural lives of older people

demonstratedh strong affiliation with fear of crime. Demographic, neighbourhood and
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economic variables were also identified. Inherent in these findings were feelings of

vulnerability, which increased with age.

These more recent f i ndiearllesAustraliadrased eesearcht o J
which identified that fear could negativadjfectthe ability of older people to move freely

within their neighbourhoods, tatilise public transport and shopping centres or access
local health care agenciddowever these findings were dependent on suburbs surveyed.

In Waverly (Victoria) fear of crime was not as high as tirafairfield (Victoria). James

(1993) concluded that the reason for this was that the social community cohesiveness was
higher in Waverly thamn Fairfield, which contained a high concentration of people from

non-English speaking ethnic backgrounds and exhibited a very high population turnover.

In contrast, there was little or no community spirit evident in Fairfieldere results
indicated a muchigher overall fear of crime. This detailed scenario @wedindings from

James o6 (1993) s t u d ydecadslold, haydmaimtdinedsrelevanae with w o
latter research findingg Donder, Verté and Messelis 200ackson 2004Franklin and
Frankin 2009 Franklin, Franklin and Fearn 200&anderson 2006 These recent and
perhaps more applicable studies reiterate
community and its relationship to fear of crime. The language used to express these

findings now includet er ms such as &6i nci vjWith greatkes 6 a1

emphasis on psychodynamics andpbeceivedhreat of crime.

Despite the move into thsventyfirst century, the continuances of the rationales behind
fear of crime particularly in the older populatiormppear to have remained largely static.

|l ndeed, as stipulated i n JamgBe®ondel, Y&18 ) st
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and Messelis 2005Jackson 2004; Franklin and Franklin 20@9anklin, Franklin and
Fearn 208; Oh and Kim 2009 Sanderson 200Q6those older people with close social
networks and established community support experienced less fear of crinddttiaose

who had minimal social or community interactions.

Inherent in discourses of social integvatand social order is communication of crime
particularly how itis represented and disseminated by the media. This includes not only
the lack of positive storiedut also the sensationalism of violent crime and the more

insidious and pervasiwghite-collar crimes.

2.5.3.2 Fear of White Collar Crime

A number of studies have revealed that fear is further compounded by media reports and
anecdotal accounts of fraud bgn menpreying on older peopleCarcachet al. 2001 De
Donder, Verté and Messelis 2006raycar and James 2001; Pinkerton James 1992;
Sanderson 2006hese con men are reportedd&e unscrupulous advantage of the trust

and isolation of older peoplevhose social situatiorenhance their vulnerability ©
personal, electronic or telephofraud There is also evidence (Smith 2003) that a small
numberofsec al | ed O6professi onal advisorsod have
older personsespecially those living alone or in relatively isolated winstances. Older
peoplefalling victim to such behaviowvere often afraid to tell their families for fear of
being judged incompetent to manage their own affairs or look after themselves adequately
and independentlyThis may ultimatelyhave resulted in he older person becoming a
recluse because of fear of further victimisation and loss of auton@wosodqah and

Carcachl997 Pain 1995 Pinkerton James 1992). It is interesting to note that findings by
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Carcachet al. (2001) indicated the highest incidence of victimisation in people over 65

years was consumer fraualith the least being sexual assault and robbery.

2.5.3.3 Perceptions dofictimisationLinkedto Crime

Research findings from Pinkerton James ()9@&abosky and Graycar (1995), Borooah
and Carcach(1997), McKee and Milner (2000)arcachet al. (2001), Franklin and
Franklin (2009) and Oh and Kim (2009), suggest that concerns of victimisation and loss of
or reduced community integration could negaly affect personal health. Viewed
collectively, these issues may culminate in the development of social ispld¢ispite
concerted efforts by government and community policy makers alike to ameliorate these

perspectives.

The basis for the findings ithe studies discussed thus far relied on quantitative survey
data as well as qualitative data based on interviews and case studies with results collated
from Australia and overseas. The diversity in research approaches facilitates a broader
understanding rad recognition of the factors influencing fear of crime. For example,
Lupton and Tulloch (1999) conducted their Australmsed qualitative research on case
studies of two women aged 68 who exhibited different perspectives of occurrences of

crime.

The authors identified and discussed geographical, cultural, personal and social
biographies that not only influenced perceptions of crbue alsobrought about (mal)
adaptive behaviours. Findings indicated that fear of crime functions on a numberl®f leve

of meaning and consciousnesghich is directly related to personal experiences and
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constructs] ay knowl edge expdrienoes dnd typespotifgonatond accessed.
Despite a decade passing, similar findings were revealed by Franklin andr-(20€9),

who based their research on data from the 2003 Eastern Washington Crime and Criminal
Justice System Survey. Results also indicated that gender, prior victimisation, social
disorder and level of social integration played a significant role ircepéons of

vulnerability and fear of crime.

2.5.3.4 Fear of Crime and Neighbourhood Attachment

In contrast, research by Oh and Kim (2009) explored the reciprocal effects of
neighbourhood attachment and fear of crime in older residents. The authosunssd

data from theéProject on Human Development in Chicago Neighbourhaod®95 which
gathered information form 8,782 citizens. The survey assessed perceptions of
neighbourhoods, cultural values, local crime, social order and disorder. Analyses were
consistent with earlier studieBqrooah andCarcach1997; Hollway and Jefferson 1997

Pain 1995;Pinkerton James 1992further verifying that while age continues to play a
pivotal role in increasing fear of crimehis is cedependent on attachment or non

attachment to the individual s nei ghbour hc

Similar studies, while acknowledgiregrier research findingshave focused more on the
psychological aspects of fear in the older populatteasing out apparentlgommonly
held butinaccurate beliefs of the pervasiveness of crimes against older ja@dplas and
Serpe 2000Carcach Graycar and Muscat 200ilindseay 1991McKee and Milner 2000;
Moore and Shepherd 2007; Oh and Kim 20@8in 2000; Sanderson 2006pr example,

Sanderson (2006) argued that the consequences of fear were genuine and potentially severe
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for boththe individual and societyas older people often attempted to lessen their anxiety

by confining their activitiessuch ady not going out ahight or altering regular activities

to decrease theperceptionof risk. While these actions were aimed at ameliorafiag,

the opposite often occurred. Such increases in fear frequently lead to a further decrease in
social activities and community tegration for example, neighbourhood attachment

resulting in social isolation (Sanderson 2006).

Investigation of the relationship of social and community integration to fear of crime,
specifically social and psychological factors affecting fear of cantesubjective wellness

was the focus of research by Adams and Serpe (2000). Results indicated that social
integration within the local community considerably reduced perceptions of vulnerability

and fear of crime.

Age, gender, marital status, culturahm@tity, socioeconomic status and health still played
pivotal roles in the development of fear of crimeith physiological detriments
significanty i ncr easi ng nsanseof vwlihedability topcenme€arcaehét sl.
2001; McKee and Milner 20Q@ain 2000;Sanderson 20Q06According toCarcachet al.
(2001) financial, social and physical vulnerability were core elements of feelings of

victimisationamongolder age groupsvhich consequently heightened perceptions of fear.

In addition, Graycar and James (2000@rcach Graycar and Muscat (2001) atrénds
from the Australian Component of the 2000 Crime Victims Suf@grcachand Makkai
2003) indicated that even though older people were in the minority for violent

victimisation, their fear of crime remained disproportionate to evidenced risk. This was
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attributed to feelings of vulnerability related to increasing age and a decline in physical

strength and fitness.

2.5.3.5 Lifestyle Modificatiah A Responséo Fear of Crime?

Lindseay (1991) adds a further dimension to these distinctions by suggesting that reduced
exposure to risk in older age groups malgo be influenced by general lifestyle
adaptations in response to the normal ageing processiodmnd health problems or
psychological dysfunction(ffor example dementia rather than fear of crime and
victimisation. The author asserts that crime surveysjghaeliable, do not accurately
address the specific concerns of older peoplech hasresulted in less accurate findings.
Lindseay also suggests that in addition to reduced social exposure and exclusionary
behaviour patternsensational media reporting violent crimesintensified the perception

of risk and fear within older age groups.

Li nd s(@%yviews regarding the influence of media are supported by James (1993),
Grabosky and Graycar (1995), De Donder, Verté and Messelis (2005), Sandé®n (2

and Franklin and Franklin (2009). Sanderson (2006) also contends that sensationalism in
medig be itprint, radio or televisioncan negativelaffectt he ol der per sonds
crime therefore leading to avoidance behaviour pattehag could exacerbate social
isolation. Females were predictably more influenced by such reports due to an increased
perception of vulnerability Hranklin and Franklin 20Q9Grabosky and Graycar 1995)
although it is noted that males may have tended to wegerttheir feelings. Law and

order campaigns alsaffectedolderresidentéperceptions of fear.
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2.5.3.6 Social Law and Order Campaigns and Fear of Crime

Law and order campaigns, previous victimisation and physical environment, social
identity, sociakexclusionandphysical and social incivilities also played key roles in fear of
crime (Pain 2000; Sanderson 2006) asatidrelateddisabilities. As Jackson (2004) and
Sanderson (2006) point out, physical (graffiti, litter scattered around, untidy gardens
barricaded premises) and social incivilities (groups of unruly youth, homeless people
sl eeping on the street, l nconsiderate ne
personal riskleading them to believe that they were unsafe and that their emérdrwas

unstablewhich could lead to withdrawal behaviours and social isolation.

Adding to the various conceptual frameworks of fear of crime is the concept of rationality
and irrationality. Previous research by Lupton and Tulloch (1999) observed this
phenomenon through a qualitative approach involving two case studiedich the
authors examined whether fear of crime was rational or irrational. Their findings revealed
that fear of crime was a complex and dynamic phenomenon interrelated with nuriferous |

experiences (including previous victimisation, death of spouse and lay knowledge).

Behavioural responses to fear appeared simildhdse reported ither studiesJames
and Graycar 20Q0Sanderson 2006)ncluding those undertaken over a decdukHore
(Grabosky and Graycar 1995). These restiblightthe need for further studies that may

facilitate examination of the conscious aubconscioudimensions of fear of crime.
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2.5.3.7 Thenvisibility of theAgedin Isolatiord Dying Alone

It hasbeen demonstrated that media reports, particularly of crime, significantly influence
peopl eds perceptions of per sonal safety
Ameliorative behaviourssuch as disengagement from personal needs activities (grocery
shqping, accessing money or health ¢aed social interactionyias seen an increasing
number of older people living and dying alone in social isolation. In ,1@9%ng a short

but intense heatwave in ChicagdS), 700 resi dents diederimpat
Klinenberg (2001) investigated this tragedyasing his research on accounts from
ethnographic investigations in the affected localities. His investigation highlighted the
significance of restrictive behaviour patterns related to fear of crimeughrthe course

of KI i nenhbe itwad revedled thdt champsodially isolated older residents relied
on television and radio for companionship aasl suchtheir perceptions of crime and fear

increased accordingly.

Other concerns previoustiscussed in this section were also mitigating factors in fear of
crime. While these fears were largely based on jde&mmation and images of visible
degradation of public spaces and perceived hostile changes within neighbourhoods also
played a pivotatole in increasing fear and social isolatidm investigationof newspaper
accountf dying alongtaken from the LEXIBNEXIS database)which included théJK,

Ireland, New Zealand, US and English speaking Thai PogsSeale (2004 also provides
evidence that sensational media reporting of violent crimes plays a significant role in fear
of crime. Reports from the Japanese Times relating to the increase in unnoticed deaths and
older people living and dying alone (Aoki 2010; Fukue 2010) reveal twrliisg

continuance of these phenomena.
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References tamini twister clouds of fligs dlies, maggots and pupae crawling, sticking to
windows) @ bathtub onehird full of a dark reddish liquice Thi s i s a dead
fluid and skid (Aoki, Japan Tmes 2010) and ié¢ unnoticed and in two months all that is
left is the stench, a rotting corpse and magg@&ikue, Japan Times 2010) occupy eye
catching positions in the newspapers. Reports of the stresgefyivingto older family
members ultimately resulting in the murder of the individual requiring care by younger

family members are equally disturbirfgrther exacerbating fears and prejudices.

Australia has not been exempt from these isswih newspaper repty (Braithwaite
Sydney Morning Heral@006; StaffordThe Age Melbourn2008) and a segment on the
ABC 7:30 Report (2008) highlighting the ongoing occurrence of deaths of older people in
Sydney and Victoria. Both newspaper reports discussed how the bbdieiopeople
continued to remain undiscovered for weeks to almost a year. Insia@ce the death

was of a socially isolated older womanNew South WalesNSW), the seventh in one
month. Some bodies of older people have He&nundiscovered for upo eight months

(Braithwaite 2006) . |t i's concerning to

similarities to Braithwaiteds ryiep006 263 t wo

Victorians died at least two weeks before their bodies wisooderedln 2007, 283 NSW

r e s i deathsweré reported to have gomeliscovered for at least 7 days.

The ABC 7:30 Report discussed concerns about the disintegration of local neighbourhoods

and theongoing need for community awareness programs tvialle social isolation in

the older population. These reports serve to underscore research undertaken by Klinenberg
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(2001) and Searle (2004) and the disparity in government and council initiatives to address

this pervasive and increasing problem.

Seemingy in opposition to the dearth of reports and previous research are the views of
Kellehear (2009)who questions the veracity of these and the general social acceptance
that dying alone is tragic. The author discusses the distinctiveness of lonersyeeelssi

and loneliness in the context of prominent social perspectives, ethnogpagbkit habits

and personal life choices. While it was acknowledged that fear was a significant feature of
many ol der ,phere wds eauls cohcernirng snethods apgrapriateness of
research models to reflect the circumstances of dying ahame accuratelyFurthermore,
Kellehear contends there could be understandable and practical factors that underpin the
desire to die alone. It is suggested that some people imalydose interest in a society

that has little to offer them, particularly if their friends and family play no significant role

in their lives.

The continuing occurrence of Ouemphadeyet ed d
again the need for s@l policy andcommunitybasedorograms and interventions aimed at
addressing and alleviating social isolation and exclusion of gi@eple within the
community. News reports, though often sensationalised, can be useful in highlighting the
fear and social isolation of older people who appear to continue to slip through the health
care net of medical practitioners, allied health care workespital services and welfare
agenciesFurther the impact of cultural diversityalong withsocioeconomicdemographic

and geographic factgrsnust be taken into account and examined within the context of

social isolation and access to health care.
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The sibgantial literature reviewedemonstrates that fear of crime, degree of community
attachment, media reports and perceptions of vulnerability and loneliness can influence
everyday decisions made by many socially isolated older people subsequently limiting
their ability or willingness to seek or accept assistance. It is evident that a paucity of
research has investigated the impact these perceptions have on access to health care.
Further the development of avoidance behaviours can act as bafolensot aly
accessing health care bafso other activities that ensure health amdllbeing This is

evidenced in decreases in nutrition and poor eating habits.

Linking fear to eating habits, a report by Graycar and James (2000) identified concern for
personal afety often resulted in older people not venturing out alaté such restrictive
behaviour often resulting in physical neglect through unwillingness to shop for food or

seek health care.

2.5.4 Thelmpact of Nutritional Status, Health and Eating Alone

Seveal overseas studies (McKie 199Rayette and Shatenstein 20@denvall, Nydahl

and Fjellstrom 2001Wikby and Fagerskiold 2004\Vylie, Copeman and Kirk 1999;
Donini, Savina and Cannella 200Bave identified that the nutritional requirements of
older peopleinvolve a complex interaction betwe@mdividual health status, emorbid

states, psychological, cultural and sociological influences. These are discussed in detail in

the next section.
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2.5.4.1 ReduceMlobility and Dexterityand Acces2o Food Suppliesand Suppliers

Mobility decrements and the effects on accessibility to food supplies were investigated by
Wylie, Copeman and Kirk (1999fwelve participants were recruited from a day centre for
older people in Leeds and interviewed in a qualitative study focusing on food patterns and
food consumption. A24-hour recall for type of food and drink and time each was
consumed was also includdéindings indicated that while some relied on relatives, the
majority used public transport to access supermarkets and other smaller food outlets.
Difficulties encountered included walking on uneven pavements, lack of pedestrian
crossings, bus drivers mogron before they were properly seated and getting on and off
buses. Difficulties encountered in supermarkets included having to bend for items situated
on lower shelves or reaching up for items located on higher shelves, carrying shopping
bags and pushingolleys. Significant physical disabilities such as arthritis or angina also
negatively affected this cohort. Ten participants reported that arthritis and associated
tremors also caused difficulty in preparing meatsthey could not easily open jars, apt

food, handle or movkot foods in heavy pans onserving dishes.

In addition tothe physical burdens werénhe feelings of loneliness encountered after
bereavement. Seven participahts om Wy |l i e, Copeman indicatkd Ki r k
that theireating habits had changed since the death of their spouse and included decreased
motivation to eat, not wanting to eat alone, nibbling instead of eating proper meals, not
wanting to cook, decreased desire to eat food once cooked and inability td lceekore,

exploring dietary practices of older people is significant.
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In a larger Glasgow study incorporating rural areas, McKie (1999) interviewed 152
participants with the aim of identifying and exploring dietary practices of older people
living in the community. The methodology incorporated both quantitative and qualitative
data. General findings were similar to those of Wylie, Copeman and Kirk (1&88)

some additional difficulties experienced by those living in rural pregisath as cost and
extended distances to food amenities. In this study, geographically isolated older people
who also had mobility problems were further disadvantaged by the lack of public transport
and the inability to walk long distances to such transport. More difficultiese w
encountered on the return journeg they were physically burdened with groceries and

other essential items.

2.5.4.2 Loneliness andeal Fellowship

In further qualitative studiesSidenvall, Nydahl and Fjellstrén2001) discussed older
Swedi sh womends experiences obythosawhalyedng f
alone or who had recently been bereaved, while Wikby and Fagerskiold (2004)
concentrated on investigating appetite and willingness to eat. Thetanperof meal
fellowship and its benefits should not be discoungsdt could act as a powerful motivator

for increasing nutritional intake particularly in this vulnerable age cohort (Wikby and
Fagerskidld 2004). Wikby and Fagerskiold (2004) found thaddnand meal fellowship
were among the most significant factors for nutritional intake, though personal values, a
sense of wholesomeness and the eating environwergimportant. In addition, eating
alone could have a significant negative impact on moiad status and therefore overall
health and wellbeing, particularly of socially isolated older peopleo were more

vulnerable to inadequate or inappropriate eating practices.
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Additionally, the significance and impact of eating habits were apparemt iAustralian

study by Dermodyet al. (2003). The authors investigated social isolation and poor
nutrition in older people within a local community in Tasmafiadings revealed a clear

link between poor nutrition, loss of appetite and social isolaBassed orthe findings of

this study community initiatives were developed to target socially isolated older people
utilising volunteers to provide assistance with meals and transport to venues that provided
both healthy meals and an opportunity for soaiétnaction.Although this study did not
address access and navigation of health care services, the succesopfrthmitybased
initiatives imply that similar strategies could be employed to assist socially isolated older

people in urban areas to access vital health care.

2.5.4.3 Physiological an8ensoryDeficits Associatedvith Eating

Physiobgical and psychodynamic processese also investigated by Donir8avina and
Cannella (2003) andzaka, Tadaka and Sanada (2008). The authors identified specific
physiological sensory decrements associated with eating that were linked with poor
nutritional status. These included but wenot exclusive to olfactory and visual
impairment, masticatory deficiencies;fiting dentures, loss of dentition and prescription
medications. The medically based model discussed by Donini, Savina and Cannella
highlighted the interrelatedness of plofsgical factors(peripheral feedback signals,
central feeding drive, throat dryness, masticatory efficiency) and psychological factors
(loss of motivation to eat, depression, retirement, hospitalisation, bereavement, indirect
self-destructivebehaviour) aderpinning malnutrition in older people. Those who were

socially isolated were at greatest risk for inadequate nutritional intake.
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The nutritional status of older citizenn Japan was investigated byaka, Tadaka and
Sanada (2008). The authors sunee$80 communitydwelling residents aged 65 and older
who were enrolled at Setagaya Senior College, a public recurrent school for the healthy
elderly in Tokyo. Their findings were congruent with previous research undertake
Wikby and Fagerskiold (2004Dermodyet al.(2003)andPayetteand Shatenstein (2005)
further testifyingthat poor nutritional status was directly linked with depression, lower

selfesteempoor health attitudes and problems associated with meal preparation.

The literature discussetius far has demonstrated that loss of spouse, decreased mobility,
inadequate transport, changes to ways in which society accesses information and fear for
personal safety can often act as precursors that ultimately lead to loneliness and
depression. Itd accepted that social isolation, loneliness and depression can affect any age
group (Hall and Havens 1998; Tanrel999; Rokach 2001; Victor, Scambler and Bond
2008) However the increasing number of older adults living alone, in social isolation and
with significant health problems appedao be the group most affectefirfdlay and
Cartwright 2002; Murray et al. 2006 Palinkas, Wingard and Barreftonnor 1990;

Routasalo and Pitkala 2003).

2.55 Depression andSocial I solation

Although depression casccur at any age, the literature reveals that socially isolated older
people are particularly at riskipass and Neville 200Freyneet al. 2005 Segal 2000
Age-related co-morbid health problems, decrements in mobility and ability to care for

oneself decreased social networks, loss of significant companionship and living alone are
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amongthe key factors that predispose older people to depressikimgr and Choi 2004;
Andrewset al. 2003; Bird and Parslow 2002; Rajkumat al 2009; Russell and Taylor

2009 Steffenset al. 200% . These key features were the
(2009) researchwhich was based on data collected through screening surveys of 10,000
households and 1,986 interviews of four major ethnic cohorts in Mbade CountyThe

authors investigated the effects of living aldretweerHispanic and noiHispanic people

60 years and older and the influences of gender, social support and physical disability
towards the development of depression. Findings revealed that living héwh causal

links to increased instances of reported depression in Hispanics living albite the
significance of primary social networks was variable between the two greuggesting

the influence of cultural variations and family ties.

Research byrajkumar et al. (2009) revealed similar findings to other studiegp$cheer

et al. 2000; Freyne et al. 200830n 2004; Steffens et al. 200®/eyerer et al. 1995
Rajkumar et al. utilised a casentrol design framework in conjunction wittoorto-door
surveys, recruiting 1,000 participants over the age of 65 years. Findings revealed that
physical illness, hunger and poverty were strong correlates of depression in older people
and precursors for social isolatiddowever in contrast to the studies mented, female
gender, increasing age and associative cognitive dysfunction were not significant
influencerson, or causally linked todepression. In addition, depressive disorders did not
signify an increase ifunctional disability within the cultural sm-specific milieu of this

population.

An earlier Australian study by Joubeitt al. (2003) found depression in older people to be

interrelated with social isolation, carer stress and significamhadoid health issuethat
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acted as barriers to effeativaccess of community resources and health care. This research
was conducted in Melbourne and focused on appropriatenessnofiunitybasedcare of

older people who presented to emergency departments, usuallyciisisa in major
hospitals. Initial findigs revealed that the majority of depressed older people were living
alone (44per cent with 29 per centiving with a primary carer but with minimal attention

paid to linkages to community services. Although access and navigation of health services
was not discussed, it can be postulated that these figures infer that many older people are
not accessing heal care appropriately for their needs and therefore increasingly present

for medical care in emergency circumstancBse study was closely involved with an
innovative health care str at,eaevgich fodused @i 0 p e c

establishmentrad enhancement of an integrated systems approach to service delivery.

These findingechorecommendations made almost a decade ago by Dennis and Lindseay
(1995) in their review of British government policy concerning depression and
particularly, suiciden older people. General trends indicated that males 75 years and over
had the highest incidence of suici@ddthough older people of Indian ethnic origin were
reportedly lower. Of significance, the authors found that older people who committed
suicide hadcontact with a primary health care worker four weeks preceding the event.
Improved educational opportunities iGeneral Practitioneil@P9 and primary health care
providers, with easily accessible linkages for appropriate and timely treatment, were

amongkey recommendations.

Similar findings from research conducted by the Royal District Nursing Service Helen
Macpherson Smith Institute of Community Health were evidenced by Nunn (2003)

surveyed 78 primary heal t lsoutheastevnsubuebs. pheovi d
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12-month study found that 7@er centof older people exhibited positive indicators for
depressionHowever, only 1(Qer centwere receiving professional care. Nunn concluded
that the main barriers to older people getting supporthfar tiealth problems were social
isolation, ill health, disability and a lack of knowledge about where to find help. There was
no evidence of investigation into how older people accessed necessary health care

therefore revealing a gap in the literatutieat this study has the potential to fill.

Additional research findings by Segal (2000) indicated that depressive illnesses precluded
many older individuals from actively seeking health care intervention. These findings were
closely associated with thosetadsished in a later study by Copeland (2002) who also
found depressive disorders in older people to be strongly linked to social isolation.
Copeland stated that Zfer centof the older population in America are socially isolated
with figures expected toise dramatically over the next several decades. Inadequately
diagnosed depressive illness in older people could increase social is@atibase people

consequently utilise health care providers less frequently.

Copeland(2000) also estimated thdess than 25per centof depressed older people
received appropriate health cavéth this cohort being the highest group to successfully
complete suicide. Preventive and ameliorative measures such as patient education,
addressing lifestyle issues, nutit, physical activities, social support and appropriate
environmental lighting to combat and prevent development of situational depression were
advocatedHowever how these strategies would be instigated, facilitated and evaluated
was not discussed. Nadid either study explore issues associated with access and
navigation of the health care system by depressed or socially isolated older people, a gap

thatthis current study will seek to fulfil.
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Social networks for older people were also found ta Isenificant factor in delaying the
onset of dementia or Al A lomgitudialpopalatiohased a s e
study by Fratiglioniet al. (2000) focused on the effects of availability, contact with and
perceived adequacy of social and support nessu Twelve hundred and three people aged

75 years and oldeand living in Stockholm (Sweden were followed for a thregear
period. No participants had dementia at the commencement of the study. At the completion
of the study, 176 participants were diageed with dementia. Findings strongly suggest
that participants who had few close social ties had peB@enthigher risk of developing

dementia thawlid their socially active counterparts.

Adding to the growing body of evidence, Fratiglioni et al. (2000) suggested that for many
years, mosWWestern countries have given priority to home care health services and paid
less attention to social needshich has led to many old people living alonesocially

isolated conditions for most of the time. Declining health and decreasing ability to seek

health care interventionsdependentlyvas purported to marginalise this grdupther.

Access and navigation of health care nesdsenot discussedhiFratiglio n i g2000a | 0 s
study However,findings indicate that the impact of social isolation and development of
dementia in some participantsptgha v i t al role in the ol der
access necessary personal health caesvientions Age-relatedhearing and visual losses

also play a vital role in the development of depression and social isolation (Verstraten

2005). The impact of hearing and vision loss is discussed further in the following section.
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2.56 Hearing and Visual | mpairment

In addition tothe problems outlined so famany people suffer hearing angion loss

during the ageing processhich can cause lonelinessithdrawal from social, vocational

and cultural activitiesreduce selfesteemand changedrelationships with family and
friends Chri sti an, Dl uhy and OO0 Ne iJénes, VicdrBaad Du
Vetter 1984; Mulrowet al. 1990; Verstraten et al. 2005). In addition, undetected,
ineffective or untreated hearing impairment nadfect access to and delivery of health

care services.

For their investigation of theffect of hearing impairment on health service utilisation
Green and Pope (2001) utilised data contained in medical health records of 1,436 randomly
selected patientsged 65 years and older from the Outpatidtiltization Systemdeveloped

by the Kaiser Permanente Center for Health Research (Green and Pope.280L
Findings indicated thatearingimpairedolder people, though likely to make additional
visits to thér health care professional, did not subsequently make more contact than those
who were norhearing impaired. Possible explanations included that patients did not seek
or did not receive appropriate care or that overall, hearing impairment did not require
substantial increases in health care services. The authors contended that many older people
appeared to accept hearing loss as an inevitable consequence aijethg process
However if they remained reluctant to seek advicdlmy were not afforded apppriate
assistance, such behavioucsuld contribute to detrimental sequelae such as social
isolation and depression. Research derived frometay.(2007) reported similar findings

to Green and Pope (200However Tay et al. also included visual impairment in their

investigatory criteria for hearing loss. Their study was based on interviews (which included
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a standardised questionnaire) of 284 frail older people aged 65 years and older, living in
Sydney, AustraliaResults indicated that moderately to sevenabion-impaired older
people had a significantly increased likelihood of health service utilis&tmnever those

with moderate to seveteearingimpairmentdid not.

The acurrence of social isolation redat to vision loss in older people with minimal social
networks was not discussed Traye t (200@ssudy However findings by Verstaten et

al. (2005) indicated that low levels of social support most likedyto increased incidents

of loneliness. Further research by Kranegéral. (2002) focused on the effect of hearing
deficits in association with chronic disease states on ®onwmiional characteristics of
quality of life in older age. This mixed methods studcruited 3,107 people between the
ages of 55 and 85 years from three culturally distinctive geographical regions in the
Netherlands. Findings correlate with those mentioned in previous studies (Christian, Dluhy
and OONei || 1989; Dneg ¥ictor and detteK 198Mulrotv etal9 9 4 ;
1990 and suggest that hearimgpaired older people demonstrated a significant increase
in depressive symptoms, loneliness, anxiety and social isqglatigth associated

decrements in significant social netwarks

Significant hearing loss coupled with chronic disease conditions could result in increased
physiological effectswhich negativelyaffectt he ol der personds abi
participateactively in social interaction. Such exclusionary or awride behaviours were
believed to increase the potential to develop social isolation. These results underpin the
need for accurate identification and adequate and timely monitoring of people with hearing
loss. Further anecdotal stories abound regardingeolgeople (usually a relative) who

refuse to wear a hearing aid despite obvious difficulties with communicatiten
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resulting in significantly decreased social interaction. Garstecki and Erler (1998)
contended thaton-useof hearing aids was related stgmatsation with the incidence of
female nonuse greater than mal@onuse Other factorsto considerwith nonuse of
hearing aids were psychological control and ego strength. The authors found that males
were more accepting of hearing loss and founghring aids lesstigmatsing. The
correlation between gender use ammhuse and incidence of social isolatiomere not

investigated by the authors.

An audiaspecific study was developed by Ga&tsal. (2003) This studycompared two
screening methods used to assess hearing loss in older people. Insectiossistudy,

546 older people were tested using both screening methods. The authors suggested that
screening increased the probability of identifying disorders anduchthat it should be

used routely in health assessment. Althoutliis study focused specifically on hearing
impairment,similar screening tools could be utilised by health practitioners to assess for
psychosociatisk factors. These may includergealised beliefs in ageism and perceptions

of invisibility.

The evident diversity of cultures intrinsic in societies today needs to be incorporated into
all aspects of health care policy and interventiovisether investigating social isolation,

fear of crime or hearing loss or other issues pertinent to the ageing populettEmiably,

research has shown that cultural beliefs and attitudes to health, social networks and the
ageing process influenceoldegre o pl ed6s per cepti on o fsocieth e ms e
(Lechner and Neal 1999; Lowenstein and Bengtson 2008simeriKianidis 2007

SchrodesButterfill and Marianti 2005 Health initiatives and policies targeting ageing
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populations are already lace in many countries but there are those who are unable to

address these problems adequately due to lack of internal resources.

2.57 Cultural Diversity and its Influence on Perceptions of Loneliness Social

| solation and Health

A significantamount & research into social isolation of older people has been conducted
within a Western paradigm (Adamkaufman and Dressleir989; Grundy 2006;Howse,
Ebrahim and Goobermatill 2005; Klinenberg 2001;Kobayashi, CloutiefFisher and

Roth 2009 Steffens et al2005 TannerD 2007). However, research involving famibare
giving of older people in BotswangShaibu and Wallhagen 2002) illustrated the
significance ofand reliance on, communal societies and the role that culture and families
play in the care of der people.Care of older people in Botswana is solely a family
responsibility.This study investigated the role particular family members play in providing
care to their elders anitlis mentioned in this section for two reasons. Firstly, there is a
paucty of knowledge concerning enduring care of older people in various\festern
countries Secondly, also according to Shaibu and Wallhagen (2002), umikaany
westernised countries, in Botswana there are no govermmerdgr funded programs to
supportfamily caregivers or provisions for care of older people within an institutional
framework such as nursing homes. Care for older family members is traditionally accepted
by female family memberdHowever this is largely dependent on time and availahility

meaning thatare given in many instances remains meagre.

While loneliness and chronic illness play a significant role in saswlation, their

interpretation can be varied depending on cultural beliefs (Charmaz H88and Havens
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1998 Peters 2004Rokach 2001Routasalo and Pitkala 2003). Although applicable to all
age groupsthe cohort most significantly affectéslolder people AgeingResearch Online
2009 Peters 2004; Rokach 2001; Rokach, Orzeck and Neto JGdterL 1999; Tanner

D 2003, 2007; Victor et al. 2005; Victor, Grenade and Boldy 2005). Despite cultural
disparities, the debilitating effects of social isolatiare clearly linked to depression,
suicide, hostility, alcoholism and poor setincept Rokach, Orzeck and Netd004)

which spans across cultures in later life.

In seeking to explain these phenomeRakach, Orzeck and Ne{@004) examined how
cultural influences affected the ways in which older people coped with loneliness. Their
research involved 36 participants from Cdaand 105 from Portugakith ages ranging

from 60 to 83. Participants were givengaestionnaire thainvestigated the positive
strategies employed to cope with lonelind®esults revealed that the cultural milieu does
influence the way in which olderepple deal with loneliness, particularly their use of
reflection and acceptance, distancing and denial and religion and @ditsignificance
perhaps, was that no gender variatiamsre found in either Canadian or Portuguese
culture. These resultextend earlier findings byHollway and Jefferson (1997Wwho
asserted that soci al prejudices and fear
interact with othersrrespectiveof cultural influence exacerbating feelings of loneliness

and increasing social isolation.

Similar comparisons were made by Yeo (1997) of white Americans and those from Eastern
Europe, the Middle East, Japan and the Caribbean experiencing poor health and living in
socially iwlated circumstances during examination of thesscultural care of older

adults. Emphasis was placed on individual health beliefs since perceptions of health and
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illness are not universal. Often older people approach the clinical encounter with lgultural
entrenched descriptive models of iliness, many of which are not part of the Western health

care system.

Findings by Yeo (1997) underscored the need for fcaiftsiral nursing to acknowledge

the patientdos perspect i vliary appropriatehwben dealind | n e
with socially isolated older people, as their cultural and experiential belief systems need to
be accepted with nursing and allied health interventions incorporated into what is

culturally acceptable and appropriate.

Lam (2®M5) examined social isolation and health care utilisation in the context of cultural
diversity in Melbourne, Australia. Findings revealed that many migrant older people
(Vietnamese, Greek and Italian) had reverted to their native langthegeby creating
barriers to communication and access of readily available health care seawtes
increasing social isolation in the absence of significant family networks or culturally
appropriate support. Interpreter services were an essential component of health care
delivery. However,these werenot always obtainable. These studies focused on cultural
diversity in socially isolated older people and its implications for health care praviders
However, access and navigation of this marginalised cohort to health carenowa

explored.

Several notable works by Victat al. (2000, 2002, 2003, 2004) Victor, Grenade and
Boldy (2005) and Victor, Scambler and Bond (2088ye questionethe current validity
of many longheld social and academic beliefs, asserting that loessiin older age is not

necessarily as prevalent as some research indiddédisahd Havens 1998&ollway and
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Jefferson 1997Peters 2004Rokach 1999)Further questionshave beenmaised as to the
accurateness of participant responsessétfrated surveys and interview questions
regarding loneliness and isolatioAlthough Victor, Scrambler and Bon(2008) believe

that respondentsnay temper their answers because of the stigmatising connotations of
being identifiedas lonely or socially isolatedadier work by the authors (2000, 2002,
2003, 2005, 2004) omitted social constructs of embedded culture within their Beassk
studies However these limitations were identified as being a significant consideration in

assessing an iandidgo¥lonelinessladdsocial isaadan.s t

Subtle cultural differences within predominantly Caucas\astern societies should not

be dismissed or viewed as a generic whole. Victor ét@al wi del y based B!
incorporated responses from peoplgh unidentified cultural backgroundsvhich may

have further influenced understanding or perceptions of loneliness and social isolation. The
authors acknowledged that the ol der persort
needed to be explore® gain a more complete understanding of the complexity of the
interrelatedness of these phenomena. These studies identified that cultural beliefs and
attitudes influenced adaptive behaviours towards loneliness and social isohtioh

may be positiveor negative in naturéilso identified were potentidensions and conflicts

arising from attempting to adhere or assimilateWestern conceptuabBations which

required further investigation.

We have seen that sociablation and loneliness and even fear of crime, is not exclusive to
Western society but spans all cultures and geographic loca#alsng Kaufman and
Dresslerl989 Cattan et al. 20Q9.aVeistet al. 1997). Socially isolated older people can

be found in densely populated urban areasl living in rural and remote situations
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(Klinenberg 2001 Wickramasinghe 2002 with widowhood with its own cultural
constructsbeing a significant contributing factorffecting both males and females (Carr

2004; Lee and DeMaris 2007).

Research discussed thus far incorporates studies from Australia and oubiseas
encompass a variety of cultural settings. In Australia, wittmisti-cultured population

these issues ra particularly significant. The conferences Mosaic of Culturally
Appropriate Responses for Australian Culturally and Linguistically Diverse Background
Elderly People 200And Social Inclusion for Multicultural and Faith Communities 2008
(chaired byMessmeri-KiandisfromtheFeder at i on of Et hnic Com
Australig emphassed the need forthe social integration of ethnic minority groups,
especiallyof older people. This call for integration must not overshadow sensitivity to the

real differences that exist in how various people view illness and appropriate care.

Discussion highlighted gaps in service provider carehich specific needs of new and
existing older migrants were not met. Increased goverrdbased funding and the
appointments of bior multilingual workers were identified as priority issues. Ethno
specificcommunitybasedorganisations play a pivotal role in social integratespecialy

of older people whose traditional support systems may be increasingly eroded by
assimilation and diversification of younger family membassthey increasingly adopt the
norms ofWestern society (Messimeliandis 2008). Studies discussed thus far cosep

both Australian and overseas research and incorporate a diversity of cultures. In addition to
culturally linked barriers, the effects of ageist attitudes both at the micro and macro level
have been indicateasinfluencing the development and perpdéita of social isolation in

older people.
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2.58 Ageism andAgeistAttitudes

The pervasiveness of social isolation in older people has been well docunfenged (

and Reeve 200@ytheway and Johnson 1998agestad and Uhlenberg 2005; Hensher
2006; Kobayashi, CloutieFisherand Roth 2009 La Veist et al1997; Lookinland and

Anson 1995; Machielse 2006;Minichiello, Browne and Kendig 2000Russell and
Schofield 1999; Thompson and Thompson 2001; Victor et al. 2003), with many
researchers asserting thageism has played a significant role in perpetuating social
discrimination based on biological constructs and age segregatigng and Reeve 2006
Lothian and Philip 2001). Bytheway and Johnson (1990) investigated definitions and
perceptions of ageisncharacteristics of ageism, influences of racism and sexism and the
relatedness of biological ageing. The authors identified relationships between ageism and
societal moreshatindicated thablder people cease to be viewed in the same manner as
when theywere youngeror that theybecomesomehowinferior as theybecomeolder.

Further stigmatsationof olderp e opl e, soci al denigration ar
speciesd6 was al so r eveal edthatfdcueed an heaitlzaiel ar
personnel, Lookinland and Anson (19%biyveyed 82 nurses working in a hospital setting

as well as 68 high school students enrolled in a regional heaiter occupational
program. This Californidased study identified varying stereotypical views bioth
groups with the student group expressing significantly more unfavourable attitudes to
older people. Although access to health care was not the focus of this study, findings
suggested potentig negative implications for care of older people anceadito modify
curricular focus from the technologically based acute setting to include subacute home

based nursing care.
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In an effort to ascertain the prevalence of ageBma | mor e (2001) devel
survey toof Pal mor eds st ud Marth Gamlghae @JS),i imvolvé&lu84 h a m
respondents aged over 60 years who complete®O@uestion survey. Results
demonstrated that ageism was prevalent in the cohort with oveer7@enttestifying to
experiencing one or more incidents of ageism. Palmorel§206signed the survey to
identify specific instances of ageism within the mipersonal and wider macro
socioeconomiaontext.However, itis regrettable that no indicators relating to access to
health care were incorporated into the survey. These may ravided valuable insight

into the difficulties experienced and barriers encountered by socially isolated older people

in navigating the health system and accessorgmunitybasedprograms.

Experiences of ageism in terms of social integration andptanoee were a component of
several key factors in Australlzased research by Minichiello, Browne and Kendig (2001).

This qualitative study incorporated interviews of 18 people aged between 65 and 89 years.
Perceptions of agei s mgeased téd descdbe this ph@nomaenoth  t +
were also discussed. Findings revealed that many older people accepted the concept of
oldness which did not necessarily relate to chronological age but rathéow they
perceived themselves and their position in dogie. Once cat,¢hgycloselg ed a
aligned themselves with the negative stereotypical images of older age. Access to the
broader physical environment, income and fear of becoming a burden were also
investigated.Further interactive ageism wasglentified as a major construct whereby
informants recognised discriminatory practices such as jokes about growing old but were

still able to accept the humour intended.
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Conversely,6 sagei smbé was vi ewed as 6positive
respeted when perceived to be valued by others. Instances of being asked their opinion or
being listened to were recounte@.f note were informantsd n
health professionals. These were felt to be due to ageist attithdesesulted in
ameliorative behaviours by the older person to accommodate these perceptions. To what
extent these behavioua$fectedaccess to health care was not examitigaligh there was

evidence ofelf-segregatioractions by some of the informants.

Social separatn and segregation have also been identified as contributors to ageism.
Hagestad and Uhl enber gos (200 Hased Atodyr i c a
incorporated investigation of the social structuring of age, the nature of age segregation,
separation by ageand societal level, institutional age segregation and spatial age
segregation. The authors identifiegle mesolevel as an intermediate levelwhich
incorporates communities or neighbourhaodsis level deals with divisions within
societies, how they arerdken apart by income and ethnicitgocial networks and
meaningful interactions as an essential component of the social sepagdism cycle.

The authors furthgoroposedievelopment and evaluation of innovative programs designed
to promote cross age interactioglithough issues of access and navigation of health care
institutions and community service providesgre not discussedthe potential health
benefits arising fromncreased social interaction and social inclusion, particularly for

socially isolated older people should not be overlooked.

Such constructs can be seen in Thompson a
(2006) research into positive ageimnghich focused on the interactions and influencers of

ageism across cultures and societies. Thompson and Thoragsead on empowerment
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of older people and the importance of shared responsibility in the planning and delivery of
health care. The traditional mediceare model was compared to more modernistic
concepts of 6care for the elderlyd and el
workers as facilitators and enablers within the constructs of these modern paradigms were
highlighted. The main thrust of Angu and Reeveds research wa:
both academics and health care providers of the effects ofhlgdgtraditional and
stereotypical attitudes towards ageing an
global issue the authors peented ageism as théiltimate prejudice, the last
discrimination, and the cruellest rejectifAngus and Reeve 200p6. 139, asserting that

such stereotypy encompasses broader cultural practicesagrslich, influensepolicy

makers and astasa social determinant of health. New paradigms involving how society
views ageing and the morbidity associated with dependency and autonomy were examined.
It is hoped that armed with these insights academics and policy makers can begin to forge

a better undstanding and a more positive social perspective of the ageing process.

2.59 Sociallsolation and the Impact of Trivial Events

In Scotland, approaching social isolation from a somewhat different perspective, Murray
(2001) investigatedvi ak eoWl ednetrsmépnedr nsoofnhdés | i
examined the relationship of a series of inconsequential events that, over time led to loss of
independence and coping abilities in older peofilevas acknowledged thamajor life

events cause logd independence in some people whelieasthers a more subtle process

of minor mishaps could lead to the same results. The study discovered that older people
often experience functional difficulties in coping with trivial events that become of major

significance to themresulting in increased loneliness, isolation and depreskiowever
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the relationship between this phenomena and its effect on d@odesaslth care providers

was not explored. Building on this evidence, Neetaél. (2006) investigated occurrences

of trivial events in terms of 6daily has
unscrewing jars, minor home maintenance, washing curtains and changing light bulbs were
identified as precursors for feelings of degemcy, distress and anxiet#lthough these

events were not perceived as problematic on their owradbemulationof these events

degraded resilience to the poihatthe older person felt they could no longer cope.

Significant events such as deathspbuseandrelocation of family members and friends
escalated theffect of these phenomen&ading to social isolation and depressive states.
Further Newal et al. (2006) argued that cumulative trivia need to be recognised as a
multifaceted construd¢ha encompasses psychosocial, cultural, historical and demographic
aspects of the ol der personé6és I|ife and th
to further explore these events from within a phenomenological parattigmore

effectively influence social policy.

The inclusion of trivial events in this section is used to highlightetiiect of everyday
difficulties experienced by many older people and which socially isolated older people find
increasingly difficult to cope with. Ability to acee necessary health care needs to be
explored indepthto gain further insights into howivial events can be better managed by
this cohort.Evidence provided thus far in this review of the literature has established that
social isolation of older people is a complex issue encompassing biological, physiological,
social and economic factor¥his phenomenon, whichpars Western anchonWestern

countries as well as diverse cultyressa global issu¢hatwill now be explored.
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2.6 Sociall solation of the Older Persormd A Global Issue

Social isolation of older people is clearly a global phenomenon, with extensive research
having beerundertaken ithe US(Cattan et al. 20094am 2002Russell and Taylor 2009
Steffens et al. 2008//ard 2000, Europe (Wenger 1997), the Netherlands (Knipscheer et
al. 2000), SHLanka (Wickramasinghe 2002), India (Rajkumar et al. 2009), Germany
(Dallinger 2002),Slovenia(Domajnko and Pahor 2004), th#K (Andrews et al. 2003;
Christiansen and Roberts 2005ennis and Lindesay 199%reaves and Farbus 2006
TannerD 2001, 2003; Victor et al. 2002yeland (Freyne et al. 2005), Botswana (Shaibu
and Wallhagen 2003nd Australia (Findlay 2003; Peters 2084id 1994 Warbuton and
McLaughin 2009. These studies haverodued similar findings despite thevarying

perspectives and focuses of individual researchers and their methodologies.

Of particular note is apvaluation article by Greaves and Farbus (20@8)ch discusses
findings of their comprehensive UK study undertaken in 2005 incorporating the Upstream
Healthy Living Centre. The authors investigated the processes and outcomes of a health
care initiativesprogram to promote health and quality of life in a socially isolated older
population.The Upstream Healthy Living Centia Mid-Devon wasestablishedo address

social isolation in the older population through the promotion of creative, social and leisure
activities. Greaves and Farbus state,thatthe proportion of older people increases, more
are living alone. Their research findings indicated thapér2centof people over 65 felt
socially isolated. Social isolation and feelings of loneliness argistently associated with
reducedwellbeingand quality of life in older people. Depression in particular is associated

with social isolation andffect approximately 1 in 7 people aged 65 and older.
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Before the introduction of the Old Age Pension in 198l8er people were the largest
cohort of recifputeatBr ogr damé& i6MEd®@ided a swalh a .
amount of government support for those identified as being too poor to purchase food,
clothes and shelter (Shaibu and Wallhagen 2008 subsequent extension of this
program reflected the disintegration of informal arrangements of sharedrsugpm
increasing poverty. The abandonment of familial supp@s$ believed to be due to an
increase in rural to urban migratidhus further dpleting traditional extended family roles

and leaving older people more vulnerable in termgheir physical and emotional needs

(though these were not specifically discussed).

Findings revealed that participant caregivers were very, puitn few employed at a
formal job (21per cen). Forty-oneper centwere occupied in subsistence farming or were
homemakers (2per cent. Family poverty and almost nexistent resourcewere of

major significance in attempts to care fders,as was ppropriateness of intimate care
and gender rolesAssistance from family members was considered acceptable for elder
care However health care from outsiders or government handouts were perceived as

stigmatsing and therefore avoided by many families (Bhaand Wallhagen 2002).

The concept of nursing homes was also considaneshacceptable optigrso the females

of the family took on the role of caregiver rather than tha&es. In the absence of
daughters or younger female siblinggves took on thigole. There were many instances
inwhichbcgrievi ngdé involved very short infor ma
being in a position to spend time, supply food or assist financially towards the needs of the
parent or grandparenthe significanceof this study lies within broader cultural, socio

specific and political precincts. Despite the seemingly paucity of government assistance to
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enable access to health care needsstigenatsing effects ofutilisation of such services

precluded itacceptance by those most in need.

In Germany, Dallinger (2002) investigated the effects of demographic development and
political culture surrounding quality of elder care within the family. The author contended
that Germany had one of the largest propodiof older people in Europe, which had
significantly increased the need foare giving Formal care and family care were
discussed in conjunction with barriers erected by social policy and cultural nonuos.
again, findings revealed that women assumib@ majority of cardaking roles with
decisions involving withdrawal from the workforce weighted by a stronger sense of family

6dutyéo.

Also discussed was the establishment of Care Insurance in 1996 by the German Welfare
State. This legitimisation fdinancing care of those requiring social assistance resulted in
formal provision of services or cash benefits for the older person to pay for a private carer
However there were significant limitations based on level of néHuerefore private
resourcesvere still required to guarantee adequate care of frail, older people. Summative
findings suggested that financial incentives were aimed primarily at assiategverdy
enabling them to provide additional formal gareereby lessening personal burgerd the

need to disengage from the workforce. Social isolation, loneliness and depression were not
the focus of this studyRather the focus was ofactors affecting and influencing care of
older people within the German populatisuch as governmetissed social policies,

intergenerational relationships and cultural norms.
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Contrary to findings by Shaibu and Wallhagen (2002) in their study of fararky giving

of older people in Botswana, Germaaregiverswere not adversely influenced by
stigmatsation of accepting government assistance, instead using this financial aid to
augment their practices of care. It is suggested that further research, focusing on the
experiences of older people could identify and evaluate the efficacy of such shared care

arrargements.

As Rao, Warburton and Bartlett (2006nd Warburton, Bartlett and RaB009 assert

health and social needs of diverse cultural groups angyrsuips may be unmet due to
barriers such as language differences, financial constraints and difficulties experienced
through the migration process. Eviderfeem their 2006study indicates that aess to
health care services later in life becomes more compexiring adaptive approaches that

are culturally aligned to meet these neefisctively.

It has been demonstrated that acceptance of health care is dependent on a number of socio
cultural and socioeconomic factors (Sax 1993) As the diversity o f Australd.
multicultural population grows, so does the need for culturally specific health care
interventions. These can facilitate and promote access to health needs, particularly from

older peopt who are at risk of social isolation.

2.7 Attempts at aSolution

2.7.1 The International Arena

Averting further development of and alleviating current social isolation and loneliness

among older people has been the topic of much rese@attaf et al2005 Findlay and
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Cartwright 2002Reid 1994;Wegner 199y, particularly over the last decadeith policy

makers attempting to ameliorate these ongoing and pervasive phenomena by developing
communitybasedntervention programs. However, concern continag$o the efficacy of

these programs (Cattan et al. 20@%ndlay 2003;Sabir et al. 2009), as the reported
incidences of social isolation and its sequelae continue to be problematic for health care

providers and policy makers.

Canadian and U$ased resech undertaken by Cattan et al. (2005) utilised data from
guantitative outcome studies between 1970 and 2002 in all languages. Findings revealed
that group peer support appeared the most effective strategy for reducing social isolation.
Home visits provedhelpful but only if contact was continued on a regular basis. Telephone
and oneto-one support services, most commonly provided at the community \eees

found to be consistently ineffective for reducing social isolation or lonelirteesgh

reasonsdr the failure of these interventions was not provided.

In a UK ruratbased studyGreaves and Farbus (2005) investigated interventions by the
Upstream Healthy Living Centre. Mentors worked closely with participgrtsviding
exercise and cultural activities with an emphasis on social interaction. Group activities
directed by mentors who also provided telephone follignon a regular basis proved the
most successfuthus providing additional evidence along with @atet al. (2005) that this
type of community intervention is worthwhile in combating depression, loneliness and

social isolation.

Investigating care of older people in Germany, Dallinger (2002) found that the majority of

care remains within the family oan intergenerational basis and continues to primarily
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involve women. In recent years, increased participation in the workforce by women has
been offset by the est,avhichipsvides some finahcialé c ar
assistance though a legitimatsstitution rather than the more stignsaitg social assistance
schemes.However, @spitethese interventions, Dallinger concludes that a significant

portion of care of oldepeopleremains the responsibility of the family.

Acknowledging the difficultiesn categorising the more personal constructs of loneliness
and social isolationfindings from Britishbased researchers (Victor, Grenade and Boldy
2005) suggest that innovative methods are required by project developers to incorporate
the myriad of contexial influencesnecessary to increase the efficacy of interventions
Theseinfluencesinclude culture, past experiences, attitydescioeconomicstatus and
demographic development (Adams, Kaufmand Dressler 1989; Dallinger 2002).
Implementation of suchdalth initiatives needs to be grounded in research and followed up

with appropriate evaluative processes.

An example of one such health initiativen be seen in research undertaken by Sabir et al.
(2009). The authors investigated the discourse ofeseach-to-practice consensus
workshop evaluatingboth the research priorities anthe practitionerbasedsuggestions
regarding social isolation of older people. The results of this New York (US) based study
highlighted the paucity of evidence effectivecommunity-basedinterventions to reduce
social isolation, particularly in homebound socially isolated older residerdadvocated
further, broader development of research initiatives to address this praobtam
effectively. In addition Sabir et al. (2009) discovered that resedrabed interventions had
focused only on ambulatory older adults rather than targeting homebound oldertpabple

were already socially isolatedzurther disparity between practitioners and research
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priorities were highlighted with the apparent success of grebpsed interventions being
seenas therapeutic only for those who were ambulatory. In contrast to these working
models, practitioners advocated emeone interventionsarguing that these would be
more beneficial to those who could not accessnmunitybasedvenues. The authors also
argued thapreventionof social isolation was more beneficial to the greater majority of
older adults in the long term and believed this could be accomplished througionaknt
relationship building between practitioners and researchers in the development of

community and hombased interventional programs.

2.7.2 Local Brisbane Metropolitan Area

Research continues to highlight the significant impact of changing interpersonal
relationships within the family, with traditionataregiver models being replaced by
communitybased health care packages delivered by professionAlsstraliarbased
researchby Gray and Heinsch (2009) centred on the changarggiverrole of women

from a feminist perspective. Evidence demonstrated the growing trend towards
communitybasedcare regimeswvhich have led to the further growth of informal caméh
neighbourhoodservices providing assistance with daily needs such as grocery shopping

and domestic duties.

In a continuation of endeavours to address the ongoing issue of social isolation in the older
population of Queensland, the Ministerial Advisory Council for ©Fersons (MACOP)
developed a modetalled theCross Government Project to Reduce Social Isolation of
Older Peoplewhich continues to be managed by The Seniors Interests Unit (SIU) of the

Department of CommunitiesThe aim of this project was to determitiee foremost
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practice models utilised to reduce social isolaaamngolder people. Agencies providing
support in the project included
U Australian Government BVA
i theHome and Community Care and Mental Healtits of Queensland Health
U Queenslandransport
U the Australasian Centre on Ageing
0 SIUd Department of Communities
iU MACOP
U Multicultural Affairs Queenslaridl Department of the Premier and Cabinet
U the Aged and Community Care Refoumit of Queensland Health
0 the Office for Womed Department of Local Government and Planning

U Australian Government Department of Health and Ageing

The project incorporatefive phasesincluding a report by the Australasia@entre on
Ageing (2002) based on an extensiterature review byCartwright anl Findlay(2002),
researchanalyss, identification of pioneering approaches afidally, the implementation

of demonstration models in 2004 and thereafter. It was anticipated that the range of
proposals would address personal, societal, district and environmental fac667, he
project was in phase fouwhich entailed an updated literatussview (Warburton and Lui
2007) detailing social isolation and loneliness in older people, with the Evaluation Report
of Demonstration Projects released in 2008. Phase imlving dissemination of
information was completed and a report detailing Besictice Guidelinesiasoffered in

2009 (Queensland Government, 2009kive organisations were granted funding to
implement programs to reduce social isolation of older people: Brisbane City Council

($85,000 with an additional $30,000 fd&month extensbn), Hervey Bay Council

74



($74,000), Fitness Queensland Association ($40,000), Greenvale State School Parents and
Citizens ($46,000) and Multicultural Development Association ($55,000 plus an additional
$20,000 forsix-month extension). Phaséour incorporaed a number of demonstration

projects thatvould build on the previouthreephases.

The findings were expected to assist policy makers to improve initiatives to decrease social
isolation. Phasefive concerned the distribution of information about ideatcfice
standards that prevented or minimised social isolation in the older population. In their
report on the findings from the evaluation of the demonstration projects, project@ivase
of theCross Government Project to Reduce Social Isolation ofr(ideple Bartlettet al.
(2008) identified that groupased activities were more effective for decreasing social
isolation of this cohort. The chief objectives of the projects were to develop appropriate,
sustainablecommunitybasedprograms that addresséite issues identifiedThe authors
reportfocused on findings from the evaluation of three demonstration projects:

1. Seniors Connectirtgbased in Greenvale and classified as rural/remote

2. Connecting Points/Connecting Pedplbased in Hevey Bay and classified as

regional

3. Culturally Appropriate Volunteer Services (CA\Spased in Brisbane CBD

Overall results indicated that the three initiativesd some success in reducing social
isolation and loneliness. The authors acknowledged metbgidal variablessuch as

minor changes to original wording of survey questions, lack of training and supervision of
people collecting data and staff expressing personal views on survey forms rather than
those of the participantas influencing the outcoas which raises concerngboutthe

validity of their results. These projects were informed by an extensive literature review
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conducted by Findlay and Cartwright (2002) as part of the report fd8eh@rs Interest
Branchand Ministerial Advisory Councibn Older People, Queensland Governmditie
accessibilityof health care andase ohavigation through the health system for this cohort

was not examined in these projects.

In addition to these initiatives, the GP Link newsletter (April 2q8@.) highlighted visits
to GPsby communitybasedhealth care organisations. These visits were an initiative by
GP Partners and aimed to inform GPs and practice nurses of the various services offered to

individuals in the community.

This 12-month programwasfunded by Queensland Health and incorporated visits to GPs
by Bl ue Car e, St . Lukeds Nursing Service
Community Health Services. The health care agencies informed the GPs of the wide scope
of services offered anthe referral procedures to access their services. Services available
included home and community care;hame respite, social support, community care
packages and support programmes for those with mental health issues. While this is not an
exhaustive listthe services offered were especially relevant for socially isolated older
people in the community and were further enhanced by a team of volunteers who assisted
in all areas of social support. Blue Care provided similar services with a focus on assisting

the frail/aged within their home environment.

In addition the Extended Aged Care Home (EACH) and Extended Aged Care attHome
Dementia (EACHD) Packages provided assistance with all areas of clinical health care,
access to allied health services, domeasisistance, home safety and palliative care. The

EACH packages continue to be subsidised by the Australian Governkhewever
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recipients are required to pay a nominal fee depending on the services required. Individuals
are invited toselfrefer, or maybe referred by family, friends, carers, their GP or hospital.
North East Community Care provides many services specific to the frail aged in the
community. These include centbased and Hmome day respite, social support,
community transport scheme;mome occupational therapy, Veterans home care program

and information and resource library.

The Chermside and District Senior Citizens Cefrie (Burnie Brae Centre) is aot for
profit charitable organisatioft providesa variety of social, educational, leisure, transport
and communitybasedservicesthat focus on the needs of fit and frail aged people. A
CoordinatedHome Aid and Togetherness Scheme is specifically provided for socially
isolated older peopldt incorporates volunteers to assist and enhance the quality of life for
those who are fraiand living in their own homesK Rouse, Secretary/Managef the

Burnie Brae Centre, personal communication, 2 June 2006)

No evidence could be found to indicate Wiex evaluative processes had been undertaken
to assess the efficacy of these strategmesto what extent the collaborative measures
between communitpased service providers a@Ps alleviated social isolation andh
particular, facilitated easier ag=and navigation within the health system for socially

isolated older people in urban precincts.

Despite the availability of extensive services within the Brisbane metropolitan area, reports
continue of difficulties in accessing appropriate health cadeaasistance for older people.
Various accounts of prolonged waiting times and lack of resources to effectively deliver

services have been reported by those attempting to accesdnhtegir study of equity in
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the distribution of aged care services ins&alig Gibson, Braun and Li{2002) revealed

that the supply of community aged care packages was much higher in the remote regions
than in capital, rural or regional citieBurther the authors assert that requirements for
allocation of health servicemnd funding based on age alone, underestimates the specific

needs and poorer health status of Indigenous people.

Underestimating requirementsiay account for discrepancies in community health
servicesd ability to pr oynwhehservics desdandsiiac e |
out weigh supply. Gi bson, Braun and Liuds
specific health needs of older people orefffectof nonaccessibilityof services for those

who are old and socially isolatedlthoughfurther exploration of distribution and use of

care services was encouraged.

In response to ameliorative strategies to address discrepancies and gaps in service
provision, investigative research was carried guianner (2003) and Low and Brodaty

(2008 to determine acceds and limitations of community services for older persons.
Tanner 6s UK study <criti cal Wthafecusomhowathesed s o

affectedolder people.

Areas and levels of need, expectations of types of assestahifts in focus of service
providers, structuring of eligibility criteria and widening access to services were discussed.
Findings indicated that further research and policy changes were required to cater for the
needs of older peoplenore appropriatdy. Tanner suggested <curr
implied dependence and should be modified to promote and reflect a more positive model

of 0O theslsypporting older people to maintain control of their litkesther services
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were influenced by assessmeriteria which were determined by health professionals and
allowed little (if any) input by the older person on their level of nedgn resulting in
restriction and timing of services. How older people, who were socially isolated, gained

access to hdth care or navigated the health system was not investigated.

Foll owing on from Tanner 06s r es e aasednstudyL ow
aimed to provide a practical guide for GPs on community services, referral processes and
the fostering ofpartnerships with allied health providers to enhance care of the older
person. Findings suggested that GPs needed to refer patients in a timelier, maiheer

thanonly when they presented anises

Though delays in services and lack of integration betwsome providers was mentioned

the infrastructure required in the GP setting to effectively facilitate and integrate these
services for socially isolated older people was not examiRedher Australiarbased
research by Gray and Heinsch (2009) higjited the shortcomings ebmmunitybased
health care initiativeswhich included inadequate staffing, extensive delays, lack of
funding for services and in some instances (EACH and EBCPackages)prohibitive

costs to the client.

In an attempt to addse difficulties encountered in the primary care settiing Australian
Primary CareCollaborative Program was instigated to assist GPs and other health
providers to increase positive patient health outcomes for individuals with chronic health
conditions.The program also offered strategies to improve access to GPs through shared

learning, peer support and training opportunities.
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The program is based on @llaborative methodology designed by the Institute for
Healthcare Improvement in the US. This fedgralnded program from the Department of
Health and Ageing began aSgearproject fundedy the Focus on PreventiagnPrimary

Care Providers Working Initiativeannounced in the 2003004 Australian Government
Budget(http://www.apcc.org.au/about_the APGCPhaseone operated from July 2004
December 2007 and was administered by Flinders University. Approximately 500
practices within 42 Divisions of General Practice were funded to participate in the
program. Phaséwo began in January 2008 and is currentlging managed by the
Improvement Foundation (Australia). The health conditions originally targeted were
diabetes and chronic heart diseaaslng with improved access to GRs. July 2009,
further funding was granted encompass two new topigshronic Obstructive Pulmonary
Disease and Chronic Disease Prevention@giiManagemenAnecdotal evidence to date
suggests that a number of patients with chronic illnesses are receiving increased care and
monitoring However no data is available regarding the impact of these initiatives on

socially isolated older people.

Integral to programs such as this and indeed other comrvociiged initiatives is the
appointment of suitably qualified nurses within the general praséitteng.While there is
industrybased evidence that an increasing number of nurses are being employed in this
sector, controversy remains surrounding the scope of practice for nurses employed within
the primary care domain. According to Woodroffe (20Q6¢ extended role of practice
nurses in the UK haaffectedthe traditional concept of the GRith much of the focus on

their management of patient care, particularlases otthronic disease. Higher patient
satisfaction was recorded when compared Rs Gut it was felt that this was mainly due to

longer consultation times anthe rigorous application of national health guidelines.
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However, concern remained regarding the ability of nurses to recognise pathological
variations in disease processes duetheir limited educational backgrounds (when

compared to GPs).

Australian studies surroundingurses working in primary health care (Gibson and
Heartfield 2005; Hall 2007 Keleheret al.2007)found discrepancies in role specification

as well asn identifying that there wamsufficient data on the practice nurse workforce.
Gibson and Heartfield (2005) emphasised the difficulties encountered by practice nurses
such as role confusion, lack of GP support, lack of defined career pathways and
professonal isolation, advocating mentorship as a strategy to support nurses in general
practice. Hall (2007) also acknowledged the paucity of support for these nurses but
provided evidence thawvithin the framework of the Divisions of General Practielich

were generated by the provision of government fundstgps have been taken to explore

and understand the role of practice nurses.

Initially based ongroups of GPs, the Divisions have evolved into a network of
organisations that provide support to GPs auagses in all areas of training, information

and business management. In addition, the Royal College of Nursing Australia and the
Australian Practice Nurses Association are addressing the need for support for practice
nurses developing specific nurse ented initiatives. Investigating the roles of nurses in
general practicePhillips et al. (2009) discoveredsix main roles that practice nurses
perform: carer, organiser, quality controller, problesolver, educabr and agent of
connectivity to different @ciplines within the practice. However, lack of GP support and

taskoriented environments limited the scope of clinical care.
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Added to this industry awareness is Keleher gial ( 200 7) study of
nurseswhich discussed thecarcityof datacollected regarding the varied roles of practice
nurses. Also investigated was the income generated by these awoseting tdMledicare
Benefits Schemaem numbersThis study called fomore research into the practice nurse
workforce, development of national standards for tbke of practice nurse and an

evidencebasedapproach to policy development.

It is evident that there are numerous metropoldammunitybasedservices availabléo

health professionals as well as socially isolated older peblpleever there continues to

be a paucity of data available regarding the efficacy in providing greater understanding of
and access to these services. The difficulties encountered in sigmng (for health
professionals accessing and navigating the health care system remain largely unresolved.
This qualitative study aims to address this gap in the current knowkesigee participants

in this research were drawn from the area coveyettib latest local initiative.

2.8 Summary of Literature Review

This review of available literature presented both qualitative and quantitative research
studiesthat examined the incidence and causative phenomena of social isolation of older
people in he community Firstly, the place of the literature review was questioigten,

social isolation was defineddetermining the framework for this studijheories ofsocial
isolationwere examined and a position taken not to locate this study within angfone
these to be consistent with grounded theory, which requires that theory emerge from the

data collected. Studies concerning the factors contributing to social isolation were outlined
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and the consequences to health care were pradeatifying gaps inhe study of health

care service access.

When cultural diversityvasapplied tothe conceptsliscussed in this chaptehe literature
revealed thatWesternshaping of perceptions of loneliness, social isolation and ilizeds
health are not necessarily univerddbwever,it was confirmed that problems remain in
communitybasedprograms across cultures. Social isolatwas then placed in a global
context. Finally, current programs at national and local lewskre examined revealing

that the effectiveness of these is still problematic and rarely subjected to examination.

The exception was a UK study undertaken by Greaves and Farbus (2006). This extensive
study provided and implemented interventions stratedies were evalated for
effectiveness at the completion of the studgpwever,a gap in this study, and indead

many others,Alpass and Neville 2003; Blendon et al. 2003; Dallinger 2002; Freyne et al.
2005; Kobayashi, CloutiefFisher and Roth 2009 Ron 2004; Tanner D 2001, 2003;
Wenger et al. 1999Veyerer et al1995 was the absence of investigative procedures to
assess access and navigatioorgoinghealth care for socially isolated older people. The
perceptions of older peopleere found to béargely absent fronthe studies locateavhich

did notaddress the subjective value and meaning of isolation, lonelmesiculties in

accessing health care needs. This study adebttesse identified gaps.
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2.9 Conclusion

Understanding the experience of soasallation and the factors associated with accessing
and navigating health care facilities is important in theoretical, practical and policy terms.
The understandings gained from this study will establish current knowledge of services
available and facilite the development of appropriate and accessible interventions that
refl ect the complexity of ol der peopl eso
physical and psychological obstacles may provide valuable information to researchers
who can subsegpntly disseminate this information and provide a basis for effective,
achievable and sustainable future community and government interventions for positive
ageing. The next chapter explores deeisioamakingprocessdehind the selection of this

s t u dhgodeBcalframeworkandthe resultingnethodology.
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CHAPTER THREE: THEORETICAL FRAMING OF

METHODOLOGY

3.1 Introduction

This chapter introduces and explains the methodology chosen for this research project. The
types and differences between variouslgative methodologies are explored and the
process and reasons behind my choice of methodology are examined. The purist canons of
grounded theory are put forward and critiqued. In addition, the choice of qualitative data
analysis and a constructive apach and why this better suited my philosophy, beliefs and

personal style are explained.

Also included in this chapter is the descriptandvalidation of the research design aard
explication ofthelinks between my philosophical assumptions, theoretical perceptions and
choice of methodologyTherefore,t hi s ¢ domstgnttieectogely aligned with that of
Chapter 1, which introduced the study and myself as the resgaandeChapter 2, which
highlighted the research problem through an extensive literature rdvamiding on the

most appropriate techniques to analyse and present collated data is crucial to any research.
As the studyprogressed,l reviewed the data collead from the interviews with
participantsandmy o6 constructioné of cat egoltwas s, t
then that | became profoundly aware that the participants and myself, in the role of
researcherconjointly constructed meaning of their expeaces bringing together our

ontological and epistemological views (Charmaz 2006). After reflection and careful
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consideration] decided that a constructive approach would more accurately reflect the
processes underpinning this reseaodmore accuratgl por tray particip

my epistemology.

| have refined the aimsf this studyto focus primarily on events or interactiotigat
occurred during the course of obtaining health carenosome casesommunitybased
assistance. The following chapters demonstrate how social and personal factors influenced

these interactions.

This study explores the experiences of socially isolated older people and the problems they
encounter as they attempt to access and navigateetith care system in metropolitan
Brisbane. This issue was of interest to me as a practice nurse working on a daily basis with
frail older peoplewho were struggling to cope with the challenges of accessing services.
An extensive literature review idefiid many areas of research into social isolation of
older people However,minimal researclnas dealtspecifically withthe psychological or

social dynamics influencing how these people obtain their health care with mirfiaral,

assistance from social family networks.

In view of the gaps in thigterature,this study aims to increase awareness in all health care
providers of situations that can influence and give rise to the development of social
isolation in older people. This is particularly intfant as society moves into a phase of
rapid demographic agein@ringing attention to the specific difficulties encountered by
these people also adds to the body of health care knowledge and facilitates further
development of health care initiativeghich can be tailored to meet specific needs and

marketed in such a way as to increase utilisation of services offered. Use of such services
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is desirable for prevention, early intervention and better symptom management in older

people with chronic health prabhs.

Soci al I sol ation can i nfl uen¢particalalyiythep s pec
have minimal social or family networks. Given the exploratory nature of this research
gualitative approach was deemed most suitable to explore the phenohimenprincipal
advantage of this style of research is that it offers the opportunity to gain a deeper
understanding of human experiences. This is achieved because qualitative approaches
provide rich and descriptive accourtsth holistically and contewally, of the phenomena

being studied (Schneider et al. 2003).

As Morse and Richards (2002) contend, the key to doing good qualitative reseteh is
selection of a appropriatanethodology that best answele research question or aims.

The terms mathadology aml method, although often useynonymouly, are different
Methodologyis derived from a philosophical perspectiesearchers need to be aware

that they are agents of data collection and should locate themselves within the research. In
addition, the research method selected must have the ability to encompass the individual
predilections and philosophical assumptionstieé researcher regardirthe nature of

reality and what counts as truth (Adkins 200y 2003. Readers need to understdhis

to understand and audit the findingdethodologyrevolves arounthe question who is the

knower (Adkins 2002 May 2002). Inthis study,t he oOknower 6 that t he
socially constructs and gives meaning in a particular time and space. It also iwbéates

can be knownThis was negotiated betwedme participants and me (as the researcher)
What counts as knowledge afee patterns that emerge after constaymparison across

participansd stories and between and within events. According to Jones, Kriflik and

87



Zanko (2005) one of the most importarglements when considering the selection of a

methodologyis theassessment of each method in view of the research aims.

3.2 Methodology Linked to Aims

| particularly identified withthe views of Denzin and Lincoln (2005) who offer this
definition of qualitative research:
Qualitative research is multimethod in focuBjvolving an interpretive,
naturalistic approach to its subject matter. This means that qualitative researchers
study things in their natural settings, attempting to make sense of, or interpret,
phenomena in terms of the meanings people bring to themit&ival research
involves the studied use and collection of a variety of empirical materialse
study, personal experience, introspective, life story, interview, observational,
historical, interactional, and visual te@tshat describe routine and problatic
moments and meanings in individual sdé | i\

deploy a wide range of interconnected methods, hoping always to get a better fix
on the subject matter at hand (Denzin and Lincoln 20033, 4).

This definition encom@s®sthe broadest context of the qualitative research paradigm and

is well suited to mytudyaims. Therefore, | decided undertakex qualitative study.

From theliteraturereview, it was found that previous research into agdiag mostlybeen
guantitativeand focused on biological characteristi®sch as longevity, chronic disease or
illness prevention. While there has been an increase in qualitative research by nurses, in
view of the gaps in the literature, | felt there was a need for atafissdibased study to
explore and define experiential phenomena in socially isolated older people in the context
of the social and psychological influences accessing health care. In view of my aims, a
gualitative interpretive methodology utilising a ¢ptudinal time differentiated approach

was adopted. Several qualitative approaches were considarkding phenomenology,
ethnograpis, grounded theory, case studyarratives and action research. Research into
these informed and strengthened my choioe this researchTable 1 offers a brief
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personal summary of the types of methodologies investigated through a diversity of
readings including the works ofMorse and Field (1995),Morse and Richardg2002),
Morse and Field (2003 Janesick (2003)Denzin and Lincoln (2005) Elliott and

Lazenbatt 2005andStarks and Brown Trinida@007.

Table 1L Types of qualitative methodologies

Methodology Summary Description

Ethnography Ethnography defines and explores a culture. It often requires
researcher to spend extended time in the cultural setting being st
Ethnography requires the researcher to become immersed in the «
and to carry out fieldworkn which detailed dscriptions leads tehe

devel opment of concept s, hypot

Grounded theory The emphasisof grounded theorys onthe generation of theory fron
data. It is a general methad which the generation of theory fror
systemdt research involves a set of rigorquecedureshatlead to the
emergence of conceptual categories. These concepts/categori
related to each other as a theoretical explanation of the action(s
continually resolve the main concern of the pgyaats in a substantiv

area. Isaim is to find a core category that links the various dimensic

Phenomenology Phenomenology »plores the essence of meanings within hun

existencelt is formed on introspective thoughts.

Narratives Personal views astorie® the way people make meaning of their live

Action research  This is the pocessof joint problem solvinglt involvesaction that is
aimed at presenting and demonstrating problems in a current siti

and facilitating improvements at each stage.
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Case studies This is aprocess of collecting and presenting detailed information
portrays those elements of a spedcgittiation that give it meanin@ase
studies dok intensely at an individual or small participant grol
drawing conclusions about the participant or group and only

specific context with emphasis placed on exploration and descriptic

Qualitativemethods have often been accepted as the most appropriate way of addressing
research purposes and questions. | agree with Morse and Richards (@20@Zurther
contend thatualitative methodare ideal for investigating mattettsat requirean in-depth
understanding of a topic or phenomealaout whichlittle is known aim to discoverthe
experiences and meaningEthe participants in a particular settimy intend tobuild a

theory or theoretical framework that represents ofyeesceptions of realityrather than

t he r e sosvia Mhiststady idicorporates these characteristigdittle is known about

the psychosocial influences thaffect the way that socially isolated older people access
health carpthe purpose of this study is to discover antkrpret participant experiences

and meaningsand the intention is to build a theoretical framework that represents the

participantsd perceptions of reality.

In addition to the guidelines offered by Morse and Richards (2002), Schneider et al. (2003
p. 141) contend that all qualitative research demands deliberation of three philosophical
concepts. A personal summation follows:
1) Ontology is a major branch of metaphysics and incorporates the study of the
nature of being, reality or existence. This d@nmaterialistic or idealistic ands

A

suchof fers an individual oOworld viewd th
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2) Epistemolog§ is concerned with the nature and scope of knowledge and
incorporates truth, belief and justification. This establishes the relationstwedn
the inquirer and what is knowthus providing the focus for the research.

3) Methodology incorporates existential concepts of cognition, learning and
awarenessThis distinguishes how we place ourselves and know the world or how

we gain knowledge front, thus providing a design for conducting a study.

Pivotal to the chosen methodolofyr this study is the outliningf my beliefs and the
theories that may inform, implicitly or explicitly, the questions posed and the assumptions
made. These theoriesave the potential to influence the kinds of data collected and
identified as significant and inevitably the categories named and used in generating theory.

| begin by posing and taking a position on a controversial belief held by Avis (2003).

Avis (2003) claims that not only is there no need to have a methodological basis for
gualitative research studies but that doing so results in such studies being
counterproductive as the methodological underpinnings hinder critical reflection and
empirical evidenceThis thought provoking, controversial article questions the legitimacy

of methodology in qualitative research and defies the strongly held views voiced by the
majority of qualitative researchers. Avis bases his views on the woéllaid Quine

(1980 ard Donald Davidson (1984) both eminent philosophers of thate twentieth
century. However,c ont r ary t o Av iNachmsias anal NGcBmias ({1@9b)i e f
postulate thatdespite science having no special subject matter of its own, it does not view
every study of phenomena as science. They believe this is attributable not to the subject
matter but more preciselyto the absence of reputable scientific methodoldgyther

when a branch of alleged factual knowledge is rejected by science, it is dleesse of
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its methodology. Nachmias and Nachmias (1981, 1995) believe that the goal of social
sciences is to generate an accumulative body of dependable information tlthassist
researchers to explicate, predict and comprehend interesting empirical phendmena.

we come to the questioi s t here a need to explicate
underpinnings in qualitative resear6ffhis is not a question that maresearchers ponder

because, bel i eve, to the majority the obvious

I di sagree with Avisbdés (2003) perspective
research indeed requires a clear methodological b@sislitative reseah is based on
individual s6 views of the worl d. It requ
disciplined approach tagour and dependabilityThisrigourd i st i ngui shes O&r €
storytelling. It is not my purpose to debate, at length, the pros and cons or scientific
requiremerg for substantive recognised and validated methodologies for qualitative
research. Rather, | would like to direct the readethe varied and at times controversial
perspectives of researchers and philosophers who, by their unique academic and scientific

stancesmake ughink about what we do.

3.3 Methodological Links to Theoretical Assumptions and Nursing

Research

3.3.1 WhyQualitative Research?

Traditionally nursing hadocused on practices concerned with health and heé&ding
providing support for people in times of crisis or those traversing major life events.
Although much of nursing knowledge has originated withinkioenedical science fields

(Rice and Ezzy 199%chneider et al. 2003), a significant move away from these midels
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incorporate researckthati nf or ms and facilitates a gre
expectations, perceptions, experiences and adaptatlda eventshas taken placévorse

and Field 1995 2003 Morse and Richards2002 Fielden 2003 Speziale and Carpenter

2003 Elliott and Lazenbatt 2005 This knowledge compteents and enhances the
biomedical paradigm to provide a more completeholistic framework to assist in

delivery of care. It is within this context that my research is placed.

| wanted an irdepth understanding of my observed phenomena of socially isolated older
people attemptingor not attempting, to access the health c@mices available to them.
When studyingoeople,qualitative research methods are often chpasrthey permit and
even encourage the development of a more detailed pictimenwdnexperiencesRritten

1995; Knapik 2006Morse and Field1995; Morse and Richards 2003chneider et al.
2003 Speziale and Carpenter 200Bhus there was never any doubt that this study would
be qualitative. However, choosing the most suitable method within this paradigm for this

particular study requiredgreat deal of consideration andeeamination of my beliefs.

Much has been writtemnd will continue to be writteron the various qualitative research
methodologie¢Ploeg 1999Rice and Ezzy 199%peziale and Carpenter 2Q@liott and
Lazenbatt 208) and the richness and diversity of information that can be gatlectd
potentially play a major role ihealthfocusedapplications. The various methodologies are
often closely aligned to the chosen topic or phenomena being resedrbbesfore | re-
examined my beliefs, my questions and aims to ensure the methodology chosen was a

correct ofito.
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It is understandable that qualitative research methods have been involved in nursing
research for decadeas they present the researcher with a multitofdelternatives and
avenues to investigate the intensity, richness and intricacy innate in the occurrences being
examined Carr 1994,Gramling and Carr 200&loeg 1999Rice and Ezzy 1999Morse
(1999 p. 393 stressed this viewpoinwriting:
They offer alternatives in analytic approaches; cater to different disciplinary
perspectives, assumptions, and agendas; provide a means to explore various levels

of analysis, from micr@nalytic to complex behaviors; and permit the
development of the necessary lewetonceptualization of results

In accordance with theseews, BurnsandGrove (1999) believed that qualitative research

is valuable within the nursing professjaas it focuses primarily on understanding the
complete experience, a belief that is fundamental to the philosophy of nursing. My topic
involves complex human issues and a need to understand a complete experience
Consequently,l endorsethe view that the m-depth view offered by the qualitative
approach may reveal a newnderstandingof the phenomenon of health care for the
socially isolated older person, which, if applied more generally, may offer new avenues for

nursing practicewhile facilitating and psmoting theory development.

3.3.2 Qualitative Research in Nursing

Researchers primarily associated with nursing (Schneidak. 2003; Roberts and Taylor
2002), including those associated with allied heé&@hbich 1999 Elliott and Lazenbatt
2005; Charmaz 200K assert that qualitative research methods have evédvprbvide a
theoretical framework for investigating problems or issues in saoi@tlinical settings
This framework allows for investigation of issubatare often iedequatelyanswered by
traditional quantitative meansvhen numbers are not enough andwhich variables

cannot be controlled. | agree with these views and believe that many clinical (particularly
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nursing) research studies are qualitatively focused in an effoditoag understanding of

human experiencdhatcannot be achieved by quantitative measures alone.

Additionally, | supportRice and Ezzy (1999) andoberts and Taylor (2002)jew, that
possible answers to problematic social issues lie embedded in texthelthan numerical

data which can be probed in depth within specific philosophical and ethical paradigms
using the methods found in qualitative research. The voices of my participants provide the
text for analysis. It has been my observation that tfps bf research often reveals the
subtle O6just beneath the sur,tharebg facilitataagy e r s
enhancing and promoting more precise and intricate explanations and theories that are

often the basis for future research.

Other esearchers such as Morse and Richards (2002), Thomas (2006) and Charmaz (2006)
also testify to this phenomenon. These authaleng with many others in thenursing

fieldd for example Leininger (198), Munhall (1989),Polit and Hungler 1997, Burns
andGrove (1999), Thorne (2000%chneider et al. (2003)orse and Field (2003 Elliott

and Lazenbatt (2005have demonstrated how qualitative methods assist reseavdners
attempt to make sense of events anduralexper
environment. These authors discuss the selection processes of particular methodologies
and methodswhich detailexplicit or implicit theoretical frameworks that carry specific
assumptions about s 0 c i a lthat derlity aah ibaugdérstopdo nt o |
(epistemology). This is of particular significance in my research of socially isolated older
peoplein which individual experiences are influenced by personal attributes, perceptions

and valuesalong with the nature and lived history of thegoa conducting the research.
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3.4 Variations within Qualitative Research

It has been demonstrated that various qualitative approaches offer different perspectives on
reality or what can be know(Charmaz 2006Denzin and Lincoln 1998; Grbich 1999;
Janesick 2003; Law et al. 199Bincoln and Guba 1985; Morse and Richards 2002;
Roberts and Taylor 1998Thus qualitative enquiry can be undertaken through grounded
theory (Glaser and Strauss 1967; Strauss and Corbin 1998), hermeneutic theory (Gadamer
1976; Heidegger 1978), be based on descriptive phenomenology (Husseirlla350
ethrography (Denzin and Lincoln 20PBr narrative analysis (Kohler and Riessman 1993
2002). The feminist approach and action research are also acknowledged as valid
gualitative research methodologit#satare essentially inductiv&ach methodology has its

own subtle differences on what constitutes reality and what can be kaownhas a

unigue place in the realm of qualitative research.

What constitutes realitgan clearly be seen in the work of Lincoln and Guba (19837)
as they discuss constructed realities as bé&ngnts or situationgHaf are theoretically
open to as many constructions by a single individual as imagination @llagde
supporting he view that
individual realities often overlap one another, simply because many of them are
an effort to deal with the same putative phenomenon and in the sense making in

which each actor engages in order to keep his or her world whole and seamless
(Lincoln and Guba 1985, p. 82)

This view is essentially how | envisaged my research questithreg there would be

multiple realities overlapping within and between the participants.

Qualitative research reaches out over many disciplines, fields and sulg#et. nit
involves a complex interconnected unit of terminologies, concepts and assumpkibas
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transcending the traditional approaches associated with positivisnstpagtralism and

various qualitative research perceptions or processes linkedttwatand interpretive

studies (Denzin and Lincoln 1998). After careful consideration of the various
methodologiesnvestigated) chose grounded theory ftinis researchas it is an approach

that can be used to identify and relate characteristics émabe employed to define and
explain relatively unknown situations. It has been widely utilised in areas of human
interest and works in an inductive fashion to make sense of what people say about their
experiences. | bel i evresearchaquastiomsasd ains Eittleldied 5 t ¢
know at the outset how this decision woul

claiming different approaches as dégroundec

3.5 Grounded Theory: Classic or Broader Interpretation?

Grounded theorywhich grew out ofthe symbolic interactionist tradition (Glaser and
Strauss 1967)js an approach to collecting and analysing data with the intention of
buil ding theories 6groundeddé within actu
However, despite aaverall consensus on the fundamental principles of grounded theory
there are continuing debates in the literature about what constitutes grounded theory
(Backman and Kyngas 1998jliott and Lazenbatt 200%5laserand Holton 2004 Glaser

and Strauss 1967Grbich 1999;Leininger 1985;Morse and Field 2003; Morse and
Richards 2002; Polit and Hungler 1995; Roberts and Taylor 2808Batzman 1991,
Schneider et al. 200%trauss and Corbin 1998horne 2000Wells 1995, with the theory

having beeranalysed ath modified (Charmaz 2006; Cutcliffe 2008liller and Fredericks

1999; Morse 1994Thomas 2003Strauss and Corbin 199fbr over four decades.
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Baker, Wuest and Stern (1992), Bourke, CikorandMack (1999) and Nathanial (2003)
contended that theriginal concept of grounded theory by Glaser and Strauss in 1967
challenged the prevailing view of the era that the only scientifically rigorous form of
systematic social inquiry consisted of quantitative methods. The development of classic
grounded thegr gave much needed structure to qualitative research avet the
following years, garnered increasing respect as it took advantage of reputable
mathematical ideologies and combined them with qualitative concepts. This was an
important breakthrough in rearch methodology. Over the ensuing ye&taser has
meticulously detailed the purist form of this methodologhile Strauss formed what was

to become a long standing association with Juliet Corbin (a former sputtggther

conceptualising a considéig different approach (Strauss and Corbin 1990, 1994, 1998).

Strauss and Corbin described an exactimgar approach However,according to Glaser

(1992), theresulting theorycan be a forced resulather than a natural emergence of the
application wles and procedures for conducting his form of grounded th&€bngs,| have
chosen not to f ol |asws r&eated emsphadis on datamiog thd i n
principles of good sciengesuch as replicability, generalisability, precision, significance

and verification may place him closer to traditional quantitative doctrines that are not
appropriate given the goals for this research. Although all three have published many
articles relating to their stance on grounded theGtgser remains critical dtrauss and
Corbinbs perspective. Gl aser appears to
2004), as he describes classic grounded theoysas mpl y a set of I nt
hypotheses, systematically generated to produce an indulcéeey about a substantive

a r eltavds.from this position that | began my research.
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| support the view that grounded theory is created solely from the mataling the
participant$ perceptions which is evidenced in the results (Glaserd Strauss 1967
Robertsand Taylor 2002). Present theory is not enforced on the data, but is employed to
support the evolving theory. | also felt comfortable with his notiodad, hi ghl y str
but eminentl y f |lrtke saneeartice@ldsér appeated tg gedend his
original classic position against the subjectivity and constructivism involved in what he

| abedgubliatdeddtaan al ysi spd QDA @l arly as seen in
This puzzl ed me aworldviewsarecensttucted m antiltiple eomtgxts.e 6 s
Glaser himself acknowledges that the QDA method is legitimaten dworthy,
respectable, and acceptab(&laser with Holton 2004)but repeats it isiot grounded

theory. Onreflection,G| aser 6 s arguments ap,poetalongwith be
other qualitative researches (Morse 1994, Thomas 2008pncur that QDA can be

utilised in conjunction with grounded theory methodology.

I am particularly drawn to QDAGs focus on
QDA methods incorporate processesvhich qualitative data are meaningfully examined

and interpretations developed to understand people and their situétiamdaciitating
exploration of personal experiences, belief systems and meanings. Cleavigson

(2002), Morse and Richards (2002) and Charmaz (2006) consider Glaser and Strauss
(1967) and Strauss and Corbin (,d%9bher t o b
formulation of grounded theory agjualitative research methddatuses a methodical set

of protocols to foster an inductively acquired grounded theory about experiences
However,they advocate going beyond this embrace constructivism. The objective is to

work from the general to the specijfiwithout losing sight of the uniqueness of the

research study.
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In my researchalinear process could not h#ilised, as there was need to move back and
forth within the data as the interviews progressed. | thus followed the canons of Denzin
and Lincoln (1998), Morse and Richards (2002), Davidson (2002), McCallin (2005) and
Charmaz (2006), who concur that data collection, analysis and theory formulation are
indisputably associated in a reciprocal relationship, and that grounded theory includes
precise procedures to guide this. Although | had decided methodology,l still felt |

needed to know more about the complexities of grounded theory and how this had been

incorpaated into broader interpretations@DA.

3.6 Grounded Theoryd A General Inductive Approach?

A researcher who initially influenced my move to a broader view was Thomas (2003)
whose general inductive approach provides an efficient way of analysingatjualdata
without the rigid framework of traditional theories. Thomas (2003) argued that key themes
are often obscured, reframed or remain undetected due to bias in data collection and
analysis procedures imposed by deductive data analgsish as thoseused in
experimental and hypothesis testing reseafthomas (2003) believed that novice
researchers would find using the general inductive approach less cocopigared to

some of the conventional or lomgtablished approaches @A. However, researche

such as Morset al.(2002) and Charmaz (2006)ay we | | di sagree wit!
seeminglyoverly simplistic claims that those who follow his guidelines can expect results
from their analyses to be similar to those derived from grounded theomyuivttie burden

of learning and utilising complex technical terminology.
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Whil e keeping Thomasoés ( 2leléctdtodeffoexaidétdilesl g u i
analysis involving lineby-line coding of transcribed texto ensure that many analytical

cuts into the datapossibly at different stages of the research, would be possible. By
following this methodical process for analysing qualitatdaga, | hoped to achieve a
detailed analysjsguided by the explicit aims dhis research. To achieve thigepeated
comprehensive readings of raw data were undertaken to facilitate development of
categories, subategories and themeBhis process was more closely aligned with Glaser

and Straussos or i gtheorgbulldpng. devel oped tenets

Roberts and Taylor (2002) state tlgrounded theory, initially developed by Glaser and
Strauss (1967)hegins from the ground and works up in an inductive fashion to make sense
of what people say about their experiences and to trarsige assertions into theoretical
proposals.My analysis follows this more disciplined approachliag-by-line analysis

from fully transcribed interviews and is closely aligned with the general principles of
classic grounded theaqrdiffering only in accpting the constructivist philosophy used by

Charmaz (2006).

Careful consideration has been given to the expanse of articles and books on qualitative
research methodd herefore the theoretical framework for this study incorporates and
follows the constrativist guidelines of Charmaz (2006). Charmaz has discussed her move
away from Gl aseros didactic st anc¢ with on g
divergence apparent in her views orcamstruction of reality. During an interview with

Tony Puddephatt (2@ p. 1 0) di scussing this point i n
forcing or legitimising constructions influenced by researcher percep@btr@smaz stated:

what you try to do is tanderstand as best you can, knowing that it always comes
out of your ownperspective, but you try to understand how the people that you
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are talking with orstudying, construct the situation. | think grounded theory can
be an enormous helpith the checks to catch the kinds of constructions, and to
have a sense of them. Butlways comes from our perspective.

In further clarifying her stang&€harmaz (2006p. 9) posits that grounded theory methods
are, @ set of principles and practiéesand emphasises flexible guidelines, not
methodological rules, recipes and requiremente. mnt r ast to Gl aser 6s
(2006, p. 10pssumes that:

neither data nor theories are discovered. Rather we are part of the world we study

and the data we collect. We construct our grounded theories through our past and

present involvements anihteractions with people, perspectives and research
practices

Charmaz contends that basic grounded theory guidgelinesrporating contemporary
methodological assumptions and approachas be used within the qualitative research

paradigm. It was thisonstruction of grounded theory that | adopted.

Rel ating Charmazés explanation to my rese
understand the social constructions and personal views of socially isolated older people
and how their past and preserperiences influenced araffectedtheir access to health

care and navigation of the health system. It was also important to me that | took into
consideration how my own experiences of the world &ffectedtheir constructions and

the way | read thesebklieve that constructing theory grounded in participant experiences

in this way may provideauni que i nsi ght livastthat mayrehane¢hep e o p |
understanding of health professionals and policy makettsus providing pathways for

easierand timelieraccess to health care.

Other researchers appear to concur (Denzin and Lincoln 1998; Morse and Richards 2002;
Janesick 2003Thomas 2006) that the main purpose of the inductive approach is to permit

research findings to emerge from the reenty prevailing or major themes innate in raw
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data, without the restraints required by structured methodolodgi®zin and Lincoln
(1998) and Morse and Richards (2DP@@ncur that qualitative researchers utilise inductive
analysis to categorise themes gadterns that emerge from the data wieimesick (2003
p. 63), suggesting

There is no one best system for analysis. The researcher may follow rigorous

guidelines described in the literatuée but the ultimate decisions about the
narrative reside witkthe researcher

| believe thatCharmaz (2006) supports these views within her flexible guidelines and
adaptation of GI as er Bugherpshe agdiimeadion @ the wiewsd e d
of Mays and Pop€1995) who, in their exploration of researéh health cargaffirm that
gualitative methods are ideally suited to reseaiofed at identifyingeal behavioursral

i ntended me a npomnrayssofthein exgerencps| feefingis and conduct. In his
theoretical stance, Thomas (2006) reiteratet key fundamental elements present in
grounded theory (description, conceptual orderaxgplanatory schema) are also present in
the general inductive approach (brief summary formats, establishment of links, develop
theory of experiences). Although thestriptive process is different, the outcomes are
often similar in these closely aligned me!
data analysis is similar tthat of Morse (1997)in which coding and themes from

transcriptsarecategorised into gific stages.

This move away from Gl aser and Straussos
constructivist grounded theomny which significance is placed on how the process of data
collection, its analysis and methodological approaches adkdge and incorporate both
participant and researcher perspectives and interactions. These more recent views of

Charmaz reflect those in her earlier wankwhich she claimedd@data do not provide a
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window on reality. Rather, thiiscovered reality arises from the interactive process and
its temporal, cultural, and structural contétSharmaz 2000, p. 524)hus,social reality
and self are constructed and dyngmiith recognition of multiple realities and research as

joint construction®f knowledge.

Given the objectives and framework of mgsearchtheoretical constructs that reflected a
social constructivist position seemed most appropriate. | acknowledge that this position
takes me beyond the classic grounded theory as defined by Glaser (1992, 2001). From this
position, the knowledge and experiex of individualscould be constructed and more

clearly defined.

3.6.1 Choice of Method

Charmaz (2006)who would be considered by Glaser as one of the QDA researchers,
asserts that grounded theory methods facilitate viewing data in new wayiewing for
the investigation ofdeas throughout early analytic writingurther, shebelieves these
methods consist of orderly, yet malleable procedures for assembling and examining
gualitative data to develop theories 06gro
offers a group of universal values and heuristic processes ratheprésribed policy.
The following quotation by Jones, Kriflik and Zanko (2005) epitomises the accepted
canonsof grounded theory as | now believe it ta be
Meaning is conveyed through dialogue and action and within dialogue and action
is embedded understding, experience and emotion, and only through interaction
and discourse can meaning be unlocked and conveyed to the observer. From this
perspective, Grounded Theory [as interpreted in QDA] provides a method which
enables a researcher to adduce true mgaamd understanding. Most of all
Grounded Theory allows researchers to get into the field, and quickly acquire an

empirically grounded understanding of social phenomena, and to evaluate the
phenomena without reliance on extant theory. The research alleesytto
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emerge through the inductive process of Grounded Theory (Jones, Kriflik and
Zanko 2005p.10)

3.6.2 MethodologicalL inks to Personal Predilections

Other researcheupport the views held by Glaser and Strauss (1967) but add that more
general gidelines and procedures allow for and encourage freedom for ingenuity and
creativity when generating theory (Denzin and Lincoln 1998; Eaves, 2@@&sick 2003

This perspectivesuited my predisposition. According to Denzin and Lincoln (1998),
grounded theory studies share a number of resemblances with other approaches
undertaking qualitative research. Sources of data are the same and include interviews, field
observations, diaries, videotapes and letters. Grounded theorists who apply the broader
interpretation redefine the common scientific principles for the explicit purpose of studying
and understanding human behavjobelieving that interpretations must include the
perspectives and voices of the people who are being studied.pfidpssalwas of
paricular significance in my researca s each participantds uni
their sense of self, their place in society and their ability to access health care demonstrated
and highlighted the personal attitudes that influeraed affectedheir interactions with

health care personnel. | also acknowledge my interpretive role and responsdility

accurately interpreting what is observed, heard or read.

During my 30 years of nursing experience, | haearred to recognise and accept the
existerte of multiple interpretations of reality from amter- and intraindividual
perspective. Through a myriad of social interactions within the health syatem |
believe that there can be no absolutéh, only general patternsf human phenomena

which can be probed, described and theorised. Thus, as Glaser claimed in his original work
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with Strauss, everything data.However,diverging from classigrounded theoryboth

the researcher and the participantsniorewor | c
specific explanation of this follows under the headingcohstructivism.Meanwhile
attention must be drawn to the fact t hat
t h e patoggdwith qualitative method writers who describe broader appmicatof it,

including constructivism, do not acknowledge that Glaser deemsahi® be grounded

theory. | deliberately highlight this.

From this point on it should be noted that my preference and acceptance is of the broader
application of grounded theg while being mindful that Glaser rejected this being named
grounded theory. Grounded theorists redefine the common scientific principles for the
explicit purpose of studying and understanding human behaviour. There is a belief that
interpretations musinclude the perspectives and voices of the people who are being
studied. | have followed these principles by ensuring that the voices of my participants are
heard throughout this research. Adoptihgstapproachhas been achieved by the use of

directquotatiors to portray significant evenés accurately as possible

The essenti al guestion guiding al/l qgual it
an integral part of theorthatis commonly situated in experiences which change is

expectd or inevitable. This question is apt for ragudy,as it is not known how elderly

people negotiate the health care system and to what gsgcitosocialnfluencesaffect

their interactions. It was my intent to lisielm learna bout t he eypeientesci p a
negotiating the health care system. In #itsiation,much of the innovatory potential of
knowledge and research desvérom the crosdertilisation of ideas from different

frameworks. Thus, | believe that it is important to have a base meildtljs case

106



grounded theoryUpon this basea layer that accepts a constructivist viean be added,

creatinga theoretical framework that remains open across boundaries.

Another difficulty | experienced dwhtthet ak.i
researcherds personal perceptions, attituc
the creation of data collection aride development and construction of theory. This
perspectivaes supported by Roberts and Taylor (2Q@#)o claim thathe preconceptions

and bias of the researcher should be acknowledged at the beginditigencast aside to
permit the dat aHowewerld@s mtthank it i$ eagy to icastperdorialfbias
aside. Although bias iscknowledgd, i t i's unrealistic to sug
thoughts, perceptions and values can be completely removed from any situation being
studied. Much lies at a subconscious level. Bias can be minimizedinevitably
influences how data ateeated by theesearcher. Hence, the following section sets out my

own thoughts, perceptions and values in relation to this research.

| have been working as a practice nurse (GP rooms) for bivgrears. The scope of
nursing in this role is wide and encompasses pnogithealth care to people of all ages.
The inspiration for this study stems frooonducting health assessments for pedfie
years and older. lbecameincreasingly apparertb methat some older people were not
only living in substandard@onditions but werealso unawar@f manycommunitybased
governmenfunded programs to assist older peojaenaintaintheir physical, emotional

and socioeconomic health. Surprisingly, once informed of the myriad of community
services available to them, some of my pdsiemere disinclined or declined outright to
access these servicédelt the need to know more about why these people did not want to

become involved in activitieshat would reorientate them socially ,operhaps more
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importantly, allow them to access hder health initiatives aimed and designed to meet

their specific needs.

The choices that |, as a clinical nurse in a busy suburban medical practice, made about
what might count as relevant or important data in answering the research questions were an
integral part of the tenets of theory building of a constructivist apprddeh.viewpoint

that reality is continually shifting and being negotiated led me to actively inquire into these
events over time. | believe that all researchers consciously (or unconsciously) focus on
particular aspects of thailata Therefore, | acknowledgand value my interpretations and
choices made and invite readers to share and debate my constructions. One must be aware
that researchers and research participants construct suppositions about what is factual, have
accumulated knowledge, are involved twgocial status and pursue objectives that shape

their individual outlook and behaviour when in the company of each other.

As a practicing Registered Nurse, | have a strong preferendackto-face interaction.

Thus, the interview technique appealéd me | also deal on a daily basis with the
problems that older people, especially those that are socially isolated, experience in
negotiating the health care system and was motivated by a desire to make a difference
this regard Thus,the research astions grew out of personal experience of an apparently
frequently occurring problem in which the variables could not be readily identified or
controlled. | could lay myvorldview out for readers to interprdbut | could not claim to

have set bias aside bracket it. It is an essential part of the data and theory building.

| acknowledge that | bring personal and professional values and belief systems to the

research study due tmy continled employment as a nurse and ongoing professional
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development spaing 30 years. My aim is to make awareness of self and possible bias
evident in my inclusions of questions asked together with quotations from interviews,
constructing thedata analysis with a view to aiding transparency and reflexiwhych

encouragethe reader to make their own value judgements on the concepts presented.

3.7 Grounded Theory as aConstructivist ResearchParadigm

During my examination ofhe various qualitative methodologies, | recognised that my
study was best located in theonstructivist paradigm. According to Charmaz (2006), a
constructivist approach fosters precedence on the phenomegashelied and views data

and theiranalysis as shaped from mutual experiences and interaction with participants and
other contributorieof information. Constructivists examine how and why participants

create meaning in explicit circumstances.

A constructivist approach means more than looking at how individuals view their
situations. It theoretically conceives the revelations of resegahicipants and
acknowledges that the subsequent theory is an interpretation. | believe that the emergent
theory is contingent on the researcheros

relationship.

In other words, whadre importantarethe subtle dferences in context that shape what the
observer andparticipant isable to construct. Having acknowledged my constructivist
position | endeavour to be insightf@dboutmy assumptions and how they influence the

research. However, | cannot kertainhow my beliefs and questions might shape the

109



dialogue Nevertheless, byroviding a background for the readetheir auditing of my

work is facilitated

Qualitative research acknowledges ttha sub,|
emerges fronsuch subjectivity intends no universal claim to be truth for everyone in all
circumstancesbut rather it encompasses personal experiences and truths that may be

s mi |l ar or i n experiencaglaresick 2003)Considteatrwshdhis idea, and

thus defending the views of Glaser and Strauss (1967), Roberts and Taylor (2002) posit
that the qualitative researcher attempts to understand these complex relatjahshsy

taking into account inherent intsubjectivity between individuals. Howeyddenzin and

Lincoln (1998), Morse and Richards (2002) and Charmaz (2006) appear to have taken a
somewhat different stancelaiming that this technique discovers and links specific

features that may be utilised to define ar

Adding to these concepts, Charmaz (2006) and Morse and Richards (2002) further contend
that the constructivist approach entails discovering in what way and to what extent
experiences are entrenched in larger, sometimes unseen situations and associations. As
variations, contrasts and similarities between people become discernible, the researcher
must remain observant of circumstanagesvhich such variations occur and are retained.
Generally, constructivist grounded theorists adopt a reflexive position inorelatithe
research process and contemplate in what way or to what extent their theories may develop
(Charmaz 2006; Schneidet al. 2003). They presuppose that data and tleiamination

are societal interpretations that mirror what their constructionlvado Thereforg any
analysis, according to Charmaz (2006, p. 1&l§contextually positioned in time, place,

culture and situatiain
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This study follows the suppositions by Morse (2003), Charmaz (2006), Schneider et al.
(2003) and other likeninded quatative researcher§elfawarenessf personal constructs

and ideologies as well as time, place and situation are interwoven with those of the
participants and attention has been given to making this consciougpaasgnting itfor

readers to compare with their own experiences.

Since constructivists perceive truths and idgms as linked, they accegtat they
observé or do notobservd dependi ng on an i woddview Thaal 06s
constructivist approach is diametidiya opposed to the objectivist approactvhich
removes the societal milieu from which data appeaaddition,it negates the power of

the researcheand frequently the exchanges between them and their research participants.
This is strength in qualitate research, that these are not only recognised and
acknowledged but that they are openly displayed. -inteaview respondent validation

was a frequently wutilised stratagem to en
worldviewswere an accutea, reasonable and trustworthy reflection of their experiehce.
objective constructivist research project presupposes thathiatactese impartial truths

about a predictablevorld. In groundedheory,it is believed that the researcher discovers

from within thedata theorythatalready exists.

Continued examination of these opinicagainled me to Charmaz (2006p. 125, 12§
who views positivism as an epistemology that follows a unitary scientific method
consisting of objective systematic observation and experimentation in an external world.

Further Charmaz (2006) claims that proponents of this view see their theoretical concepts
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as variablesand that they thereforeonstruct functional meanings of th@oncepts for

hypothesis testing through accurate, replicable empirical measurement (pp. 125, 126).

The positivist view of deterministic explanation, generalisability and universality was not
adopted for my studyas it was deemed an unsuitable stanceiew of the phenomena

being studied and the intended methodological base of grounded theory. Perhaps even
more importantly,no commitment to objectivist grounded thedmgs been made either
Rather than predict solutions or claim objectivity, | was intecesn understanding’hy
difficulties occurred andvhat influenced these difficulties when socially isolated older
people attempted to access and navigate the health care system. My fodusv\baa t I s

happening here?

Consistent with the supposition péutrality, classic grounded theorists regard how they
depict research participants in their writings as unproblematic. Such researchers view
themselves as authoritative experts who convey an objective view to the research.
Interestingly Glaser (20@2 indsts that constructivist grounded theory is incorrect
terminology but conversely states that grounded theoryaisperspective centred
methodology and onetwer e peopl eds p e iincluglipgt thad ofsthe of t e

researcher.

Further Glaser (2002,2002) di sagrees with dhacemagéasy (@
accuracy6 within the qualitative data ©pr
grounded theory being constructivist but appears to accept construdtv@ititly as a

joint construgion of interactive, interpreteandproduced data in which an epistemological

biasexiststo achieve credible descriptive accuracy of data collection. In addition, Glaser
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alleges constructivism is an effort to privilege data and avoid issues of corgrontin
researcher biasyet contends that if datare acquired through structured or forced
interviewee responsgthen interviewer constructivism not only exists but is nothing more

than another social variable.

| have adopted a broader approach,amidile aknowledging the centrality of a core

theme, | further suggest that the constructivist view recognises numerous individual
realities and concentrates on how peopl ed:
situations and milieus. Therefore, | hda&en a constructivist approach in an endeavour to
demonstrate the intricacies of particular worlds, beliefs and actéaser however, does

not support theseviews | assi fying them as O6story telldi
presenting thearticipants experience and to generating theory that is convincing and seen

to be trustworthy.

3.8Conclusion

This qualitative study has adopted a general inductive approach more in line with QDA
than classic grounded theowithough it does accept the additional rigoutiné-by-line
analysis of grounded theqrgituaing this within the constructivist paradigmwhich is in
keeping with my ontology anepistemology Elements of grounded theory have informed
the design of thetsdy and particularly the first phase of data analysis. The following

chapter will describe my methpldased on acceptance of these assumptions.
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CHAPTER FOUR: METHOD AND RESEARCH DESIGN

4.1 Introduction

The previous chapter examined questions of nuetlogy and the choices | made prior to
undertaking this research. It identified the more general approach to grounded theory
following the models of Charmaz (2006) and Morse (2088)being suited to both the
research questions and my personal strergyidspredispositions. It has been a journey of
discoveryfrom tentative beginningsthrough to the development, implementation and

evaluation of this research project.

This chapter introduces the research design and describes in detail the metiestisken
to conduct this research. Based on the research questiorsnstructivist qualitative
approach incorporating the foundational work of grounded theory was deemed most
appropriate as it works in an inductive manner to generatel explain meangs of
p e o péxmeldences based on social values, personal perceptions and human behaviour
(Char maz 2006) . Subsequent theory gener a

participant perspectivabatare reflected in the findings (Roberts and Tayldd20

This methodological approachwhich originated within the symbolic interactionist
tradition (Glaser 1967, 1978)as evolved to encompass explanation of human action and
interaction in social, psychological and spiritual aspects of life. This maakelbken
adapted throughout the progress of this projedtimately embracing the original

foundations of grounded theory (Glased Strauss 1967; Glase®78,1999, 200120023,

114



2002h, but also incorporating a broader constructivist appro&itafmaz 206, Morse

1991, 2003; Roberts and Taylor 2002; Thomas 20@006). From a constructivist
perspectivemy research findings are based on interaction with and interpretation of data.
Thus reality is presented as a socially constructed concept in which multiple rtestte

and in which truth is provisional Charmaz 2006Denzin and Lincoln 2005). Design,
selection criteria, sampling methods, setting, data collection, ethical consideratnbithe

process of data analysis are outlined and justified in this chapter.

4.2 Design of the Study

This qualitative research seeks to compr e
experiences. AsBurns and Grove (1993), Polgar and Thomas (19%8)d
Hadjistavropoulos and Smythe (2001) all note, methoddbaged on humanistic values is

often highly successful in achieving insight into and illustrating personal experiences. With
these views in minda longitudinal time differentiated qualitativaterpretive approach

allowed me to interview each participant on three separate occasions overyaatwo

period.

Roberts and Taylor (200pp. 15i 16) describe the interpretive form of qualitative research

as being concerned with creating meaning fromamdi vi dual 6s experi e
the subjectivity of such experiences. Schneider et al. (2003) also contends that longitudinal
studies allow the investigator to follow each subject separateiych facilitates an
increased depth of responses wheredjyetrends can be investigated. This longitudinal

perspective was gained by collecting data from each participant at timed intervals of
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approximately 6 montht® establish the types of experiences socially isolated older people

encountered as they accassmd navigated the health care system.

4.2.1 Nurse versus Researcher

My tenure at the medical centre spanned over six yearsnding beyond the duration of

the research study. My familiarity with the participants as patients was well estaplished
withmy r ol e as Or esear cherdealwitt this sitgatioal tooke w d i
steps to clearly delineate the duality of my roles. During the interyiegsglained that |

was there as part of my resegnather than in my clinical role. | took @not to be drawn

into my clinical roleto offer specific medical or nursing advice while interviewingstead

focusng on drawing outthe experiences of the participamsattemping to manage their

health needs. This does not imply that information wabheld at any point. At the
completion of each interview, issues that could appropriately be addressed within my
scope of practice at the medical centre were discussed and resolved in a setting separate to

that of my role as researcher.

4.3 Selection ad Recruitment Processes

Initial contact with potential participants was made via my position as a practice nurse in a
busy suburban medical centre, where part of my role involved conducting health
assessments for those agédyears and over. | soughtggained ethics clearance from
my university as well as approval to use the patient database from the Medical Director of
the Centre. The basis for participation in the study relied on the inclusion crigeda (

Section4.4), accessed via docsdmotes ad information obtained frorthe annual health
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assessments | conducted in the course of nursing duties at the medical centre. Six
participants from the medical centre were invited and agreed to participate. The medical
centre is located in morthern Brislane suburb ans the same medical centre in which

worked as a practice nurse.

4.4 Sampling Method

Grounded theory, which in the early stages underpinned this study, uses sampling
strategies to inform research questions and/or to reflect a populapenencing similar
phenomena Gharmaz2006; Morse 1991 2007). In thisstudy, the process of initial
sampling relates to the selection of a particular population according to age and degree of

social isolationwhich was informed by the conduction of health assessments.

The types of sampling methods chosen for qualitative research are dependent on the
phenomena being studied and the methodology chosen by the researcher (Polit and Beck
2004). Although there ammany methods that may be utilised, the following were chosen
for this study:
1. Critical case samplingThese cases are selectedprovide rich stories that can
provide further information on thghenomenoteing studied.
2. Purposeful samplingThis method inorporateddiverse strategies that may be
employed by researchers to meet the theoretical requirements of their research and
may involve maximum variation sampling, homogenous sampling and extreme

case samplingas this provides rich and intense descriggion
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Morse (2007) further identifieshadowed datas a process whereby participants speak for
others, either identifying themselvegh a similar class oasbeing apart from itHere the
researcher looks to other participants who may have similar experiences or who identify
with similar classes or groupingbsat would prompt more wdepth or further sampling.

Morse goes on to reject the common belief that purposeful sampling igatng
resear cho6s psajing that ofteradualitatives inquiry is rather like problem
solving and indveidhthe tesearcher lvaks fér @luasd sifts and sorts
through all manner of d a,tpa238). snacéokdancel with a ¢
Mor seds views of shadowed dat a, I recogni
sought out others who appeared to identify with a similar class or grobesefore this

research study utilised purposeful sampling accordingetatriteria developed below.

Inclusion criteria:

1 75 years and over

1 Living in social isolation as defined as active social networks comprising
two or less individuals with limited (less thamvo) meaningful social
contacts per week

1 Difficulties experiencedaccessing or navigating primary or allied health
services appropriate to their health needsltfeported or determined
through health assessments)

1 Able to give informed consent

Exclusion criteria:

1 People less than 75 years of age

1 Active social contactrgater than twice per week
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1 Active social network/actively sought social contact comprising more than
two individuals

1 Demonstrated ability to adequately access and navigate primary or allied
health care services

1 Unable to give informed consent (related &éalth conditions)

A number of participants (10) were invited to participas | felt a larger number of
participants would provide too great a volume of dataetreasonably manadewithin the

scope of this projecfThis isespeciallythe caseagiven the longitudinal nature of the work,

in which each participant was interviewed on three separate occasions. The research study
was discussed verballyith potential participants who met the inclusion criteria. At this
initial discussion, potentigdarticipants were very clearly informed that they were under no
obligation to participate in the research, and that their decision would have no bearing on

the ongoing care they received from myself and other staff at the medical centre.

These people werthen formally invited to join the study via a lettiiat again clearly
indicated that participation was voluntary and that their personal care would not be
compromised or affected by their choice to participate or not participate in the sagdy (
Appendx A). Written permission was sought from each client and withdrawal from the
project was available at any stage of the study. Couples and single persons of either gender
were invited to participate to augment diversity within the small group and invitees
included members of disparate cultures and people with a range of health issues, social
issues and personal biases. Participants resided in thenomieern suburbs of Brisbane
comprising Brighton, Aspley, Chermside, Kedron, Windsor, Taigum and Brdridge

areas.
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4.4.1 The Participants

As noted earlier]10 invitations were posted to prospective participants. Six accepted the
invitation. Participants who were willing to participate in the research were posted a plain
language statement outlining thesearch anthey wereasked to complete a consent form
which was returned to me via a reply paid envel(gee Appendix A)Once received, |
contacted each participant to arrange a
discretion, to conduct thaterview. Of the six participants who accepted the invitation to
be involved in this study, five were female and one was male. One participant was
widowed and another was divorced. Of the three remajpamticipantstwo attended the
interviews with theithusbands, while one attended alone. The male participant was single
and had never been married. TalReillustrates participant demographics at the

commencement of the project.

Table 2: Participant demographics

Age Number of Male Female Married Single Widowed Divorced

participants

76 1 0 1 1 0 0 0
77 1 1 0 0 1 0 0
80 2 0 2 1 0 1 0
85 1 0 1 0 0 0 1
87 1 0 1 1 0 0 0
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The three single, widowed or divorced participants were not involved in any form of
6coupl e relati onshi prarriedrparticipanty wete indhétesosexual T h
relationships. Those participants who were married lived independently in their own
homes. Two female participants lived independently and alone in their own homes. The
male participant lived in his own caravanarnocal caravan parkHowever at times,he
l'ived in his caravan on his Dbrotherds pr
participants included beauty andairdressing nurse education, secretarial services,
building trades and public speakinihe one mal@articipant stated he had worked at odd

jobs and labouringwhi | e anot her stated her 6caree
mothering her children. During thegears,she was involved in community volunteering

and sold craft work to augmendinsehold finances. These undertakings were dependent on

personal health and ability to maintain such activities

At the commencement of th&udy, the overall health of the participants was relatively
poor due to the effects ddng-term chronic medicakonditionsthat included congestive
heart failure, osteoporosis with multiple fractures, diabetes, severe osteoarthritis,
hemicolectomy and decreased lung function associated with -gestophageal reflux
disease. In view of the considerable deletericosnorbid health conditions of the

participantsextensive ethical considerations were applied to this study.

4.5 Ethical Considerations

In health researcm which the welfare and lives of individuals participating in the study
may be at risk, ethicalonsiderations play a crucial role in research development and

implementation. Polgar and Thomas (198f. 3i 35) contend that even when a given
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research proposal is deemed to be ethical, it may not be seen as moral by specific groups or
individuals within the community. Thus, the ethical principles of beneficence, non
maleficence, respect for human dignity, privacy and justice were considered and strictly

observed at all times in this study.

As a framework, ethical considerations for this study followee protocols of the
University of Southern Queensl andds (USQ)
In addition, theguidelines developed by thsustralian Governmeniational Health and

Medical Research Counahd laid down in théational Statement oBthical Conduct in

Human Research (20p7vere adhered to; specificallyeion 2 (Themes in Research

Ethics: Risk and Benefit, Consentp. 1524) and section 3 (Ethical Considerations
Specific to Research Methods or Fields ppi28). The application fo ethics approval

was submitted to USQ6s HREC via a detaile
language statement, outlining all aspects of the research proposed. This study did not
proceed until et hical appr dseeaApendnaly Oeeb t ai n
ethical approval was receivea formal letter was drafted introducing me as the researcher
which was subsequentlyiven to each prospective participant. The letter briefly outlined

the purpose and aims of the study, the extent of patitimvolvement and the expected
outcomef the study. Participants were informed of their rights and researcher obligations
within the context of the studfrarticipants were informed that withdrawal from the study

was available at any time.
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4.5.1Informed Consent

Informed consent is the canon that governs and regulates participation in research
(Schneider et al. 2003), and is crucial to all research involving humans, whether it is for
their own or other peopl e otlse vibnetmeahny résearctRu mb
should be carried out with consent freely given and fully informed. Johnstone (1999)
further contended that disclosure, comprehension, voluntariness, competence and consent
form the components of informed conseciting that ealk individual must be able to
comprehend the information given and the implications of giving consent. These well
established guidelines were adopted and adhered to for this research. Howewetrast

to these traditionally held beliefs, Eysenbach anii (R001) argue thatas society
embraces the technological age, Inteftmeted research brings its own unique difficulties

when it comes to ethics and informed consent.

Eysenbach and Tilhvestigated methods of conducting qualitative research utilesitige

chat rooms, discussion boards or mailing lists to obtain data for qualitative research. Issues
of privacy, confidentiality andhe perceived intrusiveness of researchers to these forums
illuminated gaps in traditional ethical protocolgith subsegent suggestions for further
investigation and ameliorative action by ethics committédsile this style of informed
consent may be applicable to some research methods, it was not appropriate for my study
even though two participants had access to computers. Their rudimentary knowledge,
limited dexterity and lack of ability to navigate the software programs made this type of
communication unsuitablddowever this researcher recognises thhé relevance ral
significance of this method of conducting research requires further consideration and

investigation as future generations may be primarily accessible by these methods.
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Therefore, maintaining awareness of the significance of computer technology and the
changing manner in which many people communicate remains a crucial consideration of

ethics and informed consent in contemporary society.

Flick (2009) adds another dimension to tissue,claiming that although informed consent

is considered mandatory, re@in types of research may limit the ability to obtain such
consent. Examples given included case studieghich participants interacted with other
people(who were not part of the study, and had therefore not consesrieal)casual or
opportunistic bas. Such limitations wereonsidered particularly relevant the field of
ethnographic and action research. The validity of these pa@ne&cknowledged and
substantiated in this studys several participants involved their spouses during the
interviews.These spouses were offered the opportunity to consider information about the
study and provide informed consent. The need to sign consent forms were waived at the
direction of the spousewho felt that their involvement was incidentas they were not
actually part of the participant group but provided support only when asked by their
partner. Some limited comments made by spouses during the interviews were included in

the transcripts with their consent.

In accordance with views held by Rumbold (199B)hnstone (1999) and Flick (2009),
participants werenformedof the aims, goals, methods and potentialsrishd benefits of
the researckerbally, and via a plain language statement and consent formAfgaendix
A). A consent form was signed and thehtigo withdraw from the study at any time was
reiterated. There was ramst incurred oremuneration for the participants involved in the

study.
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4.5.2 Maintaining Confidentiality and Anonymity

The principles of participant confidentiality and anonymity have been entrenched in
research ethics for decadg&srbich 1999 Morse and Field 1995, Roberts and Taylor 2002,
Schneider et al. 200&nd have been adhered to in this reseatidatacollectel for this
research areurrently maintained on my password secure home computer netwul&

the taped interviews are stored in a locked filing cabinet in my home office.

Both Grinyer (2002) and Flueluobban (2003) discussed issues of anonymity and
confidentiality in relation toresearch participants, noting that orthodox assumptions and
ethical codes of conduct are based on the premise that research participants not only
deserve the protection of anonymity and confidentialiyt alsoactively desire it. |
acknowledge the ethical concerns associated with legal requirements and accepted ethical
standards for anonymity and the traditional boundaries that are crossed when real names
are wused. However, usi ngd piad daslisegiencet byn a me
FluehrLobban (2003) who delineates anthropological challenges to the dictum of

confidentiality as far back as the early 1990s.

During the initial developmenbf this research participants were offered textual
anonymity, n accordance with accepted ethical practice, utilising numeric coding to de
identify names. Howevep ne partici pant felt strongly a

her real name be used

Once youbre past 65 youodre utafthewaybl e. D
dondét ask for anything, just be invisibl
We | | I dondét want to be invisible. You c
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to me and | 6m still her e. | f talleha® use s o

who am I(Win 86 years ¥ Interview)

This prompted further discussions with other participants regarding issues of anonymity
and confidentiality within thevritten context of this study and any publications that may
arise. Four felt thattye woul d | i ke to r et ai n,vhitevwwoer s hi
participants did not mind if their real name or a pseudonym was usedas
collaboratively decided that real first names only would be used in this research. Before the
final submissionof this thesis, participants were contacted to verify the use of real first

names. All supported their decision not to use pseudonyms.

This collaborative decision to use real first names supports earlier work by Grinyer (2002)
and FluehiLobban (2003). Ither investigation of the effects on families with young adults
diagnosed with cancer, Grinyer found that many did not wansepseudonyms, instead
preferring to maintain O6ownershipd of t h
dilemma for many re=archers particularly in view of potential risks of personal
revelation, the issue of anonymity should be discussed throughout all stages of the study
with the researcher(s) ensuring as far as possible that the participants remain fully
informed and thatheir decisions regarding confidentiality and anonymity are respected
(Hadjistavropoulos and Smythe 2001). As noted above, this has been addressed in my

work.
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4.5.3 Risks andBenefitsof Qualitative Research

Qualitative research frequently raisgmcerns regarding the protection of confidentiality,

not only of participants but also of third parties mentioned in transcribed narratives.
Attempting to understand peoplebs experie
greater interaction andadoser developing relationship with the researcher. This can lead
to unanticipated disclosuresahich can implicate others not associated with the research.
In their study of the elements of potential risks in qualitative research, Hadjistavropoulos
and Snythe (2001) highlighted the moral and legal implications of third party disclosure,
for not onlythe participant but also researchers and institutibassanction research. In
addition to third party disclosure, the negative emotional effects of spontaself
disclosure were also discussed. Latent depressive feelings could be brought to the
foreground leaving the participants vulnerable and at ridkdjistavropoulos and Smythe
recommended that ethics committees pay close attention to potentialntskged in
gualitative research and instigate procedures and protocols to maximise protection of
participants and third parties unintentionally involved in the research process. These
beliefs further explicate those of Polit and Hierg(1997) who conted that the
risk/benefit ratio is measured in terms of whether the risks to participants are proportional
to the benefits to society and health professionals regarding knowledge acquired through

the study.

In accordance with the views posited by Polit &hahgler (1997) and those discussed by
Hadjistavropoulos and Smythe (200tareful appraisal of the risks and benefits of this
study were undertaken prior to and durihg interviewing procesdt is acknowledged

thatthe participants haveotential emotinal vulnerability which may be increased by the
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effects of social isolationin view of this, the interview process was loosely structured

with every attempmmadeto create a relaxed atmosphere, thus encouraging the participants
to reveal sensitivitiesnd opinions at their own pace. The focus of the research was on
describing experiences and meanings and participants who desired the presence and
support of their spouses were accommodakedther strategies were implementex

facilitate timely referrabf participants to appropriate health professionals if required.

A GP counsellor and clinical psychologist working through the medical centre agreed to
assist with participants who experienced any degree of emotional distress due to the
personal naturefassues discussed in the course of the interviews. This service was offered
free of charge to the participants. An additional safety measure of debriefing after the
completion of each interview was also utilised to minimise the potential risks of enhotiona
distress related to unanticipated or spontaneseiédisclosure Further to ensure
partici pant s §a review with theirarégulas @otte {GP) was offered after
each interview. Each doctor agreed to review, assess and address any cdraterns t
emergedoecausef the interview.This was offered aa Medicare rebatedonsultation to
ensure the participant incurred no financial burden. Each participant was informed of these

supportive measures. Formal consent was not required.

While these sttagies were offered at timely intervals, no participant chose to have
counselling or GP followup during the course of this research. All participants indicated
they felt no ill effects from discussing personal issues during the interviews and expressed
saisfaction with the informal discussion and debriefing at the completion of each

interview. Positive feedback was received by several participahts stated they felt a
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measure of comfort and relief from being able to talk about their personal issues,

experiences and feelings with someone who was prepared to take the time to listen.

4.5.4 Setting for thel nterviews

| offered to conduct interviews the participards homeas | felt a more familiar, personal
environment would offer the participant both physical and emotional comfort while at the
same time allowing me texperiencdirst-hand the milieu unique to the individual. It also
served as a tangible basis in whictctmstruct questionsvhile observing nuances within

ver bal responses aearkdl ciesPermigsian was also gbtined iosn n o |
the Practice Principal for the interviews to take place in the medical centre if the

participant preferred.

While the medical centre provided a more structured environment for the participant, it
was nevertheless a familiar setting and it was anticipated that this would not detract from
the focus of the interview. Local parks were discussed as potential altenwextives for
interviews if the participant felt uncomfortable about accepting me into their home or did
not wish to be interviewed within the boundaries of the medical ceHteever no

participants elected to be interviewed in this setting.

4.55 Conducting the Interviews

All interviews were taped. The initial interview was followed by a sedatetview six
months later and a third0 months after that. Several informal follow up telephone

discussionsvere conductedo clarify meanings of sections of transcribed interviews for
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several participant3.he length of interviews ranged from one, to one and a half hours. All
participants chose to have the first round of interviews at the medical centre. For the
second roundf interviews six months later, one participant requested that the interview be

undertaken in her home. This was done with her husband present throughout the interview.

During the ensuing sixnonths,one participant and her husband moved to NSW at the
request of their daughtemwho resides there. As this participant had significant hearing
loss, a telephone interview was not suitable. Thus, for the third intergiesgtions were

posted to the participgnivhose written responses were returned in a regig pnvelope.

Four of the third interviews were conducted in the medical centre at a time convenient to
the participants. One interview was <cond
informal discussions occurred with participants during the follovgixgto nine months

which was documented and added as an amendment to the final transcripts.

4.56 Interviewing Style

Initially, 1 engaged the participants in informal discussitmascertain the most effective

met hods for gathering dat a. Foll owing GI a
utilise operended loosely guided questions in the first interview®wever, during these
interviews it became apparent that a morecstred approach was needed to elicit specific
information relating to experiences with access to health Eamther as the interviews
progressedl noticed that conversation became stilted and less spontaneous once the tape
recorder was turned on. Basen these early observations, | included questions that more
easily guided the flow of conversatioseg ApendixD) and placed the microphone in a

more unobtrusive locatioto alleviate participant discomfort and create a more congenial
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atmosphere. Onlpne participant, a retired nurse educator, was comfortaitthehaving
the microphone placed in clear view. As these changes were met with ptesstlack,

this format was maintained for the remaining interviews.

The general guidelines for interviewing were followed according to the principles of Ivey
and Ivey (2003). Strategies and skills such as verbal underlining, verbal tracking, use of
silence, paraphrasing, nattention techniques and attentiveness to badguage were
among those utilised throughout the interviews. All interviews were taped using a standard
recording device once permission was given by participants for this to occurwBraa

gat her ed regarding each p ar tardiog pimaryt ané c u

community health care initiatives specific to their age cohort.

I was mindf ul of |l vey and | veyds (2003)
uncoverwhat people thinkTherefore,| endeavoured not to influence the thoughts or
opinions of others by voicing my own, or by manipulating the framing of my questions to
elicit a favourably biased response. This was difficat initially | felt that extended
silences were uncomfortabfer the participant. | attempted to bridge thedensies by
asking moreprompting questions andsaa consequencd, constantly reviewed the
transcripts for unwarranted leading. In somstances) needed to ask specific closed
guestions to elicit particular information that was otherwise not forthcorklogiever

this was kept to a minimurWherever possibld avoi ded questions st
they not only presuppose that reasons should be knowable, but in my opinion, they
position the interviewer as an interrogator who demands that a posgely ftated be

defended.
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In all interviews the principleof active listening (lvey and Ivey 20Q3jombined with
conscious reflection on the circumstances and content of the immediate interview and data
gathered previously, provided a mechanism by which new themes could be exploled
continuing to extend and modify those already generated (Fra062). Where the
participant was married, they were offered the option of having their spouse present during
the interview.All participants who were married preferred that their spouse was present
with the exception of one whose husband was sufferioig falong-termillness. Some
difficulties arose during the interviews with spouses presenthey promoted discord of
opinions as to the accuracy of statements made by the participant. In addition, their
involvement and additional responses lengthened ititerviews considerably. &lso
guestion whet her t he participantos true

circumstances.

After the initial i ntervi ews, the partici
third interviews. A combination afperrended and senstructured guided questions were
utilised accordingly at each interview in an effort to elicit information regarding
experiences of access as they navigated their way through the health system in the

preceding months.

4.6 StakeholderChecks

Intrarinterview checks were conducteduerify the meaning of participant responses and
theaccuracy of my interpretationkimited paraphrasing occurred in the initial interviews
but as | gained experiendhis occurred more frequently and appropriately throughout the

ensuing interviewsAt the completion of each interview held a short debriefing to
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encourage the participant to discuss their feelings on personal issues that had been raised.
Participant €edback and reviewing of transcripts were actively encour&gmuever only

one participant provided written feedback of her initial interview transcript. All
participants preferred to provide verbfalceto-face informal feedback throughout the
durationof the study and interview process. Summaries were made of each transcript and
these along with previous transcriptsvere discussed and checked for accuracy prior to

subsequent interviews.

The following section discusses the development and structutatafcollection, coding,
diagrams and commencement of analyass performed ingrounded theory. Detailed
explanations are provided to facilitate a more complete understanding of the processes

involved in a constructivist grounded theory approach.

4.7 Pracess of Data Collection, Coding an@ommencementof Analysis

Data analysis within the paradigm of groui
the interviews. As each interview progressstbries were reathat were compared and
contrasted between participants and extant literatufEne initial interviews were

transcribed and examination of the data comme(ssel Figure 1)
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Data Collection Deliberation
) > > Read
u _Condw U Transcribe interviews
Interviews U Overview of information in
(taped) each interview
i Use open 0 Identify topics
ended or semi ——p Y Signifi 2Ny Read
structured Y Not sigifi
guestions
Read

Figure 1: Initial processes of data collection

The taped interviews were gointly transcribed by a professional transcribing service and
meTo begin with, I read over each one to
focused on words alone, then paragraphs, trying to glean inherent meamhags |
wanted at this stage was an overall picture. These feelings or impressions were noted
within the transcript. The opeended questions encouraged participants to voice opinions
and were utilised as a guide to elioicreasinglyspecific responses. For example, the
opening questions used for the first interviews included: a) Could you describe your use of
health care services? b) How has this been for you? c) Based on your own experience,
what are the main thingbatyou havehaddifficulty with when accessing or finding your

way through the health system? Participant responses to these questions were closely
scrutinsedfor similarities in descriptive words. The audiotaped interviews welistened

to multiple times to ensureceuracy of transcribing. Contradictory statements were noted

for later probing. Emphasis, nuances and body language were also noted.

It is acknowledged that the phrasing of the third quesaod perhaps others intuitively
asked during the interview, assed that difficultieswere being experienced by the

participant. This was indeed the cases the participants were selected through the
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undertaking of health assessments and therefore some prior knowledge of their personal
circumstances inevitably existelt was also part of the inclusion requireméfthile this
type of questioning may be criticisedl felt its use was reasonable considering my

reciprocal familiarity with the participants and the aims of the research.

Participantso enews withheéehe &&drpeth care
data and | utilised inductive reasoning to interpret amgjanse meanings.Although

closely aligned with the precepts of grounded theory according to Glaser and Strauss
(1967) my analysis incorporateénd adopted the viewsf Charmaz (2006) The
theoretical lens from which | approached the phenomena, the strategies | used to assemble
or construct data and the understandings that | had about what might count as relevant or
important data were all anaigal processes than part, influenced the data collected and

theanalysis which | willingly acknowledge.

Coding occurred simultaneously as an explicit step in theoretically interpreting the data set
as a whole. Using specific analytic strategies saglne-by-line coding raw data were
transformed into a new and coherent depiction of the phenomena being studied. Coding
involved identification of words and segments of data, which were simultaneously
categorised. These categories remained open to allow for additions, witepetitions

noted within codes and categories. This process continued until the third interviews were
completed and transcribed. While brief mention has previously been made of these
processes, these steps are discussed in detail in the next sectioefiarato facilitate

transparency of the methods used to generate theory.
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4.7.1 Sampling: Selective/Purposeful/Theoretical

There has been longstanding debate regarding the terminology of selective, purposeful and
theoretical samplingQoyne 1997; Gleer 1978, 1992(Glaser and Strauss 1967; Morse
1991; Morse and Richards 2Q08andelowski 1995 The consensus ithat the terms,
although having specific literary meanings, encompass pilnposeful selectionof
participants whose information guides thestablishment of categories ithe coding
processwhich in turn guides mortheoreticalsampling as this sampling is now based on

and within the codes and categories generated.

At its inception and early developmental stages, this research foll@aetpling
techniques congruent with qualitative methods. Initial purposeful (selective) sampling was
undertakenwhich extended into theoretical sampling as intervievesgessed and data
collected werssimultaneously coded and analysed. According to M{881) and Coyne
(1997), theoreticabnd purposeful sampling occurs when selecting an initial group of
participantsvho have knowledge of the topic being researched. Morse explainsshae

study progressesnore specific information is gained and tbgsarticipants with explicit
knowledge are sought. Glaser (1978) also contends that in grounded theory, theoretical
sampling refers to pertinent ddteatareutilised to expand and clarify categoribésit will
generate theory. Both Coyne (1997) and Char(2806) assert that sampling can be an
intricate procedure within the qualitative research setting. Like Morse, Coyne and Charmaz
believe these terms are often viewed as onecandeused interchangeably. Howeyé#re
numerous misconstructions corretafito the different representations of the terminology

can sometimes lead to confusion, particularly for novice researchers.
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4.7.2 Coding

Coding may take many formbut all have the overall aim of providing essential links
between data anthe developmat of emergent theories. Embedded in the analytical
structure of QDA, data were scrutinised by a multilevel analysis achieved via consecutive
coding processs which included initial, focused and theoretical phases (Charmaz 2006).
My initial coding consisted of concentrated scrutiny of the dathile | concomitantly
maintained an awareness of all potential theoretical directions indicated by multiple
readings of the data. | considered sentences and individual words and wrote potential
themes in themargins. This focused coding identified recurring ideas and developed
prominent categoriesand this is where theoretical integration began. My general
principles and practices of coding reflected the views expresgadills, Bonner and

Mills, Bonner andFrancis (2008) and Charmaz (2006), who contend that coding from
data is the elemental analytic tool of traditional grounded theorists (and other inductive
approaches), which uncovers emergent grounded theory from the domain under
investigation. Several ding processswere utilised throughout this studyamely open
coding, axial coding and constant comparative methatiech led to the emergence of
themes and theory making. These, together with other analytical processes are discussed in

the next sectio.

4.7.21 OperiLine-by-line Coding

| uphold the view of Charmaz (20Q&)ho acknowledges that language plays a pivotal role
in how and what researchers code. My codes were constructed as | defined what was

revealed in the data. The words chosen to pnétrthe data reflect my observations. This
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process was clearly collaboratj\as | constructed and phrased my questions according to
participant responses elicited from their persomafldviews. Line-by-line coding was
adopted for analysing transcripts from interviews in this study. This type of coding was
chosen as it allowed me to remain open to the data, increased the perceptibility of the
nuances withirthe dataand facilitated a closer view of whaanpicipants said and where
they had troublein their narrativesit also minimised my initial premature selection of
t hemes t hat wer e possibly | ess ppr Bil5®vant .
description of this process by:

a) Breaking data into componisn

b) Defining the actions on which data rest

c) Explicating implicit meanings and actions

d) Looking for tacit assumptions

e) Crystallising significant points

f) Comparing and contrasting data

g) ldentifying gaps

Open coding circumvented the potential to becoaxeessively involved in each
participantds construct of rlgankd isights atls e a
ideas and discovered patterns on which | built theory. The preliminary codes assisted me to
separate the data into categories and devalmpr themes. In the initial phases of coding

| identified six main themedurther developing22 categories and 30 sub-categories.

These categories are illustratedNppendixC.

According to Charmaz (2008)ne-by-line coding moves the researchewtrds fulfilling

the two criteria (fit and relevance) for completing a grounded theory analysis. This study
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set out to usdine-by-line coding to establish categories that reflect and clarify the
participant experiences. Relevance is evidenced by thesiaolof a perceptive analytical
frameworkthat deciphers what is happeningnd allows associations between procedures

and constructs to be visible.

Glaser (1978p. 57 believes that analysing the dditae by ling though painstaking and
time consumingg@s necessary for achieving full theoretical coverage which is strongly
grounded asserting that

The line-by-line approach forces the analyst to verify and saturate categories,

minimizes missing an important catey, produces a dense rich theory and gives
a feeling that nothing has been left outg®).

He appears to have modified his stancéimlater years preferring to focus on constant
comparative analysas whichincident is compared to incident, concepte compared to
incidents and conceptre compared to concepts in the generation of theory (Glaser and

Holton 2004).

Thus f ol | owi ng GI a $2604) pramisd, | tthdertdok opénscoding as the
beginning of my theoretical analysiwhich was in essencethe development of codes

from the data which ended when a core category was identified and defined. In
accordance with Mills, Bonner and Francis (2006my theoretical codes acted as
conceptual connectors that constructed associattbas linked categories to their
characteristics. I al so incorpor atnely- Gl as
line coding and constant comparisons in this study. Participant interviews were transcribed
and each line of text numbered. Multiple reagiraj each line detected significant and

commonly used descriptive wordghich were circled, underlined or highlighted.
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4.7.2.2 In Vivo Coding

I n vivo codes are representative of the p
guotatiors, safeguarthg the meanings of h e p a r persanal yeave@handaz 2006;
Floerschet al.201Q Harry, Sturges and Klingner 2005; Thomas 2006). Particular attention
was paid in all interviews to documenting the exact phraseology of participant responses.
Line-by-line coding assisted here by ensuring that | did not overlook any of the frequently
occurring ideas. In vivo codes were used extensively throughout this study because it gave
me the opportunity to scrutinise implicit or extant meanings withingyaaint responses. |

found that some words or common phrases held different meanings for some participants.

This supports the views of Charmaz (200655, who stateghatdn vivo codes serve as

symbolic markers of p a r @ Forcei xpaanmpt | 6es, st pheee cthe
isolationd held a different personal mean
clarified and i ncl uded quatdtionn diavewaditered te the h p

principles ofscrutinsing implicit meanings and coparing them with explicit statements

when building categories and themes.

4.7.2.3 Axial/Theoretical Coding

The main purpose of axial coding is to arrange, manufacture and coordinate significant
guantties of data and reconstruct them innovative ways subsequent to open coding.
Grbich (1999) and Charmaz (2006) refer to this procesxtactingdetailed elements of
categories, which subsequently follow the development of a major catéhengfore, ny

axial coding attempts to conctecategories with subategoriesvasby determininghow

they are interrelated. | maintained rigorous examination of each category that was created
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and acknowledge that oscillation between open and axial coding occurred throughout this
process. Strauss aftlaser (1967), Strauss (1987) and Strauss and Corbin (1990) provide
meticulous procedures for axial codingrhich | chose not to implement. Although
Charmaz (2006) acknowledges these steps, Glaser (1992) seemed tedoamssdered

them since his earlierworks and along with Grbich (1999) now views these as
unnecessarily didacti c. I f ol | comgadsons dfe | a
incidentto-incidentand incidento-emerging categorieas they were deemed sufficient to

focus and strengthen substantive codes.

In attempting to demystify the process of axial codiRgnch (2005 p. 209), while
supporting the views held by Charmaz and Grbich, describes axial coding as the second
stage of coding and further explains that it is essentially the idea of placing an axis through
the datathatlinks the categories determined throughd process of initial open coding.
Whil e this may be a valid process, Il have
theoretical codingamply describes and can be applied to this stage. Links to themes,
categories andub-categoriesand their assoated interrelatedness can easily be identified

as one remembers that one category or theme does not produce an effect in isolation, but is
influenced by the presence of those surroundinghitis,the purpose of axial coding is to
identify the characterics and size of a categonyhile providing links to categoriesnd
subcategories an@ontribuing answers to why these relationships ex@dnsequently

axial coding pursues the growth of a main category from its embryonic stage of
development. Charmg2006) also provides evidence within her own researchrfotting

axial coding, instead developing categories andcsubgories and providing links between

them (pp. 61 61). While no specific mention is made to the coagegorythe links made

between categories and themes relate to the central empirical focus. | bedighes is a
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form of axial coding and wonder if this is a case of the manipulative use of language to

describe an already established process.

Although | ackrowledge the veracity of the views held by Charmaz, | firmly believe that

the processes of axial coding strengthens the associations and interrelatedness of emergent
themes and genesis of categaqrfesilitating a more detailed and complete representation

of the data. My general methods of theoretical coding revealed similar words and phrases
used by participants to describe comparable circumstances and experiences when
attempting to access specific health care requirements. Initially these words and phrase
were coded separately. These were subsequergipuped and further coded as new links

or extensions of the same were identified. This process was repeated until saturation of the
data was obtained and no new categories could be found. Memo writiag alemgside

the identification of categories. My memos were not extensiegvever they facilitated

exploration of categories and informed the process of further data collection.

4.7.2.4 Memos

| undertook writing brief memos simultaneously during open coding. This involved writing
brief noteghatwere prompted by my thoughts and ideas. There is no fixed method on how
to accomplish early memo writingcach researcher has his or losvn unique wg of
capturing and conceptualising initiatives. | focused on particular descriptive words or
phrases and wrote corresponding comments in an adjacent column next to the transcribed
text. Glaser (197&. 61), Strauss and Corbin (1998 218), Fernandez (28, p. 86) and
Charmaz (2006) depict memos as early theoretical writingiselevate theoretical levels

through the constant process of comparing and conceptualising. These memos were the
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basis of the summaries for each interviemforming and diredng further questions in

data collection.

4.7.2.5 Flexible Focus

As stated above, memos were written throughout examination of the transehptis
allowed a flexible focus to be maintained. These memos were incorporated into the process
of coding which cnsequently enhanced the richness of the data collected. Coding
involved a sustained systematic process throughout the initial readings of thevittata
identification of new categories more easily linked by the concomitant use of memos
alongside signifiant words or phrase€harmaz 2006Glaser 1978; Grbich 199®{oepfl

1997; Layder 1993 A combination of code memos (relating to open coding) and
theoretical memos (those relating to axial coding) were utilised to assist formulation and
modification intheory generation throughout the research process (Strauss and Corbin

1990).

| believe that by its very nature, qualitative research must retain a flexible focus and
employequally flexible techniques of data collection and analysis (Layder 1993). As new
categories arose, | used mmguition to construct probes to further explore issuesioing

so, | acknowledge that | am an integral part of the datdn o ma(Z0@3¥claim that
researchers unfamiliar with traditiorfalocesses involved iqualitative anbysis oftenfind

existing literaturedoo technical to understand and @ge2) implies that followingrigid

steps impedes full, creative exploration of the problem. It also could be interpreted as
meaning that researchers using the general inductive approach take shortcuts to simplify

reading, data collection and analydtkawever,| reject t hrchdindings re one 6
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to be taken seriously, there can be no shortcuts imigloerr applied. Good qualitative

research is necessarily time consuming, mentally challenging and thorough.

4.7.2.6 Constanfomparisons

Maintaining a flexible focus facilitates regnition of new issuesthus ensuring data
collected areof sufficient depth and diversity to inform the research questions. To achieve
this, constant comparing of data sets helps to clarify categories and themes, delineate
pattens and frame discourseln this study constant comparative methods were used to
ascertain analytic differences and similarities and were conducted at every level of analytic
work. In her constructivist approactCharmaz (2006, pp. 187) defines constant
comparative method as:

a method of analysis that generates successively more abstract concepts and

theories through inductive processes of comparing data with data, data with

category, category with category, and category with concept. Comparison then
constitute each stage of andic development

Comparisons within data are importamidentify variations in the patterns found. In some
instances the similarities and differences are easily identifiable. Although readily
identifiable as a classic grounded theory process, gengeadtative approaches may also
adopt and adapt these strategies as | did, comparing incidents to incidents, concepts to
incidents and concepts to concepts. Throughout the process of ,coditigsed the
technique of constant comparisoi@hérmaz 2006Strauss and Glaser 1967) to establish
differences and similarities at each level of analytic work. Sequential comparisons were
also made between the first, second and third interviews. These methods were adapted

from Strauss and Corbin (1998) and Charma@0§} to scrutirse the boundaries
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connecting construction and method to illustrate the interaction involving social groups

and their epistemological and ontologieairldviews

In this studytheinterview responses of each participant were comparedgpomses from

other participants for each interview. In addition, data were sequentially compared and
crossreferencedover a longitudinal timelineto locate and identify similarities and
differences. | also searched for contradictions inter and-arécipant interviewsSimilar

to other researchers in nursing and other social sciences using qualitative methods, |
applied the techniques of more traditional approaches, increasetggting over the

period of the study, those that had the potential to generate meaning within the social

experiences and constructs of participant realities

4.7.2.7 Saturation

In this study, these emergent categories and themes were initially grouped together
sequentially. When no more categories could be extracted from the text, saturation was
achieved. The categories were again scrutinised to identify patterns and ascertain links and
relationships between categorjegith the subsequent development of substantive ¢odes
and witha core theme finally identified. Raw data in the formgabtatiors were also
utilised to preserve accuracy arite intent of participant responses. Implicit and

condensed meanings were also integrated into the memaos.
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4.7.2.8 Diagrams

Diagrams which are often an essential element of the coding process for qualitative
researchersvere utilised in initial coding processasdwithin higherlevel analyses. The

use of diagrams illustrates the intricatennections betweethe different levels of
conditions Hoepfl 1997 Huberman and Miles 200R®jiles and Huberman 1994; Schooley
1995 Strauss 1987; Strausmnd Corbin 1990 1998). Schooley (1995) discussed the
application and practicability of Venn d
gualitative studigsindicating that both conceptual tools assiseévaluatng thefeasibility

and coherence of project designs. Inaedance with theseiews,| constructed and altered
diagrams as the study evolved. Although not all of these found their way into this thesis,

they helped clarify my thinking and many will bevisitedin future writing.

Charmaz (2006) supports the usalaigrams as they offer concrete images of ideas while
providing visual representations of categories and their relationships. | consider diagrams
an integral part of methoas they allow meo illustrate relationships between categories
by offering a visial platform for readers of the thesis. Strauss and Corbin (1998, p. 238)
discuss memos and diagrams as a simultaneously evolving process throughout the
empirical analysisstating that
Diagrams in selective coding show the density and complexity ofhtberyt
Because of this, it is often difficult to translate the theory from words into a
concise and precise graphic form. Yet, the very act of doing the final integrative
diagram will help the analyst finalize relationships and discover breaks in logic.

In the end, it is important to have a clear and graphic version of the theory that
synthesizes the major concepts and their connections.
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| developed categories and scditegoriesthat were then grouped sequentially. The
schematic representation belogeéFigure 2) follows on from the initial data collection
and illustrates the concurrent stages of coding, process of analysis and the generation of

categories and themes.

By constantly comparing text and codes to identify similarities and discrepancies, sub
categories were identifiethat led to the construction of expansive themesring the
initial interviews 22 categories were identifiethat incorporated 130 subategories
which are depicted inAppendix C. These categories were generated according to
participant accounts of their feelings regarding the ageing process and indutieetre
not confined to, personal wellbeing, illnesses described, difficulties with transptit,

perceptiorand experiences in accessing health care.

Theories were deveped andthe accuracy of findingsvas evaluated by intrénterview
respondent validation. Primary themes were further developed and theories were
constructed and defined. Participaputotatiors,or6i n vi vod codes, wer ¢

from the transcrigg to maintain auditability of original meanings.
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Identify word similarities
Identify word discrepancies
Build categories/themes
Formulate theories

Compare and contrast findings
(constant comparative)

U Stakeholder checks

A

(il e i i

A 4
Building Constructs

Searching informant texts

Look for examples

Look for nonexamples

Identify connectors

Word repetitions

Build examples of emerging themes
Develop categories

X

[t et et B ant i et e

\4
Construct and Define Theories

Figure 2: Process of simultaneous coding angeneration of categories and themes
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Grammatical errors and omissions within participgumtatiors are followed by [sic]. This
bracketing format is also used for explanatory supplementary text. Parentheses have been
used to identifythe participant andhe number of interviewAn ellipsis is used to indicate

omitted text within quotations

4.8 Theoretical Sensitivity within this Study

There are many dimensions to theoretical sensifiwiiyh authors such as Strauss and
Corbin (1990), Charmaz (2006) and Mills, Bonner and Francis @0@&serting the
importance of researcher insight into the area being studied. In keeping with the views of
these authors, the prime focus of theoreticalsiseity in this studycentred on my
attentiveness and insightfulness to nuances and complexities within theFdeteer
significant attention was paid to identifying what was important isolating what was
not. | identified potentials, establisheohomections within the data and built on information
given in previous interviewdgailoring my enquiries and interviewing technigues to gain
more pertinent and specific informatioRurther | recognised and developed concepts
based on patterns and constieusly responded to nuances, clues and meanings within the
datg therebyovercoming boundaries interconnected with personal experiences. | concur
with the views held by Morse and Field (2003, p. 133) regarding theoretical sensitivity
which hold that
Theoretical sensitivity is the ability of the researcher to recognise what is
important in the data and to give it meaning. Theoretical sensitivity comes from
continual interaction with the data through collection and analysis and by being
well groundedin the technical literature. If the researcher is sceptical and uses

constant comparison, data contamination will be avoided and theoretical
sensitivity will be achieved.
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These concepts were closely adhered to within the framework of my; stitidyarticular
attention focusing on potential theory and development of models and relationships that
may generate theoretical insightfulness. Two essential characteristics are necessary for the
growth of theoretical sensitivity (Glaser and Holton 2004e firstis the ability to sustain
investigative detachment and tolerate disorder and regresstmtandly, one must
maintain awareness of preconscious processing methods and be perceptive towards
theoretical emergenc&/hile the first of these provedifficult and frustrating atimes, |
maintained constant awareness of thelsaracteristicshroughout the interview process,

and checked for transgressions after each intervie@mainedmindful throughoutthe

process of collecting, collating and arshg the data

4.9 The Process of Data Analysis

| chose a linear descriptive method to assist the reader in understanding the processes
involved, which led to the initial emergent findings building upon information and
interpretations of participant experiences. This journey takes the reader from the
amorphous beginnings of deciphering pattetiiough the construction of categories and
themes to the eventualidentification and discussion of the core theme. The process
followed was in accordance with Charmaz (200@)ereby

U Raw textual data wermondensed into a brief summary format

U Clear links were established between research objectives amtasy findings

derived from the raw data to demonstrate transparency and defensibility.
U Theory was constructed about the fundamental framework of experiences evident

in the textual raw data.
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Explicit themes (those that provide direct answers to spe@Bearch questions) and
implicit themes (themes that fit into the overall context of the dialogue and connect with
other aspects of the text) were identified and manually cotmded throughout
transcription of the interviews. The text indicates a morerbyydnd sequential building of

what was essentiallgmessy and very complicated process.

These themes were reviewed against the research aims and objectives. Precise transcribing
of the interviews ensured accuracy and lessened the potential for penserpktations

of the participant s 0-categmigs weresgereratedsingdyg or i e ¢
line coding. In addition, words and phraseth similar meaningsvere grouped together

and recoded to reduce the number of stdiegories and cageries that were placed into

major themesThisl ed t o the O0core themebd.

4.10 The Significance of the Core Theme

Initially, | had difficulty with the different termssedhere for example, core category,
central category and central theimat | resolvedthis by focusing on how the categories
related. The fundament al position of t he
diverse features. According to Strauss and Corbin (1998, p. 146)

The central category (sometimes called the core category)segpsethe main

theme of the research. Although the central category evolves from the research, it

too is an abstraction. In an exaggerated sense, it consists of all the products of

analysis condensed into a few words that seem to explainGiisateseara is all
about

In addition, the&entral category has analytic power because of its ability to pull the other
categories together to form an explanatory whd&trauss and Corbin 1998, p. 146).

Ferndndez (2004) describes the core category as beingthal point of theoryas other
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categories relate to it and it accounts for most of the variation in pattern and behaviour (p.
89). Ferndndez (2004) and Glaser (1978) postulate that the prime function of the core
category is to integrate theory and cauts® become thick and saturated as emergent

relationships increase.

Glaser and Holton (2004) and Jeon (2004) reiterate the purpose and significance of the
core categorywhich, in broad context, accounts for variations concerning the isatis
the focus of the empirical research. In their elucidation, Glaser and H(®@04) also
consider that the core variable can constitute any kind of theoretical code or process with
its primary function beingntegration ofdenselysaturatedheory. Thus befae the core

category can emergeonstant comparisons across the data must be undertaken.

In this study, main themes were tangilvgcognsed during the initial coding process.
Subsequentlythe main categories identified with sabtegories were linkea tdeveloping

themes. Six main categories encompassing experiences of loss, dependence on others, the
influence of doctors, personal feelings on ageing, powerlessness and utilisation of services
were developed. This resulted %8 sub-categories. Through ritiple re-readings of the
transcripts, these themes and -sabegories were fstructured to define links and
relationshipsmore clearly The resultant reduction of themes asubcategoriesnow
comprised: 1) dependence and sense of loss, 2) illnesses described, 3) transport issues, 4) a
sense of powerlessness, 5) waiting times for services and 6) becoming inwgkblsub
categories remaining extensieearwas initially established a&e corelink towards the

end of the second interviewafter significant coding had been completed. Fear, an
emotion or feeling stated in a myriad of wagsmained a recurring link in the dathus

representing the main themand initially providing anexplanation of the phenomena
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being studied. Further analysis of the data set which included thes#tiafinterviews
revealed an ongoing procesmt altered the core themeevealing less emphasis on fear
but othenncreasinglystrongly held emotionand concepts. These findings are discussed in

detail inChapterFive.

4.11Verification (Rigour)

The applicability of the term o6ri gowith 6 ha
some researens (Guba and Lincoln 1981, 1982989; Sandewski 1986, 1993)
suggesting renaming its analytical process to more accurately portray its different
epistemological assumptions. Howevklorse, Barrett, Mayan, Olson and Spiers (2002)
strongly oppose these viewsategorically stating that the use of patdatierminology
delimits qualitative investigation from mainstream science and scientific legitimacy. Morse
(1997) further argues that rather than explicating term the pursuance of alternative
criteria undermines the issue of rigour. | do not intendeioate this ongoing issue within

this thesis However | believe there are valid arguments for maintaining traditional
terminology along with relefining and recontextualising criteria to further establish
scientific legitimacy. These fiverell-known dimensions were considered when evaluating

rigour in this research.

4.11.1Credibility

In qualitative researcltredibility is a term that relates to accuracy or authenticity of data
obtained from participants (Beck 1993; Chiovitti and Piran 2003). Thiftes achieved

usingpar ti ci pant s densarwgstatamnentsdasd nsanihgs are represented
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precisely.Credibility in this research was maintained by member validatt@@dback

from participants was sought to ensure that findings accurately reflected their experiences.
Each participantwas offered a copy of his or her transcript comment. As several
participants declined taead their transcriptsa detailed processf antra-interview
respondent validation was utilised to confirm or refute my interpretation of responses. In
addition, summaries were constructed from the transcripts and discussed with each

participant to establish accuracy of findings and truthfulnessmextual representation.

4.11.2Auditability

In addition to credibility, auditability is used by researchers to ensure rigour. This can be
achieved by the construction of a decision ttadt can be scrutinised by researchers to
determinethe consisencyof the procedures and techniques of a research project (Chiovitti
and Pirar2003).To address thid,have specified recruitment criteria, sampling techniques
and why participants were selected for this study. | have also provided details of the
processesusedto analyse data. The coding of both explicit and implicit themes is included
so the readeranunderstand how interpretations of meaning were achieved. My techniques
follow the guidelines suggested by Grbich (19962, who believes that auditability
enables the tracing of the conceptual development of the research from raw data, coding,

analysis and findings.

4.11.3Fittingness

Fittingness is transferability with further discussion centred on the naturalistic paradigm

(Hoepfl 1997). In thisstudy, the transferabilityof generated theories to other situations
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depends on the degree of similarity between the original situation and the situation to
which it is transferred. Lincoln and Guba (1985) argue that the reseaasiast specify

the transferability of findingsHowever, they can provide adequate informafanreaders

to determinevhetherthe findings are applicable to other situations. Schneider et al.,(2003
p. 150) and Roberts and Taylor (20@2 380) add thatittingness relates to the use of
literature to maintain or disprove the concepts that emerge fromHiatgever, Trochim
(2002) suggestthatthere are unpredictable elements in qualitative resgarghing that
researchers are likely to begin formulgtitheir own ideas about causative phenomena. In
this study, particular attention has been paid to maintaining accuracy of interpretations

within the data.

It is envisaged thahe concepts and conclusions of this study will reflect the worldview of
the paticipants as shaped in the particular context of our interactioreddition, | have
integrated strategies to achieve credibility and fittinghassconveyed by Davis (1997).
These include:
1. Checking that descriptions and explanations are accurate by obtaining validation
from the participants
2. Chechng for the representativeness of the information as a whging
consideration to the coding of categories, reduction of data and presentation of data

3. Consciously attempig to disprove a conclusion drawn from the data

It is acknowledged that independent analysis of data by another researcher can serve to
establish credibility. This was achieved through regular reviews by my supervisor at USQ
and othempostgraduates |1t i s anticipated that this st

applications and other age groups within the health care framework.
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4.11.4Confirmability

Confirmability is attained when credibility, auditability and fittingness carestablished
(Roberts and Taylor 200pp. 38i 381). Davis (1997) agrees with this viglwut argues
that confirmability is also based on engagement between researcher and participants with
emphasis placed on t he s ubejexeriencedrethisrstedy!| i t y
participant discourse was valued and active involvement in various stages of the study was

sought through voluntary feedback and transcript validation.

4.11.5Trustworthiness

Trustworthiness of findings was determinedfégdback from the participants in the study.
This was achieved by verlhalsummarising the data at the completion of each interview.
Participants were encouraged to correct errors, clarify my interpretations and add further
views. Thereforemy process of coding entailed:
a) Initial readings of transcripts of interviewsllowed by multiple rereadings
b) Identification of specific segments of information throdgie-by-line coding and
thegrouping together of similar of words and phrases
c) Constrution of categories and swdategoriesremembering that segments may be
in more than one category. Where possible, segments were combined to reduce
overlap and redundancy
d) Development of a modehat incorporated the most significant categories and

major hemes
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However,another perspectivetrength,can be related to rigour. Greenhalgh and Taylor
(1997) argue that the strength of qualitative research lies in validity (closeness to the truth)
thus contradicting several theorists (Glaser 1992; Straus€arun 1997) who contend
validity is a quantitative concept. Further testimony from Giacomini and Cook (2000)
reveals the apparent acceptance of the 1 mj
is avoided in favour ayexpéessrthe ddndeptivien wedvedt o
in the context of qualitative research. In ttesearch| did not attempt to control variables

but rather invited the rich array of possibilities and investigated them directly (Holliday
2001). | view thenon-controlled element of human experience as critical to the qualitative
paradigm Therefore my aim was to gain an in depth understanding of the experience of
particular individuals within their specific milielMy view was informed by Thomas

(2006) who, in his artcle a general inductive approacldiscusses the four aspects of
trustworthiness as outlined by Lincoln and Guba (1985). Credibility, transferability,
dependability and confirmability are terms deemed more suited to qualitative analysis.
These terms weredapted within this study in their broader context in accordance with
Thomasdés views and are inclusive of my <ch

study.

4.12 Conclusion

This chapter was presented in two sectiiist, the reader waastroducedto the methods
undertaken to produce this researSlecond,the more intricate details of the processes

involved in data collection and the genesis of theory within this praje presented
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To accomplish the aims of this study of sociafiglated older people in their accessing of
health care serviceg was important not to enforce previously conceived categories and
perceptionsstemmingrom my own professional knowledge baseatothe method of data
collection. To achieve thid tried not to separate the stages of planning, data collection

and analysisbut to go back and forth between the raw data and the method of
conceptualisatiorasshownin Figure 2. In this way,l could makedogical deductiongrom

the data during the phase ddtd collection. Mays and Pope (1995) and Pope and Mays
(2006) support t h e standalonée qafal t ha,sasvtesp e e so¢
progressively more widely acknowledged in investigations relating to health service
institutions and health policie$ have supported tseaut hor sdé vi ews t ha
research may be particularly valuable in analysing health services in times of restructuring
or policy change from the point of view of the patients and health professionals. The next

chapter formases the process of analysis and the evolution of the core theme
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CHAPTER FIVE: ANALYSIS AND INTERPR ETATION OF

FINDINGS

5.1Introduction

Ageing is a natural procesmd, for many peopleit can be a positive and rewarding
journey. However, as the following analysis revealsmeolder peoplé gourneys are
difficult and protracted due to the influence of social isolatibme participants in this
research give voice tthe specific problemsbarriers and pitfallthey haveencountered
while navigating the health care system to meet their health .nSedsltaneously, the
par t i chamiagpdrcepiions of selandhow they viewsocietyp perceptions ofheir

presencegis discussed.

This study provides evidence that ageing dadlining healthbring unique difficulties to
those living in social isolationAs the literature review demonstrated multiplicity of
influences including psychosocialcultural and economic factgorsan negtively affect an
ol der pbiity and atdirmes, willingness to accept assistance or professional care.
For this reason, discusso f t h e pelevant peisqgna crcumsgtandssncluded

in this chapter, tdacilitate a more complete undéanding otheirjourneys.

The previous chapter described the method for this reseenath included an outline and
description of the choices made and steps taken for participant recruitment and selection,

mode of data collection artie beginningof analysis according to the tenets of classic
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grounded theory. The move to a constructivist approach was informed by Charmaz (2006)
who contends that reality and meaning making is an interactive process between
participants and researcheesting within altural and structural contexts. Thuke shift

from classic grounded theory to a constructivist approach more closely aligned with
Charmaz (2006) and Morse afeeld (1995, 2003)though still maintaining its rigorous
methods, was explicated throughdthtapterThree, before beinfurther demonstrated in
Chapter Four. Ethical considerations embedded within these processkegh nest
alongside issues of anonymity and confidentiahigvebeen comprehensively discussed in
Chapter Four. Rigorous processesf adentifying and constructing categories, sub
categories and themes grounded in the Hat@been provided in these previous chapters

along with the use of diagrammatical representations to illustrate these processes.

The focal point of this researdd to gain an understanding of the experiences of socially
isolated older people as they access and navigate the health care system. By adopting a
constructivist approagclsocial processes, personal beliefs and attitudes that may influence
these interactioss were explored to ascertain the ways in which these faattested
accessing health care need$is chapter analyses and discusses the findings of this

researchfollowing its longitudinal progression.

In writing this analysis,constant referral is atde to the datt revealhow they havdeen
shaped to reflect participant circumstances and perspectives. Adhering to the views and
guidelines of Morse and Field (1995) and Charmaz (2006), |1 remained aware that my
interaction with the participantproducel data that were subsequently ceonstructed.
Therefore | revisitedthe data (including memos and summaries) and my constructions of

themes, categories and scdtegories in an attempt to more cleasiethe processes
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involved and how they shaped mfluenced the ontologies and epistemologies of the
participants. Accepting the centrality of my role asacat hor of Omeéani ng
further reviewed the categories and their positionvwdich resulted in adaptations,

renamingand enhancements of éacategory within the diagrammatic models.

| have optedor the somewhat unusual formatfotly introducing some diagramse give

the reader &ettersense of the complexity and thoroughness of the process. The participant
stories follow later in the apter beginning inSection5.1. The overlaps visible within
categories are consistent with the process of a constructivist approach to grounded theory
as some subategories fitted into more than one category or theme. Figdepi8tsthe

overlaps ofsubcategorieswhich are highlighted in different colours to assist recognition

of patterns and significance. Softer colours of the same colour palette were utilised for text
in which different words were used to convey similar meanings. Further disnussio
revealed an underlying O6uneasinessd or Ow

ageingin social isolation.

Analysis continued throughout the first interviewsth preliminary codes, categories and
themes gaining density as similarities acrpasticipant experiences were identified. As
the line-by-line coding progressed and the significance of these incidents increased,
categories were rassembled antenamedaccording to experiences across the participant
group Thisresuledin the generatin of Figure 4 which representthe issues confronted

and feelings generated within the participant group during the first interviews relating to

health, personal circumstances and interactions with the health system.
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Figure 3: Integrative development of codes and categories and emergence of themes
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Figure 4: Theoretical coding afterinitial interviews
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Information elicited from the participants revealed that difficulties were experienced in a
variety of settingsThesewer# oi ced i n a multiplicity of t
headings in conjunction with participant dialogue was influenced by this divargeruf
language by the participants to illustrate or explain events, feelings or personal situations
that held significant meaningFurther as the interviews progressed, new themes and
categories emergewnhile others were integrated into existing catgggbroadening their

scope and meaning. Several fategories remained somewhat amorphous, fitting equally
within two or more main themes. For example, a-safiegory of the first main theme

6i ndependen c,avasigsneratech pvioen tiscussing issues of dependence and
loss. This encompassed not asking for assistamat a mai nt ai ni ngurréenh e pa
lifestyle. Howeveri ndependence regarding maintenanc

licenceswasalso inportant.

Despite the significance of this category, | decided not to make it a main.tfhémeas
becauseoverriding the need to maintain independence was a profound reluctance across
all participants to be dependent on othdfer these participantshe maintenance of
independencen the face of theocial, economic and personal los8est permeateanany
aspectf their lives was of the upmost importande view of these findings, categories

and themes were renamed or modifiecbughoutthe constahcomparison of data within

and across interviewdt is within this framework that | have introducedd represented

the participargdvoices through extensive usegfotatiors to more accurately demonstrate
their personal perspectiveSonsequently, thénal theme headings were modified to the

following:
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x DecliningHealt® 61 candét do the things | used t
x Dependence/Sense of L6sé Y o u | 0 sdee vyeoruyrt shei Infg 6

x Transpord 61 want to travel |like everyone el
x Waitingd 6 A mgorroyund o

x Becominginvisibled 6 Onl y the young matterd

x Powerlessnegs6 Peopl e just dondét | istend

These six main themes, generated from the data, invoked the most prolific responses from
the participants overall, spanning perceptions ofetiect of declining health and iliness

along the health/wellness continuum, increasing dependency and loss of functionality,
problems with transport options, extended waiting times for medical consultations and
feelings of invisibility and powerlessness. The central theme, which is discussed in detail
later in this chapter, incorporatsttongly feltinterconnected feelings of anger, frustration,
disillusionment and fear. | found that the intense feelings portrayed by most participants
did not occur as one entity algriit rather existed as anintdrrat ed cl osel y k|
of feelings with one (or more) taking precedence over anadlepending on the situation

confronting the individual at any given time.

The major themes and swchtegories are discusseadcorporating a longitudingberiod

that maps the progression and interrelatedness of factors influencing social isolation and
the subsequeneéffects on the participants and their experiences in accessing their health
care needs. The poentisat precede discussion of each theme have been inspyed
participant comments in the interviews and have been taken directly from the transcripts.
Each line represents an experience or thoughts of each participant and has a specific

relevance to each of the categories within the theme.

165



Progressively, meangs were uncoveredand theory gradually took shape as the data
revealed rich descriptions dahe problems experienced by thparticipantsas they
attempted to access the health system. Stories told in the initial interviews appeared to
remain static with little or no differentiation in progression of ability to access health care
needs over dawelve-month period, revealing that the same or similafficllties were
continually being encountered. However, there was a marked chanipe iavel of
emotion as health declined and servitaked to meet expectationS&radually declining
health, increasing difficulties in coping and not knowing where cik |for service
providers was a problem encountered byoélthe participantsThe poems that begin the
sections that follow are minebut encapsulate words and phrases spoken by the

participants throughout the interviews.

5.2 Declining Health

Sorefeet, gnarled hands
Eyes that cannot see
The now withered face
My slower pace
Just so | can breathe
| used to run and jump
Without thought for falls and broken limbs
But while | was preoccupied

Old age caught up with me
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As we age our bodies change nomerous ways, which ultimately affects the way we
function. These changes occur incrementally and progress overHioveever,the rate of

this progression varies from person to person. Both genetic and environmental factors play
a pivotal role in how pgae age. Recognising that every individual has their own unique
genetic makaip, personality and environment, which interrelate with each other in a
dynamic changing relationshipelps health professionals understand the divergent needs
of older people. iese are often difficult to ascertain particularly in socially isolated older
people. This section discusses the effects of declining health and ageing in isolation from
the perspective of the participants and encompasses their coping strategies, dbelings
strangers, fears of falling and personal safety, the importance of maintaining independence,
knowledge of community services, the role of technology in accessing information and

finally, utilisation of services.

52 1 61 candét doodt {Betthiedgs | used t

For the majority of participantslecreased ability to continue activities and maintain social
connections signalled significant life changes. Interestingly, there was an overall
impreciseness regarding awareness of onset of these changese&alfed noticing small
difficulties in routine activities such as gardening or home maintenance in their early
fifties. Others only became aware of the impact of their restricted abilities much later in
life, though no definite agdelineated time framavas identified. As the poem at the
beginning of this section, which is constructed from participant comments illustrates, over
an indefinableperiod activities that were once taken for granteeban to requirehe

assistance obt her s ; f or spmuse mamily enember,nneighbour or friend.
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Where these networks were minimal or abseath participant coped to the best of their

ability in isolation.

For some, issues of acceptance of assistance were linked to a pervasive sense of mistrust of
stranges, which was identified as a significant barrier to accessing supportive community
services.Further maintaining personal and financial independence remained vital to all
participantswh o often 1 mprovised home r eptithes an
deterioration of their surroundingsither than burden infrequently seen family or friends

with their needs. Throughout the three interviews, which spanrted-gear period, a
consistent lack of awareness of community services persigsgite mformation being

provided or reiterated at each interview.

Althoughillness is not exclusively associated with the ageing process, recovery from or
development of chronicity states appear to be more difficult to cope eggecially for

those living in scial isolation. Declining health was experienced in both similar and
divergent ways by the participantwho believed that their illnesses, along witteir
increasing physical limitations, were an inevitable result of their advancing age and
something that had to be endured. The following section discusses how issues of coping,
the chall enges of accepting strangtaining i nt

independencaffectstheaccessin@f health services to addressalth care needs.

5.22 Struggling toCopeAlone

Maintaining the ability to cope with everyday life and the challenges it brought was

paramount to all participants. However, tirstfinterviews seemed to indicate tinaine of
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the participantdadreflectedon theirageing, health problems or personal circumstances
or perhapghat they were not yet comfortabémoughwith me to shareheir thoughts on

these issueResponses weltgesitant rather than spontaneous when discustificulties

encounteredwi t h | ong pauses apparent as partici
as Kendés comment indicates:
l tés jJjust sort of natur al y o ueally fKenw . I d«

1% Interview).

Kendés comments reflected an unquesttheoni ng
subsequent limitations this brought to his lifestyle. He was the only participant who
seemed to accept his progressive deterioration in health as part of the normal sequence of
events along | ifeds journey. D e s ptithe eBmee x p e
of the first interview Kends only voiced
poor balance. This had resulted in decreased ability toavalkide his bicyclewhich was

his primary mode of transport

| 6ve never s outmy bedthingvyou knowe lout | @dworry about
aches and pains. My feet were giving me trouble. This balancedthingt I tds a

pretty common thing with old people as far as | know (K&imterview).

Other participants opinions and feelings were influeed by personal expectations
experiences and perceptions of societal norms. Thas®rs becamea significant
consideration as the interviews progressed and data revembedincreasingly

comprehensive picture of how declining health affected various aspécts e par t i ci |
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lives. During her firstinterview, Bette verbalised her annoyance with the effects of

advancing age:

|l 6m ol d and weak and | d o nnkled (Bettelde i t .
Interview).
Whi | e Boeldvieweedcompassed asgifer cei ved i mage of 6ol

altered h she yalsoi reflecgee on how her physical conditadfected her

increasing social isolation:

As wedbdbve godt wllaemasucechdnd esddnoweusdd, I d c
to read a lot butnyeyesighis not good now (Betté1nterview).

Betteds multiple health prmodidorcens caused he

| have frequent pain in my back, in my groin, inley; in my neck. That just goes
on, Itds consistent. I nevemanibnowowlvemy

when that happens. | just go to bed and stay thetd | feel better. Sometimes

that could be days (Betté' Interview).

Bette reiteratedhat despite her significant health problenshe disliked the hospital
environment and was always reluctant to accept admittance. Further exploration of this

topic revealed Bettebds worry over | eaving
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Hebs very slawwoayide s bridt dat al | wel |
happenedto méhe dd go i.hdm auhe mbed&hha swo thledrsa

manage here on his own (Betfél hterview).

Furthere vi dence of Betteds profound concern o

when she recounted experiencing an episode of acute back pain over a long weekend.

| was writing something and the phone rang and | tried to get off the chair and |
coul @métpain was excruciating and | <col
of f the chair. We couldndét get medi cal

May Day long weekend (Bett& thterview.

Bette endured excruciating pain for several dagging for an appointment with her GP
rather than permitting her husband to call the ambulance for assi¢taecsby leaving
him alone) Later investigations revealed a crush fracturewafjoints (L4 and L5) in her

lower spinewhichwasa directresult of advanced osteoporosis.

This acute episode highlights the factors that can influelemésionmaking processes
involved when considering asking for medical assistance. While access to immediate
assistancevas available, Bette chose to remain at hom&tensibly because she disliked

the hospital environmenin reality,Bet t ed6s concern over her hi
himself was the deciding factan her choicet o r emai n at home. Be
clearly influenced by their socially isolated living circumstandass highlighting the
significance of personal values determinng willingness to access available services.

This micremanagement in the face of adversity and the imperative of mairgaiamtrol
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over oneds environment I's r ef |iededtirgdhisisn t h

not a O6one offd response but rather one tF

I n contrast to Betteds situati on,cardMvereds e
of notbeing able to obtain treatment for a painful shoyldich shehadsustained after a
traumatic fall many months previously. During the fimsterview, Win revealed that
chronic severe pain permeated every aspect of herDife. to injuries sustained in a

separatéall, Win found it very difficult to attend to many activities of daily living:

| candt make a bed and | candt s@eep t he
youdbve got no hope. | v acnpankilersyiWin® one h
Interview).

During an unrelenting and intense episode of pain, Win travelled bywalking a
considerable distance uphill from the bus stop to the emergency department of a major
hospital in Brisbane, where she was on a waitingfdissurgery to her injured shoulder.

Win recounted the difficulty she had in walking uphill:

Once | get off [the bus] therby t he time | get into the
breath y heart i s going bang, bangds bang
al |l uphi ||l and t herYeodus knnootwh i whge n niott hd nhgc

weather, | am just absolutely buggered (WiHriterview).

The inability to walk uphill, ascend stairs or walk longer distances was a problem common

amongthe participaits. This significantlyaffected and at times, restrictetheir daily
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activities. Further evidence of this was provided by Monmdao lived alone and had no
close social or family networks. Difficulty shopping for groceries anthability to walk
far due to breathlessness necessitated parking in close proximity to all service providers.

As Monica explained:

Because of mpreathlessness, cano6t wal k any great di st

days. | 6ve got a wal king sticlgstckow but
sometimes. |1 toés difficult getting grocer
the stair$ | have to make sever al trips. I cal

ti me now. Ballyt got lanyldody whatri éotuld ringeup and ask them to

come. T h adtpérisapswiaetisokated (Monica'Interview).

Like Monica, Fay had problems with mobility due to arthritis in her right hip and right
foot, whichhad been exacerbated by the continual heavy lifting she had done in the course
of caring for her invalid husband at home. Her general exhaustion had negaffeeted

her overall health and ability to cope, not only with the care of her husbaraso with

the general upkeep of the homiéay disregarded her own health problenmstead
focusng on the daily challenges of looking after her invalid husband attending to

household duties and general home maintenance.
I donot rest; I find that | 6ve just g o

outside; | do everything still. Got tkeep going; well you just struggle on, you

struggle on alone and you go downbhill (Fayltterview).
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During the initialinterviews,it became apparent thtte participants were confronted by,

and struggled with, a variety of health challengesiti@rporated not only personal issues

but also those of loved oneshich at times, took precedence over their omailbeing

Issues of access or naecess to medical services were determined by availability of
services, physical accessibility and perdatecisionsas towhether to use them. While
Bette and Fayodos stories reveal ed, Shnrloeyd:

account reveals this was not always the case

In contrastto Betteand Faghi r | ey6s concer ns bealthtdespitd on
her h u s bmarbidl l[Gealth aorditions, with much time spent attempting to source
further medical and dental treatment to alleviate ltregrterm side effects of radium
treatment for facial cancer. Although the cancer had been sucbegsfmoved, the
treatments had left Shirley physically disfigured. The internal structures of her mouth were
permanently impairedleaving Shirley unable to chew food properly or communicate
effectively. These ongoing difficulties inexorably led Shirleyb®increasingly excluded
from most forms of s oci,ahowasnpresentauwingithe first S h
two interviews and who was also experiencing significant health issypkined their

situation:

The major difficulty is getting the nssge through to people to understand how
she has reached the point where she is at and that is a major difficulty. Besides
Shirleybdés speech, she has trouble eating

1% Interview.
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Shirl eyds st ocoping vath commuhidation anld itsi irtesrelatedness with
social aspects of eating and drinking highlighted the impact of declining health on social
activities and personal dignity. While the social aspects of declining health are discussed in
detail laterm t hi s chapter, mention i s madsherher e
situation foregrounds the social imperative of effective communication as well as the

interrelatedness of social acceptance.

| &m supposed ¢ becadusewfehe ragtherapg, but whatever this
iséelt just flows all the time anyway an
conscious of it and I O6m very embarrassed

people staring at me, but to engage their attention, they usualk awayé It

gets to me and i1tdés hurtful, and then
sayingwel | , they just let me know % hey do
Interview).

Shirleybs strong emotions r el &drintergyetaions s o C i
of the attitudes of those shleas attempted to interaaith haveresulted in avoidance

behaviours and subsequent increased social isolation.

Being able to communicate effectively was an essential element coramong all
participants However Kends | ac k indgidte commuricationgwas apsarent o
when relating difficulties in accessing his health care needs. Ken revealed that he relied on
notification from the medical centre for the majority of his appointments believingt tha

was up to the doctor to decide if he should be reviewed
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They usually send me a letter (Kehldterview).

This resulted in Ken going without medications for weeks or months before the next
reminder letter was sent out. It was only during timeaanfte and severe illness that Ken

would seek medical assistanoéten presenting himself at the emergency department of a
major hospital rather thagpingtohi s GP . Kends story highlig
constructions and personal perceptiarieen identifying roles of the individual and those

in the health care tegmand further demonstrates the importance of effective
communication between doctors and their patients. Although this research was not
interventional, onc e, | &weuraged linh to Knake disely s i t |
appointments with reception staff at the medical cent@so amended the automatic

recall and reminder system to include monthly reminders to Ken to ensure continuity of
treatment and regular reviews by his GRringKe nd6s second i nterviev
he had been regularly attending the medical centre. As this form of communication
appeared satisfactory to Ken, and evidence of regular attendances at the medical practice

had been documented, | ensured that rougn@nder letters continued to be sent.

As the interviews progressed and data coding contincegégories, subategories and
themes took further shapiaus providing a comprehensive backgrodmakinformed and
guided the second round of interviews. S&¢ook place approximately six months after
the first roundof interviews At the commencement of each subsequent intenaestort
time was spent reviewing what had been discussed in the previous int&rkisyrocess
had two purposes. Firstly, it-familiarised the participant with what had previously been
discussed andecondly it helped to focus the participants on t#aeentsthat had taken

place in the preceding monthBloni cadés second i nt attentidnew r
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remained on physicahilments as she reiterated concerns regarding her decreasing

mobility, painful arthritis and continuing breathlessness

They [peopl e] dondot wunderstand that you

stairs to do somet hi ng onebegaoseyogcrpanpt r ush

your i mmobility, you canodot do as much
slower because | get very breathless. That, the breathlessness, has sort of

increased say over the lasik months and it talkkeme a longer time to getings

a

out of the car. And I 6m extremely breat

stairs (Monica 2° Interview).

The ongoing physical effects of declining health were also expressed by \Bletige

health had deterioratedausing her to remain witlhiher home for extendgeeriods

I feel too i1l to go anywher e, | 6m j ust

even stand. A s & bacauseaatisat [paid] nsolates me feom everd

what | am. |l 6ve never be a@ongtoidkse and $0i s ,

and | try to do“nterviend | candt (Bette 2

Fay also spoke of the physical and psychological symptoms she was experiencing as she

battled to cope with the ongoing demands of caring for her husband.

Wel | | 6m Ihtawi egtidndg,fikam having diffi

c

regul ar pattern of things. l 6m not ent ht

me anymore or | feel just a bit out on a limb, you know. | feel nauseou®a lot
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itds just thame noalhtdhutngf appealThlBen®bdbs [ sic
eat . | 6ve had tummy problems and bowel ;

(Fay 2% Interview).

Locating and accessing assistance was a problem encountered by all partiEipalkien,

the problemwas in understanding the need to initiate contact with medical . skaff
Shirl ey 0 s denta precedurefbtaimng selieffrom pain was difficult forBette

and Win Gettingassistance with caring for a loveas the problem faced Wyay. Further
accountsin which access to services was problematic related to home services and
tradespeople and personal safety when travelling on public transport. Difficulties were
encountered by Moni¢cavhose fear of strangers precluded her from contacting service
providers. Other participants also voicedch sentimentsthough the language used to
convey their feelings encompassedrry, concernanddislike of unfamiliar people in their

homes.
5.23 Distrust of Strangersd A Barrier to Acces®
Several participants voiced concerns about allowing people into their home who were not
known to them, or were natell known or trusted. These concerns stemmed from past
personal experiencegr stories they had heard or read in the media. As Win testifie

You have no idea how many | i arhlechamd t hi e

that was starting my maw for me and all that, he stole off ldehe robbed me.

|l 6ve got no proof he did it “iotertiew. know h
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Fearad distrust, not only of str angaffected b u't
many aspects of h e p ar tailyclivgs dMortica ®oiced concern regarding her
inability to attend tohome repairs She required assistance with all general home

maintenanceHowever her distrust of strangers became a significant barrier to accepting

services

Il think the elderly person | ike myself;
into my home that | could not tomest. I
any mor e, particularly after dark and |

door either because you just canot trus
anyone comes to my homel 6 d AOAelg lpokl want to see some idéfintationd

and | fordhatéadsnkfication (Monica linterview.

While this was also a concern for Bette, she and her husband reluctantly agreed to home
help organised by Betteds GP in conjunct:i

experiences

They got somebodyg come in and do the cleaninghe was cleaning the mirrors
in the bedroom and she saitlhave to go no& The mirrors were half cleaned. |
donodt | i ke that. She should have finishe
satisfied because shewasme troubl e than she was wor

so |l o6ve never t rfineediemhem again (Bette 1
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This perceived poor work ethic resulted in Bette refusing these and subsequent services
offered, preferring to manage on her own with whatessistance her husband could give

her.

Distrust of strangers encompassed interactions with unfamiliar persons both inside and
outside the home environment. While acknowledging an inherent wariness of strangers,
Kenbs greatest c onty®assevera aesiouhassaultpaad tvwoanurders s e
had taken place in thearavan parkn which he lived. He acknowledged that he was very

reluctant to have anyone enter his caravan that he did not know well

Everyoneds running ardoassnidhinlpavdryorneimsgortl oc k s

of worried about people breaking in (Kefi lhterview).

Personal safety was also a significant col
licence she relied on public transport for attendance at hospital appmitgras she could

not cope with driving in the heavy city traffic, nor cowldeafford the expense of inner

city parking fees. During the previous two intervie¥én indicated that there were no bus

stops near her homelowever during the third intenew she revealed that fear of assault
influenced her unwillingness to board busc¢
television and newspaper reports of increasing daytime violence. Win expressed feeling
vulnerable as she was no longer as sggas she used to b€onsequently, shresorted to

driving to the local shopping cenfirgom which shefelt safercatching the busOn the
occasionsthat Win felt too unwell to drive she stayed at home and cancelled any

appointments she had pending
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Now | woul dnot be game to walk down to th
what 6s goi dé@ando ybapkemw youdre defencel
fear of your |ife when you go out! and ¢t

Interview).

Fear waexpressed in a myriad of terms and experienced in a variety of situations, many

of which led to nonor limited utilisation of service providers

I havendét got anyone. |l 6m the only one i
sisters have diedur parents [sic]. Most of my peer group are in nursing homes
and these days you donét know ybur nei

Interview).

Fearof strangers and unfamiliar situations existed alongside fear of being perceived as
incompetentas a pervasivenistrust of strangers applied not only to transport issues, (for
example volunteer drivers from the local Community Centre and strangers at bus stops),
but alsoto in-home servicesas evi denced by Monica and S
feared for his saty to the extent that he avoided social interactions with fellow residents

in the caravan park ande would not consider #Whome community assistance. Train
stations were not considered a viable option for access to medical services by the
participants dea to unfamiliarity with automated ticketing machines, fear of falls, and
perhaps more importanilythe lack of human staffingperceived as essential for

communication, guidance for access and maintenance of their sense of security.
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5.24 Fear of Falls

Accessing and travelling on public transport was an important consideration when
planning medical visitswith fear of falling and reducedbility or inability to embark or
disembark independently resulting in ra@r minimal use of public transport optmnin
addition, all participants revealed that fear of falling, whether at home or whewasua
constant concerrwith access within and around the hoafeen impededDeclining health
appeared to heighten awareness of the potential consequences, cfuieltl as fractures,
which in turn prompted the development of ameliorative behaviours to limit risks. All
participants had experienced falls and sustained injuries during the duration of this

researchLikewise,each one continued to strive to maintduait personal independence

M y balance is very bad. | have to hold onto things. | think there is a lot of fear

attached to it but you are always frigh

very cautious. | can | os ghtemed oftialinigasice ver

woul d probably break something and then

want to do that (Bette®linterview).

Despite the increasing risks and occurrence of falls, Fay strived to maintain her (and her

husbandos) withindheiphenmed e nc e

My main fear was that if | was to have a fall or he [husband] was to have a fall or
we both fell, where would we finish up? That worried me. There were a few
anxious moments, a few falls as you know, and they were the biggest fears (Fa

2" Interview).
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Monicahad been struggling to cope with both internal and external,dtairbiaddelayed
contacting tradespeople for the necessanpvationsas she did not want strangers in her
home. Howeverafter several significant falls withilmer homeMonica took the initiative

to contact a tradesperson who she and her husband (now deceased) had known previously

Falls is [sic] a big thing that | was afraid of falling. My sight has deteriorated, my
mobility has decreased and my joints are amfactive as they used to be. | suffer
quite a lot of pain. I fell down and broke my nose; | fell down the stairs and

fractured my nose (Monicd®dnterview).

The physical and emotional obstacles that the participants encountered played a pivotal
rolein their struggles to maintain personal independence. This remained an integral feature

of their experiences of the ageing process and access to medical services.
5.25 Independence i€Essential

l 6m stil/l independent Db(Bette fiimlemiew) ot t he pe
Efforts to maintain independence highlighted an awareness of varying degrees of
increasing dependency, which-egisted with an amorphous sense of loss for the former
self. This was difficult to define as most participants were oustomed to personal

reflection and often did not question why they chose to act or react in certain ways to

situations they found challenging.
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All participants recalled work activities and social networks of former years with several
explicitly mentionng previous personal achievements such as public speaking (Bette),
prizewinning craftwork (Shirley) and academic achievements (Monica) with obvious
pride. There appeared to be a superficial philosophical acceptance of restrictions with
advancing ageHowever, underlying this was a sense of frustratidmt, for some
participants, developed into anger and bitterness as their lives progressed and further

difficulties were encountered.

This spiral of deterioration was a phenomenon common to all participeimbswent to
extraordinary lengths to maintain a familiar lifestyle that afforded them continued
autonomy and dignityConsequently much needed supportive services or offers of
assistance from family, friends and neighbours were declined in an effoederye the

facade of former abilities. Among the most significant tenets was the ability to live

i ndependent |y at home. Wi nds fierce i nd
throughout the interviews as she reiterated choosing to attend to all asssttsafe and

home maintenance wherever possilllespite offers of assistance from a neighbour

Rosemary would do everything for me if |

if you let people do so much for you; you get lazy (Wimterview).

I brought up my Kkids on my own. | 6ve al
| 6ve stédWel Idoniet s just that youbdbve been
you what to do or {méighbour]ttoodo afew thirtgs butll 6 d | |

c an okt haesr , I wonot ask her because | 6m

dependent on her (Wid%nterview).
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Kenbds quietly s pawkesmalhwareness ofammuanitybasedrealth
agencies However he maintained an attitudef independencetowards his self
management ofiis health needsThis independent nature was increasingly evident over

the three interviewa s he reiterated that he coul d oI

assistance from anyone. Despite several significantffalts his bicycleKend6s per so

i ndependence remained an integral aspect
challenges
Li ke, Il would struggle on as much as |

handle this job all by myself (Kef“2nterview).

Without exception all participants spoke about concerns of being a burden to others.
Several indicated that acceptance of, or askingassistance from their peers or family
members somehow diminished their equality, while others were more concerned with
being a burdenwhich would eventually result in further decreases in already minimal
contact. This was particularly evident if assiserwas offered by those who were

perceived as 0 wo rthatavashéifgpfieredelan t he per son

but the thing my br ot her 1 s not good. You know

ask someone thatods wodpoypoe? (Kefifinterievn you t o

The importance of maintaining personal independence overrode the need to locate
information regarding the availability of community support services. It was only in times

of crisis that such services were considered and sodghtever as the folleving section
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outlines, this proved to be complex with participants unable to locate appropriate

assistance or aborting attempts at accessing community health services.

5.26 Knowledge of Community Services

During the first interviewsknowledge and utilisation afommunitybasedhealth services

was discussed. Overall findings revealed a general lack of knowledge regarding
community servicesn the part of the participantaslthough severaerviceswere known

by name. The most commorikypown services were Veteran Affairs, Meals on Wheels and
Blue Nursing ServiceLessetknowns er vi ces i ncluded St. Luk
Care, Home Assist arideturned Services Leag(®SL) Home Services. Community and
Senior Citizen Centres such asrBie Brae (Chermside), Aspley Respite Centre and North
East Community Care (Northgate) were unknown to all but two participants. Fay had
heard of but not accessed Burnie Brae and Aspley Respite Centre. Monica (a retired health
professional),had beema vdunteer at Burnie Brae several yegm®vious but had not
accessed the service for her own needs. Significantly, no participants had heard of the
6Linking Seniorsé Program, a Brisbane Ci't
Seniors is part of thetgerCrossGovernment Project to Reduce Sodsadlation of Older

People, managed by the Queensland Government, Department of Commuhisas (
Edgerton Community Development Officer Social Inclusion Access and Equity Team
Brisbane  City  Councjl personal communication, 31  October 2006
<lisa.edgerton@brisbane.qld.gov.au&)free call number provides information on social
activities, healthy ageing, transport options, concessions, legal issues and much more. The

program also provides a TTY Heaginmpaired Service. Leaflets detailing the services
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provided by this program were given to all participants at the time of interview. Fable

illustrates participant knowledge during the research period.

Table 3. Participant knowledge of community service at the time of the first

interview

Participant Knowledge of Community Services

Heard of/unsure Accessed
Service Known Unknown
how to acces: service

St. Lukes Nursing Service 4 2 4 0
Chermside Community Health 2 4 1 1
Meals on Wheels 4 0 2 1
Oz Care 1 5 1 0
Commonwealth Care Link 1 5 0 0
Veteran Affairs 6 0 5 1
RSL Home Services 2 4 1 1
Silver Cord Service 1 5 0 0
Burnie Brae Community Respite 2 4 1 0
Centre

Aspley Respite Centre 2 4 2 0
Blue Care Nursing Service 6 0 5 1
North EastCommunity Care 0 6 0 0
Linking Seniors Program BCC 0 6 0 0
Home Assist 5 1 3 1
Council Cab Services 3 3 3 0
Gordon Park Respite Centre 1 5 0 1
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During the second and third interviews participant knowledgsofmunitybasedhealth
services was again discussed in relation to services accessed in the preceding months. |
focused on this aspect of access to health care due to decrements in health and difficulties
in coping identified in the first interviews. During this timereflective discussion] felt

that transfer of theseata to a pie chart would enhance readability and provide more depth

of participant use and knowledge of community services. Figaran8 5b providea
percentage based diagrammatical representation of participant knowledge of community
servicesThe percentages shown are the proportion of the total known services attributable

to each service.

W St. Luke's Nursing Service

B Chermside Community Health
Meals on Wheels
0Oz Care

B Commonwealth Care Link

W Veteran Affairs

B RSL Home Services
Silver Cord Service

B Burnie Brae Community Respite Centre

B Aspley Respite Centre

Blue Care Nursing Service
North East Community Care
B Linking Seniors Program
BHome Assist
B Council Cab Services

B Gordon Park Respite Centre

Figure 5a: Participant knowledge of community servicess reported during thefirst

interviews
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W St. Luke's Nursing Service
B Chermside Community Health
Meals on Wheels
Oz Care
B Commonwealth Care Link
W Veteran Affairs
B RSL Home Services
Silver Cord Service
B Burnie Brae Community Respite Centre
B Aspley Respite Centre
Blue Care Nursing Service
North East Community Care
B Linking Seniors Program
B Home Assist

B Council Cab Services

B Gordon Park Respite Centre

Figure 5b: Participant knowledge of community servicess reported during the

second and third interviews

The comparison of the two piehars from the first and later interviews demonstsdtet

the level of participant knowledge regarding community services remained largely
unchanged throughout the research period. Several participants admitted that they had not
read the information | had supplied in the first interviews. Reasons giveaddmgn not
requiring services to being content to manage independently. The only exception was Fay
whose inability to continue caring for her invalid husband had prompted her to seek

assistance from another medical practice

| knew nothing, absolutelyont hi ng t o start with. l'tds o

another and from getting a bit of information here and aobihformation there
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and then coming somewhere [new GPher e you get a | ot of
only way you get antygathhatrhelp camirdy, GPfor ay ou h ¢
family member thatés maybe involwegeed in &
| mean it all gets back to, gback to your GP who should know all these things

or have access to all these things and just by what | hear,¢hé s not a | ot
there that do. I dondét think thereds en
where we outside can read about it or television, people watch television,

whatever . I mean, we just dondt get, we

just candt get "iftesview)nf or mati on (Fay 2

Like Fay, Win had the support of her @#it continued with personal efforts to hasten her
appointment for surgery. She did not review information supplied at the initial interview,
preferring instead ot utilise the telephone directory to locate contact numbers for
government departments. She maintained regular contact with her GP and continued to
| obby 1| ocal politicians. Winds actions hi
communication thiawere familiar to her. She believed that local government agencies
were the people to contaawhich often resulted in numerous telephone calls with no

positive outcomes.

You donét know some of t heNexdcawrstkts dad vtel
kind of thing here. Oh, you would have to ring so and #amd | get sent round

and round and round the mulberry bush.
get anywhere. | thinl made 17 phone calls one daySeventeen phone calls and

| got the run aroundrom every single one (Wiri'Interview).
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Fay and Winds accounts demonstrate the e
knowledge of community services, the pivotal role doctors and staff play in disseminating
accurate information and the ameliovat actions taken when this was not available.
Ensuing discussion with remaining participants revealed they also assumed their GP or
staff at the medical practice would organise any extra assistance they required. Often the
expectation was that they woulggt a referral to the appropriate specialist or agency and
appointments would be made on their behalf. While several participants recounted
negative experiences with their GP regarding instigation of interventional treatment or lack

of referrals for speclat services, Monica revealed experiencing more positive interactions

with her GP

| find Dr Gerard looks after my total patient @arShe does everything. She will

refer me on for tests which | will have if | need them (Monitkterview).

Moni cads account confirms traditionally h
total health care. However, in circumstangeswhich this was not evideniparticipants

relied on other techniques to gather information required or deSinedfollowing section
highlights the experiences of some participants as they attempted to locate appropriate

resources to meet their individual needs.

5.27 Knowledge and Information: Finding Informationd Technologya Barrier ?

Not knowing where to look for information regarding community services was problematic
for all participants who sought assistance frammmunitybased service providers.

Experiences revealed that support or literature provided by rsPses and ancillarstaff
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in medical practices was often lacking in up to date information relating to community
referral systems and eligibility criteria. This resulted in delays in accessing appropriate
assistance. Fayods account highlights the ¢

| didnét know SMhevee) to | ook (Fay 1

As Fayo6s c dminishgdste enlidted the aadsf her daughteho located the

cont act details for Commonweal th Careros
directory
lreallywasd e sper ate and | di dndt Kenfoumditwher e

in the phone book. She sa@,her edés a 24 hour @a@aAnhber th
she said,Ring ih and Idid. And | think by the way | sounded, | mean | was
pretty awful, just desperatAnyway they sent someone out straight away (F8y 1

Interview).

It was during this time that Fay moved to another medical practice. In reiterating the events
thatled to this moveFay explained that her husband was initially admitted to hospital for
investigations However his stay lasted several weeks. During thime, his health
deteriorated furthemwith staff advising that nursing homes should be considered. Fay did

not want to consider this alternative and requested that her husband be disbbarged

her <care. Faybs account highlights-teanhe em
illness when there are minimal supportive networkShe explained the difficulties

experienced in attempting to access assistance with the care of her husband
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You make some calls, you get al/l sorts
up with anything thatoés really helpful
yes, theyol |l get back to you and they
thing, you knomt her e6s | ust a breakdown din comi
down as to what you can have and what yc
what you canot-ofler e Wanttdswvhahei tds going
very confusing. Aighd infoyn@ation yowa jnsd fsic] g pdt t h e

doesnot C&nemiew). Fay 2

The sequence of events that IEdy to contact the Commonwealth Care Link service

demonstratethedifficulties she hath finding information

| only found that out by accident through my daughter. But had | not known about
that or had that connection, heaven know

who woul dndt k nknewn where to toakl(Féyi2tervidwh v e

In contrasttoFay 6s experiences, Bette believed t
contacting social workeras Veteran Affairs had provided these services to assist with
organising allied health services in previous years. Although help was not sought through
thsavenue during this study, Bette was adari

if she needed tdn discussing accessing health serviéette explained:

| f t heyodove ev e rtherebwoelth be tsocial hworlers i (Rewdf 2

Interview).

193



However, ifa persorhad not been in hospital previousBette admittedhat accessing

services or knowing where to go for help would be problematic

I donot think they coul d. I me an, i f t h

would just give ugnd lie down | thin& probably (Bette #' Interview).

These diverse accounts exemplify personal perceptions of gaining access to assistance
while demonstrating that information regardingw to access medical or allied health
services within the communitsetting is not readily available to those livimgsocially

i solated circumstances. This | ack of awar
obtain an appropriate oral prosthesis that would not only fit the altered contours of her
mouth but also allow her to consume food and drink in a sociatlgpaable manner.
Through the course of thiudy, | became aware of Shirleyos
technician who was suitably qualified and skilled to manufacture a new modified denture.
Although not intended to be interventional, it was onlptorgh  Shi rl ey ds i n
this research that | became aware of her predicament and was able to provide some
assistance. This was accomplished during the course of my duties as a practice nurse at the

medical centre and remained separate to the study.

| located the Australian DentRrosthetic#Association via an Internet search and contacted
their staff who provided me with contact details of technicians in the Brisbane
metropolitan area. Appointments were made and a new modified set of demtiges

obtained.HoweverShi r 1l eyds experiences were | ess tl
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As it turned out it i's so much worse t
untenabl e, itds al most making aniiti nsane
gives my jaw stability igives the whole mouth stability which it badly needs, but

if I putitin, | canot swallow with it. I canot o

wi t h itswallow even thetidiiest bit of food with it (Shirl€lf Bterview).

Shirleydéds story is further evidence of th
literature. Sheattemptedto locate a suitable technician via the telephone directory
However due to her significant difficulties with her speeithwas difficult for Shirley to

make herself understood. While her husband made a concerted effort to assist her, he too

failed in finding an appropriately skilled dental technician.

Not all participants encountered difficulties in accessing health services duringdkierdu

of this study. Ken remained concerned about losing his independena®mrsehuently
believed that he would also lose his autonomy. This influenced his decisions not to seek
community care serviceslespite his deteriorating health. He was given a number of
brochures and pamphlets regarding community and home care services after the first and
second interviews but did not attempt to make contact with any agency, preferring to

manage on his own for &g as he could.

I havendt used any community services. (
Li ke, | dondt knolw demdtl yknoNh,atll sreegalilcye s
dondot | i k elphkutsl kil i Ighavé  iYou knew a lot of thesthings

arenodt as simple adyduekndw otkh e rYeodusd veo nge
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Youdbve got t o be idiyeahsforahot & help qien Ist i on t

Interview).

Kenb6s avoidant approach to heal Winéosafei snh
attitude which had withstood many disappointments in attempting to access several
community services. Howevem their own unique was; bothunderstood that often
access to health care was restricted by eligibility criteria and therefore smh@e as it

seemed.

Overall, participants sought information in a variety of ways. Primary sources were from
leaflets and brochures on display at the medical centre, the local telephone directory and
newspapers. At the time of the firsterviews,only one participant owned or had access to

a computer. The application and appropriateness of information disseminated through

computer technology is discussed next.

5.27.1 Technology A Wider GenerationGap

Computerdt heydre of | i tffnlfereiewl se to me (Bette

Advances in technology have seen the transition from gagmed information
dissemination to computdérased resourced/lerkes 2000; Richardson, Weawand Zorn

Jr. 2005% Scott 1999; Selwyn et al. 2003). Of note is the influence thahtdopy has had

over the past two decades the dissemination of health resourcggh the majority of

heal th resources ac caedieung008). Whitstomputare d@e a( T s e

familiar mode of communication for present generatidhs is not the case for many
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older people, particularly those who have physical limitations and who are socially

isolated.

At the beginning of thistudy, only Monica had regular access to a computer. By the
secondinterview, Win had enrolled in a freeommunitybased computer workshop
delivered through the local library. While both Monica and Win achieved basic computer
skills, during the duration of this study, neith&r the womenused this technology to
access healthelated or community services aration. Reasons given for the limited use

of these newlylearred skills included difficulties with seeing the information on the
computer screeandlimited dexterity with using the mouse. Deeper examination revealed
a lack of comprehension regarding htmanavigate to separate pages within a website, thus

limiting access to further information.

Feelings of embarrassment and a sense of
technological methods of accessing information resulted in a withdrawalcoomputer

use and a resumption of more familiar methods of finding information. The remaining
participants remained dubious as to the usefulness or practicality of computers at their age
with comments ranging from | woul dndét o ow uwhwdoe@tndmid p 6 s
not interestedl 6 m t oBay relied an.her family to find information regarding
community servicesas they were familiar with computetdowever, shéurther indicated

that because she had such limited contact with her chistheften did not know what to

do. Thus, despite the obvious benefits of computer technology and its ability to provide
access to much needed resource informatiba consensus between the participants

remained unchanged. As Shirley reiterated in het fintarview:
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No, |l would not [use a computer ] It is t
do things quickly enough, ydaow pressing the button. | was shown once but

really couldnoét see“mteryiegwhi ng properly (S

Bette and Keralso felt little need or interest to learn this method of communication. As far

as Ken was concerned

Wel | | I t hi nk t hlemedntl rehdethe mewspapery(Ked’8 e | e s s
Interview)
Kends dialogue inferred t hame infeematioreffome v e d

A

0 k n o wn 0, thesonegatmg tee need to learn new skdlsaccessnformation in new
ways. Other participants, while acknowledging the benefits of computer techntdtigy

that computers were best suited to younger peapte Fcanynéests indicate

Wel | | I S U p p odsseriously conaidereddtcomputess Il ingan. The
young ones nuoste stohmeem.hilntgbsl 6d do. I haven
daughter but, wel | no, I j usthe pmepy | dnot .

though itoés often hard t o%lfterivie peopl e wh

Throughout theinterviews, the participants placed minimal emphasis on the use of
computers and dismissed the relevance of them in their daily Reftecting on this
aspet of omitted communication and following the principle of constant comparison, |
revisited the literature review in conjunction withreading consecutive interviews for

each participantinterestingly, attempts to engage in discussion regarding theaipipty
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of computers in followups after the completion of the third interveewas met with little

interest.

Although Monica and Win developed rudimentary computer skills during the course of
this study their use of computers remained minimal. In a {poErview discussion

regarding finding information by using computdvionicarepeatecer earlier comments:

Wel | | I donodt r edanlol.y Mys eskiitl isn arRatquway
afraid. If | wanted to know about a servidewould ask my GP (Monica post'3

Interview follow up)

When asked how she would find health and

reply was

|l wodl dhavendt mastered that anyydt usAkny
computers so why bother? |t oédIntereiem |y | uc

follow-up).

Despite the obvious potential benefits of computers to enhance communication and
alleviate social isolation, the findings of my study provide an temhdil and perhaps
contradictory dimension to key markers for age of technology. These asaownin
Figure6. Not e the | inear c onheabsende offinksttowhatish a t
unknown orperceivedas problematic, keeping in mind thatlymwo participants hac

limited knowledge of how to use @mputer. This is not to say that physical difficulties
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with dexterity or decrements in eyesight were absentcdxtinly,the willingnesstad t r y 6

orbper swager eod

Difficulty clicking
mouse
Non-use

Difficulty seeing
and manoeuvring

[ Computer \
Microsoft Windows/Apple
Mac

Lack of knowledge
\_ /

Socially isolated older
person

Difficulty pressing

key board/keypad

due to arthritis in
fingers
Non-use

N

Difficulty accessing

cursor
Does not see value in, or computers. Not willing to
Non-use need to learn to use attend local venues for
computers free instruction
\ j 9 Non-use y
Difficulty seeing print
on computer screen
Non-use
iPad 2
Rely on known/familiapathways for
gathering information and
communication: GP, phone
MP3 .
book/newspapers, pamphlets in letterbo
iPod | { iPhone 4 ]

Figure 6: Participant experiences of computers to access information

Figure 6, constructed from dialogue frothe set of three interviews and follawp
discussions, depicts participants maintaining a strong preference for accessing information

by familiar means such as telephone directories, newspapers and pamphlets. Once located,
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utilisation of services was fourtd be influenced by first impressions made by individual
service providers. The following section outlines the factors influencing acceptance or

nonracceptance of assistance.

5.28 Utilisation of Service®d Attitude and First Impressionsare | mportant

The attitudes of community service providers when first meeting socially isolated older
people were paramount in the decisimoaking process of whether their services weree

accepted or rejected. All participants indicated incidences of interactionshestth
professionalsn whichthey feltthey had been treates lesser citizens than their younger
counterparts. Both Monica and Shirley felt that health care professionals who visited them
were intrusive, rude and lacking in sensitivity regarding thénige of the older person

and perceived this to be a lack of resp&dnsequently, theyefused the service being
offered. Shirley discussed the attitude of one community service wavkerwas part of

the Aged Care Assessment Team (ACAT) sentto aSdss r |l ey 6s home e
(postfacial surgery)and how this affected all future attempts at providing much needed

home support

She would have been the most obnoxi ous
home | 6ve d@&haehastdbevvemaleliormd6ve got to remov
fittings.You6ve got t o dodAndthen ghe stadtedeassessing, t o d

like | was a prize cow (Shirley'Interview).

This visit t ook pl ace duyaiten gxterSitei sureeyyfadd s e

carcer. The health worker was aware of the extended time Shirley would spend at home
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resting However her comments regarding activities were reported and perceived by

Shirley as very unhelpful and demeaning

&oudre going to need 8omemejfbbBhggbongot d

around. Now youdre going to nrelLeodtings o me c I
atyoul dondt think you woul d oOl(Shiteg Ffever i
Interview).

Contrary to the health waccokglishédsartis with manpt i o
of her paintings and craftworks displayed throughout her h&@te.i r | ey 6s hushb
present during this visitangat Shirl eyds request, asked t

Subsequently another health care worker fronstlttee ACAT service visited Shirley

A few weeks later they sent a lovely lady, an older lady to ask us would we re

consider. | said to her really appreciate that they

sorry | cannod(Shirley £ Interview).

Throughout theemainder of this studyshirley did not accept any community worker into

her homestating:

Because of my terrible experieneenat little faith | had left is now gone forever.

| candt trustiineervigwhody (Shirley 1

Having faith in people, espdly those who provide health care and assistance was a

common term used by sever al participants.
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respite workers organised through Commonwealth Care Link soon turned to disbelief and

dismay.

Somebody wouldome into my home and the first lass | got was lovely. Then | got
someone el se the next time who wasnot.
was another one came and she just went to bed and slept. A couple pfitayes

di dnoét s hdnterview). ( Fay 1

Fay found that despite paying for the service, the carers were not necessarily experienced

in their role

They got someone, RSL, and it was a young man. | was astounded because |
t hought | would get someone atnigworki enced,
He used to look after childreh So heds there sl eeping and

getting up (Fay I Interview).

Although very unhappy with this situation and with the constant procession of strangers in
her home Fay did not complain to the health service provider; accepting the different
carers provided by Commonwealth Care Link and R&. she feared the loss of the

service and realised she could not cope alone.

Fay and Shirl eyds st eplacedon ditituded of heglthtindustdy e i
workers providing insight into personal circumstances that govern acceptance or rejection
of communitybasedservices. Older peopleho are socially isolated are at increased risk

of poorer health outcomes whentdist of strangersoupled with inappropriate behaviour
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and inadequate service provision dymmunitybasedhealth workers, influences them to

reject assistancd-urther as declining health and difficulties in accessing timely and
appropriate health caedfectedalready depleted personal resepnaepalpable sense of loss
permeated the interviewencompassing all aspects of participant lives. Loss of former
self, phystal abilities body imageand social and family networks led to intensely felt

fears of dependency on others. The following section discusses participant perceptions of
dependency and loss and its influence on seeking medical assistance and accessing the

health system.

5.3 Dependence/Sense of Loss

Who will notice me as | sit wrinkled and forlorn?
Who will notice that the light still shines in my eyes?
For | am old but not yet dead
My thoughts are young
Songs and laughter play in my head
Look beyond whatou can see
There is so much more to me
The gnarled hands and the laboured step
A life well lived
| do agree
Please sit a while and talk to me
Peel away the layers

Discover the wisdom and beauty hidden in me
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Losses associated with the ageing process Wedefined at the commencement of the
first interviews However asthe studyprogressedthe participants actively reflected on
how declining healthaffected their daily lives. While each story was uniquaany
similarities were evident in sefferceptims and expeations of treatment by others.
Losses intermingled with fears or conceralgout current or potential situationss

Monicadbds first i nterview reveal ed.

| feel | could go down very quickly if | felt | was dependent on people all the time
andlwas being a nuisance to people. | thi

that | wil have to be too dependent on people (Monitinterview).

Individual perspectives on illness underpin feelings of losstla@growing dependency
that commonlyoccus in older aged people. In the following dialogue, Bette revealed her
desireto continue withlong-pursuedactivities (such as public speaking) in older age, but
because of a multitude of health problestse reported having foutgrself confrontedyo

her own resentments as she strudgpecope

I feel hel pl ess @ that wdy. | have alwayslbeek so f e e |
i ndependent . ltds humiliating to have t

other people (Bette*Interview)

Concerns regardgnbecoming dependent on otherseststed with losses of former self.
The next two excerpts reveal that despitettirelve-monthinterval between the first and
third interview, Betteds perceptions had

in trying to cope with her emorbid health conditions and coming to terms with the
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limitations and restrictions that pervaded her life as ageing progressed and her health

worsened
Wel | , I suppose because youobre not able
[ pause], thereds a big difference in the
way Yyou cope with things and i1itbds a ver

youodre disappointed because youbre not

donodot adjwestl wveor it . I resent it terribl
whatdoitmg to me. 1 tdés not allldbowinrod rmadl teo
do what I want to do. Wel | mentally yo

not capable of dom them physically. So it is a physical thing as well. Oh, the loss

of not being able to cope with what | [r¢
I feel di sappointed in myself, terribly
and | do habetbeing blkamd wirinkled (Bettd tterview).

While Bette continued to struggle to come to terms with her physical losses, by the third
interview, Monica appeared ttave acceptethany of the physical changes that older age
brought. This was a stadontrast to her earlier viewwhich were expressed during a time
when she was particularly unwelRlthough Monica discussed fears of falling and
dependence on othergrofound significance was placed on the loss of family and social

networks which ultimately left her feeling alone and vulnerable

Well, | lost a lot of my peer group. They were dying off. All my family had died

and | thoughtoVe | | it s my turn. WhodMolice g oi ng t

Interview).
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As constructions of partipiant s 6 r e al iittbecanse agparentgthae less and
dependenceee xi st ed i n p withtpersonalpparceptiens, eXpectaters and
experiences playing a pivotal role in determining what services (if any) were accessed. Fay
disclosed heprofound sense of loss for the life she expected to have with her husband in
their retirement. By the time of the third intervigwe had been placed in a nursing home

where Fay visited him every day

Loss, itds a great | osysear@Goiintg hapmxke nle d
where the | oss was 9yot basically ®st omé anothreerely ou | 0 ¢
lost me, | lost him. And your life is totally turned upside downd¥au know,

you have no soci al i fe. Heyb st og odta yn;o vyl oiuf
doing the things Yyanddasefferygdawg obtubds

talk to my family, | call the family once or twice a week, talk to them on the phone

and you just get withdrawn in Your £alnft
be bothered ¥ e ah, ités a [sic] b goo eld get very
depressedé The loss is just awful. You lose yourself, everything (Fy 3

Interview).

Fay also spoke of enjoying craft work and socialising with family and frigmdshad lost

the desire to continue these activities. The emotional toll on her sense of wellbeing
precipitated withdrawal behavioyrand thisultimately led to a largely reclusive lifestyle.
Other participants found that physical disabilities had aopradly negative impact, not
only on their ability to continue daily activities, but alsotheir willingness to participate

in social interactionseven within their own home.
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5.3.1 Loss ofMobility and Decrementsin Health Precipitate Decreasan Activities

The ability to maintain oneds independen
Several participants revealduat their difficulty with mobility, or simply sitting for long

periods caused them to decline invitations. These sentiments were embedded throughout
Betteds story and remained static across

she could no longer enjoy this activity with her friends:

| love watching playsand|l d movies. | couldndét go out
sit through anything now. | used to go out a lot but not anymore and | never go

out at night. | iebexausebfmybatk (Retttidterviegh a mov

Not being able to do activitiesahwere once enjoyed was a common occurranceng
participants. Activities ranged from the simple enjoyment of afternoon teas, attending the
theatre or opera with friends or just <cha
networks held manysii | ari ti es t o $hhatrhéreec@ased engbpitg r i e r
precluded access to social events. She was involved in two crafttblibkadclosed

down and she had been unable to maintain friendships fostered with {hedplere in the

cl ub . Ilagk of Gnebility and increasing difficulty driving her car resulted in
disengagement from social networks. Fay too talked about social interactions that had all

but ceased as her caring role for her husband consumed the entirety of her time

|l wasnodét able to go out when | felt [|iKke

| just miss that interaction with my family mostly and the odd friend that | have. |
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used to haw a bit of family life, go shopping and do family things and so forth
and which |, you know,nohawemreit ndome Noar Is
any [social interaction] at this stage. | used to do patchwork quilting and things

likethatbutlgavetat up because | | usTfintevwew) dnodt c

Thus, thaigh personal health issues were unique to each particthantesulting demise

of social networks and interactions were a shared experience. The death of loved ones and
friends andherelocation of others to other suburbs or nursing homesaffisctedseveral
participantso6 soci al and community connec

social confidence hindered the desire to make new friends.

5.3.1.1 DiminishingCircle of Social Contact®) A Precursorfor Loneliness

Death of friends or theitransition to nursing homes along with relocation to be closer to
relatives was significant in diminishirtge circle of social networks for most participants.
Monica had only brief and sporadic contact with her few remaining friends who had

moved into mrsing homes

|l miss going to the opera and to concert
about getting old is that | canodotd go to
[ deceased] and I had season ti.ckletdonadter
go out at night anymore to those sorts of things. | would like to go with somebody,

but s e e ,-ongadmoend mnypage gnoap (Monicd Ihterview).
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Shirley also testified that margng-term friends had passed away in recent years or had
moved into nursing homes. Other friends had moved away to be closer to family support.
Shirley was disinclined to continue with friendships and socialisig she felt
embarrassed about her appearance #ned problems she hadvhen attempting to
communicate or consume food and beveraGesisequentlythere were fewer invitations
extended to her and her husband. Both had long episodes of ill thedltontributed to

further social isolation

Well, we are abolutely isolated® because of my disabildyand so there are no
afternoon teas, there are no lunches. All that has stopped because | am too much

trouble (Shirley ¥ interview).

Social acceptance was also very important to Betl®, since her strokeeveral years

ago, no longer attends functions or socialises with friends. Her disengagement continued to
be influenced by unexpected speech inconsistenei@sh caused embarrassmeiany

friends had drifted away and Bette no longer received socialations. Thisever
decreasingetwork of friendships has had a negative impact on most participartseir
withdrawal or loss of networks has provided the impetus for them to become or remain
uninformed about their community and the health and suppostices that are

increasingly available.

Dissimilar in many ways to the other participants, Ken held a unique position within the
group as he appeared to have had no close friendships or social networks for some years.
Over the course of the thra@gerviews,Ken became increasingly open about his concerns

regarding the content of his conversatiombich revealed deeply held feelings of social
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i nadequacy. Kendés foll owing comment s, gi v
an underlying lack of $keconfidence which may have resulted in avoidance behaviour
patterns thus influencing his passive stance towards accessing health care within the

community setting

Maybef or two or three weeks you mightnot
like talking to a lot of people because, sometimes you go baék&ivitat have |

said that | sd{kenuliiderview). have sai d?

You |l ose your conf ingl(kenm& mteryiawp 6ve | ost eve

Limited mobility played a pivotal role in the loss of social contacts and increased social
isolation. Although much research has linked social isolation with depression and
loneliness (Victor et al. 2003), these feelings were ppaeent in my participant group.

One participant made a brief reference r1 eq
of her husband some years previouslgwever no other mention was mad this inher
interviews. Fay also madea brief referene to having felt lonely after the
institutionalisation of her husbandowever she did not dwell on this aspect of her life.

The overall absence of meaningful dialogue in relation to loneliness could be altiebut

to lack of indepth exploration in thigrea as this study was ndocused on aspects of
loneliness in relation to social isolation but rather its affect (if any) on access to health

care.

Decreasing mobility and its relatedness to the development of loneliness or depression

were not limited to personal decrements in health but also incorporated limitations
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imposed on the ability to drive and maintaining unrestricted driving licences. Biyrtbe

of the final interviews several participants were no longer able or legally permitted to
drive at night or outside their immediate suburbs. This further limited independent
accessibility to the wider community and friends who had moved suburbgolldveing

section discusses the importance of maintaining personal transport and the impact on those

whose use was decreased or removed.

5.4Transport: Traveld JustLike EveryoneElse

My car is my wings
Taking me to wherever | want to go
No hassles witimetables
Or not being on time
No other strangers
To occupy my mind
Without it | am lost
Beholden to others
A nuisance
A burden
Il wondot ask for help
That s not for me
My freedom

Is very important to me
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At the forefront of participant concerns wéas pivotal need to maintain independence and
autonomy. Avoidanceof or inability to utilise public transporor shop for groceries
independently andhe loss of, or restriction®n, using own transport had significant
effecton acces$o and obtainment ofdalth cardor all the participants to varying degrees.
Further imbued within these viewpoints were conceisout financial capacity to
maintain a car or the affordability of taxis as an alternative private mode of independent

transport. These are dissesl in detail in the following sections.

5.4.1 Decreasedhbility to Drive Own Car

A major issue for all participants was transport to and from medical (GP) and hospital
appointments. The minimalist social networks evidenced were unable to providenassista
with appointments outside the local suburban areas andest, only limited assistance
with the more regular appointments required to attend the GP. Maluog with other

participants relied on private transport for the majoiitgot all, of thar transport needs.

| dondt know what | 6d¥Inteoviewyi t hout my car

With the excepti on pwho hHadacoess toDepartmanha Veterad B
Affairs (DVA) transport facilities, all other participants relied on personal transport, public
transport or taxis to convey them to and from specialist appointments in the city or at
major hospitals. Howeveas deeriorating health and problems with mobility increased, so

did the ability to drive longer distances or cope with peak hour traffic. @ssequence,

ameliorative behaviours were adopted to er
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husband spak of timing medical appointments to enable him to drive and the impact on

bothof themwhen they had to travel by taxi

With you know, the old vehicle that | 6v
depending upon time of appointment makekfference If we have an afternoon
appointment somewhere and we have to gei

in getting home in the evening (Harold on behalf of Shirféinterview).

Although Bette had the support of Veteran Affairs for many of heropatstransport
needs to specialist appointmendisficulties with personal transport for routine medical

appointments remained a concern

| have a taxi, A Veteran Affairs taxi. | use that if I have appointments to go to and
Wal ter eabétsdsevi far or the traffic is

when the traffic is badt dos stressful (Bette*lInterview).

Already adaptingtheir lifestyles and behaviours to accommodate personal restrictions,
several participants were confronted with @hded encumbrance of the instigation of
driving restrictions when renewing licences. Adgfined barriers were suggestey the

participantsas predictors rather thaime capabilities of continuing safe driving practices.

5.4.2 IncreasedDriving Restrictions

Despite the need to maintain personal tra

restricted by their GP during the course of this study. Monica voluntarily ceased night
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driving. However this had littleeffect on her lifestyle asshe no longer ventured out at
night! n contrast, for Bette and her husband,

restrictions significantly affected their daily lives.

Even though Bettebds poor health pomgandi uded
freedom to choose whether she drove was significant in maintaining hestssm and
dignity. Howeveyt he restrictions pl aced on her h
difficulty accessing routine medical appointments their GP was located ia
neighbouring suburthatwas outside the permitted driving distances. In view of Beste
stressedhe increasing need for home visits by their, @Richwere not always available.

Further travelling by public transport to medical appointments was considered an

option, particularly by Bette

Oh, | would love to have a Hdtntemiew.i sit, b

|l woul dndot attempt to get on tchoeulbdunsd.t Bye
on. If | fell getting on a bus yown&w, it would be awful and | dant want t o f
and | would have trouble getting off. | would be a nuisance getting off. | would be

so slow (Bette3Interview)
Shirleybés comment s ,a<thekely pudlic éerangportswasnneveme n t

consideed a viable option andis such, maintaining personal transport, or travelling by

car, wasconsideredmperative to accessing health care

215



| f I wasnot avail able ahnhddoeoddi dmodotw haow

survive (Harold on behalf of Shirlgy' Interview).

By the time of the third interview$hirley and her husband were in the process of moving
interstate. This was at the direction of their daughter who felt better able to assist them in
accessing health care if they lived in closer proximity. This proved problematn@s
relocated to aatirement villageonly minimal contact was possiblas their daughter was
continually busy with work commitments. $

licence so they relied on taxis for all their transport requirements

Transport in the tais is he pits. The taxi situation is uncomprehendable [sic]. We
live a kilometre from a lovely little new shopping centre, but unless being driven
by family, is useless to us ésthere is not a taxi will pick you up at the centre,
not even if you get soma®tocall them. They will just ignore that anyone called

and leave you stranded (Shirley written respori$éngerview).

Difficulties with mobility and transport were closely linked to ability to access health care
resources. All participants had differendperiences when attempting to access medical
assistance with several revealing occasiongn which they were too unwell or
incapacitated to drive themselves or travel on public transport to see their GP. In these
instancesthey remained at home until welhough to traveldespite the availability of an
afterhours medical servicdnterestingly, the availability of subsidised private transport
provided by volunteers of the Burnie Bray Chermside Community Centre was not

considered by the participantdesyte information being supplied on this service. The
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following section details the difficulties experienced wtiemms of transporbther than

personal transpowereutilised.

5.4.3 Difficulty/ I nability to UsePublic Transport

Difficulty with travelling on public transport was an integfaktor in theaccessingof
health care for most participantsith timing of medical appointments reliant on driving
capabilities or affordability of taxisHowever,it soon became apparent thdifficulties
were experienced in meeting other medical needs askeelexample, ecessing hospital
services was problematic for Wiwho relied on public bus services twavel to
appointments in major hospitals within the citfowever, these bus s&ces did not

provide stops in close proximity to the hospital.

Thatwal k up to the hospital, i tds a stinke
to the hospital and it 0,myhebrisgoipybdng, | | . B\
bang, bangandd m out of breath. By ,tbem gampi hgo

for breath. In the hot weathglram just absolutely buggered (Wil ihterview).

Win was able to wutilise public transport
(RBWH), but found thdong walk uphill from the bus stop very difficult to manage. The
steep and uneven surface of the path resulted in two falls on hospital growrtits
injuring her damaged shouldewhich consequently required ongoing treatment by a
physiotherapist. Inoically, Win had to contend with the steep path once a week for 6

weeks until she completed her course of treatment. She was apprehensive about falling
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again each time she made the trip but felt she had no ¢lagidee only way sheould

attendthe muchneeded physiotherapy appointments was by council bus.

Somet i mes étputethe bubs aowd.t You know they can lower it and
someti mes they donot and | 6ve got to he
youodve got hold of t heurhawortshoppingandtvées got
bloody difficultwh en t hey dormadtd Itdwer dtome& tbwd ways

come thump and it is painful (Wiff 3nterview).

Fear of falls associated with using public transport was a concern for several other
participants who required assistance to ascend into the bus and also the lowering of the
platform or steps to facilitate safe disembarkifgurther, dficulties boarding and
disembarking public transport were not the only deterrents for limited cus®of tlese
services. Several participants stated that their mobility had slowettheywdere aware of

and embarrassed by their lack of dexterity. Feelings of being perceived as incompetent,
heightened by disparaging comments by fellow commutersadack of assistancéom

bus drivers, resulted in avoidance of these services.

Though he still maintained his driving licend€en did not drive or own a car, instead
preferring to utilise his bicycle for the majority of his transport needs. Despite his
compromised health statugen would endeavour to ride his bicycl&i 20 kilometres to

the RBWH but was sometimes too tired to complete the return journey.

Although he did not like to use public transport, on these occa{enswould utilise the

train sevice, never once attempting to catch the more frequent bus service. Ken was
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hesitant in explaining his reasons for this but alluded to a fear of being refused entry onto
the bus as he had his bicycle with him. This reticence may have been due to sotile coun
buses not having the facility to harness bicycles in transit. These difficulties sometimes
resulted in Ken declining appointments later in the, dagteadwaiting for extended

periodsfor an appointment at a time of daywhichhe could manage to rdchis bicycle.

Several participants in this study had considered obtaining taxi vouchers through their GPs
in an effort to facilitate easier access to medical appointments. Harold made several
attempts to discuss his difficulty with driving Shirleyrtedical appointments in the city
However his concerns were not addressed by his B then broached the issue with
Shi r | e lawsver Gi® endeavours to access taxi vouchers were initially met with

rejection. As Harold relates

| have on occasions spoken to a doctor about taxi vouchers, but the response has
al ways been negati ve. theythihkthedapplicktiorofev why .

it is a bit hard for them to handle (Harold with Shirle¥/ihterview).

After several faikd attempts to acquire taxi vouchdrarold gave up and paid full taxi
fares to medical appointments i,theytagaen ci t
repeatedly approached the GP requesting a disabled parking permit. Eventually the
appropriate fons were completed and submitted to the Department of Main Roads

QueenslandHowever once again they received a negative response, as Shirley explains:
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And we also applied for disability parking and were completely and soundly
knocked back for that. Theyon 6t g i v edod(8harleyovithsHarold Hst

Interview)

Shirleydos extensive medical and dent al ap
finances as taxi fares were often approximately $50 to and from each appointmigmnt

these ofta scheduled twice weekly.

Har ol ddos tenaci t yassistancawith thisrgostflected histdeeplhyaheld e s s
concerns regarding thedfect on their personal finances. Shirley and Harold believed they
were ineligible for taxi vouchers becauserHal d hel d a curandnt d
continued to drive locallyTheseincorrect perceptions indicatetheir lack of access to
accurate informationThey did not meeteligibility criteria as stipulatedon the Taxi
Subsidy Scheme Application Form F2330 frtme Department of Transport Queensland

though they were never informed of thig their GP

Organisation of transport by medical centre staff may have added benefit by assisting in
preserving the ol e r personb6és sense of dignity and
processes involved. As my findings revealedy r t | congemn$ df reaprocity, being a
burden or loss of equality resulted tineir decliningoffers of assistance from friends,
neightours or family membersvho occasionally offered to drive several participants to

their appointments.

Fay felt that as she was still able to drive she did not require assistance from family

members to attend appointmeritowever by the third interviewshe indicated that she
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was struggling with negotiating the heavy traffic when visiting her huslvemal had been

placed in an inner city nursing home.

This was particularly difficult for Fgayas she had to of it i nNdé Wi
nursing hometo di scuss her , whicls meeessdated herc driving at peak
periods. Despite repeated requests, telephone access to the GP remained unavailable.
Again, the timing of travel possible favlder people is an issue not often considered by

medicaland nursing staff.

Despite its potential accessibility, none of the participants utilised the volunteer transport
service provided by Burnie Brae Respite Centre. This service offered older people
transport to medical and dental appointments for a nonfgeal The availability of this

service was discussed during the initial interviews and reiterated durirgetbedand

third interviews However only Win and Monica indicated they would consider using it.
Interestingly, even though this transport was tegt in private cars, comments indicated

an overal!/l preference t o,tusafurther demdnsratingad j u s
innate need to be viewed as a Onor mal & mg
required special consideration. Thisrpeption suggested an ageist attitude that could be
considered a response to, or awarenessofiernistic societal stereotypical views of older

people.

It has been demonstrated that declining health, maintaining independence and concerns
regarding depeadence on othenserepivotalin the desirdo maintain personal transport or
the ability to travel alongside other commuters on public transport. Further analysis of

transport issues revealed a financial aspect previously unidentified
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5.4.3.1 Financial ssued Maintaining Own Transport

Maintaining a vehicle was a significant financial expense for participants who owned a car.
The third interviews revealed that Monica and Win had purchased automatic cars in an
attempt to alleviate difficulties experiencedhen driving with a manual transmission.
Monicahadorganised a reverse home loan to purclh@sear, while Win maintained that

she could barely manage her budget on the government peSsmeventually purchased

a cheaper car outright as she was unwilling to take out a\ldamwas superficially aware

of several community service providers, l@he would not consider accessing them or
accepting assistancas she assumed (correctly) tlatcpayment was required for such
services. She viewed the purchase of a car as an extravagah@eecessity due to her

fears for personal safety

| can probably get a lot of help from different sources, but they need paying for it

and | havend6t got the money. Some of th
for so much but then what do you take it from, your food bill? This is where
peopl e wvaoything because they thinkD h s h edoBat | meam n
youdbve just got dVel Il ook kav e rdNa dhdo ts atyh e

Interview).

But you are just so in fear of your | if.

without a car (Win % Interview).
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Winds dialogue throughout the three i1nter
accept assistancelowever she believed that she could not afford any additional expenses

on her incomeUnlike Win, Shirley and her husband viewed thaintenance of personal
transport as essential both from a financial perspective andirals@ew of Shi r | ey 0 s

perceived inability to travel on any form of public transport.

As they did not receive taxi vouchetBe ongoing cost of transportation to neadiand

dental appointments throughout the city placed a greater burden on their personal:finances

With the old vehicle | 6ve got I can tr a
Wickham Terrace [city], we would get a taxi to wherever the appointreenti | t 0 s
reasonably frequent that we have to do it beeausa s wedor ewgédtti ng
wearing out. We would do this [taxi] at least once a fortnight or more. If we go to
Wickham Terracei t 6s around $40 to go and <come.
dentisti t woul d be about $50. ainlpaffecsthe c o mp |

finances (Harold with Shirley"2Interview).

Taxis were utilised by some participants on a regular beswever they reported that

the impact of this ongoing financial burden wast seriously considered by health
professionals. Necessary walking aides rendered other community transport options
inaccessible due to company regulationlerefore participants were left with onlthe

option of attempting to use public transport. €averaloccasionsmedical appointments

were cancelled for this reason.
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The increasing difficulties in using public transport continued to force some participants to
struggle to maintain private transport despite declining health. Ken held a uniquenpositi

in the group as he was the only participant not affected by the issue of transport costs.
Through further analysiss commonality was found across all participants irrespective of
type of transport used. Timing of appointments continued to remain distean non

peak hour traffic, road conditions, ability to drive and affordability of taxi servidaesse
ameliorative behaviour responses resulted in extended waiting times for appointments with
GPs as well as specialist appointments. The following aectiutlines the varied

experiences of the participants as they waited for health services.

5.5Waiting Times

Waiting for appointments
Waiting for operations
Waiting for transport
Waiting for family to visit
Waiting to be heard
| open a door

Death waitdor me

It has beemevealedhatdeclining health, concerns of dependence on others, sense of loss
and the significance of personal transport or independence in travellingflhaacedthe
accessingf health cardy these participantsn addition tathese factorsextended waiting
periodsfor medical intervention or assistance in times of health crisis was a significant

issue and itwill now be discussed/Vaiting is an accepted part of medical catewever
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excessive waiting times can have negatnaalth consequenceparticularly for older
peoplewho are socially isolated. In econstructing participant storielshave attempted to
represent their personal realitieecurately Thus, this section discusses participant
experiences of waiting time®rf doctors, hospital appointments, allied health services,
specialist services, surgical interventions and interactions with medical, nursing and non

nursing staff.

5.5.1 ExtendedDelaysin Waiting for Doctors and Specialist Services

All participantsexperienced varying wait times to see their GP. This was often attributed
to extensive patient workloaddowever other contributory causes were the selposed
restrictions on driving times, acceptableness of appointments offered by staff and
participant willingness to be reviewed by other doctors within the practieeur
participants preferred to wait for their regular GP, while two were prepared to see another
doctor within the same practice. Monica was philosophical about waiting to see es GP

she was reluctant to discuss her health care with other doctors

I canotGRleebéeceausfe sheds very, very bus)
but I donot l i ke to discuss too many th
although theiyddeg.e SYemegt i mes yl nrun out of
problem. I justneedasctip done and youdbve got to wait

a while but | understand that (Monic& Interview).

Monicads view reflected t hetee detays inmbtdineg p a

appointments with their GP as the notdowever this was dependent on the urgency of
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needas was evident i n  iMwhich uegentlor imediates meslicak u a t
review was actively pursuedhile Monica was prepared teee other GPs within the
medical practice thus addressing her need for continuation of medication and reducing
waiting ti mes, Kends dialogue revealed he
GP to instigate ongoing health care. When this did notrpestended wait times resulted

in medication not being takewhich had the potential for negative health outcames

| 6ve only come in here once without beir
woke up in the morning with a hernia. Like | always thdubk procedure was

for a letter to turn up. dn&tt otplpiedk tlakmn
them. | read somewhere they could be bad for you. | just go on my own
judgementé To tell you the truthl t hought youbs [ sic] C O
you the truth | was disappointed n d | donot Know; I dono

stopped takig the tabletd that was the reaction (Ked@nterview).

Kendés repeated reference to not hearing f
on written communid#on and the guidance this provided in the management of his health.

His words&hat was thereactidii ndi cat ed that as a conseque
in not being contactede chose to cease taking his medicatpmeferring to rely on his

own judgement rather than discussing his concerns with his doctor.

A reluctance to discuss concerns regardingur@ent matters was a common occurrence
with consensuamongthe participants that their GP wouldt be particulay interested in
their personal or social issues apdrhaps more significantly, that they shonlwt6 wa s t e

the doctords ti med ,tamthely pencgivedather dactasblluagss e me
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busy attending to 6mor e Vyithepemordisalosediconpemn® bl e

were often hidden within the spectrum of their personal and social situation. As Monica

states:
Because you cand6t spend a | ot of time, t
too long, itodés eitwemntyemi muinhes eSutory onad

go, theredés not a | ot (Monca®mterviewp i n that

Such ideologies attest to the significance of time constraints on GPs and the need for
practice nurses with adequate time and infrastructure to meet the demands of identifying,
planning and coordinating community servieg®ctively andn a timely mannertherdy

reducingunnecessary delays in accessing health care.

The absence of practice nurse® need to wait for appointments with GPs and specialists
and time restrictions in appointmentssulted in increased health risks for participants.
Further, such delays negativelp f f e ct e d  pbdity toi cope pviahnpais, dvith
deteriorating health often resulting in increased pain and emotional turmoil. The lack of
supportive networks further exacerbated feeling of inability to copeffectively untl

medical assistance was availablehich resulted in both physical and psychological
exhaustion. This wasvidencedoy Fayo6s i nitial revel ations

husbandds nocturnal wandering:

He was up and down all night, we had anything froni Ztimes a night and

walking around the house basically all night, just get back to bed and he was
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back up again. No, there was absolutely no rest and | was totally exhausted (Fay

1% Interview).

B e t tfregoestlyvoiced sentiments of staying in bed until she felt well enough to make
the journey to see the doctor also highlighted the obstacles several participants had to
contend with and the undeniable importance of hbased medical care. While depetis

after hours services were availalitlas medical care was not administered by doctors that
were associated with the medical practic&known to the participants and therefore was

not utilised. Monica was the only participant who contacted this sedwvigeg this study

However this was for an acute episode of gastroenteritis.

5.5.1.1 Waiting Timesfor AppointmentsHospitaland SpecialistServices

Waiting times for hospital specialist appointments were protracted in most vages
participants recounting numerous occasionswhichthey waited months to be given an
appointment which, in the case of Win, was often-seheduled to a later dat&en
recounted waiting eight months for a speciabgtpointmentat a major hospitain
Brisbane. However, longer wait times were experienced by Whio waited almost two

years for a shoulder reconstruction operation, changing doctors in the interim in an attempt

to gain access to medical assistaistee recalls:

I changed dectberesn amadtioag now for two vy

havenot hald hhaowdamdtnghad a call , I haver

nothing and | mean it distenjew)st not good en
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Wi nds sustained ef f orbasedmdadioal sgraidesiculmicatedin a t o
protracted journey to and from a major hospital where she was on the waiting list for
surgery as she could no longer tolerate the excruciating pain of her injured shoulder. She
presented herself to the staff at the emergerentre butshewas denied any form of

supportive treatment. Winds story conti nue

d candét help you, wedre odandlsdiddldhng | i f e
pai n doe § andshe saaiioh &hre doctor at the Emergency told me
thatt Ther e 6 s ad yauagetttoi the gop &nd they bring you to the bottom
again and so it goes, ring-rosy. You get nowhere, absolutely nowhere. | had to
get two buses home; I was i n agony, ago

onetohelpmeanddo ul dndt i@vnfontemiend t a x

Winds stark account reveals a |l ack of com
an obvious lack of supportive interventions, either offered or available until a surgical
review could be arrangeWi n @riarity status for surgery had been reassessed on several
occasionswhich resulted in further extensions of waiting times. Win was never notified of

her change in status and no explanations were provided by the hospital. Similarities were
evident acrosparticipant experiencesrespective of personal health circumstaneds

delays in surgical interventions and specialist reviews the most commonly experienced.
Stories of extended wait times and lack of treatment were also comamong the

participantsvho maintained private health insurance
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We have private health cover but we still have to wait a long time sometimes for
things to get done. You dono6t umweelit t o

(Bette f' Interview).

These encounters persistedotighout the three interviewwith participants seeming to
remain static in their endeavours to gain access to medical and specialist services,
particularly those provided through the hospital. These same issues were reiterated
throughout the second and third interviews. Additionalt Wanesresulted fromdelays in
processing referralsvhether interdepartmental or via GPs in the community. Participants
continued to be confronted by these barriers to actresspective of which specialist they

needed to see.

5.5.12 Referrals avlerry-go-round

Extended waiting times also involved the referral process to specialists and community
health service providers. Waiting lists were the norm for morsemiurgent reviews. All
participants experienced extended wait times for specialigtwsvalthough there were
several instancem which this was reducedby the participantbeing seen as a private
patient thus indicating that timing of access was at least partially dependent on availability
and current workload of specialists in a particular field. Win and Fay experienced the most
difficulty in attempting to gain access to specialist medical intervenandsxtended
delays significantlyaffected theirpersonal health and ability to cope with routine daily
activities. Fay recounted receiving a referral for a neurologist to review her husband
However as this specialist did not attend patients at the tadspibhere Alfred was

admitted another referral had to be organised. Three weeks passed with no specialist
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reviewandas Fay saw further det e,shedischargedohm i n

home in her care against the advice of hospital:staff

He was there three weeks and just getting worse and worse and worse. And they

j ust |l eft him in bed oand otf hebye ddi dHed tc oeu

hi msel f, he didnot know what day of the
left him there. They werquite happy to send him to a nursing h@meventually
got him out after three weeks. They coul
said you knowy ou won ot amsad,dMed IhilmMl | try anywa:

my best shot. uktf |Ibveayd&tintewieon).¢ aryot( Faly 1

Waiting times were compounded by less than adequate care from medical and nursing
staff. This perceived lack of care prompted Fay to remove her husband from the hospital
environment, returning home with the assistance of several community services. In the
ensuingweeks,additional services were requirddowever waiting lists for these were

extensive. Waiting times for community services or home assistance is discussed in detalil

in the following section.

5.5.1.3 Waiting for Home Assistance

Waiting times for community assistance were also prolongedth similar issues
recounted over the thremunds ofinterviews. Several participants were referred to
communitybasedproviders for assistance with domestic duties and home maintenance.
Others sought these services independently from theit &R.of communication seemed

to be the common link between GPs and community service providers. Despite a Central
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Referral Unit gt up by State and local community services, participants still floundered
through the maze of referrals required, geographical boundaries, eligibility, financial
contributions and waiting periodb all caseshere were extended waiting times aind
seweral instances,the service was inadequate no longer providedas the following

excerpt demonstrates:

| was getting a reasonable amount of hel
of f again. People would turn .Np asslome da
sayyoudd have an appointment at the hospi
for a shower or anything |ike that and
showering and then getting ready by a certainttnd nd t hen t hey éd ¢
dayandsay)Ve |l | you know | wondét be here t omc
be heréand then somebody el se woul dnot tur
t hat 6 s wlhteenllgfeliapartbecausas | said itds not w
worth the worry, 1itdés not working. Li ke
were sending someone to do nights and ¢t

things like that (Fay ¥ Interview).

Fay 06 s ighlightsithe difficultiescaused byhe attitudes and work ethic of community

health personngwith nond el i ver ance of.Hdwewrs irdluedcedrbpa s er \
critical need for assistancéormal complaints were withheldther participants have
recounted similar circumstances of dissatisfaction with service provider personnel. This
resulted in a continued effort to manage as best they couldsoBette and Shirley
disclosedthe sourcing and payinfpr service privately. However, in view of conoes

over personal safety and wariness of strangers, this alternative was not often considered.
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Winds enquiries for a s s idgtnat mecetve avsatisfactory a r d «
response,with communitybased service providers only able to offer very limited

assistance

Home Assist have [sic] been very good to me. They tofdwhen | went about

the mowing they saidDh yes, they would do it three times a yeatow nicé

| 6d be [l ucky to flihaddt threg timed soyeat.yCanhyouu s e |
imagine géting to your house, your grass mowed three times a year? (Win 3

Interview).

Excessively long wait times sometimes resulted in-acceptance of both medical and
community services. Win, like other paipants continued to attempt to attend to all
essential activities. While acknowledging that under certain circumsiaswgs as acute
illness or injury, assistance would be acceptableen inadequate assistance was offered
or availableat these timesall participants endeavoured to continue with lifelong routines
which proved difficult or impossible to sustain. The practicality and affordability of
accepting community servicegasalso consideredalong with past negative experiences
of individual alied health personndPrevious experiencabtat hadhad negative outcomes
impacted upon participants in several ways. Some refused the sewraght, or they
were subsequently disinclined to persevere with the accepted sediimss declined

further or future services based on prior unsatisfactory experiences.

Fay6és home situation and personal heal th
and third interviews and she reluctantly accepted the inevitability of placing Heartum

a nursing home. However, this too proved problematic.
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There are long waiting lists everywhere. | had his name down in seven places and
nothing, nothing has come up. | would ring each week and find outwheds

told it was the only thing to do $alid that (Fay &' Interview).

In an attempt to assist Fay, her GP arranged for emergency respite care for her husband.
During this time, Fay was contacted by a social worker who provided much needed
support and guidance through the maze of health care options and packages within the
community while her husband was waiting for permanent placement in a nursing home.
The soci al tywwanfokmecooddmateand fadilitate implementation of services

supports Betteds earlier stateme-basesicacef cor

The social worker there would be the best person | ever had to deal with and
found themexceptionally good. Yes, | found the social worker good. | originally
went to Commonwealth Care Link who were marvellous, absolutely marvellous
because | was so desperate. | fodhem absolutely great, but there again; they

had some t hat rk@ayBhraerviewant t o wo

The combinationof deteriorating health, sense of loss and increasing dependence on
others, transport difficulties, extended waiting times for medical caretl@thck of
compassioron the part ohealth service personnel resuliedmany participants feeling

they were worthless in society now that they were older. The many obstacles and
undesirable attitudes and respontdes theyconstantly faced when attempting to access
not only medical services but also general communityices\engendered ageist feelings

that were often recognised and internalisexVentually beconing incorporated ito
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personal belief systems and attitudes. These attitudes directly affected interactions with
others ultimately leading to further disengagemenh fundamentakocial interactionAs

the interviews progressed and constructions of participant realities continued to be built, a
comprehensive picture of personal perceptions emerged of younger people being given
priority to access health caresources. This was a commibelief across all participants
further supporting findings of an awareness of ageism within the commdingse

perceptions and experiences are discussed in detail in the following section.

5.6 Becoming Invisible

| stand hee my questions unanswered
People brush past me
Not looking my way
Am | invisible?
Why do you speak to me so rudely?
Telling me things that just are
You dondét know who | am
Doné6ét judge me by what you see
Medi cal textbooks dondét know ab
Taket he time to -éntsitteywd6to this on
Come down from your lofty heights
Take my hand

Learn about my reality

235



The problems encountered by the participamnis$ uncovered through the interview process
seemed to be layered one on top of the other. To bethinat the outermost layer, was the
balance of experiences of illness versus wellness and the imperceptible decline of health.
Changes in behaviour patterns ahd increased need for assistance became apparent as
the participantsmoved towards the seodnlayer This layerincorporated issues of
dependency antthe lossof social or family networks and physical prowess. The third layer
includedtransport issues, maintaining a car and drivers licence and the ability to travel on
public transport. Theffect of extended waiting times for medical assistance or specialist
appointments were found in the fourth lgy&ong withproblemsnegotiatingthe referral
process.These combineddifficulties resulted ina fifth layer, which held feelings of
invisibility and a focus onageist attitudesboth personal and from within the broader
community. This fifth layer,here termeddecomingin v i s,ialolwse @ to more
completely understand the complexities involved with ageing in isolatidriree influence

that difficulty in accessing health care neldson the participants.

56. 1 Sur palseh yligtet he 6

The mrticipants acknowledged that being treated as equal mesnbersociety was
essentiafor their sense of belonging to the caomnity andto their selfesteem. However,

as the interviews progressed, participant stories revealed a disquieting array of similar
negative experiences that related to poor attitudes of health professionals. Several
participantsd att ecoprhusitybasedseavices everalisruptedayl t h a
the attitudes and actions of hospital and community services persanei ultimately

led, in some instances, tonrans e o f services availabl e. St
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community service provider who, while assessing their home environnggored

explanations by Shirley and her husband, further highlighted this phenomenon

Apart from angry it made ndeit made us both feel very put down, very, very put

down at the greatest level because as famasknew throughout our life we

wer esordetkid of | ow | i fe, you know, peopl e
think in many areas, in many fdifent directionsl do not think they listen to the

patient. To me that seems to have been the catalyst of the whole thing. They have
not listened to the pent. You know, they know what they want to do and they
know what is the usual procedure and too bad if you want to deviate from that or

have a say about it (Shirley%nterview).

Similar claims were made by three other participants who experiencecgeerleation of

health problems as a direct consequence ofawvaiiability of health services influenced

by, they believed, their advanced a@me of those affected was Win, who increasingly
believed thato n c e awar e of h e both thpatthrppefessionals @nd st a

politicians dismissed her repeated requests for assistance

Yeah, you might as well talk to a brick véapoliticians do not listen. The minute

you mention you are a pensioner, youor e
count. You areyst a big nothing because you are aged and you know, you just
dondét know anything and people wildl ar g
you know itdés true and they wild/l argue

youodre 86 or "“ynewiéw.e ol d (Wi n 3
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56. 2 6Br ookl walthe® young matter 6

The term O6brick wall é was used by other p
pathways including repeated requests made to GPs, gaining access to specialist or allied
health servicesird implementation of referrals for home assistance. Ongoing disputative
interactions within the health system revealed a subtle decline in perceptionsvadrsie|f

and a burgeoning sense of futility. Three participants made particular reference to young
people being more important thavereolder peoplest at i ng t hat they he
and being ol d meant t.Whsfurtherimdicgiedavpensanal @geish t i r
attitude and a strongly held perception that they were no longer valeedd.tBe 6 s ,sent i

often echoed by other participanappearedhroughout the interviews

I feel we 0ihyedat@ast onaer reabkly cares. We 6 v
only the young matter today. Yes, lots of money is spent on the young. No one

realycares that |1 06m inIpeaview). al |l the ti me (

Perceptions of ageism and tifeir no longer being valued members of society were
significantly influenced by a lack of willingness to communiaatethe part ohealth care
personnel . These interactions wer eealiynt er w
which ultimately led to withdrawal or disengagement from health care programmes.

Betteds excerpt provides a deepesdiaspghi

in which concerns, questions and opinions continued to be ignored or disregarded

Very often in hospital you experience it between the staff. Sometimes you get

terrific staff but they go off. And they go off duty, somebody else comewion a

238



they dondété ktimnktheytistewto yoa. | think very often they listen
to you but they donoét al ways hear. A | o
Their mind i s somewhere el se. A | ot of

profession (Bee 3° Interview).

5.6.3 Perceptions ofAgeism

Participants felt their concerns had not been taken serjousigh resultedfor some, in

further withdrawalfrom society and social interaction. One participant adopted a defeatist
attitude indicating that he did not expect anything more than what he received because he
was® |l d and that was how old people were tr
longer interested in pursuing specialist demqadsthetics Shi r | ey 0 8ctivengoi
interactions with the dentists and prosthetic technicians within the practice resulted in a
retreat from her minimal family network. Shirley felt devalued and insignificant as her
concerns and escalating difficulties eating and speaking were walhtilgnored.As she

said:

| have tried to seek a good deal of help in many, many directions, persistently
trying always to disregard costs, with the hope of some benefit. Sadly the
disappointments have been many, sometimes degrading and upsettimgthbut

few benefits along the way (Shirle§ Biterview).

Although they did not retreat further from society, Win and Fay felt they were also
adversely affected bthe ageist attitude®f various personnel within the health system.

Wi nwel-documentedlashes and antagonistic interactions belideéegpseatedear that
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she was Vvi ewed a,whioh tuftherloveered Hemgel-ésteamc \ihilecshed
received documentary recognition for her extenswaunteer contributiors to the
Queensland Cancer Foundatidvin felt she received little courtesy or respect from many

people involved directly and indirectly with her health care

There Iis no respect for ol der peopl e. V

entitled to bé& somebodyWin 3° Interview).

Although Win was the exception to the rule at the outset insofar as she was willing to
speak up and question health personnel, she was discabong whom she approached

Win seemed better able to articulate her dissatisfactionredtption staff or nursing staff
associated with or employed by health and community service providewever she

was noticeably less confrontatiornveith medical practitioners and specialistedicating an
awareness of 6doc tayofpoverand awrhorityassatiatédhwih thisn t e
hierarchy. Win made a personal conneéascti on
meaning to be socially derogatory and exclusionary. These feelings were strengthened by
her continual combative interagtis with health care professionals and local politicians

alike:

Wel | Il tds Jjust that nobody thinks about
in the next breath. People dondét treat

treat me like a something h a t hasnot got a brain beca
invisible the minute you mention you ar
not hi ng. You dondét eomot anpéhsgneayohnd

identity. You donodét get a n sfiv@ld age pensiony yoglaow f o b b «
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you kind of go down | i ke a pricked ball
d6m a citizeng Bbomevbildgagedi, zeamwmt Opens

ci t b leeansé | am (WinBinterview).

Monica echoedVi n 6 s s etmoughsmesmptoskk e not of hersel f b

aged peoplesignifying that she did not feel part of this stigmatised and marginalised

group

open communication yes, and to treat tr
aged, thei mi nd may not have deteriorated to
t hem. People donodt |l i ke bea&i nBhey!l dedbdtéM
being called O6petal é or Osweetie pied or
aged person and thaan help them with their problem a lot more than just this
offhand, air fairy sort of approach. Yes, respect of the person as a human being

(Monica 3° Interview).

5.6.4 Attempts atAccessand Concernslgnored

While the other participants did not appea stronglyfocue d on t heistatusdé pens
all acknowledged that they fethey weretreated differently due to their advanced age.

This was particularly evidenih the case ofay, who, like Win, experienced feelings of

bei ng ¢f althdughdentativef abfirst, Fay challenged both nursing and medical

personnel in their care of her husband.
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Her assertiveness stemmed from the pain and discomfort she often found her husband
suffering; first when he was in hospital (during the firstiviavs) and later when he was
placed in a nursing home (during the interim between the second and third interviews).
Similar to Win, Fay experienced many abortive attempts to communicate with doctors in
their treatment of her husbarféurthey F a y 0rs regacdimgimadequate nursing care
were met with indifference by several key staff members in both nursing homsch

her husband was placedhich heightened her feelings of ageist attitudesngsome

health professionals and the health systemvetiscde. In her words:

Thinking you are going to a nursing home to be well looked after is just wishful

thinking because it jJust doesnot happen
responsibility, you canot getwens,youngs do
canodot get anything fixed or changed. I r

for hours, go home for a little while and go back because he [husband] needs the
fluids. Why canot I wéimy ¢aorebtbhegou fget n
wantf or them in their old age? Why isnodt

Unfortunatelythe system, once again, lets us down (Fyngerview).

These examples augment the findings of Austrddased research by Minichiello,
Browne and Kendig (2000)wh o s e Il nvestigation i nto ag
perceptions reported findings of negative adaptive behavioural responses by older people
who recognised discriminatory behaviours by health professionals. These findings provide
additional insight and nrease evidenceolased academic knowledge in the area of health
care. This is further evidenced by participant comments in this sélmlyng to beingld

and Opast tor¢hatdierel Wyt datedung matter . Su
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holisticagei st perception of t heir O6pl acebd in

personal value.

5.6.5 Feelings olWorthlessness

Ot her perceptions of 6ol dnessd reldlsd to
value in society. Wirwas adamant thdhis stigma prevented her from accessing many
health and community service€dnce youdr ey @u goreen s@wasnoéidn o d y
repeated by Winwhose pensioner status underpinned her lowestéfem and bitterness at

not being able to afford appropedhealth services that her skihded peers could access.

While Minichiello, Browne and Kendig2000 and Hagestad and Uhlenberg (2005)
focused on perceptions of ageism and segregation of older pdbplesffects on those

living in social isolation andheir ability, willingness or difficulties in accessing health

care were not discussed. My study goes further to expose the effects of ageism on the
socially isolated older person and the reciprocity of its effects. The impact of such
encounters when attgiting to access health needs was significaith the incidence of
increasing barriers to access defined by perceived poor attitude of health care providers
which in turn determinethe responsive behaviours of participarffsolonged wait times

for medtcal appointments and health interventicnd ong wi t h &édnagwerebei ng
experienced by all participantaith several perceiving that their age determined when

they would be seen instead of their urgency of need.

The participants often reitdree d t hat t h eas mang Ofttheircconnewns and b | e

difficulties went unheeded by medical and allied health professionals, though they

243



themselves at times perpetuated this phenomena by their largely unconscious acceptance of
the reciprocal naturef old age, ill health and frailtyzigure 7 represents the layering effect
caused by the interplay bet weenAltmaghthase i par
were not necessarily unidirectional in a linear context, they nonetheless illustrate the

longitudinal progression of events as the participants continued to sgeiahisolation.

Figure 7: Layering effect of themes and categories linked with experiences

As discussions and interviewsogresseda pattern of increasing sedfvareness became
evident. During multiple reeadings of initial, second and third interviewthe
participantsdé dialogue became more detail
reflection regarding personal circurastes and reactive or responsive behaviours to

challenging situations when requesting or considering acceptance of assistance. Feelings of
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