ASSESSMENT OF THE NEEDS OF SELF-CARING RETIREMENT
VILLAGE RESIDENTS FOR COMMUNITY SERVICES'

INTRODUCTION

1. Background of the study

As the numbers and proportion of the elderly po-
pulation increase, service support for them has
been an important issue in contemporary health
care. Physio-psychosocial decline with ageing
(Yates, Benton & Beck, 1993) and increasing in-
cidence of chronic conditions among the elderly
(Johnson, 1990) have particular significance in re-
lation to support services for them.

Retirement village accommodation is a popular
option for elderly people because of convenient ac-
cess to services(Low, 1993). Three types of ac-
commodation in retirement villages are identified
in the form of nursing homes, hostel units and self-
care units(New South Wales(NSW) Department of
Housing, 1990). Each type of retirement village is
differently assisted by government institutions and
organizations and provides different levels of ser-
vices to their residents.

Continuous nursing and personal care for frail
elderly people are available in nursing homes. This
includes bed, cleaning and laundry services, meals,
and help to perform daily tasks like eating, bathing
and toileting, dressing and moving around(Orme,
McKenzie, Kearney & Hayward, 1994).
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Hostel units are also available for frail elderly
people needing a comparatively high level of care
and who have difficulty managing at home, but
they are not available for individuals requiring
twenty-four hour nursing care(Commonwealth
Government, 1992). If necessary, assistance to car-
1y out daily living activities such as bathing, dress-
ing and eating are provided(Community De-
velopment and Service Division, 1992).

Self-care units are designed for independent liv-
ing with only limited levels of care or emergency
care granted(Gibson, 1990). Private cooking, sleep-
ing and washing facilities are available or relevant
facilities may be provided on a shared basis
(Gibson, 1990). Although some retirement villages
provide optional services to the self-caring resi-
dents as needs arise(Gledhill, 1993), the actual
responsibilities are most likely entailed to the resi-
dents as the charges are incurred to the residents
(Mlawarra Retirement Trust(IRT), 1996a). There is
no apparent community support in association with
self-care units in retirement villages.

Accommodation allocation of retirement village
residents is determined with respect to the personal
health status of the individual(IRT, 1996a). Howev-
er, it is reported that in some retirement villages,
once accommodation is decided upon, then transf-
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er is difficult due to inflexible regulations res-
tricting transfer by retirement village agencies
(NSW Department of Housing, 1990). That is, if
self-caring residents cannot be transferred to hos-
tels or nursing homes when they need more as-
sistance for living, they can be in difficulty.
Moreover, some villages do not have enough hos-
tel or nursing home facilities(Gledhill, 1996). Then,
health service support may be necessary for the
elderly who are living in self-care villages but who
have health problems.

All these issues need clarification, because no
studies of service needs of self-caring retirement
village residents have been conducted. It is thus im-
portant to identify the needs of self-caring re-
tirement village residents for services, in particular
community services. The results gained from the
study would be used to assist developing com-
munity service programs in community or-
ganizations, for the elderly people.

2. Aim

The present study aimed to assess the needs of
self-caring retirement village residents with regard
to community services in the llawarra area.

3. Objectives

This study had five objectives as follows.

1) To identify functional status of elderly peo-
ple who live in self-care retirement villages in the
lawarra area.

2) To identify their knowledge of community
services. ,

3) To identify the extent to which they use
community services.

4) To describe their current satisfaction with
services used.

5) To identify their potential needs for com-
munity services.

LITERATURE REVIEW

1. Self-care and elderly people

Self-care can be conceptualized as independent
living. Granger and Hamilton(as cited in
McDowell & Newell, 1996) identify self-care capa-
city in terms of a person's independence, and a si-
tuation in which no carer is required for individual
functioning. Retirement village booklets use this
concept of self-care for describing self-care re-
tirement villages(Illawarra Retirement Trust(IRT),
1996b). Not many services are provided to the self-
caring retirement village elderly people(Gibson,
1990; Gledhill, 1993).

The concept of self-care can also be considered
in terms of capabilities of learning, empowering
and performing for one’s health and well-being
(Hartweg, 1995). This self-care conception is con-
sistent with Orem's definition of self-care. Orem
(1991) defines self-care as an activity practice that
individuals initiate and perform on their own, con-
cerned with maintaining life, health and well-being.
In other words, self-care compounds both
“knowledge, attitudes and skills” (Hartweg, 1995: p.
163), to fulfil an individual achievement. Brown
(1995), similarly describes self-care as a complex
of both knowledge and action to accomplish po-
sitive goals. That is, self-care is a capability
governing one's knowledge as well as em-
powerment and performance for maintaining and
improving individual health and well-being. This a-
bility is important for independent living elderly
people. Consequently, self-care can be defined as
an individual's capabilities for maintaining and im-
proving their health status while living in-
dependently.

The physical decline of elderly people as part of
the aging process may be inevitable. However, this
inevitability of the elderly person's physical de-
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cline has been questioned and may be causally
linked with a dependent life style(Manton, Corder
& Stallard, 1993). Physical declines may be there-
fore minjmized by an independent living style. De-
Friese, Konrad, Woomert, Norburn and Bernard
(1994) argue that self-care functioning with in-
stalled grab bars in one's home for example
enhances physical mobility, and therefore min-
imizes physical deterioration. A study of Mendes
de Leon, Seeman, Baker, Richardson and Tinetti
(1996), also shows that high self-efficacy of daily
living activities can minimize the functional de-
cline of community residing elderly people. In-
home interviews and physical assessments by train-
ed nurses of 1,103 community-residing elderly peo-
ple in New Haven, Connecticut, were conducted
for this study. The large sample size and metho-
dology combining participant interview and phy-
sical assessment by experts, contributes to the vali-
dity of Mendes de Leon et al’s study.

Minimizing physical decline by self-caring in
elderly people may help to prevent psychological
health problems. Cutillo-Schmitter(1996) sees the
elderly feel panic, depression and defeat about
their declining physical stamina and abilities, so
minimizing physical decline can be significant in
reducing those negative feelings. Physical de-
terioration of elderly people can be minimized as a
consequence of appropriate modes of self-care
(DeFriese et al., 1994; Mendes de Leon et al,
1996). As a result of this, the associated negative
feelings can be reduced.

Likewise, adequate psychosocial functioning is
important for a better quality of life in elderly
people(Caplis, 1990). Psychosocial interaction can
be influenced by physical functioning status. Im-
mobility in severely obese elderly people for ex-
ample results in depression and social isolation
and emphasizes the significance of psychosocial in-
teraction for elderly people(Caplis, 1990). Sub-
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stantially increasing the elderly person’s mobility
can decrease their social isolation and redyee
depression. Thus, minimizing elderly people’s phy-
sical decline by self-care improves their psycho-
social health status.

Self-caring elderly people may have higher self-
esteem, as they can then be of service to others,
Kincade, Rabiner, Bernard, Woomert, Konrad, De-
Friese and Ory(1996) examined whether self-car-
ing elderly people, by providing assistance to oth-
ers can benefit themselves. Providing personal care
and child care on a volunteer basis and offering ad-
vice and support were identified as important roles
for self-caring elderly people as help providers.
Four reasons for these findings were suggested: a)
an egoistic reason for social approval which means
“I am a good person”; b) altruistic motivation; c)
social equity or responsibility; and d) activity
maintenance and promoting morale(Kincade et al,
1996: pp. 474-475). Self-caring then may assist in
maintaining and improving physical, psychological
and social health status in elderly people.

On the other hand, there are other previously un-
diagnosed health problems both physical and
psychological identified in self-caring elderly peo-
ple in the community(Williamson, Stokoe, Grey,
Fisher, Smith, McGhee & Stephenson, 1964). Wil-
liamson et al.(1964), in their study in Edinburgh,
Scotland examined physical, mental and social
health status of 200 randomly selected elderly resi-
dents. A research team including two specialists in
geriatrics, a psychiatrist and a social worker visited
the elderly people. The elderly people were given
a full clinical examination by the geriatricians and
a screening examination by the psychiatrist and so-
cial worker at home. The study found that the eld-
erly people had many previously undiagnosed phy-
sical and psychiatric problems. It was considered
that general practitioner services based on self-re-
ported conditions of elderly people were more like-
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ly to be severely handicapped in meeting the needs
of elderly people, because many elderly people
didn't report their complaints to their doctors until
the condition was well advanced. So more multi-di-
mensional supports including medical, nursing and
social services for self-caring elderly people were
identified as necessary. This study using a multi-di-
mensional screening method, clearly identified the
health care meeds of self-caring elderly people.
This study is rather old, thus an up-dating study
might be required. Nevertheless, elderly people’s
reluctance to report may still be considerable in
the present day.

Physical and psychiatric health problems of self-
caring elderly people are also identified by
Neufeld and Hobbs(1985). They interviewed 133
self-caring elderly people while running a coun-
selling service called “HIGH-RISE™ which was set
up for the health promotion of self-caring elderly
people living in a small city in Canada(Neufeld &
Hobbs, 1985). Blood pressure checks, visual and
hearing problems, foot and dental care problems
and dietary and mobility concerns were identified
as physical concerns. Bereavement, cultural and re-
ligious differences and individual coping with
chronic diseases were identified as - psychosocial
concemns by the clients. Moreover medication was
raised as an important issue for elderly people who
are caring for themselves at home. Education and
counselling services for complicated medication re-
gimes and medication side effects are emphasized
as needing constant follow up.

As revealed so far, self-caring elderly people’s
physical and psychosocial health problems are
found in rather old studies. Thus, a need for more
studies about current self-caring elderly people’s
health problems are endorsed. Nonetheless, it can
still be said that current care services may need to
engage with these potential health problems of self-
caring elderly people in the present.

2. Community services and self-caring elderly
people

The word “service’ is defined as “something
that the public needs, such as transport, com-
munications facilities, hospitals, or energy supplies,
which is provided in a planned and organised way
by the government or an official body” (Collins &
University of Birmingham, 1995: p. 1515). That is,
services for elderly people may be described as a
number of programs provided by government or
other service providers in response to the needs of
elderly people. Therefore, services include supports
that are provided by both profit and non-profit or-
ganizations. In addition, the term “services’ in this
study also include help or care provided by all for-
mal and informal care sources. However,
“community services’ in this study are defined as
services provided by non-profit bodies and other
formal service sources.

The Aged and Community Care Division, De-
partment of Human Services and Health(1994) de-
monstrates that service supports are significant in
maintaining the independence of self-caring elderly
people. The example was given earlier that in-
stalling grab bars in elderly people’s homes could
be of benefit to the elderly by maintaining in-
dependent living(DeFriese et al., 1994). However,
elderly people might have difficulties in obtaining
information, which is needed and in the planning
and installation process for which they might need
assistance. This could be settled with support ser-
vices. New housing with for example no stairs,
may give more chance of mobility and in-
dependent living for severely obese elderly people
(Williamson et al,, 1964). During the rehousing
process they might need assistance and advice, for
example the need to install grab bars. Con-
sequently, supports from services to elderly people
can be advantageous.
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A community service program might be im-
portant in disease prevention and functional health
maintenance of elderly people by encouraging
healthful beliefs and healthy behaviours. Brice,
Gorey, Hall and Angelino(1996) suggest that ser-
vice programs encouraging healthy beliefs and
behaviours of elderly people could diminish
disease incidence rates and maintain healthy func-
tioning. Their study with the "STAY WELL" pro-
gram which re-enforces healthy beliefs and beha-
viours constantly, results in benefits of disease pre-
vention, better physical functioning and wil-
lingness to accept and maintain treatment. Such ser-
vice programs which encourage healthy beliefs and
behaviours benefit elderly people.

Community service benefits to single elderly per-
sons also are reported by Iiffe, Tai, Haines, Gal-
livan, Goldenberg, Booroff and Morgan(1992).
They surveyed 120 elderly people living alone and
119 elderly people living with others. They in-
vestigated mobility, major physical problems, lev-
els of prescribed drug taking, urinary incontinence
levels, alcohol consumption, general practitioner
contacts, in and outpatient service use and com-
munity service use. The study results showed that
the overall health status was not statistically dif-
ferent between the two groups. Single elderly peo-
ple more often made contact with community
health and social workers than others. Because of
this, the authors concluded that single elderly peo-
ple were not particularly at risk compared with
those living with others. Nevertheless support from
community health and social workers seem to be
important for single elderly people.

O'Connor and Parker(1995) cite a study of Sha-
piro in support of community service benefits. Sha-
piro’s study tested initiative community programs
in terms of informative news letters on health, saf-
ety, fitness and local community services. The
study found that these programs supported the
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maintenance and improvement of elderly people's
health status improving their quality of life. Furth.
ermore, more activity programs such as tai chi,
work shqps and seminars as well as bus trips, a
home maintenance team and school help teams
were developed, as a result of the study feed back,

Semnani(1994) discusses informal carers as im-
portant resources for elderly care. Informal carers
may be family members such as a spouse, adult
children or relatives, as well as friends and
neighbours(Semnani, 1994). Traditionally, those
resources have cared for elderly people in the com-
munity. According to McCallum and Brown(as cit-
ed in Semnani, 1994), 66% of elderly care is ar-
ranged by informal care sources. However, family
care for elderly people at home has apparently di-
minished during Ttecent decades(Clarke, 1995).
Changes of family structures such as nuclear fam-
ilies, lone parent families or reconstituted families
due to divorces and remarriages have been partly
responsible for this. Consequently, community ser-
vices may be necessary for the elderly lacking in-
formal care sources.

In a great many cases the carer of an ill elderly
spouse is another elderly person. Elderly person's
health status may have an effect on family care giv-
ers’ well-being. Field(1993) in her study, assessed
health and family relationships using an interview
method. She reports that the burdens of caring for
an ill spouse can result in depressing the health
and intellectual functioning of the care giver. Con-
sequently, community services can also be of bene-
fit to the elderly caring for ill spouses.

As reviewed previously, community services for
elderly people are significant because they support
maintaining and improving physical and psycho-so-
cial health status of self-caring elderly people in the
community. Also, a lack of informal service sources
and a need for supporting elderly informal service
sources increases the value of community services.
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METHODS

A quantitative descriptive survey was con-
ducted.

1. Population

The target population, 1187 self-caring re-
tirement village residents in the Illawarra area,
were identified by consulting local telephone direc-
tories, a community directory and a retirement vil-
lage directory. Persons in-charge of retirement vil-
lages were contacted by letter, resulting in an ac-
cessible population of 367 at 8 retirement village
complexes in 2 retirement village agencies. In total,
98 self-caring retirement village residents aged
between 61 and 92 participated.

2. Data collection

A questionnaire using the items of Activities of
Daily Living(ADLs), health status, community ser-
vices, transport and demographic sections was de-
veloped in order to collect data. Methods for col-
lecting questionnaires were discussed with village
managers of the retirement villages selected, thus
different data collecting methods were used at the
different agencies. At one, the questionnaires were
distributed through residents' mail boxes. Sixty
one(61) completed questionnaires were collected in
this way. At others, the subjects were visited by
the researcher. Thirty seven(37) questionnaires
were collected in this way.

Table 1 Demographic details of the respondents

3. Data analysis

Collected data was analysed using JMP Statis-
tics Made Visual Version 3.0™ program dis-
tributed by SAS Institute Inc(1989-94). Fre-
quencies for all variables were computed. These
frequencies were mostly described for achieving
the study objectives. Mean and Standard Deviation
(SD) were used. The Analysis of wvariance
(ANOVA) and chi-square statistics were used to
examine relationships between variables. These re-
lationships are however not stated on this present

paper.

4. Validity and Reliability

The content of the questionnaire was validated
to some extent in a small pilot study. A retirement
trust care policy manager and a community nurse
were also consulted in this process. In addition,
face and content validity, data entry and analysis
were verified by consultation with academic staff
of the Nursing and Applied statistics Departments
at the University of Wollongong. Reliability of the
questionnaire was not tested.

RESULTS

1. Demographic details

About two-thirds of respondents were females
whereas one-third of respondents were males.
Respondents’ ages were distributed between 61 and

Q Please  answer the following questions. Response

n % n(%)

98 100 Gender F66(67.3%) M32(32.7%)

97 100 Year of birth Mean 1920.56 Mean age 76.44

97 100 Country of birth Australia 63(64.9%) Other country 34(35.1%)*

97 100 Living arrangement  Alone 44(45.4%) With spouse 52(53.6%) With others 1(1.0%)

* Britain 25(25.9), Holland 4(4.1), Germany 2(2.1), Indonesia 1(2.1), Lithuania 1(1.0), and New Zealand 1(1.0)
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92. The mean age was 76.44(SD: +6.23). Male
than females. Ap-
proximately two-thirds of respondents were born in
Australia and most of the others were European.
Slightly more than half of respondents were living

with spouses and the others were living alone.
(Table 1)

respondents were older

2. Activities of Daily Living(ADLs)

ADLs were assessed by asking participants to in-
dicate whether they could manage(or could
manage with help) or could not manage various
activities(Figure-1). Ninety two to ninety four par-
ticipants(93.9%-95.9%) responded to this question,
As shown in Figure 1, more than eighty one
respondents(88%) managed their own meal pre-
paration, toileting, dressing, bathing, shopping and
transport without help. Slightly fewer respondents
were capable of managing their own washing &
cleaning(80.8%) and home maintenance(67.4%)
without help. Seventeen respondents(18.1%) in-
dicated they can manage their washing & cleaning
with help. Twenty four respondents(26.1%) in-
dicated they can manage their home maintenance
with help. Six respondents(6.5%), on the other

hand, indicated their inability to manage home
maintenance. There were two respondents(2.2%)
who were unable to manage transport, shopping
and meal preparation. One respondent(1.1%) was
unable to manage toileting, dressing or bathing,

(Figure-1)

3. Health status

Health status was assessed by asking par-
ticipants to indicate whether had any problems and
the extent with  various
functions(Figure 2). Eighty five to eighty nine par-
ticipants responded to - this nine item question.
More than 80% of the respondents had no dif-
ficulties with speech, sight, diet, mobility, con-
tinence or mood. Most(approximately 70%) of
respondents indicated no problems with their hear-
ing, forgetfulness and tiredness/ fatigue items. Few-
er rtespondents ieported some problems
(forgetfulness 28.4%, n=25; tiredness/ fatigue 28.
1%, n=25; hearing 27.0%, n=24; & mobility 15.
9%, n=14). Very few respondents reported having
a lot of problems with mobility(2.3%, n=2), sight(2.
3%, n=2), hearing(1.1%, n=1), diet(1.2%, n=1),
and mood(1.2%, n=1).(Figure-2)

of such problems,

0 :
1(%) B Can manage without help
# Can manage with help
80 — % Cannot do
60 ~
40
20 n -
0 - : w, = s :«:ﬁ .:
2 & =1 éo x| g o g:b 8
— = ) = a, SR v 4
= o & a ] 5 5 sS =&
E & = T
a
=
Figure 1. ADLs self-managing status of the respondents
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Figure 2. Health status of the respondents

4. Transport

Participants were asked to identify their tran-
sport needs. Frequency of transport need and
sources of transport used were asked(Table 2). For-
ty four(47.9%) respondents needed transport every-
day. Twenty seven respondents(29.3%) needed

Table 2. Transport provision of respondents

transport more than once a week. All respondents
(n=94, 100%) had access to transport. All of them
selected more than one available source and none
of them indicated that no transport was available.
Respondents were most likely to use their own car
(n=66, 67.3%), but there was also quite a high rate
of use of public transport(n=44, 44.9%).(Table-2)

Q How frequently do you need transport?
(Private and/ or Public).

Q If you require transport which of the following do you

normally use?(Tick as many boxes as necessary).

n n % Mean age | n n % Mean age
92 Almost everyday 4 479 75.70 94 Own car 66 67.3 74.76
More than once a week 27 29.3 76.41 Family/Relatives car 20 204 77.95
Once a week 6 65 82.17 Friends car 21 214 79.24
Less than once a week 4 43 79.15 Retirement village provider 17 17.3 77.59
Don't need 11 12,0 72.73 Taxi 13 133 78.15
(100) Train 271 276 73.93
Bus 44 449 76.89

No transport available - 0 -

Other 2 20 75.00

5. Awareness of and sources of information a-
bout community services

The majority of respondents were well aware of
community services available. As shown in Table

3, between 5 and 26 respondents(5.1-26.5%)(mean
14.79) indicated they didn't know about one or
mOTe of the eleven community services identified.
Ignorance of some services by some respondents
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was apparent. In particular, washing & cleaning
services(n=15, 15.3%), help with big cleaning jobs
(n=22, 22.4%), other medical services(n=17, 17.
3%), personal care services(n=26, 26.5%), day
care centre(n=26, 26.5%) and counselling services
(n=25, 25.5%).

Village information was the most significant
source of information about community services in
general. In particular, village information was the

commonest source of knowledge about home
repair(n=55, 56.1%) and transport(n=41, 41.8%)
services. Word of mouth was also a common
source of information about community services,
Thirty respondents(30.6%), obtained information in
this way about washing & cleaning services, 14(14.
3%) help with big cleaning jobs, 22 food services
(22.4%), 21 transport(21.4%), 16 doctors(16.3%)
and 15 nursing services(15.3%).(Table 3)

Table 3. Awareness of and sources of information about community services

Q W you know about com-
munity services that are available

Health

: ] Word of News Village Other Don't
T A
out(Tick as many boxes as
necessary).

n n % n % n % n % n % n %

75 Washing & cleaning 30 30.6 11 112 24 245 9 9.2 1 1.0 15 153
70 Home repair 7 7.1 6 6.1 55 56.1 - 0 - 0 5 5.1
68 Big cleaning jobs 14 14.3 8 82 26 26.5 - 0 2 2.0 22 224
72  Food services 22 224 12 122 34 347 41 2 2.0 10 102
68 Transport services 21 21.4 7 71 41 4138 4 41 2 2.0 6 6.1
67 Doctor services 16 16.3 3 31 12 12.2 25 25.5 4 4.1 10 102
72 Nursing services 15 15.3° 5 51 34 34.7 14 14.3 1 1.0 13 133
68  Other medical services 9 9.2 2 20 18 184 22 224 3 3.1 17 173
61 Personal care services 9 9.2 2 20 21 214 6 6.1 3 3.1 26 265
59 Day care centre 7 7.1 4 41 20 204 4 4.1 3 31 26 265
60 Counsellor 8 8.2 1 1.0 22 224 4 41 4 4.1 25 255
10  Other - 0 - 0 - 0 1 1.0 1 1.0 9 9.2

6. Ease of obtaining information about com-
munity services
Most respondents stated that to obtain in-
formation about -each community service identified
was very easy or easy.(Table 4) Most items were
rated as easy or very easy to obtain information a-
bout by nearly 60%_of respondents. However, ap-
proximately 35% of respondents answered 'don't
know' to this question: help with big cleaning jobs
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(36.8%, n=32), other medical services(35.3%, n=
30), personal care services(38.1%, n=32), day care
centre(42.2%, 1=35) and counsellor(45.7%, n=37),
were the highest rated don't know responses.
Between 2.2% and 9.5%(n=2-8) of respondents
found it was difficult or very difficult to obtain in-
formation about community services. Personal care
services were noted as being most difficult to ob-
tain information about(9.5%, n=8).(Table 4)
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Table 4. Ease of obtaining information about community services

Q How easy is it to obtan in-

formation about each of the com- Very easy Easy Difficult _Vgry Don t

munity services below? difficult know
n % n % n % n % n % n %
89 100 Washing & cleaning 18 20.2 35 394 4 45 2 2.2 30 33.7
86 100 Home repair 20 23.3 34 395 3 35 2 2.3 27 314
87 100 Big cleaning jobs 18 20.7 30 345 5 517 2 2.3 32 36.8
86 100 Food services 19 22.1 36 418 3 35 - 0 28 32.6
85 100 Transport services 20 23.5 37 435 3 3.5 - 0 25 29.5
87 100 Doctor services 24 21.6 37 426 1 1.1 1 11 24 27.6
84 100 Nursing services 20 23.8 34 404 3 3.6 2 2.4 25 29.8
85 100  Other medical services 19 22.4 30 352 4 4.7 2 2.4 30 35.3
84 100  Personal care services 15 17.9 29 34.5 6 7.1 2 2.4 32 38.1
83 100 Day care centre 15 18.1 30 361 2 2.4 1 1.2 35 42.2
81 100  Counsellor 15 18.5 25 309 2 2.5 2 2.5 37 45.6
19 100  Other - 0 5 263 2 10.5 - 0 12 63.2

7. Use of community services

Community services were not much used by the
respondents in general(Table 5). Approximately, 90%
of the respondents did not use community services

with the single exception of doctor services. Twenty
eight respondents(33.3%) used community doctor ser-
vices on a monthly(n=16, 19.0%) or quarterly(n=12,
14.3%) basis. Other details are shown in Table 5.

Table 5. Frequency of community services used by the respondents

Q How often do you cur- Everyday Weekly Monthly Quarterly  Yearly Don't use

rently use community ser-

vices for the following?

n % n % n % n % n % n % n %
86 100 Washing & dleaning - 0 6 170 2 2.3 - 0 - 0 78 907
81 100 Home repair - 0 - 0 3 3.7 9 11.1 1 1.2 68  84.0
84 100 Big cleaning jobs - 0 1 1.2 1 1.2 5 6.0 2 2.4 5 892
83 100 Food services 1 1.2 1 12 - 0 1 1.2 - 0 80 964
84 100 Transport services 1 12 7 83 1 1.2 2 2.4 - 0 73 869
84 100 Doctor services- - 0 1 12 16 190 12 14.3 2 24 53 631
81 100 Nursing services - 0 1 1.2 2 2.5 - 0 - 0 78 9.3
81 100  Other medical services - 0 - 0 5 6.2 3 3.6 5 6.2 68  84.0
82 100 Personal care serviees - 0 - 0 - 0 - 0 - 82 0
82 100 Day care centre - 0 1 12 - 0 - 0 - 0 81 988
80 100 Counsellor - 0 - 0 1 1.3 - 0 1 1.3 8 974
92 100 Other - 0 - 0 - 0 - 0 1 3.6 27 9.4

8. Current satisfaction with services used

Satisfaction with community services was asc-
ertained in terms of the variety of choice and
quality of community services(Table 6 & Table

7). About 60% of the respondents(n=29-40) answ-
ered “don't know™ about the variety of choice of
each service. Most of the rest of the respondents
indicated they were either very satisfied or sa-
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tisfied from 27.3% to 42.6%(n=15-24). Very few
respondents indicated that they were “unsatisfied”
or “very unsatisfied”: 1 response(1.6%) washing
& cleaning services, 1(1.7%) home repair ser-
vices, 2(3.4%) food services, 2(3.2%) doctor ser-
vices, 1(1.7%) nursing services and other med-
ical services(Table 6). Those respondents who

Table 6. Variety of choice of community services

used services were either “very satisfied" of
“satisfied” with the quality of community
services(Table 7). Only one response each in-
dicated “unsatisfied” with food services(1.6%),
transport(1.5%) and nursing service(1.6%) items,
Most of the respondents, about 80%(n=35-56) in-

dicated “don't use” (Table 7).

Q If you needed these services, Very Satisfied Unsatisfied Very Don't know

how satisfied are you with the var- satisfied unsatisfied

iety of choice for each of the com- '

munity services below?
n % n % n % n % n % n %
61 100 Washing & cleaning i1 18.1 10 16.4 1 1.6 - 0 39 63.9
60 100 Home repair 15 25.0 9 150 - 0 1 1.1 35 58.3
58 100 Big cleaning jobs 11 19.0 8 13.8 - 0 - 0 39 67.2
59 100 Food services 8 13.6 11 18.6 2 34 - 0 38 64.4
61 100 Transport services 15 24.6 11 18.0 - 0 - 0 35 574
64 100 Doctor services 21 32.8 12 18.8 1 1.6 1 1.6 29 452
60 100 Nursing services 12 20.0 12 200 - 0 1 1.7 35 58.3
60 100  Other medical services 15 25.0 9 15.0 - 0 1 1.7 35 58.3
56 100 Personal care services 7 12.5 9 16.1 - 0 - 0 40 714
55 100 Day care centre 9 16.4 6 10.9 - 0 - 0 40 72.7
54 100 Counsellor 8 14.8 8 14.8 - 0 - 0 38 70.4
23 100 Other - 0 1 43 - 0 - 0 22 95.7

Table 7. Quality of community services perceived by the respondents

Q How satisfied are you with the  Very Satisfied Unsatisfied Very Don't use

quality of each of the community satisfied unsatisfied

services below?
n % n % n % n % n % n %
63 100 Washing & cleaning 5 7.9 4 6.4 - 0 ~ 0 54 85.7
63 100 Home repair 11 17.5 6 9.5 - 0 - 0 46 73.0
63 100 Big cleaning jobs 7 11.1 3 4.8 - 0 - 0 53 84.1
62 100 Food services 3 48 4 6.5 1 1.6 - 0 54 87.1
66 100 Transport services 10 15.2 6 9.1 1 15 - 0 49 74.2
66 100 Doctor services 18 27.3 13 197 - 0 - 0 35 53.0
63 100 Nursing services 11 17.5 6 9.5 1 1.6 - 0 45 71.4
64 100 Other medical services 12 18.8 6 94 - 0 - 0 46 718
61 100 Personal care services 3 49 2 33 - ] - 0 56 918
60 100 Day care centre 4 6.7 1 1.7 - 0 - 0 55 91.6
61 100 Counsellor 4 6.6 3 4.9 - 0 - 0 54 88.5
61 100 Other - 0 - 0 - 0 - 0 21 100
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9. Potential needs for community services

Respondents” potential needs for community
services were assessed in terms of interest in
community services(Table 8). Although many
respondents were not interested in community
services some showed considerable interest in
them. While about two-thirds of the respon-
dents who were not using community services
answered “don’t need” or “not interested”, ap-

Table 8. Interest in community services

proximately a quarter were interested in some
community services, as they indicated “very in-
terested”, “interested” or “slightly interested” .
Respondents showed interest in washing &
cleaning services(28.7%, n=23), help with big
cleaning jobs(28.2%, n=24) and nursing ser-
vices(27.1%, n=22) at slightly higher rates; and
day care centre(14.1%, n=12) and counselling
(15.4%, n=21) at relatively low rates(Table 8).

Already Very

Interested Slightly Not

SOerI\flig:'u gi?d a? eco:;Tug:,tx using interested interested interested Dont need
rently using one, please in-

dicate how interested you

are in each of the following.

n % n % n % n % n % n % n %
80 100 Washing & cleaning 4 5.0 6 74 16 200 1 1.3 5 6.3 48 60.0
77 100 Home repair 3 3.9 7 91 9 117 1 1.3 6 7.8 51  66.2
85 100 Big deaning jobs 5 5.9 7 82 14 165 3 35 6 7.1 50  58.8
83 100 Food services 1 1.2 6 72 13 15.7 2 24 7 8.4 54 65.1
81 100 Transport services 7 8.6 7T 86 13 160 1 1.2 5 6.2 48 594
81 100 Doctor services 4 173 7T 86 12 148 1 1.2 4 4.9 43 53.2
81 100 Nursing services 5 6.2 8 99 13 16.0 1 1.2 4 4.9 50 618
81 100 Other medical services 5 6.2 8 9.9 12 14.8 1 1.2 3 3.7 52 64.2
81 100 Personal care services 1 1.2 6 74 11 136 1 1.2 4 4.9 58 717
78 100 Day care centre 1 1.3 5 6.4 6 7.7 1 1.3 5 6.4 60 76.9
78 100 Counsellor 2 2.6 6 17 6 (i 0 5 6.4 59 756
26 100 Other - 0 1 3.8 3 115 - 0 - 0 22 84.7

DISCUSSION explain that self-caring retirement village residents

1. Functional status

Good functional status of self-caring retirement
village residents, in terms of ability to carry out
ADLs and maintain manage normal physical func-
tioning, was clearly identified from the study
results. A major proportion of respondents reported
that they were capable to carry out their ADLs by
themselves and they had no health problems. Great-
er proportions of the sample were using their own
cars and often had social contact. These findings

literally can look after themselves well, so they do
not need many services. In only small proportions,
needs arose with home maintenance, washing &
cleaning, hearing, forgetfulness, tiredness/ fatigue
and mobility. Thus, it can be concluded that self-
caring retirement village residents do not need
many community services, as they are in good
functional status.

2. Knowledge of community services

The study results found apparently high levels
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of respondents awareness about community ser-
vices. The ease of obtaining information about
community services was also identified. These find-
ings are reasomable when considering that re-
tirement villages were the best information source
among the respondents. A few respondents didn't
know about some community services and found
difficulty in obtaining some community service in-
formation. Nevertheless, it is concluded that self-
caring retirement village residents do not generally
need more information about community services.

3. Use and current satisfaction with com-
munity services used

The study results also showed low levels of com-
munity service use among respondents. In spite of
considerable levels of respondents’ positive per-
ceptions towards community services in terms of
satisfaction with quality and variety of choice,
only small proportions of respondents used com-
munity services. Only doctor services were used at
a relatively high level. This is because most respon-
dents were capable of caring for themselves, as
they were in good functional status. They were
also able to manage transport for themselves, as
they frequently used their own cars or used public
transport. Higher proportions of respondents felt
that they did not need community services. Al-
together, these outcomes show that not many com-
munity services are needed by self-caring re-
tirement village residents.

4. Potential needs for community services

In terms of potential future needs, the study
results showed that a major proportion of respon-
dents were not interested in community services.
Even so, there was still considerable level of
respondents interest about community services for
washing & cleaning services, help with big clean-
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ing jobs and nursing services. These figures may
be significant, as there is a deficit of ap-
proximately 20% between the proportions of “don’
t need” responses and those of “don't use’
responses. Thus, it can be suggested that self-car-
ing retirement village residents may possibly need
these community services.

In addition, self-caring elderly people tend to
have higher self-esteem by providing assistance to
others(Kincade et al., 1996). Substantially, service
use may cultivate to lower self-esteem and not us-
ing services may bolster self-esteem. A CEO
(Personal communication) of a retirement village
accessed for this study, also accounts that “The eld-
erly seem to want to do everything as much as
they can. This is different to young people’s at-
titudes. If young people can have services, they
will feel free to use them. But elderly people are
different. They may feel they are useless.” From
this point of view, a caution that a high level of
self-esteem of self-caring elderly people, may
result in the low level of interest about community
services, even though needed. Community service
providers may need be aware of this possibility for
their service plan and provision for these elderly
people.

CONCLUSION AND RECOMMENDATION

In general, this study has concluded that the ma-
jority of self-caring retirement village residents do
not need many community services. Their good
health status could explain the low levels of com-
munity service use even though they were well
aware of community services and they were sa-
tisfied with the quality and variety of choice of
community services. However, there was a small
numbers of respondents with unmet service needs
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yet, as they do need some services and were in-
terested in some community services. So self-car-
ing retirement village residents should not be ex-
cluded from community service planning and pro-
vision. Even though these numbers and pro-
portions are small, since community services for
elderly people should address the elderly's in-
dividual achievement for a better quality of life,
this small number migﬁt need to be considered in
community service planning and provision.

Further in-depth studies about elderly people’s
service needs in relation to their self-esteem are
suggested as service use in elderly people may im-
pede having higher self-esteem of their own.
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