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�1.  Summary 



Socio-economic factors, such as low fixed incomes and inappropriate or poor housing situations, are health determinants that increase risk to older people.  Public health agencies have a role to play in ensuring that decision makers on income and housing policy are made fully aware of health implications for older people. 



There is a clear view from voluntary and health organisations, as well as from surveys, that older people would prefer to stay in their own homes as long as possible.  Independent living by older people in continuing good health is also the optimum from a health costs perspective.  Health promotions (such as exercise or walking programmes) that increase mobility, sociability and physical health can assist in this.  Supports for independent living include outreach advice and financial help on preventative modifications to living environments for any older people, not just assessments following hospitalisation. 



There are issues to be considered and planned for around transitions at different life stages and between different housing and care situations.  The aim is for optimum decisions to be made before, not after crises.  A greater range of supervised accommodation, good quality residential care and hospices may obviate the need for hospital based palliative care.  Home assessments and modifications currently come as a result of hospital care, rather than being organised as a cost-effective preventative measure.



The chronic lack of a range of suitable, affordable housing options for older people, particularly for those living alone, is a health issue with health cost implications.  The private sector housing market will not provide this for the increasing number of older people who will be reliant on low fixed retirement incomes.  There are also implications for older people in decisions on transport and local amenities on which a public health perspective is appropriate.



Families and friends provide around half the help older people need with shopping, housework, meal preparation and getting out and about.  Trends towards smaller families, who may not live within reach, mean that the current level of unpaid care by family members cannot be assumed for the future.  Caregivers are often themselves old, and this work puts considerable stress on their own physical and mental health.  Those providing personal and nursing care, as well general household work, need support, training, recognition and respite.  



Training, quality control and improved employment structures have been called for for paid home care workers.  The Ministry of Women’s Affairs reports that the poor pay and conditions of home care workers, who are predominantly older women, contribute to the gender pay gap. 



The Older People’s Health Forum, in 1998, called for better coordination and co-operation between primary and secondary health providers and community agencies, and the development and implementation of a range of complementary strategies to promote the health of older adults in identified priority areas.  General practices and district nursing services are key sources of information for older people on health and services.  Regular questions about alcohol consumption, smoking, and prescription drug over-use can be effective in changing the behaviour of individuals.  



GPs play important roles as providers of, or gatekeepers to, health information, immunisations and services relevant to older people, but fee-charging private practices may be a less appropriate base for effective preventive work than directly funded services, such as district nursing primary care services or community organisations.  Prioritising or resourcing by ‘health gain’ under ‘managed care’ is likely to discriminate against older people, who may not get better, as well as against preventative and health promotion strategies.  



As life expectancy increases, often with good health, the ‘young old’, ‘mid old’ and ‘old old’ grouping is useful, although levels of health and disability will vary within these groups.  Distinguishing between groups and their different levels of functioning can help target information.  Effective health promotion and preventative programmes will address different living situations; independent and perhaps scattered across a locality; retirement villages, kaumatua housing or other group settlements; as well as those in residential care who may be more frail or have greater disability.



Ageism is a feature of New Zealand’s mainstream culture that affects well-being and self-perception.  It has been shown to reduce participation in and effectiveness of health promotion programmes.  What is important is older people’s subjective quality of life, rather than a medical definition of health.  



Examples of effective health promotion with Maori and Pacific Islands older people have been community based, and designed around culturally appropriate values, perspectives and activities.  A Maori view of health includes physical, mental, spiritual and cultural aspects, as well as factors such as unemployment and Treaty issues that impact on the well-being of Maori as a people.  Pacific Islands peoples also have a holistic view of health and place importance on family and care-giving.  Both groups provide more valued roles to older women than does mainstream society.



Exercise programmes can reduce falls by improving muscle strength and balance, as well as improving cardiovascular and other physical health.  Organised in a social context, benefits for mental health can also be expected.  Effective examples include walking groups, as well as home based exercise and programmes suitable for residential care.



Peer leadership and programmes based in community facilities or community organisations, where older people will feel comfortable or already gather, have been shown to be particularly effective.  New Zealand has a large number of community houses, women’s centres, senior citizen’s clubs, marae and church facilities that would be appropriate venues for health activities involving older people, including care-giver support groups. 



Sustained programmes, integrating multiple strategies, are more effective in changing long-term behaviours and health status than one-off specific interventions.  Educating and involving new cohorts of older people also requires strategies that continue over time, as information about a health issue is followed by the next steps of effecting and maintaining improvements in health. 



There is growing potential for home-based information sharing via the Internet, as older New Zealanders are becoming increasingly interested in e-communication.  In the USA some public libraries and senior citizen’s organisations provide net access and skills training specifically for older people, which has led to the development of a number self-help and advocacy initiatives by older people themselves.



�2.  Recommendations



That the HFA funds media and advocacy work to ensure that public health perspectives and the needs of older people are considered in income and housing policies and service delivery decisions.



That the HFA ensures its representation on intersectoral bodies concerned with policies likely to impact on the health of older people.



That the HFA fund health promotion programmes for older people based in existing community houses, women’s centres, bowling clubs, marae, and other local facilities.  These can be part of, or additions to, current programmes, or coordinators or peer leaders can be funded to initiate and support self-help and empowerment projects organised by older people themselves. 



That the HFA fund locally based smoking cessation programmes for Maori older adults as part of increased resourcing of wider Maori health promotion projects based in marae and other community organisations.



That the HFA fund the initiation or organisation of walking groups and other exercise programmes attractive to older adults, as well providing personal training in homes and programmes for those in residential care.



That the HFA fund media and electronic communications work by older people’s advocacy organisations to inform and engage older adults on health issues to counter ageism, and to take a proactive role in public debates and policy affecting older people.



That the HFA adopt active strategies to support independent living, through promotion of and assistance with home modification and by ensuring a wider range of suitable housing and accommodation is available, and also to encourage timely transitions between forms of housing.  



That the HFA recognise and support the work of carers, through training and support programmes for family carers, and through ensuring that HFA contracts with organisations employing paid care workers provide training, quality control and improved employment structures. 



That the HFA fund cross-sectoral forums and training programmes for GPs, practice nurses and other primary caregivers (including home carers and district nurses) to raise their awareness on preventative and public health perspectives, on health issues and services available to old people, and to counter ageist perspectives. 



�3.  Overview of Broad Health Determinants



The ‘ageing population’ has drawn the attention of policy makers in New Zealand, as it has in most Western countries.  Advances in sanitation, housing and medical care improving mortality rates and life expectancy, have been followed by declining fertility rates that reflect trends toward women having fewer children at a later average age of first birth.  By 2021 those over 65 will outstrip the 0-14 year olds as the predominant ‘dependent’ population; by 2051 for every working age person there will be five children and nine over 65 year olds (Statistics NZ 1998b).  The concern is that the need for health services and income support for the growing population of those over 65 will also outstrip the revenue provided to the state by future generations of working age New Zealanders. 



However, Statistics New Zealand’s 1998 report on the ageing population makes a number of points intended to avert overstatement of this.  Firstly, the usual ‘dependency ratio’ compares those under 15 and over 65 to all those of working age.  A better indicator is to view the older adult population as a percentage of those actively engaged in the labour force: 63% in 1956, 75% in 1996.  Including all ages, the ratio of those not in the labour force to those actively engaged in the labour force was 166:100 in 1956 and 105:100 in 1996.  Moreover, many of those over 65 are not ‘dependent’, but will continue to work or receive income from other sources.  Also overlooked is the value of unpaid work, through which many older people contribute to society. 



Since the older adults of 2051 are already born, their approximate numbers can be estimated now and their needs planned for.  Whether increased life expectancy will mean more healthy and independent years or more years of disability or chronic illness is a matter for conjecture - and for health promotion programmes.  



Concern for older members of society, including planning for healthy ageing, are part of the intergenerational relationships that need to be developed into the next century.  As the World Health Organisation points out, these relationships, vital for social cohesion, should be based on equity, solidarity and social justice (WHO 1998).  In facing significant demographic changes, decision makers must develop public health programmes to meet the needs of increasingly large numbers in the older age groups.  To be cost-effective these should focus on preventive measures and health promotion, rather than merely seeking to cure those who have already become ill.



Who will the older adults be? 

Between 1956 and 1996 the number of older adults, defined as 65 years and over, doubled to 11.7% of the New Zealand population.  By 2051 they are expected to make up approximately 25% of the population; that is, 1.15 million of a projected total population of 4.49 million (Statistics NZ 1999a).  Increases in life expectancy mean larger numbers among the ‘young old’ aged 65 to 74 years, the ‘mid old’, and more living to be ‘old old’, 85 years and over.  This last group increased from 4.8% of the over 65 population in 1956 to 9.1% in 1996, and are predicted to be 22% of all older adults by 2051.  



Improved life expectancy among men means that the present gender imbalance among older adults is expected to level out somewhat among the ‘young old’ and ‘mid old’ but continue to be marked among the growing group over 85 (Statistics NZ 1998a&b).  This greater longevity is due to differences in health behaviour, work and leisure activities, stress and coping behaviours - all of which have been shown to affect the onset and outcome of chronic illness and disability.  Two thirds of this difference in life expectancy between women and men (and between Maori and non-Maori) is related to environmental exposure, health habits, and social or cultural behaviour, with the overwhelming factors being smoking and alcohol (Bonita 1993).  Women are more likely to report illness, to give up smoking for health reasons, and to take an interest in self-care and healthy ageing (McCracken and Richmond 1991).  



Maori are a more ‘youthful’ population than New Zealanders as a whole, and are a smaller proportion of all those over 65 (3.9%) than they are of the total population (15.1%) (Statistics NZ 1998b).  Maori have a high fertility rate, with mothers bearing children at a younger average age (Te Puni Kokiri 1999) and a shorter life expectancy, attributed in large part to higher rates of smoking (Beaglehole 1998).  



While there are currently lower numbers of Maori and Pacific Islands people aged over 65, the size of older Maori and Pacific Islands groups is growing more rapidly than for the general population.  If life expectancy continues to improve and fertility decreases, the expectation is that there will be eight times as many Maori over 65 in 2051, that is 129,000 people, comprising 11.3% of the over 65 population (Statistics 1998b).  This is an important matter because of the roles played by kaumatua in community decision making and in the intergenerational transfer of language, knowledge and culture, which support community and individual well-being.  The over-65 years may be extremely busy as they play a strong role in formal leadership, in liaising with government or in ‘leading from the back’ through the voluntary work that is essential to sustain marae, hui and other events and organisations.  In addition, there are numbers of older Maori who do not identify strongly with traditional culture, or are not involved with marae and other Maori community organisations, sometimes undervaluing the contribution of knowledge (and whanau support) they can make (Maaki 1993).



Pacific Islands New Zealanders are also a more youthful population, with higher fertility and shorter life expectancy.  In 1991 one in 38 Pacific Islands people were aged over 65, but by 2031 this is predicted to be one in twelve (Statistics NZ, 1995).  In Pacific Islands communities, age carries authority and a role in the reproduction of Island cultures.  Low numbers of Pacific Islands older people in New Zealand may reflect the relatively recent migration of mainly working age populations.  The decision this year to allow national superannuation to be paid out in the Pacific Islands if recipients so choose may affect the location of retirement in the future. 



Recent migration accounts for the very low proportion of elderly of Asian ethnicities, although this group is only marginally smaller than for Pacific Islands New Zealanders.  (To be eligible for national superannuation, older people need to have been in New Zealand for ten years since age 20, or five years since age 50.) 



Socio-economic determinants of health

The 1996 Census showed that 9.2% of those over 65 were still in the labour force, 3.9% of them working fulltime.  Incomes levels remain closely related to paid work, but in general labour force participation declines from age 55.  In 1996 the median income of those over 65 was $12,400 (Maori $8.900, Pacific Islands $8,900; Asian $8400, with half receiving under $10,000.  (In 1996 the eligibility age for national superannuation was 62.5 years of age, and paid out $10,720 a year for a single person living alone, $8,140 each for a couple.)  



‘There is no security for future generations of retirees’, note economists Susan St John and Toni Ashton (1993: 3-4, 1994) yet ‘many, perhaps a majority of, retired people will eventually require most of their income support in some form from the state.’  National superannuation is indexed against inflation by being set as a proportion against the average wage, and earlier this year it was decided to allow that proportion to fall to 66% for a couple, and 35% for a single person.  This followed rejection by a 1998 public referendum of ‘compulsory’ individualised superannuation.  This had been proposed despite concern expressed back in 1991 by an OECD conference that shifts towards private provision had significant equity implications (St John and Ashton 1993).



Opportunities to save for retirement have been reduced in the deteriorating New Zealand economy of the 1980s and early 1990s, with its features of redundancy, unemployment, student debt, early retirement and falling property prices.  The current unemployed, the low paid, those with broken work histories and those in caring roles are likely to be the ‘new poor’ among the older adult population next century (St John and Ashton 1993).  For men in all but the upper income brackets, real incomes fell between 1984 and 1996.  Growing income disparities were most marked for Maori, Pacific Islands and Asian ethnicities (Statistics NZ 1999b&c).  



Census 1996 statistics on income differences by sex for different age groups can be read as illustrating that women have less realistic opportunity to save over their lifetime (Statistics NZ 1999b;  Else and St John 1998), and the size of the ‘non-workforce’ over 45 is likely to increase for both sexes (Thomson 1999).  Although 44% of women are now in the labour force, Statistics New Zealand (1998b: 56) notes, ‘For men the period after 65 usually represents the lowest level of income during their life.  For many women eligibility for national superannuation represents the greatest degree of income equality.’  



At low levels of income, costs of health care are an issue.  Two thirds of those currently on National Superannuation have a community services card entitling them to a higher subsidy on medical costs, but only 14% receive disability allowance.  There are other complex subsidies and targeted ‘add-ons’, but even when older people know the full range of possible help with health costs, they are do not always apply.  They do not see themselves as the ‘dependent’ beneficiaries stigmatised in the media (Else and St John 1998)



The importance of income as a socio-economic determinant of health is well established (Howden-Chapman and Witten 1999; Howden-Chapman and Cram 1998; NACHD 1988).  Recent New Zealand statistics show a general trend for health problems to be associated with lower income.  Rates of smoking, high blood pressure and other risk factors associated with cardiovascular disease, as well as the incidence of diabetes and asthma, are all lower at higher levels of income (MoH, 1999).  



Links between low socio-economic status and mental health are noted, though these are not well understood.  Older adults who are struggling financially experience higher levels of stress and consider themselves to be less happy compared to those who perceive their financial circumstances to be adequate or more then adequate (McCracken and Richmond, 1991).  A study of African-American men aged 56 plus found a significant association between symptoms of depression and low household income (Weaver and Lawrence, 1993).  The adverse effects of economic restructuring on savings of those now reaching retirement age may have implications for mental health, particularly if state supports remain low and insecure. Problems may well increase if income levels are not maintained at an adequate level for these people (Gilleard, 1996; Manning, 1995).



Moreover, the greatest increases in physical health have always come through improvements to general living conditions, such as sanitation, nutrition and housing, rather than through scientific advances in medicine.  For older adults, in particular, fixed incomes relate to health through the affordability or changes in the cost of appropriate housing, adequate heating and access to health care and other services.  



Housing

In old age, renting, poverty and ill-health go together (Else and St John 1998).  Of those over 60, divorced and separated women are five times more likely to be renting.  Although 70% of those over 65 live in houses, renters are more likely to be in flats than other elderly people (Statistics NZ 1998b).  They are likely to have less money and less opportunity to adapt their accommodation to their changing needs (Else and St John 1993).  Of those over 65 in rental accommodation at the 1996 Census, 64.3% were in publicly owned housing. A Canadian study has shown that older people often experience discrimination in trying to obtain rental accommodation in the private sector (Page, 1997).  Older people are a fixed income group greatly affected by local government and Housing Corporation policy shifts to charge market rental prices and to sell off properties.  Although there is now more tenancy protection of tenure for those over 65, accommodation supplements are per person, not for size of accommodation, with single people being moved to single bedroom flats.  Unless there are other facilities available, bedsits are not suitable as pensioner housing.  Older people are embarrassed to entertain visitors in their bedroom and there is nowhere for a visitor or caregiver to stay (Else and St John 1993). 



Home ownership is high among older New Zealanders, and they are the group most likely to consider home ownership very important.  Older home owners, especially women alone, may find it increasingly hard to keep their suburban house in good repair, maintain their large sections, pay rising rates and meet heating costs.  Besides the upheaval and costs (including social costs of leaving a familiar community), there is a chronic shortage of suitable housing.  Low maintenance townhouses or serviced retirement villages are unaffordable for most.  In a 1990 survey, a majority of older adults did not want to live in an ‘old age ghetto’ and fewer than 25% wanted to live in a retirement village, although the companionship appealed to some (Age Concern, 1990).



Around a quarter of those over 65 moved residence between 1991 and 1996.  Those who can afford to do so often move out of the major cities on retirement, and there are concentrations of the older population in the Bay or Plenty, Northland and Marlborough.  However, among the ‘old old’, moves tended to be back to urban centres, to be close to health services and other facilities.  Around 6% of the ‘old old’ remain in rural areas (Statistics 1998b).  These regional differences in age structures and the need for services are not well addressed in the local literature.  There is a danger that older adults retiring in rural communities will not be adequately covered as services become more centralised. 



On the low incomes discussed above, older people may be asset rich but income poor.  One suggested solution, with limited take up either here or in the US, is home equity conversion or reverse annuity programmes.  Only 45 loans for housing related expenses were approved and accepted, mostly by women living alone, as part of the Housing Corporation’s Helping Hand programme.  Some councils offer home equity rate deferment schemes.  In any scheme, consumer protections and security of tenure would need to be guaranteed by government.  Although home equity might be a way of retaining independence, older people are often reluctant to become indebted once they have ‘everything paid off’.  Eating into the only asset they can leave to their children also affects the willingness of some to receive the family care they need, or their perception that it will be willingly given (Else and St John 1993).  



Separating the economic and personal value of a home is difficult because a house represents security to older people on many levels.  At the 1996 Census over 90% of those aged over 65 were living in their own owned or rented home, either on their own or with a spouse or partner.  Older people report that, in general, they prefer to remain living in their own homes if at all possible - often referred to as ‘ageing in place’ (NHC 1999; Else and St John 1998; Thorns 1993).  



Housing for older people needs to be appropriate to their level of independence or need for care and support, and affordable to the majority with low income on retirement.  This is not provided by the market in New Zealand or comparable countries (Thorns 1993). There is a chronic shortage of suitable easy-access, low maintenance housing, and publicly owned stocks are being reduced rather than increased (Else and St John 1998).  With increasing age, safe and independent living is likely to require increasing levels of help from family, friends and service providers.



Decisions about moving home to a different level of independent or care, if made before needed, rather than after an accident or crisis, may prevent a more limiting choice being made than might have occurred with better planning.  The current choice of many to remain in a family-sized home may well be partly driven by the limited stock of suitable, affordable alternatives - easy care units, supervised complexes or good quality non-hospital residential care.  Late in life, the availability of care may become more important than independence and residential care can have the advantage of allowing the dignity of death in familiar surroundings, avoiding an abrupt and perhaps inappropriate move to acute care in a hospital.  �

4.  Goals and Priorities



Voluntary and health organisations involving and representing old people have long strongly advocate the goal that older people be supported to remain in their own homes at long as possible (Thorn 1993; Ng and McCreanor 1998).  In 1998 the Older People’s Health Forum, comprising a wide range of organisations, reiterated this goal and pointed to the need for improved integration of primary and secondary health services to achieve it.  The life stage of older people, with low immunity and recovery rates, means that a situation requiring primary care can rapidly deteriorate into one requiring hospitalisation and palliative care, a reason why health costs are disproportionately absorbed by the older age groups.  Hospitalisation can be reduced where good primary care support services are available (Else and St John 1998; Hickey and Stilwell 1991).



Preventative approaches mean that the support needed is not just health care directly, but help in reducing risks in the home and in modifying living environments to be suitable for limited mobility, slower reflexes or specific medical conditions.  The object is to support older people to maintain functional autonomy and quality of life as long as possible.  More than half of older adults have reported that they feel that their health prevents them from living their lives as they would like (Age Concern, 1990).



Increased cost effectiveness in achieving the above goals suggests that health agencies will share a goal with other policy agencies of ensuring the provision of affordable home units that are more for older people wishing to ‘age in place’ than many of the current homes designed for families.



Goals for health promotion aimed at preventing or reducing medical conditions in older people are well established by the Ministry of Health; many of its targets are the reduction of diseases that manifest in later years (MOH 1998, 1997).  If future health spending is to be deployed effectively, greater attention needs to be paid to health promotion and preventive services specifically for older people, which address their needs before they suffer disease and disability.



The increase in the older age groups and growing numbers requiring subsidised residential care indicates that more emphasis should be placed on strategies that support a healthy and independent old age.  Overall goals for health promotion with the older adult population need to focus on health maintenance, preventing risk, and averting or delaying the progression of debilitating and incapacitating conditions. 



Health care for older people is meeting a number of challenges.  There is strong criticism about the increasing ‘medicalisation’ of the natural processes of menopause, ageing and dying (Bonita 1993; Coney 1991).  There is also evidence that disease-and-cure focused health professions have dismissed health and mobility problems as ‘normal’ ageing that are often the result of inactivity and other lifestyle practices.  Both these issues may be addressed through health information, advocacy and health promotion programmes that involve old people themselves in maintaining their own health.



Increasingly it is recognised that ‘old age’ is a social construction and not a condition which simply arrives at a certain point in time, bringing with it inevitable and progressively negative health changes.  It has been argued that, in the past, resources have been badly directed and represented short-sighted responses to long-term problems.  The current pressure on health resources has resulted from their misallocation rather than being a necessary feature of our ageing society (Campbell, 1993).  Such critiques must be faced in order to formulate effective and innovative responses to the challenges ahead.





�5.  Literature Review of Programme Effectiveness



This literature review covers relevant published material from 1989 to the present, with the aim of establishing useful directions for health work with older people.  Its limitations include the fact that not all topics and not all valuable health promotion projects are documented and assessed in publicly available publications.  



The first part of the review reflects the direction of recent work on the situation of older New Zealanders, by considering needs and practical supports that can contribute to healthy and independent living.  



The second and third sections reflect a broad categorisation in much of the literature into `physical’ and `mental’ health, although current public health/health promotion thinking has moved away from this mind/body split and recognises an interaction of factors that need to be addressed through wide-ranging strategies.  Much of the overseas literature discussed relates to small studies, often associated with universities testing particular interventions, rather than large scale, evaluated health promotion projects that can indicate how best to effect lifestyle changes.



To date, most resources have been committed to interventions designed to combat specific medical conditions or their causes.  Mental health/emotional conditions and the issues of social inclusion and ageism has been a relatively neglected area.  Yet there is growing evidence to suggest that interventions aimed at specific medical conditions are more likely to succeed as part of an approach which addresses the wider social and environmental contexts in which they operate.  One of those social contexts is ageist attitudes towards older people.



The last section is a more general discussion of health promotion strategies, particularly with regard to different groups in the older population. 



The review attempts to highlight the differing needs of different age and ethnic groups as far as is possible from the literature.  Much of the literature reviewed below fails to differentiate different stages of ageing in the category `older adults’, although some studies posit a significant difference from either age 75 or 80.  The ‘young old’, ‘mid-old’ and ‘old old’ distinction adopted by Statistics N.Z. is useful and important for assessing needs, as improved longevity means that on average the ‘young old’ are increasingly healthy and active. 

Independent Living



One in three people over 65 live alone in their own home; others live with a spouse or partner; 70% in houses and 20.2% in flats (Statistics 1998b).  Only a small proportion, most usually of the ‘old old’, receive residential care.  At any one time only around 6% of those over 65s are in residential care; about 2% are in hospitals (Northey in Else and St John 1998).  The trend in health policy has been away from geriatric wards in state hospitals to residential care in private sector rest homes, funded either privately or through state subsidies, and towards supporting people’s choice to remain living independently in their own homes as long as possible.



Key factors in independent living are not only health care needs, but the need for a safe home environment and help in the tasks of everyday living.  An Australian longitudinal studies found that married older people are far more likely to remain in their own homes in good health and that the presence of a spouse is consistently related to lower morbidity and mortality.  It may be more helpful to have a wife than a husband - self-rated health is highest among married men - and women may be less vulnerable living on their own than men (Kendig et al. 998). 



The 1996 Census surveys the health and disability status of the population, including older people.  For those over 65 ‘long term limitation in activity resulting from a condition or health problem’ was five times higher than for the working age population.  Of five broad disability categories, the most common for older people were sensory and physical.  Impaired vision and hearing loss have also been found to be frequent among older Maori.  Men in both working and elder populations were likely to report sensory problems and women were more likely to report physical disabilities and to have specific medical conditions.  As well as loss of hearing and sight, diabetes, high blood pressure and long term illnesses were most common among older people.



From those reporting disability in the Census, a further more detailed New Zealand Health Survey was conducted in 1996/97 (Statistics NZ 1998b; MoH 1999).  Of respondents over 65, one in ten needed help getting out and about; one in seven required help with the shopping.  Of those over 85, one in three required help getting about, and 47% needed help with the shopping. 



Over 20% of those over 65 had help with housework (cf. 6% of those under 65), but 63.5% of those over 85.  Help preparing food was needed by only 9%, and these were most likely to be over 85.  Only 5.4% of over 65s required help with bathing and personal care, but one in four of those over 85 required help.  Most of the help with household, half the personal care and over half the help with food preparation was provided by family and friends.  However, the lower fertility rates pointed out by Statistics N.Z. indicate that, in the future, these levels of family help cannot be assumed (Statistics NZ 1998b).



Caregivers, paid and unpaid

Not only are many older people supported in the ways above or cared for full time by a spouse, child or other relative, but almost a third of older adults are themselves care-givers (Kendig et al. 1998; Age Concern, 1990).  Most unpaid care-giving work falls upon the shoulders of women.  Following a study of carer support services in Britain, Harvey (1995) estimated that, based on British figures, the total number of carers in New Zealand may already be as high as 400,000.  



Many caregivers, particular spouses who will be of similar age, require support in looking after others for the sake of both their own health, and the health of those receiving care.  The benefits to society of this work are not recognised by the state, and it is left to non-government groups to provide support to care-givers.  In 1998 the National Health Committee circulated a discussion document on seven strategies for supporting caregivers.  Responses for carers and organisations indicated that unmet need was highest with regard to providing information to new carers, needs assessments with an equal focus on carers and widely available training for carers (NHC, 1999b).  



There may be lessons for improved coordination and support for carers in the way this is organised in Britain (Harvey 1995).  There are three main organisations.  The Carers National Association works at a political level to raise awareness and recognition.  Local ‘Crossroads’ schemes, involving carers and the cared for, representatives from health agencies and voluntary organisations, organise help in the home and a respite service for carers.  The Princess Royal Trust has established a network of centres that focus on the carer, rather than those cared for. 

At present targeted assistance is available for older adults in New Zealand who find it difficult to manage independently at home.  They are assessed for level of disability and receive differing levels of paid home care assistance according to their situational requirements.  Hours of homecare by non-family members are provided through a mixture of agencies and funding arrangements, that have come under pressure in the present fiscal climate.  A recent report from the Ministry of Women’s Affairs has noted that paid home care, which is state funded through various agencies, contributes to the gender pay gap.  It is overwhelmingly a female occupation, it is low paid and casualised, and the skills involved are greatly under-valued (MWA 1999).



Expected shifts in the balance of population may mean the burden of caring on older adults is likely to increase in the future, to the detriment of physical and mental health.  Planning to relieve this situation needs to begin now, with a focus on co-ordination, quality assurance and training and support for care-givers and homecare providers (MOH 1997a).  



Training and education of care-givers has been shown to be effective, both in reducing stress and increasing confidence and self-efficacy.  One literature review identified the areas on which carers will need information as caring for the patient, the medical condition, coping skills, family disruption and anger management, communication skills, community services, emotions and long term planning.  Video and audio cassettes, as well as printed material, can help provide this, as well as group workshops and one-on-one sessions (Schmall, 1995).  Some moves in the direction of providing training for carers has been taken by Regional Health Authorities but there has been no coordinated approach on any significant scale (Task Force on Positive Ageing, 1997).  It has been suggested that the funding and support of existing support groups, such as Carers New Zealand, could be a way forward (NHC, 1999a).



Physical Health and Fitness



Much of the information about physical health in New Zealand has come from hospital data on mortality and morbidity and admissions.  Together with the 1996/97 Health Surveys these have allowed the Ministry of Heath to identify its key concerns and targets (MoH 1999; 1998).  



In reviewing these issues of physical health, it must be appreciated that many medical problems can only be adequately addressed by attention to the whole life-course.  Thus, intervention aimed solely at older adults is likely to have only a limited effect if it is not a part of a comprehensive health programme directed at the whole population.



Cardiovascular diseases

Cardiovascular diseases, particularly stroke, coronary heart disease and hypertension, are the leading cause of morbidity, disability and death in New Zealand.  Risk factors have been identified as including high blood pressure, abnormal blood lipids, physical inactivity, smoking and lower socio-economic status.  Although preventive strategies should begin early in life, there is good evidence to suggest that lifestyle changes in older adults can have beneficial effects in terms of reducing the incidence of cardiovascular disease.  Strategies to effect such changes include interventions aimed at smoking cessation, reducing alcohol consumption, encouraging weight-control and a healthy diet, and promoting a moderate level of regular exercise (Bonita and Beaglehole, 1998).  British studies of coronary disease show that disease is multifactoral; risk factors such as smoking, high cholesterol and high blood pressure don’t just add up, they multiply risk (Rose 1993).  The promotion of health therefore needs to be equally broad based, using targeted and population based strategies to reduce the range of risk factors by promoting overall healthier lifestyles.



Bonita and Beaglehole (1998) suggest a dual focus is required to combat cardiovascular disease.  They argue for a combination of population strategies and strategies targeted specifically at high risk populations and individuals.  Population strategies aim at educating the general public about the risk factors associated with cardiovascular disease and how to reduce them.  These include government interventions focused on encouraging the consumption of healthy foods, and discouraging smoking and the excessive consumption of alcohol, as well as taking into account gender and ethnic differences in life expectancy (McCracken and Richmond, 1991).  Strategies targeting groups and individuals would be particularly relevant for older adults, and could focus upon detection, evaluation and support for those people identified as having high risk factors, such as physical inactivity and inadequate nutrition, or living in high risk conditions, such as low income and poor housing.  These broader determinants of health are often neglected. 



There are two main types of public health programmes identified in this report as typical responses to the range of health problems discussed: health promotion programmes aimed at educating older adults, and exercise programmes aimed at getting them active. 



For cardiovascular disease, there may be potential gains through educating older people about the importance of good nutrition and healthy eating and drinking habits.  North American studies indicate that public health programmes aimed at educating older adults about the importance of nutrition can produce good results.  Assessment of the `Self-CARE for a Healthy Heart’ educational programme, trialled on 44 people aged 60 to 90 years old, found that this self-paced programme was able to improve dietary habits.  After finishing the programme, 48% of respondents reported choosing more low-fat foods and 39% reported selecting fewer foods associated with heart disease (Mayeda and Anderson, 1993).  Other evidence is less convincing, however.  Assessment of the large scale Minnesota Heart Health Program, which ran for six years, and primarily targeted males aged 30-75 using a combination of community-wide and individual health education, found that there were no significant changes in either morbidity or mortality (Luepker et al., 1996).  



It may be that the method of delivery, as well as the programme content, is an important factor in the success or otherwise of such programmes.  The use of peer instructors has been found to improve the implementation of nutrition programmes and the dissemination of education to a wider sector of older adults than that usually reached through conventional public health programmes (Lynde, 1992).  The place of delivery may also be a significant factor in the success of education programmes. Studies have shown that community-based programmes run at locations where people tend to gather, such as churches, hairdressers, housing projects and work-sites, can be effective in reaching those people who might be missed (Kong, 1997). 



In both the USA and Sweden there have been evaluated programmes that have successfully promoted cardiovascular health by taking a cross-sectoral approach at the level of the community (Elder et al. 1993; Mittelmark 1993; Brannstrom 1994).  These indicated the value of ‘institutionalising’ programmes in community organisations and also, to be most effective, the community, its sectors and organisations need to be involved in problem definition and goal setting.  For older people in particular, this is likely to widen healthy lifestyle goals that will benefit, but not be limited to, cardiovascular disease, and for this reason are discussed further under Community Based Programmes.



Walking and other exercise 

Exercise programmes are crucial for combating a whole range of health problems from which older adults commonly suffer.  They also offer important opportunities for socialisation with resulting psychological benefits.  In New Zealand, the Hillary Commission’s Physical Exercise Programme for Sedentary Adults (PEPSA) has had some success both in motivating older adults to become active and in providing a sense of empowerment (O’Neill, 1994; O’Rourke, 1994).  There is now much evidence to show the health benefits for older adults of regular physical activity, particularly in maintaining cardiovascular and musculo-skeletal fitness (Ward, 1994).  Further, it has been shown in North American studies that walking more than four hours a week is associated with a significantly reduced risk of hospitalisation for cardiovascular disease for both genders (LaCroix et al., 1996).  This provides strong evidence to support walking programmes for improving the health of older adults. 



There is also evidence from North American studies that Tai Chi programmes for those over 60 can be beneficial for cardiovascular health in older adults, by reducing blood pressure as well as improving flexibility and balance (Sun et al., 1996; Young et al., 1999; Province et al. 1995).  One study of 20 people, recruited door-to-door, participated in ten 2-hour sessions over 12 weeks (Sun et al., 1996).  Another clinic based programme for 62 people (45% black, 75% women) did 30 minutes four days a week over 12 weeks, which was shown to be as effective with blood pressure reduction as aerobic exercise (Young et al., 1999).  This form of exercise may be worth further investigation in a New Zealand context. 



Here, again, the practice of peer-led exercise programmes has been shown to be an effective way of both increasing initial participation of older adults in the activity, and of sustaining that participation once the initial intervention is at an end (Hickey et al., 1996).  In addition to the positive outcomes around functional mobility, the reduction of blood pressure, and overall well-being, peer-led public health programmes would appear to be an effective way of tackling the difficult problem of how to sustain the interest of older people.



An example of this is in Waitakere City where 19 older people’s walking groups are active.  A Sport Waitakere Trust coordinator occasionally initiates gatherings of people interested in walking, who then self-organise, usually meeting at one of Waitakere City’s community or recreation centres.  The groups meet regularly and have carried out a hazard survey of their walking routes, with recommendations for repairs to send to appropriate agencies as a contribution to Waitakere City’s ‘safer cities’ focus (Safe Waitakere 1999).



Falls and injuries

Studies in New Zealand show that one in three people over the age of 65 have a fall in any one year.  This figure rises to one in two for those over 80 years.  Falls can result in psychological distress, the restriction of activity, loss of independence, injury and even death.  Although falls occur in very specific circumstances, they generally result from a complex combination of physical, lifestyle, environmental, and social factors.  Many risk factors are amenable to modification. These include reduced muscle strength, impaired balance, the use of certain drugs, neurological disorders, vision loss, foot problems and depression, as well as home safety measures to modify the living environment.  Exercise programmes seem to be particularly successful (Robertson and Gardner, 1997). 



Falls and injuries suffered in the home are a major cause of health problems for older adults.  It is only recently, however, that programmes designed to prevent falls have begun to be developed in this country.  In a study conducted by the University of Otago to assess the effectiveness of a home exercise programme of strength and balance, retraining exercises in preventing falls and injuries showed both improved physical functioning and a reduction in falls.  The participants in the study were 233 women aged 80 years and over.  After one year there were 152 falls in the control group compared with only 88 falls in the exercise group (Campbell et al., 1997).  



Robertson and Gardner (1997) argue that there must be a correct `match’ between the exercise programme implemented and the specific requirements of the older adult.  Poorly designed programmes can have the effect of increasing the risk of falls and great care must be taken in this area.  They report a consensus that a multi-faceted approach to falls prevention - that is, including both an exercise programme and individualised medical intervention in the home, produces the best outcomes.  They find no evidence to suggest that increased awareness or a safer environment alone is sufficient to make any significant difference to the incidence of falls.  More recently, a North American study has also found that education increased awareness of risk factors, but made little difference in changing the behaviour of community-based older adults in terms of making modifications to their homes or engaging independently in exercise (Schoenfelder and Van, 1997).  However, there have been encouraging results from programmes where health workers have gone into the homes of older adults at risk and made home safety modifications (Urton, 1991).  An assessment of the Community and Home Injury Prevention Program in San Francisco found that reported falls were reduced by 60% after such an intervention, with a smaller reduction also recorded for the incidence of burns and scalds (Plautz et al., 1996).  Help with home modification is available in New Zealand through health services for those with particular needs, such as stroke victims.  These studies suggest a role for home modification programmes or the promotion of specialist commercial services to meet fall prevention goals among ‘mid-old’ or ‘old old’ groups.



There is also evidence to suggest that intervention must be on-going if changes in long-term behaviour are to be effected.  Studies of the `Stay on Your Feet’ programme in Australia, and a similar multi-component intervention programme in North America, both revealed that short-term health benefits and levels of raised awareness of risk factors did not result in any sustained reduction in the incidence of falls (Hahn et al., 1996; Wagner et al., 1994).  A further problem lies in the question of how to increase the coverage of health promotion to those people who are not presently being reached by education and, more importantly, exercise programmes.  Strategies for addressing this issue and promoting physical activity participation have recently been identified as a weakness in the literature on health promotion for older adults (King et al., 1998). 



A promising method of encouraging exercise and strength training may lie in home-based resistance training.  A North American randomised trial of exercise routines performed with elastic bands of varying thickness recorded high rates of exercise adherence, with 89% of the recommended exercise sessions performed over six months.  The older adults who participated achieved significant lower extremity strength improvements of 6% to 12%, a 20% improvement in tandem gait, and a 15% to 18% reduction in physical and overall disability after six months (Jette et al., 1999).  This approach, along with the University of Otago trial of home-based exercises aimed at reducing falls in elderly women (Campbell et al., 1997), holds considerable hope for a low-cost public health programme which could increase exercise participation and reduce the number of falls and injuries, thus also reducing hospitalisation rates.  Programmes to increase balance, particularly Tai Chi, can also significantly reduce falls (Province et al. 1995; Sun et al., 1996; Young et al., 1999).  As noted earlier, all these forms of gentle exercise can have a beneficial effect on blood pressure and other risk factors in coronary disease.



Reducing falls in residential care settings

Injuries resulting from falls tend to be a particularly serious problem in residential care settings, where residents are more likely to belong to the ‘old old’ category.  A recent review of the literature found evidence to support vitamin D, and possibly calcium supplements, in the diets of institutionalised older adults.  (Providing Vitamin D through increased exposure to sunshine has also been suggested.)  Also supported by the evidence was lower extremity resistance training and the use of hip protectors to reduce the risk of fractures when people do fall (Norton and Butler, 1997).  Subsequent research has found that hip protectors seem to be acceptable to institutionalised older adults themselves (Butler et al., 1998), and this would appear to be a promising way forward in terms of reducing injuries for those who do fall. 



Exercise is also important for older adults in residential care (although it may not be appropriate for all).  A North American study looking at resistance training for the ‘old old’ in a long-term care facility provides evidence of the benefits which are possible.  The study found that lower extremity resistance training appeared to improve muscle strength and size in frail older adults.  These changes were accompanied by an improvement in mobility and an increased level of spontaneous physical activity (Fiatatone et al., 1994).  Effectiveness in relation to reduced falls and injuries has not been evaluated. 



Osteoporosis

Osteoporosis occurs when naturally-occurring bone loss becomes so great that bones become thin and brittle and break easily.  The incidence of osteoporosis is clearly connected to the likelihood of injuries resulting from falls, and the two problems need to be tackled together.  Exercise and better nutrition, including reduction in alcohol consumption and the cessation of smoking, are again the most effective interventions in combating osteoporosis.



Osteoporosis is an increasing health problem in New Zealand.  One in four women and one in eight men over fifty have low bone density.  Intervention strategies need to begin early in life, as the strength of bones in later life depends on peak bone mass achieved in early adult years.  Health action to build strong bones is particularly important, as strategies aimed at the restoration of bone density have not been shown to be effective.  However, there is evidence to suggest that, by increasing calcium intake, bone mass can be maintained and that weight bearing exercise has the same effect, while inactivity leads to more rapid loss (Sainsbury and Richards, 1997).  A drop in bone marrow density over two or three years at menopause, appears to be normal for women followed by a slow decline, with bones most fragile among the ‘old old’.  Oestrogen treatment, which slows or delays menopause, is known to slow bone loss but there are concerns over increased risk of cancer with Hormone Replacement Therapy, as well as a wider criticism about the medicalisation of a natural life event for women (Masi and Bilezikian, 1997; Coney, 1991).  HRT was thought likely to reduce the incidence of cardiovascular attacks in women (which increase after menopause), but findings just released from a major New Zealand trial showed no benefit from HRT (Hulley et al. 1998; Hemminki and McPherson 1997).



Sainsbury and Richards (1997) conclude that there is insufficient evidence to recommend population based bone density screening, rather at-risk individuals should be targeted for bone density measurement.  They recommend the coordination of intervention strategies aimed at improving public awareness of the risks involved and the benefits of good nutrition, with similar interventions around cardiovascular disease, smoking and alcohol consumption.  In order for this to be implemented successfully, it will be necessary to ensure that health professionals are adequately trained and regularly receive up-to-date information.



The international literature on public health programmes to prevent osteoporosis is not large.  One Japanese study suggests an effective strategy for preventing bone loss in healthy post-menopausal women.  After three years of daily water exercise in a warm pool it was found that the bone mineral density of the lumbar spine in those participating was significantly higher than that of the control group who had not been exercising.  Questionnaire results showed participants in the exercise group had enhanced awareness of health and fitness in daily life (Tsukahara, 1994).  This suggests that water-resistance exercise may be worth investigating further as part of a public health programme to prevent osteoporosis in older adults and reinforces the importance of regular, moderate exercise in the general health and well-being of older adults.



Dental health

The importance of dental health for older adults is increasingly being recognised, and there is a growing literature concerning the development of gerodontological public health programmes (Strayer, 1993).  Besides dental care itself, there are social and nutritional issues related to loss of teeth and ill-fitting dentures.  Current and earlier generations of ‘old old’ adults often no longer have their own teeth, but improvements in the dental care of children, combined with increased life expectancy, mean that the number of older adults in need of dental treatment is set to increase. 



Thomson et al. (1997) note that tooth decay, gum disease, and saliva problems (dry mouth) are the most common dental conditions which affect older people.  Gum disease is the major cause of tooth loss, and studies in New Zealand show that 10% of older adults experience severe gum attachment loss.  Dental problems are also more prevalent amongst Maori than non-Maori, and income is likely be a factor in seeking dental care.



Thomson et al. suggest educational measures as the best response to this problem. They point out that educational material needs to be developed which specifically addresses older adults, rather than the current situation where the focus is almost exclusively upon children’s dental health.  Furthermore, oral health, which has been somewhat neglected in the past, needs to be recognised as an essential part of general health for older adults and built into general preventive measures at both the individual and population levels.  Fluoridation of water supplies has proven to be a crucially important public health initiative and any decrease in coverage would appear detrimental to the dental health of older adults.  There is also a need to ensure that staff at residential care institutions and GPs are given adequate training in the importance of oral health and the oral side effects of medications (Thomson et al., 1997).



The international literature on effective public dental health programmes for older adults is not extensive.  Evaluation of a Danish dental public health care programme for old-age pensioners showed some success.  In 1987 all 67 year old citizens in a municipality were offered either preventive and curative treatment, provided free of charge through schools, or could choose to receive subsidies for private sector dental treatment.  After three years, 86% of all respondents had regular dental visits at least once a year, compared to 46% at baseline.  At the end of the study period, fewer older adults reported symptoms of poor oral health (Petersen and Nortov, 1994).  As well as regular visits to dentists, a recent literature review led to a recommendation for regular examinations to screen for oral cancer among all older adults (Erickson, 1997).



The most recent figures for New Zealand show that, in the past year, only 28% of 65-74 year olds, and 16.5% of people aged 75 and over, visited a dentist (MoH, 1999).  Given the low median incomes of older adults, it seems likely that high dental care costs play a large part in these low numbers.  The Danish model suggests that the New Zealand school dental care programme could be expanded to provide accessible routine dental inspection and care.  Patients could be referred on to others for specialist dentistry, such as dentures or crowns. 



Influenza

Immunisation against influenza is identified as a key strategy in reducing the rate of infectious disease in older adults in New Zealand.  Influenza is implicated in significant numbers of deaths and cases of hospitalisation each year.  Even when the vaccination is not fully effective against the virus, it has been shown to limit the severity of the illness.  Following the introduction of fully subsidised influenza immunisations for those over 65 in 1997, coverage increased significantly from 29% to 44%.  However, the rate of increase in immunisation has now slowed considerably, to 48% in 1998 (MoH, 1998).  This suggests that more specifically directed interventions are required to reach those who are not yet taking up the free vaccination, as well as sustained health education for new cohorts of people turning 65, to achieve the Ministry of Health’s target of 75% coverage of the older population. 



The question here, in view of Rose’s (1993) discussion of public versus individual benefits from health  interventions, may be whether the 48% immunisation rate in 1998 reflects penetration of the message or the response to it from older people, in terms of their assessment of personal risk or likely harm from influenza; whereas the 75% target reflects presumably effectiveness at a population level.  Levels of take up also seem to vary between GPs.   



North American studies have indicated that community-based and residential care-based interventions can be effective in increasing levels of immunisation amongst older adults.  In the community intervention programme, potential recipients were identified, then targeted with educational materials explaining the benefits of immunisation and that it was free.  This resulted in a 16% increase in immunisation over three years, from 40% in 1989-90 to 56% in 1991-92 (Ohmit et al., 1995).  This suggests that the MoH’s 75% target may be optimistic, and some qualitative investigation of decisions for or against influenza immunisations, by different age groups among older people, may be appropriate before further expenditure on promotion.



Targeting hospitalised older adults for immunisation before discharge can be an effective strategy.  This was considered important for one study where hospitalisations in the previous year had shown a high risk of complications from influenza.  Evaluation of a New York immunisation programme in 1996 found that it was unsuccessful in significantly raising immunisation levels via contact with each patient’s physician, but evaluators noted there had been successes in the past and recommended working directly with the hospitals to achieve better results (Bloom et al., 1999). 



Cancer

Lung cancer is a serious problem for many older adults. This can be addressed through general health education programmes and through anti-smoking campaigns.  However, the focus has been on youth prevention and there has been little to target middle aged and older smokers or to support them in quitting.  Community based smoking cessation support programmes for older Maori women are particularly needed (Waa et al. 1997a&b).



Because older women are at increased risk of breast cancer and because the survival rate is near 100% if detected early, they should be targeted for screening and educational programmes (Halabi et al., 1993; Guillory, 1994).  Although not all such educational interventions have been found to be successful (King et al. 1998), there is significant evidence to suggest that they can be effective (Skinner et al., 1998; King et al., 1995), particularly as part of a more comprehensive health promotion strategy (Ory and Cox, 1994). 



Breast cancer screening in New Zealand raises some controversy.  The current upper age limit for the free screening programme is 64, despite evidence suggesting that there are similar benefits from screening women in their late 60s as for women in their 50s (Lewis and McLachlan, 1999).  Subjecting ‘old old’ women to major surgery may not be appropriate but, as healthy life expectancy increases, there may be a case for extending free screening to age 70.  



Incontinence

Urinary incontinence is a condition that has been identified as seriously detrimental to the health of older adults, and three times higher among women than men (MoH, 1997a).  Maori women have higher rates compared to Pakeha and Pacific Islands women (Lara and Nacey 1994; Forster and Ratima 1997).  Among men, incontinence is usually due to enlargement of the prostate gland, in 10% of cases due to cancer.  In 1996 an information campaign about prostate cancer included wide distribution of fact sheets and a mass media campaign.  This included some educational material about urinary problems, but little health promotion work has focused on incontinence (Forster & Ratima 1997).  Older people may be better informed from television advertisements about pads than about simple exercises that can help improve urine retention.



A difficulty may be embarrassment and a consequent reluctance to discuss the problem.  From the USA there is growing evidence of both the extent of the problem and the levels of under-reporting (Talbot and Cox, 1995; Burgio et al., 1994).  Studies have found that family physicians and other health workers often fail to query older patients about incontinence symptoms (Jones and Bunner, 1998; Cohen et al., 1999).  There is clearly a need to ensure that health promotion in this area is implemented in a coordinated programme which ensures that GPs are provided with adequate information concerning the extent and severity of the problem.   



Peer educators may be an effective means of breaking through barriers.  A North American health promotion project focusing on incontinence, using peer educators in four one hour weekly sessions, and follow-up sessions, was reportedly well-received and 80% of participants felt that they had achieved greater bladder control (Newman et al., 1996).  A review of the literature found that behavioural intervention treatments are effective for most older adults living in the community.  Behavioural interventions reviewed were pelvic muscle exercises, bio-feedback, and bladder training.  Each was found to produce significant successes, though concern was expressed about the lack of research into methods for implementing the treatments and improving adherence to the behavioural protocols necessary for long-term effectiveness (Burgio and Goode, 1997).  More recent studies have confirmed the efficacy of pelvic muscle training and prompted voiding (Engberg et al., 1997; Adkins and Mathews, 1997).  A recent randomised study of 105 adults aged 60 and over in Pennsylvania, designed to test the effectiveness of behavioural therapy, found that control subjects experienced a median 6.4% reduction in urinary accidents in contrast to a median 75% reduction in subjects who completed the programme (McDowell et al., 1999).  This would suggest that substantial improvements can be achieved in the quality of life of many older adults if resources and appropriate programmes are put into this area.  



�Maori and Pacific Islands health

Older Maori are disproportionately represented in a range of health statistics: rates of smoking, excessive consumption of alcohol, cardiovascular disease, and diabetes (MoH, 1999), and experience greater severity and mortality from asthma (Wairarapa Maori Executive 1999).  Maori are also over represented in mental health statistics, with inadequacies identified in the provision of appropriate services (North Health 1995).  Older Pacific Islands people suffer disproportionately from heart disease, obesity and related dietary conditions (MoH, 1997b).  Diabetes is also a significant problem for older Pacific Islands women (MoH, 1999).



A recent study found that knowledge concerning diabetes was low among rural kaumatua, and called for marae-based diabetes awareness and exercise programmes (Kirkwood et al., 1997).  A 1996 Ministry of Health document stated that an effective Maori diabetes strategy ‘will come from the development of population based strategies that are identifiably Maori and validate Maori communities who thereby own the problem and the solution’.  However, there is little in the literature documenting programmes directed specifically to older Maori or older Pacific Islands people on these issues.  



Smoking is a key lifestyle factor affecting Maori life expectancy and health in later life, yet there has been criticism that health promotion has focused on the uptake of smoking, with little resourcing of cessation programmes, which should be available through marae based health programmes (Waa, et al. 1997a&b) .  A ‘Quit Line’ telephone advice service, associated with Maori and mainstream health providers, has been piloted in the Waikato/Bay of Plenty over six months.  A third of callers were Maori (Quit News 1999).  The project enabled the development of Maori resources and training for Maori health workers and identified the need to go beyond the information phone line, to strengthen local cessation services to Maori (Auahi Kore 1998; Te Manawa Hauora 1995).



There has been some evidence that older Maori often do not exhibit a good understanding of state supports and health services available to them (Te Pumanawa Hauora, 1997).  Low incomes mean cost often represents a significant barrier to obtaining adequate health care for both Maori and Pacific Islands older people.  This makes the community or marae based health centres that have developed particularly valuable.  A number of which include exercise, outings, line dancing and ‘armchair aerobics’ that are popular with kaumatua (Forster and Ratima 1997).  Asthma among Maori has been targeted through joint ventures with iwi involving a series of marae based clinics offering information and strategies for sufferers.  These were evaluated as well received by participants and showing improved outcomes.



Health promotion work with older Maori, particularly those in rural areas, needs to take into account traditional holistic health values (Durie, 1994).  For Maori, community health incorporates physical, mental and spiritual aspects but also consideration of the well-being of Maori as a people.  This means that culture, language, colonisation, unemployment, and Treaty issues are also factors to be considered under the heading ‘well-being’.  



Both Maori and Pacific older people also tend to recognise ‘traditional’ as well as ‘Western scientific’ medicine.  Health care programmes need to be designed to take this into account and suitably trained health workers employed In mental health.  A major shortage has been noted in Pacific Islands professionals who are comfortable with both Western and traditional approaches.  There is concern about over-reliance on ‘hard data’, excluding community knowledge and the inappropriate use of Western models.  The continuing strength of Pacific Islands cultural communities within New Zealand will a factor in the mental health of older people, with growing divisions between Islands born and New Zealand born generations (MoH, 1997b).



Successful programmes with older members of ethnic minority communities in the USA take a multi-faceted recruitment approach emphasising strong linkages between the health workers and community leaders (Coleman et al., 1997), and/or utilise grassroots networks and indigenous older adults as lay educators (Williams, 1996).  It is important that the groups to be reached are involved in the design of the promotional programmes.



Mental Health and Social Inclusion



Public health interventions focused solely on specific medical conditions are not sufficient to adequately address all health issues; the relationship between physical and mental health has too often been ignored (Rosen and Persky, 1997).  The failure of narrowly-focused programmes to sustain behavioural changes long enough to improve health status may be in part due to lack of attention to social issues, including issues such as the place of older adults, particularly old women, in mainstream New Zealand society (Bonita 1993).  Mental health conditions are structured by gender, so that perceptions of gender and gender roles will be relevant to the promotion of mental health and wellbeing.



Social interaction may have significant effects on functional health, independent of physical activities.  For example, in Canada mutual support groups organised among widowers were shown to reduce visits to GPs and other health specialists, freeing up resources (Tudiver et al., 1995; Unger et al., 1997).  The significance of factors like friendship and conversation (Carter and Everitt, 1998), neighbourhood social networks (Litwin, 1998), or religion (Ruffing-Rahal and Anderson, 1994) are also known to contribute to health and well-being.  A review of sociological evidence concerning older adults and mental health found that subjective assessments were more significant in terms of quality of life than purportedly objective determinations (Stedman, 1996).  This suggests that more attention should be paid to what older adults themselves see as most significant for their own well-being - a point already noted in regard to Maori and Pacific Islands concepts of health and well-being.  



Successful recovery and rehabilitation from ill-health may often depend upon restoring the patient’s perception of control over the recovery process (Brown et al., 1992).  Critiques of this nature are increasingly being extended to the exercise of power in medical practice and how it constructs experiences of illness and treatment (Lupton, 1997). 



Depression

Depression is the most common mental health disorder amongst older New Zealanders.  Identified risk factors are physical illness, reduced mobility, dependency, stress, social isolation and ‘loss events’, particularly loss of a life partner with consequent loneliness.  Frailty and lack of mobility can also give rise to feelings of vulnerability and anxiety.  Programmes designed to help older adults cope with retirement, bereavement, changing social roles, loneliness and illness have been shown to prevent any further development of depression (Richmond et al., 1995).  A North American study of 3,240 community residents aged 65 and over showed a relationship between lower levels of depression and higher subjective perceptions of social support (including mention of environmental supports such as transport and other local services) (Hays et al., 1997).  



Suicide is primarily associated with older men, rather than women.  However, diagnoses of depression are more common for women, both in New Zealand and in North America (Barry et al. 1998; Brennan & Moos, 1996).  Women place greater reliance on medical care than do men.  There have been some negative consequences of this, in the ‘medicalisation of older women’s lives’, older women being prescribed tranquillisers and sleeping pills more often than men (Bonita 1993; McCracken and Richmond 1991), and, in the past in particular, long term prescription drug and physical dependence. 



Depression can lead to suicide if not identified and treated, particularly in older men.  It is unclear whether a telephone hotline alone can make a significant positive intervention for depression and suicide risk (Morrow-Howell, 1998); although a telephone screening test for older adults may be useful in identifying previously undetected cases of major depression (Dorfman et al., 1995).  Exercise and recreation have been shown to reduce stress and improve psychological well-being (Fitzpatrick, 1995; Stewart et al., 1998).  ‘Mall walking’ (window shopping around large urban malls) is an informal form of low impact aerobic exercise popular with older adults in North America, in a safe, often climate-controlled environment.  In two studies of this, researchers argued that the roles and routines created and the social relationships formed, rather than the physical exercise itself, were the most important reasons for both the popularity and the benefits to mental health and general well-being (Duncan et al. 1994; Travis et al. 1996).  The implication is that health promotion programmes should give attention to the social aspects of exercise activities as well as the medical benefits. 



Housing can be an important factor, as higher depression has been recorded in situations where older people do not feel in control of their living space (Husaini et al., 1991).  Depressive symptoms have also been related to inadequate public transport, limiting the ability to get out and about independently (La Gory and Fitzpatrick, 1992).  Mental health promotion therefore needs to address a range of environmental factors if effectiveness is to be maximised.



Alcohol

Chronic heavy drinking reduces the number of males over 65, by contributing to a number of physical diseases, such as stroke and cirrhosis of the liver, although the risk of these diseases is not increased by low levels of consumption (Hart 1999; MoH 1999).  The possible protective effect for older males at risk of coronary health disease from low level alcohol consumption has been well publicised, but remains controversial (Hart et al. 1999; Casswell 1997a; Anderson in Holder and Edwards 1995).  The role of alcohol in depression has also been much studied.  Alcoholism is the leading diagnosis for mental health hospital admissions for all adult males in New Zealand.  Treatment statistics for alcohol dependence and psychosis show a predominance of males in their late 30s, peaking in the late 40s but continuing on into the higher age groups (MoH unpublished statistics, 1998). 



In the USA, heavy drinking is increasingly recognised as a problem with older adults, primarily men (Reid and Anderson, 1997; Adlaf & Smart, 1995; Brennan & Moos, 1996), and is negatively associated with physician visits (Rice and Duncan, 1995).  The intersection of physical and mental effects associated with alcohol consumption means that a clear picture is difficult to establish.  Alcohol consumption alone may not be a direct cause of depression; studies have indicated that stressful life events can lead to excessive drinking (Jennison, 1992).  Similarly, older adults who maintain a sense of coherence about their lives are less likely to experience alcohol problems (Midanik et al., 1992).  However, a Californian study of 274 older adults over seven years found that life stressors did not predict the onset of drinking problems (Schutte et al. 1998).  In New Zealand, links between alcohol and dominant conceptions of masculinity may make it difficult for males to stop drinking for the sake of their health.



Community-based education programmes have been shown to be an effective means of increasing knowledge about the dangers of alcohol abuse amongst older North Americans (Pratt et al., 1992).  Specifically in terms of depression, a USA study, based upon a nation-wide survey of older adults, suggested that alcohol is used to reduce the negative impact of events arising in social roles that are not highly valued, and by others to reduce stress (Krause, 1995).  A USA study that screened for heavy drinkers and targeted them individually with health advice about its effects on them personally showed a high rate cessation (Rose 1993).  A newly released study by Dr Nicole Lee, University of Queensland, found that a five-minute counselling session with a GP could reduce hazardous and harmful consumption by up to 40 percent (Courier Mail 22.7.99).  This may be useful in regard to older people who visit GPs more frequently than other age groups (MoH 1999), and have frequent contact with other primary care providers such as district nurses. 



�Over-use of prescription drugs

There is a need to ensure GP awareness of the dangers of over-medication in older adults and that they fully advise patients on potential side-effects and risks associated with psychoactive drugs, particularly when combined with alcohol use.  A North American study, with a random sample of 1,028 independent-living adults aged 55 plus, found a significant association between psychoactive medication and reported falls (Sheahan et al., 1995).  An urban study of 155 women aged 85 plus found a previously unrecognised pattern of alcohol use in combination with over-the-counter medicine to improve sleeping (Johnson, 1997).  There is evidence that the consumption of alcohol may exacerbate cognitive impairment and dementia (Adams, 1995, Dufour et al., 1992).  A 1993 literature review found that medication itself is frequently a compounding factor in dementia (Bowen and Larson, 1993).  This points to the necessity of health promoters working closely with GPs to minimise instances of unnecessary medications which may contribute to other health problems.



The role of pets

Pets can play a role in promoting the physical and mental health of older adults.  As part of the Older Americans Resource Survey, it was found that dog-owners took more walks, and engaged in more social interaction during the walks, than non-owners, who also scored lower on ratings of general health (Rogers et al., 1993).  A subsequent study has also found that dog-owners walk significantly longer than non-owners (Dembicki and Anderson, 1996).  Although pet interaction is not necessarily experienced as stress-relieving by all older adults (Miller et al., 1992), there is substantial evidence which shows the benefits of pets for alleviating depression in older adults, particularly for the recently bereaved or those with minimal social support (Garrity et al., 1989).  Studies also show that pet therapy can have significant benefits for the well-being of institutionalised older adults (Verderber, 1991; Hoffman, 1991).  This can be as simple as the installation of an aquarium, which has been shown to reduce stress (De Schriver et al., 1990).



Pets can form an important part of an older person’s environment.  In a recent review of the literature, attachment to pets and other environmental objects has been identified as an important source of security, belonging and self-identity for older adults (Cookman, 1996).  It is increasingly recognised that the physical and social environment within which older adults live has an affect on levels of depression (Wallace and Bergeman, 1997).  



Mental functioning and organic disorders

Disorders such as dementia are distinguished from, but are on a continuum with, normal cognitive ageing processes and changes in mental functioning (Rose 1993), and may become manifest through signs of depression and anxiety.  Most older people will not experience dementia as a part of ageing, and will show little or no deleterious effects of ageing on their intellectual abilities (Nolan and Blass, 1992).  The incidence of dementias in New Zealand is estimated at 3% to 5% for the under 80s, and 20% to 30% thereafter (Richmond et al., 1995).



A small amount of literature deals with health promotion programmes and improving mental functioning.  A 1992 literature review found that there is great variability among individuals.  Interventions designed to reduce risk factors, such as exposure to solvents or lead or experience of some medical conditions, can prevent the onset of cognitive decline.  They suggest cognitive performance in older people may be enhanced by changes to diet and lifestyle and take-up of continuing education opportunities (Nolan and Blass, 1992).  In a review of mental health for older New Zealanders, preventive suggestions included educating older adults about management techniques for stress, grief and social support services, as well as a number of recommendations for mental health professionals (Richmond et al., 1995).



Health workers and programme designers need to be aware of the extent to which they are actively constituting the subjects of their interventions, not just responding to objective health conditions.  A communication enhancement model, which stresses the recognition of individualised cues, the modification of communication to suit individual needs and situations, and the empowerment of the older adult, is argued to be beneficial for the health of those suffering from dementia (Ryan et al., 1995).  It has also been shown that dementia sufferers are responsive to stress in the same way as cognitively intact older adults (Orrell and Bebbington, 1995).  It is also important to recognise that mental illness can lead to stigma being attached to the individual and open up the potential for elder abuse (Richmond et al., 1995).



The maintenance or rehabilitation of functional capacity is argued to be important for the psychological well-being of retired people (Deobil, 1989).  North American studies have shown that health promotion programmes for retirees can be an effective way of alerting older adults about the need to keep active (Leigh et al., 1992; Scharlach et al., 1994).  Loss of status in the transition to retirement can be significant for men in terms of the onset of depression and dementias, given the historic emphasis on employment in dominant constructions of masculinity.  Developing ways to keep older adults either in the workforce, or involved in other productive activities, is likely to result in significant mental and physical health benefits.  For example, a North American study addressing lifestyle changes has shown preventive occupational therapy to be highly successful in enhancing mental health and life satisfaction in older adults (Jackson et al., 1998).  



Social contribution

There is evidence to suggest that older New Zealanders already emphasise an active retirement spent in productive activities to a greater extent than do North Americans, where older age lifestyles grounded in consumption activities are emerging.  The very active contribution that many older Maori make to iwi and other Maori organisations has already been noted (McTaggart 1996; Te Pumanawa Hauora 1997).  It is argued that this allows older people in New Zealand to contest the representation of ageing as grounded in inactivity, dependence and withdrawal from public life (Mansvelt, 1997).  Further evidence of the value to society of older people is likely to emerge from Statistics N.Z.’s Time Use study, now underway, which aims to measure paid and voluntary work (Statistics N.Z. website), and this may contribute to positive promotions of older Kiwi identity. 



The importance of te reo to Maori community and the Kohanga Reo movement have given older Maori speakers a strong role in work with children in pre-school and school education.  The Time Use survey is likely to show grandparents baby-sitting grandchildren and providing daycare, enabling parents to work.  



Ageism 

There is a substantial literature on the effects of ageism.  Ageism in mainstream New Zealand culture has been given concrete recognition by the inclusion of age discrimination in the Human Rights Act in 1993.  In 1988 around 4% of submissions to the Royal Commission on Social Policy focused on the value of older people to society and the need to counter anti-ageism (Ng and McCreanor 1998).  The double effects of ageism and sexism have been noted (Bonita 1993) and can be contrasted with the valued place and leadership roles for kuia in Maori society (Maaki 1993; McTaggart 1996).  It is increasingly recognised that ageism has a detrimental effect on healthy ageing (Grant, 1996).  As long as older adults are perceived as merely unproductive receivers of welfare benefits, then no positive development will occur (Midwinter, 1992).  



With the growing number of ‘young old’ increasingly seen as an important consumer market, some advertising campaigns have attempted to harness a positive images of ageing.  Even so, marketing discourses still more often perpetuate and reinforce ageist stereotypes (Sawchuk, 1995).  In the USA it is argued that unflattering portrayals of older adults in the media, and especially in popular culture, lead to greater prejudice and marginalisation, particularly against older women who are often depicted as feeble and dependent (Falk and Falk, 1997).  



In New Zealand, the voluntary codes for advertising and media practice do not cover ageism, as in Britain.  The Human Rights Act counters discrimination only in limited areas, such as employment, accommodation and the provision of good and services.  The suggestion of such codes has been opposed by both the Newspaper Publishers Association and the Broadcasting Standards Authority (Task Force on Positive Ageing, 1997).  Ageism is inherent in the shift from an earlier ‘discourse of vulnerability’ to the current ‘discourse of dependency’ that devalues older people unless still engaged in paid work, undervaluing not only the unpaid caring and community work done by old people but undermining the longevity itself (Else 1999). 



Research findings indicate that images do affect the health of older adults.  An American study has shown that subliminally activated stereotypes can alter judgements about oneself and can change cognitive performance.  An intervention that activated positive stereotypes of ageing tended to improve memory performance, memory self-efficacy, and views of ageing in older individuals; in contrast, an intervention that activated negative stereotypes of ageing tended to worsen memory performance, memory self-efficacy, and views of ageing in the participants (Levy, 1996).  This research highlights the potential for improving mental health and general well-being in older adults if steps are taken to reduce negative portrayals of ageing. 



Here, again, it is self image and subjective definitions of health which are most important.  Definitions will vary between older people, and also between cultures as has already been noted above with regard to Maori and Pacific Islands views of health.  A North American study of personal definitions of health given in focus groups of older adults showed that, despite similar backgrounds, participants had many different ideas about what ‘healthy’ meant.  The implication is that health promotion programmes will be more effective if they are sensitive to an individual’s or community’s particular definition of health (Kaufman, 1996), while also being shaped by the ageist attitudes of mainstream society.  A New Zealand study found that GPs are the most important source of health information for most older people, yet they have been shown to also perpetuate some ageist stereotypes (Richmond and McCracken, 1991).  It is crucial, then, that GPs be persuaded of the benefits of adopting anti-ageist practices.



Interventions to combat ageism focus upon education and advocacy, aiming to change the attitudes of society at large and/or to empower the older adults themselves.  Some success with the former has been reported through working in schools and pairing up students with senior citizens in a process of interviewing and recording life histories (McGowan, 1997).  



Empowerment of older people

In education to empower older people, interventions that emphasise their sense of mastery, self-help books, and recognition of productive capacity can be important (Butler, 1989).  Using peer educators can also have a beneficial impact on subjective health (Kocken and Voorham, 1998).  Community action approaches to address issues of ageism and well-being have been initiated by older women’s networks in New Zealand and Australia and resulted in the development of an extensive range of older women’s activities that focus on positive and healthy ageing (Marsh, 1995; Older Women’s Network 1999).



Just what the literature counts as empowerment for older adults is controversial, however.  Empowerment through consumerism, popular in Britain, Australia, and North America, has been critiqued for not offering a genuine solution to the problem.  The consumerist model is based on the view that older adults have the potential to behave as ‘good consumers’ and seek out health care of good quality and reasonable cost, thus empowering themselves in the process.  An Australian survey found a distinct lack of consumer-orientated behaviour amongst older adults, and subsequently poorer health services delivery (Donaldson et al., 1991).  More recently, a British study has argued that a genuine user-centred empowerment approach must aim to involve older adults in the development, management, and operation of services.  Empowerment should enable older people to take more control over their lives as a whole, rather than simply allowing them to be consumers in a marketplace (Barnes and Walker, 1996).  The market/consumer analogy may be particularly inappropriate to empower the generation, now in old age, who established New Zealand’s universal tax-funded health system.



Public health programmes that address issues around ageism, culture and well-being are difficult to quantify and to provide evidence-based assessments for, which may be why they have been relatively neglected. 



Health Promotion Strategies



Gender issues

Little direct investment has been made in health promotion for older people in New Zealand.  Programmes that focus on older people vary between localities, are ad hoc and appear to be given low priority; there is a need for overall planning (NHC 1999a) 



The increasing ‘medicalisation’ of old age is being challenged, and people are being encouraged to exercise control over their own health (Hanson, 1997; Bonita 1993; Coney 1991).  The involvement of people in health programmes has been recognised by the public health field as a critical factor in meeting health goals.  WHO has long pointed out that health cannot be imposed on a community but must develop in an acceptable manner in response to people’s own perceptions of risk and priorities, informed by health promotion programmes.  A qualitative study of older people’s health attitudes showed how important both personal health histories and life histories were in shaping ‘health identities’, beliefs and health practices (Kendig et al. 1998).



The gendered nature of certain health risks, medical conditions and also of health behaviour needs to be taken into account in designing health promotion programmes to audiences of men or women (Wyllie and Casswell 1997).  The association of men with cardiovascular disease and with excessive alcohol consumption, or the fact that women disproportionately suffer from falls and osteoporosis are good examples.  These particular risks for women are associated with their predominance among the ‘old old’ because of greater longevity, just as lifestyle factors and certain diseases contribute to the shorter life expectancy among men. 



There is a substantial literature detailing unintentional sexist biases in health promotion practice, including neglect of older women's subjective experience of illness.  A feminist/empowerment approach provides a means of addressing these issues (Ward-Griffin & Ploeg, 1997; Sharpe, 1995).  Support group work based on feminist principles and community democracy is consistently advocated and shown to be empowering for older women (Burnside, 1989; Le Riche & Rowlings, 1990; Ruffing-Rahal, 1993; Cox & Parsons, 1996).  Russell and Oxley (1990) point out that for some older women, the ability to care for the home, self and family may define their major life role and sense of worth.  This may be threatened both by ageist stereotypes and by increasing frailty in later life, hence feminist group work can be valuable in terms of empowering older women through presenting a different perspective on their lives.  



A successful New Zealand example was ‘The Older Women's Project’ in 1990 (Marsh, 1995).  Initially a need was identified for support for depressed older women who presented to a North Shore community centre with issues of loneliness, isolation and, in many cases, unresolved grief.  Community health workers researched programmes elsewhere and were attracted by an Australian model called ‘The coming out of older women’.  A lunch meeting for older women and representatives of local groups and organisations was organised, which established a committee and a resource pool of women.  It was decided that the first activity should be a festival celebrating older women.  Programmes of workshops (health, creativity, spirituality, writing, theatre, bi-culturalism), self-help groups and social activities followed, organised by the women themselves with support and facilities from the community centre.  The Older Women’s Network festivals have become annual events and all activities have a strongly feminist health and well-being focus.



There is significant evidence to show that lower socio-economic status is associated with non-participation in health promotion programmes (Wagenaar et al., 1991; Watkins and Kligman, 1993; Kocken and Voorham, 1998).  Also to be considered in health strategies and the design of health promotion programmes is the way socio-economic impacts may be shaped or mediated by policy agencies other than health.  Since poverty contributes to poor health, specific medical interventions are likely to have little effect if living conditions, such as good quality housing or nutrition are lacking.  As discussed earlier, incomes are particularly low among Maori and Pacific Islands people in the older age groups and, for both groups, cost often represents a significant barrier to obtaining adequate health care.



Ageism and stereotyping have been shown to have negatively influenced the design and effectiveness of health promotion programmes for older adults (Grant, 1996).  Ageism can affect older adults self-perceptions, that must be overcome before they are willing to participate in health promotional programmes (O’Brien and Vertinsky, 1990).  It has been shown that older adults with high self-efficacy expectations exhibit less health risk behaviours and have better health-related quality of life than those with lower self-efficacy (Grembowski et al., 1993).  If older adults are to be encouraged to take responsibility for their own health by participating in programmes for their benefit, media images and portrayal of older people need to be consistent with and reinforce their value and place in society.   Then programmes must be designed to combat the pervasive ageism of most Western societies.



Addressing multiple factors 

A substantial portion of the public health literature covers promotion programmes which do not focus simply on one aspect of health, but address a range of issues.  The evidence for education only programmes is inconclusive with regard to effectiveness.  An increase in participants’ knowledge about health does not always translate into any significant effect on health status (Benson et al., 1989).  Strategies that have been shown to be effective are those which combine education with socio-behavioural interventions such as peer support, personal assessments and individualised health plans, serially reinforced.  Such programmes report better results in terms of changing the actions of older adults, with earlier detection of health problems and avoidance of more serious problems and hospitalisation.  Health care costs are subsequently reduced (Haber and Lacy, 1993; Fries et al., 1993; Fox et al., 1997).  As with any age group, programmes addressing the needs of older adults must be appropriate, accessible and affordable.  The studies cited above show that they also need to be ongoing, to sustain behavioural change and to reach the new entrants to the target age groups.



An example of a comprehensive health/mental health promotion with a large number of older people participating was one designed by a coalition of community health organisations in Boise, Idaho.  The two programmes, ‘Growing Younger, a physical wellness programme including stress, and ‘Growing Wiser’ a mental wellness programme, focused on a positive image of ageing.  Evaluated results included many significant positive changes, including fitness, weight, stress, blood pressure, social relationships and memory functioning, together with less depression (Raeburn and Sidaway 1995; Kemper and Mettler 1990).



Some effective health promotion work has been part of the ‘safer city’ projects.  The Tenderloin Senior Organising Project in San Francisco recognised the poor health, social isolation, vulnerability and powerlessness of low income old people in single-room occupancy in inner-city hotels.  As organisers and student volunteers established rapport with the older adults, issues such as crime, loneliness, rent issues and dissatisfactions were channelled into concrete action (Minkler 1990; Labonte 1996).



Community based programmes 

In applying evidence, primarily from North American public health programmes for older adults to the New Zealand context, there are some concerns about differences in social structures, cultures and health delivery frameworks.  Many programmes are based in, and coordinated from, community senior citizens’ centres which serve as a central point for health promotion, as well as through other formal and informal networks (Haber, 1996; Glor, 1991).  Support groups often develop to articulate and take action on their own needs and issues (Toronto Dept Public Health 1994).  



In New Zealand, delivery of services to older adults has been rather ad hoc, with incomplete regional coverage.  It may be easier to interest people in health promotion programmes if they are run from a community base.  New Zealand has a large number of community houses, including over 30 women’s centres.  Working through these could maximise existing resources while addressing some older people’s reservations about the ‘ghetto-isation’ of old age.  Most appear to offer an occasional activity specifically for older people, as well as some general activities that attract some people aged over 65.  The Avondale Community Centre is the base for a number of self-organised groups, that includes a Senior Citizens’ daytime social activities group, an Over 60s Nuiean craft group, and an Over 70s talk group that shares stories, songs and visits neighbouring resthomes.  A weekday walking group, a ‘gentle exercise’ class and a line dancing group also attract the ‘young old’.  This model and that of the Older Women’s Network could be encouraged through funding community centre based activities for those aged over 65s.  These could be part of the centre’s programme either: programmes specifically for those over 65; programmes suitable for older people with encouragement for over 65s to join in; by initiating and encouraging groups of older people to plan and decide on their own activities; or simply as a base for self-organised group activities. 



Recreation and sports centres could be encouraged to initiate programmes or self-help groups designed to attract older people.  Bowling clubs currently provide many older people with opportunities for gentle exercise and socialising.  They could also be a vehicle for health promotion on a range of issues and information about services.  Safer City projects involving local government and a range of health and other agencies could be encouraged and funded to add an additional focus on the health and safety needs of older people to existing programmes.  The Sport Waitakere walking groups’ survey and the San Francisco project mentioned above provide examples of this. 



A review of US model community programmes to reduce cardiovascular disease through lifestyle change emphasised the use of local settings and using organisers perceived as leaders in the local community, with training provided on the background and rationale for community based CVD prevention efforts.  The most critical decision was noted as the selection of a community organiser, the most critical intervention the training of that person, and the most critical resource the technical support that organiser was given (Mittelmark et al. 1993).  Evaluation of a controlled community CVD programme in Sweden noted a wide support for continuation of the programme, and a successful means of transforming health knowledge into lifestyle change by individuals.  It also noted, however, that problem definition was perceived to have remained with health professionals.  There were indications that health promotion more firmly rooted in the local population might have been more sensitive to people’s habits and cultural patterns as a factor, and might also have led to adoption of a wider healthy lifestyle goal, by incorporating concerns raised, such as environmental pollutants, degenerative back injuries, stress and isolation (Brannstrom et al. 1994).  



Community based multi-level integrated interventions to improve health among older people will require time for community organising, needs assessment and priority settings.  They offer the opportunity, not only to promote lifestyle change by individuals, but to address local environmental factors that shape and sustain lifestyle choices.  To be effective in the longer term, programmes need to be ‘institutionalised’ in appropriate community bases and organisations involving older people, with local community staff, volunteers and other change agents training to take over most programme operations after a period of external and expert assistance (Elder et al. 1993).  As part of this, there is an opportunity to involve the growing group of ‘young old’ in self-help health activism.  Literature on community health action more generally develops insights on relations, expectations and communication between funders, community organisations, health agencies and local government (Israel et al. 1998; Casswell 1995, 1998; Substance Abuse & Mental Heath Services 1997). 



�Health promotion in residential care

Although older adults in residential care have specific needs, in many instances health promotion programmes for the general population of older people should be extended to reach those within residential care, as there are still substantial gains to be made.  There is a tendency for long-term care residential patients to relinquish much of the responsibility for their own care, which has the effect of increasing disability (Taylor et al., 1995).  There is also evidence on the need for nutritional screening programmes in New Zealand institutional settings to maintain the health and vitality of older residents and patients (Wallwork, 1992; McLachlan and Tuttle, 1998). 



Exercise programmes for rest home residents is discussed above.  Other studies indicate that maintaining a range of recreational activities is important for self-checking of both physical and mental health, continuing learning, and maintaining language proficiency, among other benefits (Geiger and Miko, 1995).  More attention needs to be paid to the social environment of residential homes, as Australian studies suggest this is significantly related to depressive symptoms amongst residents (Phillips and Henderson, 1991).  A Swedish study found that rest home designs that facilitate visual perception, particularly in terms of space and lighting, without reducing the size of communication areas, can help reduce mental health problems (Elmstahl et al., 1997). 



Health promotion through the media

‘Social marketing’ is the application of communication and marketing concepts to the design, implementation and management of health promotion programmes.  Swedish researchers have emphasised its importance as one component in effective heart health promotion alongside screening, direct efforts to change behaviour and environmental interventions.  This creates awareness of health issues, problems or solutions, creates demand for health services or support for community action and prompts or reinforces behaviour change (Elder et al. 1993).  



The value of harnessing the media in the delivery of public health information to older adults through printed material, video, radio and television was highlighted by many submissions on a Discussion Document on The Health and Well-being of Older People and Kaumatua: Public Health Issues (Ministry of Health 1997a).  Older adults often have more time for reading, listening to the radio and watching television.  They are also likely to be more sensitive than any other age group to the state of their health (Hickey and Stilwell 1991).  



One cost effective way of targeting information to this audience may be a regular discussion programme on health issues for older people on National Radio or the ‘talk back’ stations.  Open discussion of topics like prostate cancer or exercise to prevent incontinence could be heard privately at home, but also help make it easier to discuss these things with family and primary care professionals.  Low cost media work by health promoters or advocacy groups can also include placing articles in the free suburban papers, which welcome material, or offering opinion pieces on health and policy issues affecting older people to the daily newspapers.



Other channels of communication identified as significant for health promotion with older people are free information phonelines (Ministry of Health 1997a), and the Internet.  Older New Zealanders, including older women, are increasingly using email to keep in touch with family (Reorda 1998).  Telecom NZ has identified users age 55 and over as a growth group for Internet use and reports great consumer interest in their SeniorNet training and support programme.  In some North American cities older people have access to the Internet and skills training for older people through public libraries or senior citizens centres, and are using these skills, not only for personal communications, but for group advocacy on their own behalf on a range of issues (Milio 1996).  In Australia the Older Women’s Network provides a website for information, advocacy and support (Older Women’s Network 1999).



Liaison with Other Sectors



Coordination between primary and secondary health care, and between health and other sectors, is vital if holistic programmes aimed at improving the health of older adults are to be successful.  



Over 90% of older adults in New Zealand have seen a GP in the previous year (MoH, 1999), indicating that the education and cooperation of GPs is vital to health promotion.  General medical practices and other primary care givers may be the best way of reaching older adults who may miss out on health information.  GPs, as well as hospitals; often make referrals that lead to contact with other primary health care providers who visit the homes of older people to assess needs, provide health advice as well as specific care, and initiate involvement in programmes.  



However, there appears to be a distinct difference in approach to health promotion for older adults between community groups and GPs, contributing to poor distribution of health promotional information (Cameron, 1998).  Over-worked GPs may respond negatively to health promotion programmes if it increases their workload (Kerse et al., 1997).  A Californian study suggests input from GPs into the design of materials may increase their cooperation and consequent adherence of their patients to the programme (Buela et al., 1995).  



Although GPs and practice nurses are important as referral agents and gatekeepers of health information, examples in the USA and in New Zealand suggest that they may not be the best base for health promotion programmes.  Private practice medicine is by its nature focused on individual curative strategies, with a profitability imperative, that could be in conflict with preventative and population based public health perspectives, reducing effectiveness in the delivery of health promotion strategies.  



Some concerns expressed about ‘managed care’ are relevant to effective health promotion with older people.  Priority setting and resource allocation by ‘health gain’ discriminates against older people, who in many instances are not going to get better, and against health promotion and preventative strategies in general, since the benefits of these are less easily proven than ‘cures’ of diagnosed illnesses (Coney 1998).  Historically, GPs have not cooperated well with other health professionals.  Managed care budget holding by medical practices may privilege curative practices and increase charges to older people, while undermining currently valued independent health support services (Coney 1997).  



The importance of public housing to older people, and the role of housing in health, points to the importance of strong public health input into policy decisions about housing, at both national and local government level (Statistics NZ 1998b).  Local governments and their planners also have a role to play in ensuring that recreational opportunities exist for older adults (Evans, 1995), by planning ‘passive parks’ and walkways, not just sportsfields.  This points to the necessity of an on-going role for local government in ensuring the availability of low cost housing for older adults, particularly given the importance of adequate housing to general health and well-being.  In view of the connection established between pet ownership and better health (Siegel, 1993), policies for the management of public housing and pensioner flats should favour smaller pet ownership by older tenants.  



There is also evidence to suggest that cooperation between university departments and community organisations in the research and promotion of health for older adults can be successful in developing effective programmes (Richmond and McCracken, 1996; Slaninka and Galbraith, 1998), as well as providing the programme evaluation required by funders.  The value of a partnership approach between community organisations and formative evaluators has been well established in the field of health promotion generally (Israel et al. 1998; Gillies 1997) in relation to alcohol and other drugs and drink driving (Stewart, Casswell and Duignan 1993; Dehar, Duignan, Casswell 1992).
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