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Purpose: This study tries to comprehend older adults’ perspectives of community supports and health services in a 
South Korean city and identify important sociodemographic and health characteristics that affect their perspectives. 
Methods: 166 older adults were involved in this cross-sectional study. Questions on background characteristics and 
community supports and health services criteria (categorized as service accessibility, offer of services, voluntary sup-
port, or emergency care planning) based upon the WHO’s Age-Friendly Cities Guide were used. The data were ana-
lyzed using paired and independent t-tests, one-way ANOVA, and hierarchical multiple regression analyses. Results: 
emergency care planning was rated as the most important by the participants (mean age=76.24 years, 22.9% male), 
while its current level of performance was lowly appraised (p<.001). The rated importance for each category differed 
based on individual characteristics. Depression (p=.016), older age (p=.012), and restricted network type (p=.039) 
were significantly related to ascribing a higher degree of importance to community services. Conclusion: Community 
initiatives are warranted to optimize emergency care for older adults. This planning must be based on the unique charac-
teristics of older adults in coordination with supportive resources. In addition, comprehensive assessments are war-
ranted before implementing action plans to ensure that the multi-dimensional problems of older adults are incorporated.
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INTRODUCTION

1. Background

The number of older adults in South Korea has in-
creased faster than in any other country worldwide. As 
Korean society ages, the requirements for aging services 
that meet the specific needs of older adults have increased 
[1]. The term, age-friendly, has been used to describe some 
of these initiatives. 

An age-friendly city generally refers to a community in 
which older adults are valued, involved, and supported 
[2]. Developing age-friendly environments has recently 
been the focus of social policy in many countries and has 

also been a recognized and growing movement in South 
Korea [3]. In 2013, Seoul was designated as the first mem-
ber of the Global Network of Age-friendly Cities and Com-
munities (GNAFCC) among Asian countries. Other cities 
in South Korea, including Suwon and Busan, have become 
involved in the GNAFCC, created age-friendly guidelines 
tailored to their region, and developed action plans for 
creating age-friendly cities. 

Si-Heung, one of the capital regions, became an aging 
society in 2013; specifically, the ratio of older adults in-
creased to 7.6% in 2017 from 4.5% in 2003[4]. Because of 
the proximity to a centrally-located and densely-popu-
lated metropolitan area, Si-Heung is expected to undergo 
increased aging due to the entry of aging baby boomers 
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and an extremely low birth rate [5]. Thus far, Si-Heung has 
only conducted a primary survey and inspection regard-
ing the present status of the city for the development of 
age-friendly guidelines; specific plans have not been for-
mulated. Further, most of the basic investigation has 
stressed evaluation of the physical environment with re-
spect to age-friendly attributes. 

2. Community Support and Health Services, as a 
Feature of Age-friendliness

The World Health Organization (WHO) addressed 
eight key domains of age-friendliness, including three as-
pects of the physical environment (i.e., housing, outdoor 
space and buildings, and transportation) and five ele-
ments of the social environment (i.e., social participation, 
respect and social inclusion, civic participation and em-
ployment, communication and information, and commu-
nity support and health services), followed by a checklist 
of the core features included in each part [6]. Among these 
domains, Community Support and Health Services (CSHS) 
were shown to be significant features that allow older 
adults to maintain health and independence in the com-
munity. 

CSHS encompasses a wide range of initiatives that are 
designed to respond to the health needs of community 
members including district nursing, medical and social 
services, well-aging services, home care, residential facili-
ties for people unable to live at home, a network of com-
munity services, volunteer support, and emergency plan-
ning and care [7]. The WHO recognizes the importance of 
CSHS to older adults by stating that an age-friendly city 
adapts its services to be inclusive of older adults with 
varying needs and capacities [6]. Besides, aging in place, in 
which older adults remain active and engage members of 
the community, depends on older adults having access to 
relevant service needs in the community [8]. 

Despite the importance of such services, most of the re-
search and practice in South Korea has emphasized vari-
ous aspects of urbanization and the physical space of the 
buildings [3]. While some international studies have ad-
dressed age-friendly city features from the perspective of 
older adults, which underscores CSHS [9,10], no research 
has been conducted with a focus on CSHS in South Korea. 
Moreover, although a few domestic studies have been 
conducted which have reported older adults’ perceptions 
of the age-friendliness of cities [7,11], they did not specifi-
cally concentrate on older adults’ perceptions of CSHS. 

3. The Purpose of the Study

The WHO has emphasized that older adults should be 
engaged in the planning of age-friendly initiatives from 
inception [12]. Thus, guided by an age-friendly cities check-
list, the current study focused on evaluating an index of 
CSHS from the perspective of older adults residing in 
Si-Heung. We also comprehensively examined the impor-
tant characteristics of the participants to better understand 
the study findings relative to specific demographics. The 
specific aims of this study are threefold:
 To examine the differences between older adults’ ap-

praisal and the rated importance on four categories 
of CSHS (service accessibility, offer of services, volun-
tary support, and emergency care planning) (Aim 1)

 To examine the differences in each category’s impor-
tance rating with respect to sociodemographic and 
health characteristics (Aim 2)

 To identify the factors related to the rated importance 
of CSHS (Aim 3) 

METHODS

1. Design

This study adopted a descriptive, cross-sectional ap-
proach. A convenience sampling strategy was utilized to 
identify participants.

2. Participants

The inclusion criteria for a participant were: (a) ≥65 
years of age and currently residing in Si-Heung; (b) ability 
to understand the purpose of the study and give informed 
consent; and (c) no severe vision or hearing impairment. 
The sample size was determined by a power analysis [13]. 
With an ⍺ level at .05, power of .80, and up to 12 variables, 
the estimated sample size needed with a medium effect 
size of 0.15 [14] is 127 to detect a significant regression. We 
distributed our survey to 231 participants. Forty-eight sur-
veys were deleted due to missing or duplicate data. Fur-
ther, 17 surveys from participants categorized as having 
“definite dementia” by the study measure were excluded 
to ensure that all participants could give informed consent 
and comply with study procedures, which resulted in a fi-
nal sample of 166 participants who were deemed eligible 
for analysis. 

3. Measures

1) CSHS criteria
The survey items were adapted from the Korean ver-
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sion of Global Age-friendly Cities: A guideline [6]. The 
guidelines are available in various languages in addition 
to the original English version and have been utilized in 
numerous studies [1,6]. With the help of expert evaluators, 
a WHO sub-committee has worked to identify indicators 
for measuring progress and sustainability of the guideline 
[11]. The 14 items on CSHS are divided into the following 
4 subscale categories: service accessibility; offer of serv-
ices; voluntary support; and emergency planning care. 
Service accessibility consists of eight items that emphasize 
the ease of access to health services and the quality, equity, 
and efficiency of healthcare resource allocation. Offer of 
services is comprised of four items regarding the avail-
ability of various specific forms of care for members in the 
community. Voluntary support consists of one item that 
describes health and social services (e.g., caregiver serv-
ices, home-care services, and welfare services) that are en-
couraged and supported by volunteers of all ages in the 
community. Emergency care planning consists of one item 
that reflects the community’s actions to take account of the 
needs of people in preparation for and response to emer-
gency situations. 

We asked participants to appraise the current perform-
ance and rate the importance for each item using an 11- 
point scale (0~10), which was constructed specifically for 
the present investigation based on the literature [15]. Each 
sub-score is an average of the item ratings in a specific 
category, and the total score is calculated by summing up 
the average value of individual subscales. Higher scores 
indicated better appraisal of current status (0=“consis-
tently unsatisfactory” to 10=“consistently superior”) and 
a higher degree of importance (0=“not important at all” to 
10=“extremely important”). The internal consistency of 
the overall scales and subscales were generally satisfac-
tory: the Cronbach’s ⍺ ranged between 0.84 and 0.90 for 
the appraisal scale, and 0.81 to 0.89 for the importance 
scale. 

2) Sociodemographic characteristics
Sociodemographic characteristics included gender (male 

or female), age (in years; 65~74=“young-old”, 75~84=“old”, 
≥85=“old-old”), education level (range: 0~16 years; 0=“no 
formal education”, <7=“elementary school”, 7~10=“mid-
dle school”, >10=“high school or more”), marital status 
(married/partnered or non-married/unpartnered), financial 
status (no financial problem or having financial problem), and 
social network type (diverse, friend, neighbor, family, and 
restricted) [16]. 

(1) Social network 

The social network was categorized into five network 
structures suggested by the literature [16]. The diverse net-
work is the most endowed, with a variety of sources of po-
tential support. The friends network is similar to a diverse 
network, but the members reported having only minimal 
contact with neighbors. Older adults in the neighbor net-
work report frequent contact with adult children and with 
neighbors, but not with friends. The members in the fam-
ily network report having an average of five proximate 
children who lived nearby and very frequent contact with 
the children. The restricted network has the most limited 
extent of social relations. The older adult in the restricted 
network is most likely not to have a spouse, have the least 
contact with adult children, and almost no contact with 
friends or neighbors. In particular, in this study, the an-
swer options on the diverse network and friends network 
were clumped together because <5% of participants an-
swered “friends network.”

3) Health characteristics
Health characteristics included health indicators 

(frailty, functional disability, cognitive function, depres-
sion) which were identified as significant characteristics of 
community-dwelling older adults by researchers’ pre-
vious study [17].

4) Frailty 
Frailty was measured by the Korean Frailty Index (KFI) 

[18], an 8-item questionnaire. The KFI distinguishes be-
tween different frailty states, including robust (0~2), pre- 
frail (3~4), and frail (≥5) based on the number of criteria 
present. The internal consistency as measured by Cron-
bach’s ⍺ for the KFI was .65. In the current study, the 
Cronbach’s ⍺ was .61,

5) Functional disability 
Elderly function and disability were measured using 

the Korean Instrumental Activities of Daily Living scale 
(K-IADL) [19]. The K-IADL can be classified as impaired 
(score<30) or non-impaired (score=30). The activities were 
categorized into 10 domains (e.g., housework, preparing 
meals, taking medications, etc.). Possible scores range 
from 10~30; higher scores indicate a higher capability of 
instrumental daily living. The K-IADL has satisfactory re-
liability (Cronbach’s ⍺=.94) and validity. 

6) Cognitive function
Cognitive function was measured with the Korean ver-

sion of the Mini-mental State Examination (MMSE-K) [20]. 
The MMSE-K is designed to measure various cognitive 
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domains, including temporal orientation, registration, rec-
ollection, concentration, calculation, language, under-
standing, and judgment. MMSE-K scores range from 0~30 
and is divided into the following 3 categories: definitely 
normal (>24); definitely dementia (<21); and question-
able dementia (between 21 and 24). Higher scores indicate 
a higher level of cognitive function. In this study, partic-
ipants categorized as “definite dementia” were excluded 
from the analyses as explained above. 

7) Depression
The Korean version of the Short Geriatric Depression 

Scale (SGDS) [21] was used as a screening test for depres-
sion. The 5-item in SGDS has a sensitivity of .97, specificity 
of .85, and kappa of .81 for predicting depression in a frail 
community-dwelling older population. A score ≥2 of the 
possible 5 was recommended as the cut-off point for diag-
nosing depression. In the current study, the Cronbach’s ⍺ 
was .74.

4. Data Collection

The study was conducted from January 2017 to May 
2017. Recruitment of eligible study participants were per-
formed in cooperation with the Si-Heung Public Health 
Center, after the approval from the Institutional Review 
Board of * University (IRB FILE No.1704-001-004). The 
participants were recruited from the social welfare center, 
senior citizen center, and churches. A home visit was 
made if the researcher identified a need. Participants were 
informed that their participation is voluntary and were as-
sured confidentiality. Information was collected from self- 
reported data via questionnaires. Research assistants, who 
were public health nurses and community health workers, 
assisted participants in filling out the questionnaire, thus 
ensuring that older adults understood the survey instru-
ments and response options. Answers were regularly mo-
nitored by the first author to ensure safety and accuracy of 
the collected data. Respondents required approximately 
30~40 minutes to complete the questionnaire.

5. Data Analysis 

The participants’ characteristics were described using 
descriptive statistics including percent, frequencies, means, 
and standard deviations. A paired sample t-test was 
conducted to test for differences between older adults’ ap-
praisal and the rated importance on four categories of 
CSHS. An independent t-test and one-way ANOVA 
(Welch’s ANOVA was considered in case of hetero-

scedasticity) were used to examine the differences in each 
category’s importance rating with respect to sociodemo-
graphic and health characteristics. Post hoc comparisons 
were conducted using a Scheffé test. A Games-Howell test 
was employed for the data with variances that were not 
equal. 

Hierarchical multiple regression analysis using the en-
ter method was conducted to explore the significant fac-
tors contributing to the rated importance of CSHS. For re-
gression analysis, health indicators and sociodemogra-
phic characteristics were entered as a block of variables in 
two steps in the model. Health indicators were entered in 
the first step, as these have been proven to be important 
characteristics of community-dwelling older adults [17]. 
The increase in R2 was computed to ensure each set of vari-
ables entering the equation made a significant contribu-
tion to the model. The F-test of overall significance was 
used to measure the improvement in model fit when in-
cluding covariates. Prior to the analysis, multicollinearity 
among predictors was verified by the variance inflation 
factor (VIF). The VIF values were 1.10~2.20 indicating that 
multicollinearity is not a concern. Continuous outcome 
variables were checked for normal distribution; the dis-
tributions of the outcome variables satisfied the criteria for 
normal distribution with the skewness and kurtosis of the 
distributions being between -1 and 1. All analyses were 
carried out using the SPSS, v.20 (SPSS Inc., Chicago, Illi-
nois), and significances were determined at a two-tailed ⍺ 
of .05.

RESULTS

Table 1 shows the differences between older adults’ ap-
praisal and the rated importance on four categories of 
CSHS. The differences were only significant for emergen-
cy care planning among four categories (t=7.61, p<.001); 
emergency care planning was rated as most important 
(M=7.92, SD=1.90), while its current level of performance 
was appraised the lowest (M=6.97, SD=1.93).

 Table 2 and 3 details characteristics of the study partic-
ipants and the differences in each category’s importance 
rating according to their characteristics. Among 166 par-
ticipants (22.9% male), an average age was 76.24 years 
with a range of 65 to 91. About 34.0% were categorized as 
young-old adults. The highest frequency belonged to ele-
mentary school group (42.2%), and approximately 36.0% 
of older adults claimed to have financial problems. Over 
one-half of participants were non-married or unpartnered, 
and 42.2% were classified in the restricted network. The 
ANOVA analysis showed that the scores on emergency 
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Table 1. Differences between the Older Adults' Appraisal and the Rated Importance on Four Categories of Community Support 
and Health Services (N=166)

Variable Categories n
Appraisal Importance 

Range t p
M±SD M±SD

Community support 
and health services

Service accessibility 8 7.33±1.45 7.62±1.32 0~10 3.23 .075

Offer of services 4 7.50±1.40 7.82±1.38 0~10 3.50 .064

Voluntary support 1 7.72±1.42 7.85±1.96 0~10 1.62 .101

Emergency care planning 1 6.97±1.93 7.92±1.90 0~10 7.61 ＜.001

Table 2. Differences in the Rated Importance of Four Categories of Community Support and Health Services according to 
Sociodemographic Characteristics (N=166)

Variables Categories n (%)
Service 

accessibility
Offer of 
services

Voluntary 
support

Emergency care 
planning

M±SD t or F (p) M±SD t or F (p) M±SD t or F (p) M±SD t or F (p)

Gender Male
Female

 38 (22.9)
128 (77.1)

7.66±1.44
7.54±1.23

-0.30
(.773)

7.65±1.65
7.97±1.38

0.49
(.638)

7.80±2.03
7.86±2.02

0.19
(.805)

7.84±2.21
7.98±1.95

0.39
(.701)

Age (year) Young-old (65~74)a

Old (75~84)b

Old-old (85~)c

 56 (33.7)
 99 (59.6)
11 (6.6)

7.53±1.35
7.62±1.34
7.65±1.32

1.12
(.198)

7.70±1.35
7.80±1.45
7.94±1.54

2.50
(.076)

7.39±2.45
7.69±1.78
8.39±1.80

2.50
(.066)

7.20±2.13
7.98±1.94
8.61±1.53

 8.01‡

(.004)
a＜b＜c§

Education 
level

No formal education
Elementary school
Middle school
High school or more

 33 (19.9)
 70 (42.2)
 33 (19.9)
 30 (18.1)

7.65±1.30
7.42±1.34
7.37±1.30
7.94±1.53

1.72
(.147)

7.90±1.27
7.56±1.35
7.64±1.43
8.12±1.42

2.21
(.069)

7.93±1.60
7.78±2.00
7.42±2.13
8.19±2.23

1.51
(.208)

7.80±2.13
8.11±1.90
7.48±1.82
8.35±1.84

1.01
(.383)

Marital 
status

Married or partnered
Non-married or unpartnered

 64 (38.6)
102 (61.4)

7.59±1.45
7.61±1.21

0.08
(.926)

7.79±1.51
7.83±1.30

0.90
(.445)

7.76±2.26
7.89±1.99

1.09
(.352)

7.90±2.30
7.92±1.33

0.09
(.876)

Financial 
deprivation

No financial deprivation
Having financial deprivation

 60 (36.1)
106 (63.9)

7.62±1.33
7.58±1.43

-0.85
(.398)

7.77±1.25
7.85±1.50

0.20
(.851)

7.86±1.92
7.80±2.05

-0.65
(.401)

8.01±1.90
7.91±2.05

-0.88
(.356)

Social 
network 
type

Diverse network/
friends networka

Neighbor networkb

Family networkc

Restricted networkd

 24 (14.5)

 39 (23.5)
 33 (19.9)
 70 (42.2)

7.42±1.35

7.60±1.33
7.64±1.50
7.74±1.35

1.30
(.311)

7.70±1.20

7.84±1.51
7.77±1.45
7.93±1.44

0.11
(.981)

6.74±2.01

7.64±1.91
8.10±2.05
8.75±1.64

9.84
(＜.001)

 a＜c＜d†

7.61±2.03

8.36±1.85
7.70±2.06
7.97±2.08

1.40
(.253)

†Scheffé́ test; ‡Welch's F test; §Games-Howell post-hoc test.

care planning differed by age (W=8.01, p=.004); post hoc 
tests indicated that the average was significantly higher in 
old-old adults (M=8.61, SD=1.53) than that of old adults 
(M=7.98, SD=1.94) and young-old adults (M=7.20, SD= 
2.13). In addition, differences in scores on voluntary sup-
port were noted according to social network type (F=9.84, 
p<.001); those in restricted network (M=8.75, SD=1.64) 
rated their importance higher than those in a diverse/ 
friends network (M=6.74, SD=2.01) and family network 
(M=8.10, SD=2.05). 

In terms of health characteristics, the overall prevalence 
of robust, pre-frail, and frail participants were 51.8%, 33.1 
%, and 15.1%, respectively. Of the participants, 25.3% had 
impaired functional disabilities. Besides, 51.2% were re-
ported to have depression, and 25.1% were classified as 
questionable dementia. The ANOVA analysis demon-

strated that the scores on offer of services differed with re-
spect to functional disability (t=5.20, p=.011), as the aver-
age was significantly higher for the impaired group. Dif-
ferences in scores for voluntary support were noted ac-
cording to depression (t=2.48, p=.019), and the scores were 
higher for the people with depression. Further, there were 
differences in scores for emergency care planning with re-
spect to frailty (W=4.77, p=.009); the scores were higher 
for the frail group than in the robust group. 

 Table 4 shows the factors associated with the rated im-
portance of CSHS criteria. Using the enter method descri-
bed above, primary variable and established covariates 
were entered into the hierarchical multiple regression 
model. It was noted that depression (β=.29, p=.039) was a 
significant predictor influencing their rated importance in 
the null model (the model without adjusting covariates). 
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Table 3. Differences in the Rated Importance of Four Categories of Community Support and Health Services according to Health 
Characteristics (N=166)

Variables Categories n (%)
Service 

accessibility
Offer of 
services 

Voluntary 
support

Emergency care 
planning 

M±SD t or F (p) M±SD t or F (p) M±SD t or F (p) M±SD t or F (p)

Frailty Robusta

Pre-frailb

Frailc

 86 (51.8)
 55 (33.1)
 25 (15.1)

7.45±1.32
7.61±1.33
7.75±1.30

2.55
(.054)

7.45±1.50
7.70±1.33
8.29±1.45

2.49
(.052)

7.72±2.12
7.79±2.03
7.92±1.49

1.62
(.099)

7.53±2.05
7.84±1.74
8.36±1.84

4.77‡

(.009)
a＜c§

Functional 
disability

Non-impaired
Impaired

124 (74.7)
 42 (25.3)

7.76±1.25
7.83±1.42

0.21
(.826)

7.65±1.41
7.97±1.42

5.20
(.011)

7.73±1.91
7.93±2.04

0.73
(.461)

7.85±2.10
7.97±1.83

1.41
(.155)

Depression No depression
Depression

 81 (48.8)
 85 (51.2)

7.55±1.43
7.65±1.20

1.95
(.057)

7.79±1.43
7.83±1.44

1.56
(.110)

7.60±2.28
8.06±1.81

2.48
(.019)

7.84±1.85
7.98±2.07

1.95
(.134)

Cognitive 
function

Definite normal
Questionable 

dementia

120 (65.6)
 46 (25.1)

7.63±1.40
7.69±1.10

0.18
(.802)

7.87±1.55
7.80±1.33

0.17
(.829)

7.80±2.08
7.67±2.12

1.34
(.210)

7.97±1.85
7.75±2.05

1.13
(.319)

†Scheffé́ test; ‡Welch's F test; §Games-Howell post-hoc test.

Table 4. Factors associated with the Rated Importance of Community Support and Health Services in Hierarchical Multiple 
Regression Analyses (N=166)

Variables Categories

Community support and health services
Model 1 Model 2

β p β p

Health-related 
characteristics

Frailty .24 .051 .23 .050

Functional disability -.20 .069 -.18 .118

Depression (ref. no depression) .29 .039 .32 .016

Cognitive function -.11 .425 -.08 .501

Sociodemographic 
characteristics

Gender (ref. women) .06 .615

Age .37 .012

Educational level .04 .634

Marital status (ref. married or partnered) .14 .291

Financial problem (ref. no) .03 .789

Social network type (ref. diverse/friends network)
Neighborhood network
Family network
Restricted network

   
.14
.20
.26

 
.261
.114
.039

R2 (%) 11.8 21.9
⊿R2 (%) 11.8 10.1

Fchange (x2, p) 4.69, .011 6.09, .003

Frailty, functional disability, cognitive function, age, and educational level were treated as continuous variables. 

Subsequently, after controlling for the covariates of socio-
demographic characteristics, depression (β=.32, p=.016) 
again remain significant. Among sociodemographic char-
acteristics, age (β=.37, p=.012) and being in restricted so-
cial network (β=.26, p=.039) had a strong association with 
the rated importance of the criteria. The x2 value for all 
models were significant (p=.011; p=.003), supporting the 

validity of subsequent models and providing a better pre-
diction than the null model.

DISCUSSION

Guided by the global age-friendly cities checklist, the 
current study evaluated an index of CSHS from the view-
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point of older adults residing in one city in South Korea. 
The differences between older adults’ appraisal and the 
rated importance were only significant for emergency care 
planning among the four categories of CSHS. In addition, 
the difference in the rated importance of each category of 
CSHS was contingent upon the older adults’ background 
characteristics. In particular, depression, older age, and re-
stricted network type were significantly associated with 
placing a greater importance on CSHS. 

Emergency care planning was rated as most important, 
while its current level of performance was lowly apprai-
sed, indicating a need to ensure appropriate emergency 
services for older adults. Successful emergency care tail-
ored to older adults in terms of availability, continuity, 
and timely provision has been signified as a social imper-
ative in many cities in Korea [22]. Si-Heung has not yet 
been included in these discussions, which warrants com-
munity-level efforts for effective emergency management 
for this population. Besides, such schemes are regarded as 
the most urgent issues, particularly for the vulnerable [22]. 
Indeed, frailer people and the elderly in the present study 
rated the importance of emergency services as signifi-
cantly higher than their more robust and younger counter-
parts. This imparts that services should focus on older 
adults with frailty who may have compromised ability to 
respond to emergencies. Further, the much older group 
should be viewed as a unique risk-group rather than mere-
ly a part of the older population as the oldest of the old re-
quire different emergency plans and present different 
emergency utilization patterns [23]. 

Compared to older adults without functional disability, 
people with impaired functional ability scored high on the 
importance for offer of services. In addition, nearly over 
one-third of the participants were reported to have im-
paired IADL functions. These clearly emphasized an im-
portance to assist older adults to live independently in 
their homes by providing an array of home care services, 
such as home nursing, house cleaning, home maintenance, 
shopping, transport, day care, social outings, and home 
visits [24]. Especially for continuity of primary care, con-
tinuous assessment by a visiting nurse service should be 
facilitated to screen individuals at risk of current and life-
time health issues [25]. 

People with depression or who live in a restricted social 
network were more likely to emphasize the importance of 
receiving health and social services from volunteers with-
in the community. These findings stress the key roles of 
community-based volunteering services in serving the 
health and socialization needs of older adults. For instan-
ce, clinical support services by trained volunteers exerted 

a positive influence on psychological health among older 
adults [26]; socialization services with older adults sup-
port active social interactions and promote networks of re-
ciprocal social relations [27]. Although no study on the 
given topic exists in Si-Heung, the number of volunteers 
or community volunteer organizations in Si-Heung is re-
portedly lower than in other cities in Gyeonggi province 
[28]. This supports that the city needs to foster active dis-
cussion on improving volunteer resources while simulta-
neously making it segmented to meet the needs of specific 
individuals and situations.

Regression analyses show that those with depression 
were more likely to rate the importance of CSHS as higher 
than those without depression. Throughout the literature, 
mental health services as part of community-based serv-
ices have proven valuable in that they offer opportunities 
for the recognition and intervention in depression and as-
sociated needs among older adults [26]: in fact, a broad ar-
ray of effective depression management systems such as 
primary care provision, assertive outreach services, and 
routine counseling have been introduced. However, there 
is no clear consensus on what treatments or services are 
beneficial to depressed older adults in Si-Heung. Given 
that nearly half of the current study’s participants had de-
pression, the findings call for a more critical examination 
and development of interventions that are available to 
older adults in need. 

Besides, being older was a sociodemographic character-
istic significantly related to a higher degree of importance 
of CSHS. The oldest group was known to have substantial 
health needs, demanding an increase of formal or informal 
services. Indeed, how well society is equipped to advocate 
and understand the needs of the elderly has long been an 
indicator of social injustice [29]. However, researchers may 
easily undervalue their health needs because the oldest 
group is reluctant to express them to avoid the stigma as-
sociated with being ill [13]. In this regard, although the 
present study collected a small sample of the oldest group, 
the results were meaningful as they provide evidence of 
the health needs for the oldest age groups.

Lastly, older adults being in restricted social networks 
expressed a greater importance of CSHS, underscoring the 
need for community services that target people with the 
most limited extent of social relations. These specifically 
highlight the concept of social connectedness, a key aspect 
of age-friendly communities, which signifies sustainable 
and meaningful connections to the community through 
social services [30]. Several services that promote active 
and continual engagement in the community for older 
adults have been identified throughout the literature [2]; 
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these include social, recreational, and educational activ-
ities that involve the engagement of family, friends, and 
neighbors, or economically valuable activity such as se-
nior employment programs, all of which are great sugges-
tions for future practice in Si-Heung. 

This study has several limitations. First, the participants 
were not randomly selected, and the findings may not be 
generalizable to the larger community. Therefore, these 
findings will need to be verified in geographically-diverse 
populations of older adults residing in Si-Heung. Second, 
the measurements were too inclusive without respecting 
diversity, which may have undermined engagement by 
older adults in community development. For example, 
from whom and from where the health services that older 
adults want to receive were missing from the WHO check-
list. Thus, specifying and designing a checklist that is tail-
ored to older adults and examining the best route by which 
to provide health services is warranted; this can ultimately 
determine what interventions will work best. Lastly, a pi-
lot study might have been helpful to better validate the re-
liability of survey items and enable respondents to have a 
better understanding of the survey. 

CONCLUSION

This study provided a preliminary analysis on the de-
velopment of age-friendly cities by identifying key fea-
tures of community support and health services will meet 
the preferences of older adults. Based on the findings, this 
paper concludes with the following implications.

First, the emergency system should be improved to ef-
fectively provide services to older adults while paying at-
tention to the unique needs of the frail and elderly. Second, 
it is essential to provide practical services to groups with 
functional disabilities who need the most assistance and 
are the most dependent on others. Third, the mental health 
needs of older adults also need to be properly addressed 
with continuous health support services. Fourth, it is im-
portant to raise awareness of the special needs of the old-
est people in the community. Lastly, improving social 
connectedness among older adults in restricted networks 
through socialization services is required to promote well- 
being and inclusion among older adults in communities. 
Overall, realizing these will require comprehensive and 
ongoing assessment before implementing action plans for 
an aging-friendly city such that plans can be designed to 
incorporate the multi-dimensional problems of older adults 
with the goal of generating tailored interventions. 
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