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ABSTRACT 

This research was prompted by over a decade of personal experience in dealing with 

o lder people in hospitals, rest homes, in Retirement Villages and in the community. The 

focus of the study was about people living in Retirement Villages. This research has 

been contextualised within the available literature by discussing some prior research 

regarding informal service provision in New Zealand and by referring to prior 

international research regarding the role that information dissemination has on service 

provision for older people. Service provision by the New Zealand Government and 

others is well documented throughout the literature. 

A qualitative method of research: observation. discursive interviews and a focus group 

discussion. was used to determine what older people know of health and other 

government services that are available to them. The research was conducted in three 

Retirement Vi llages in the Waitakere Region of Auckland, New Zealand. The results of 

the individual interviews were confirmed after a focus group discussion. Generally all 

the residents were very happy with life in a Retirement Village and felt empowered to 

express their views and requests to the manager of the Retirement Village in which they 

resided. A few of the respondents (all women) said that although they knew that they 

had the right to, they did not venture to communicate their needs to management 

because they had been raised in an era when women had no ' voice' . The research 

confirmed that there is a need for information dissemination to o lder people about 

support services that are available to assist them to live independently to facil itate 

optimum use of these services. The respondents who were so lely dependent on financial 

support from the government were better informed about available services and how to 

access it than were the respondents who were financially independent. 
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INTRODUCTION AND OVERVIEW 

As a recent immigrant, with over a decade of experience in service provision for 

older people, my own experience when entering the aged care industry in New 

Zealand has been that there is a paucity of information about the available resources 

for older people, as well as how to link with other service providers. This is borne 

out by the Te Pumanawa Hauora ( 1997), report that cites lack of appropriate 

information and the need for integrated services as barriers to accessing servi ces. A 

desire to increase my own understanding (in order to provide a more efficient service 

for older people who arc in my care) and to create a source of reference (body of 

knowledge) for my colleagues. including those whom have been recruited from 

overseas. was the catalyst for this study. The study was conducted in Retirement 

Villages situated in the Waitakere Region. Prior to the commencement of this study, 

the Ethics committee of Massey University Albany campus scrutinised and approved 

the research protocol. 

The Context of the Study 

Older people in ew Zealand are growing in numbers and as a percentage of the 

total population (Statistics New Zealand. 2000). This trend will continue to raise the 

profile of older New Zealanders as a group of critical importance for politicians and 

for policy makers because of their voting power. A common refrain in research 

reports spanning the last twenty yea rs. about service provision for older people in the 

community and elsewhere. has been to point out the involvemt:nl of several 

government departments, voluntary, church and private providers (Scharf, 1995: 

Jansen, 1997). The lack of any identified organisation with an overa ll responsibility 

has been seen as contributing to a lack of co-ordination and focus in community care 

(Scharf, 1995; Jansen, 1997). While this may have been true in the past, the 

Ministry of Social Development is now co-ordinating policy development, 

implementation and evaluation of strategies to improve the quality of life of older 

people (Ministry of Social Development, 2002a). 
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The Office for Senior Citizens, a unit within the Ministry of Social Development, 

advocates for older people at Cabinet as well as in other government policy forums. 

The increasing proportion of older people means that issues within the portfolio are 

becoming prominent and are subject to greater political debate and public interest. 

The scope of the portfolio is broad, incorporating positive ageing, health, retirement 

income, housing, security, transport and other issues ' (Ministry of Social 

Development, 2002a). The Office for Senior Citizens has received correspondence 

related primarily to the matters of retirement income including New Zealand 

Superannuation and supplementary assistance, health services, the Retirement 

Villages legislation, older driver licensing and the residential subsidy (Ministry of 

Social Development, 2002a). As a result of this correspondence, and as a 

consequence of escalating cost of institutional care for o lder people and the ideology 

of the reigning political party, the government made a decision to promote age ing in 

place. Members of a reference group appointed by the Ministry of Social Policy 

developed a Positive Ageing Strategy and Action Plan, which is revised in July of 

each year. The Positive Ageing Strategy provides a strategic framework for 

government policies and services through an agreed set of positive ageing principles 

(Ministry of Social Development, 2002a). 

The Positive Ageing Strategy represents a paradigm sh ift from encouraging 

institutionali sation of older people. to promoting independent living in the 

community. Self-care wou ld be supplemented by informa l commun ity (unpaid) care 

by relatives or other primary carers and wou ld be complemented by formal (paid) 

services and/or facilities supplied by government appo inted agencies and others. The 

growing proportion of people aged 85+ has given rise to an increased number of 

older people becoming frail and physically dependent (Cantor and Brennan, 2000). 

The proportion of two-generation older people is increasing, with a concomitant 

decrease in carer support being provided by relatives. Policy issues about carer 

support and respite care have been areas that have been a focus for research in New 

Zealand (Belgrave and Brown, 1997, Patterson, 1997). 

There is a social need for appropriate housing and services for those older people 

who want to remain in the community but look for a 'home-away-from home '. In 

New Zealand there are many different types of housing options for people generally, 
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as well as for older people specifically. These include ordinary housing, serviced 

flats and Retirement Villages. As the baby-boomers enter retirement age, there is a 

new trend among older people. They tend to be physically active, involved in the 

community, seek a socially satisfying environment and look for living conditions 

that suit their lifestyle. Some of them are looking for a transitional lifestyle. The 

Retirement Village industry fulfils this market niche. 

From 1998-2000 there has been a growth of 13% in the Retirement Village industry 

from 205 Retirement Villages in 1998 to 303 in 2000 with an estimated population 

of 21,000 people over the age of 65 in 2000 (Ministry of Social Development, 2002a 

1
). lt is reasonable to assume that while the industry is profitable, it will continue to 

grow. An aspect of concern is that the ageing population is predicted to continue to 

grow overall but especially among the old-old (those aged 85+). 

The Retirement Village industry caters for the needs of physically active as well as 

physically dependent older people. One direction the Retirement Village industry has 

taken is towards providing medium to low density, low maintenance, secure housing 

that has communal areas for in-house social activities. It also provides transport for 

shopping or community activities and has a progression of services. Some of these 

services are part of the contractual agreement between the older person and the 

village management and some are provided (by the village or others contracted by 

the village) on a user-pay basis. Provision of care may become a contentious issue in 

Retirement Villages that have facilities to provide continuity of care on a user pay 

basis, if the older person has not fully understood this aspect of the contract or took 

it for granted that continuity of care would be part of the contractual package. Age 

Concern New Zealand and others have expressed concerns about the need for 

legislation to govern the management of Retirement Villages in New Zealand (Age 

Concern New Zealand, 2000). The response of the Ministry of Social Policy has 

been to develop the Retirement Villages Act 2003 No 112. The aim of this Act is to 

protect older people who enter into legal contracts when they purchase a unit in the 

Retirement Village. 

1 Ministry of Social Development, 2002a, Chapter 7: 3. 
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'The very old and the very young are high users of health services. Per capita health 

costs increase and accelerate significantly from age 65. While people over 65 make 

up 12% of the population, they use 37% of total public health expenditure' (Ministry 

of Social Development, 2002a). The Ministry of Social Development has confirmed 

the increased use of health services by people aged 60+. 'S ince 1997/ 1998, the 

proportion of Disability Allowances granted each year which covered people who 

were aged 60 years or over has increased from 30% to 36%, while the proportion 

covering people under 15 years has shown a corresponding decrease' (Ministry of 

Social Development, 2003b: 77). The increasing healthcare requirement of older 

people clearly is a significant policy issue. It also has cost implications and can 

impinge on the Retirement Village industry ' s willingness and/or ability to expand in 

the area of health care of older people (Scott, 2001 ). It is essential that New Zealand 

health services be structured to make the best use of health funding to meet an 

increasing demand for these services. 

Problem Statement 

The increasing number of older people in New Zealand has led to a growing demand 

for long term living facilities in the form of Retirement Villages. Older people living 

in a Retirement Village may be independent now, but within several years they may 

not be able to walk without assistance and require other support to remain 

independent. The state does make provision for services and financial support for 

those older people who have been assessed to need long-term assistance due to a 

disability. and who cannot afford to purchase such services. On average, levels of 

di sability and need for support increases wi th age yet many older people with a 

disability or who are ill do not access formal support services at all (Ministry of 

Social Policy, 2000). Support services are under-utilised for .a variety of reasons one 

of which is cited to be the fact that General Practitioners who are in most cases the 

Primary Health Provider, may not be aware of the range of benefits that such people 

are entitled to (Williams, 1989). Another reason is that older people face barriers to 

accessing services themselves due to the lack of publicity about existing services 

(Ministry of Social Policy, 2000). 
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Hypothesis 

There is a difference between the availability of government-funded services, and 

knowledge and use of such services, by people who I ive independently in Retirement 

Villages. 

Ethical Issues 

Consent was obtained from the Ethics Committee of Massey University prior to 

conducting the research. The nature of the research was explained to the residents' 

committees and the managers of the participating Retirement Villages. The manager 

of each participating village gave written consent for me to have access to the village 

to conduct the research and provided me with a list of names of residents who had 

expressed interest in taking part in the research. Each participant was contacted to 

explain the study, answer any questions and to give them an information sheet 

detailing the research process. They were informed of their right to withdraw from 

the study (Addendum Two). Appointments for the interviews were then set up. In 

the case of the focus group the participants were asked to sign a form stating that 

they would honour the confidentiality of the information received during a group 

session. They were informed that I could not guaranteed anonymity within the 

group. 

Overall Purpose of The Research 

The purpose of the research is to establish whether there is a difference between the 

availability of government-funded services, and knowledge and use of such services, 

by people who live independently in Retirement Villages. An exploratory descriptive 

research design was chosen because it meets two of the three basic purposes of this 

type of research: 

1. To satisfy the researcher's curiosity and desire for better understanding, 

2. To test the feasibility of undertaking a more careful study, and 
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3. To show the path of prior research and how the current project is linked to it 

(Babbie, 1992: 90). 

In addition, this research is breaking new ground: it evaluates the perceived service 

needs and usage of services provided by the government and others to older people 

who live independently in Retirement Villages. Breaking new ground is appropriate 

for exploratory research (Babbie, 1992: 91 ). 

The objectives of the study were: 

I . To do a I iterature review in order to: 

• Analyse demographic trends in to obtain a clearer understanding of the 

composition and dynamics of the older population in New Zealand, and to 

obtain a snapshot of what the population in Retirement Villages was likely to 

be like. 

• Explain the nature of public policy, the Positive Ageing Strategy and its 

relation to ageing in place in Retirement Villages . 

• Review prior knowledge of services and facilities for older people, including 

formal and informal support service delivery in the community and 

Retirement Villages, in order to integrate and summarise what is already 

known in that area. 

• To review prior relevant research to establish the current thinking of service 

provision for older people in New Zealand and elsewhere. 

2. To establish why some older people choose to live in a Retirement Village rather 

than remain in their own home. 

3. To establish whether older people are engaged in doing formal and/or informal 

work. 

4 . To determine which services the independent living older people in Retirement 

Villages expect the government to provide through individual and focus group 

discussions. 
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5. To explore the dissemination of information to older people, especially those who 

live in Retirement Villages. 

6. To raise policy issues based on the literature review as well as the research report. 

The Research 

The study is about people living in Retirement Villages. In its focus on older 

peoples ' knowledge of, and use of support services that are provided by the New 

Zealand Government and others, this research is designed to use qualitative methods 

of study (observation, discursive interviews and a focus group discussion) to 

determine what older people know of health and other government support services 

that are available to enable them to live independently for as long as possible. 

Individual interviews were conducted on sixteen people who lived in three 

Retirement Villages in different locations in the Waitakere Region. An interview 

guide schedule based on the objectives of the research was used . The questions were 

open ended in order to give the respondents the opportunity to answer in as much or 

as little detail as they wanted to . In order to keep the respondents focused during the 

interview, probing questions were asked relating to comments they made. Any line 

of enquiry that arose during the interview was followed up by further questions. If 

the questions were not clear enough, an adaptation was made to the question before 

the next interview. The question relating to whether the respondents worked, for 

example, was misconstrued by the first person that was interviewed, thus a working 

definition of what could be classified as ' work ' was developed and incorporated in 

subsequent interviews. The interview schedule was refined as the research 

progressed with the view of making the information that was obtained from the 

research more credible . 

It was decided to use a focus group of eight people to verify the information obtained 

from the individual interviews. They were selected from the original sample group of 

sixteen people who participated in the individual interviews. This approach was 

selected so that the focus group was then able to take ownership of the results of the 

individual interviews. By presenting them with information in a summarized form it 

stimulated them to debate issues, ask questions for clarification, add to what people 
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said, verbalize anecdotes about their own experiences of service provision by the 

government and other service providers that served to affirm or add to the topic that 

was being discussed. 

This methodology allowed for demystifying the discrepancy that appears to exist 

between the availability, knowledge and usage of services that are available to assist 

older people to live independently for as long as possible. 

Organisation of the Thesis 

The literature and policy review is dealt with in Chapter One to Chapter Six and the 

research project is dealt with in Chapter Seven to Chapter Nine. 

Chapter One provides a snapshot of the scale and demographic structure of the older 

population of New Zealand. It identifies some of the consequences of current 

demographic changes and links it to the growing demand for Retirement Villages 

with the concomitant need for policy development to ensure that older people have 

access to appropriate services that will enable them to age in place. 

Chapter Two explains the nature and purpose of public policy. It highlights that 

social policies affect the welfare of citizens but that there is tension between the 

responsibility of the state, the individual and the community to ensure that older 

people are enabled to contribute to appropriate policy development. The Positive 

Ageing Strategy is identified as an enabling policy that strives to assist older people 

to age with dignity while remaining active community members. The need for 

su itable houses and appropriate healthcare are identified as cornerstones of the 

Positive Ageing Strategy. 

Chapter Three describes housing options for older people who live in New Zealand 

and links it to the Positive Ageing Strategy that emphasises that ' for older people to 

maintain independence, it is important that they have housing appropriate to their 

needs ' (Ministry of Social Development, 2002a, Chapter 4: 2). It provides an 

international perspective on housing as well as the development of the concept of a 

continuum of care. The strategy for a continuum of care is linked to the Retirement 
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Village industry in order to analyse strategies/policies that have been put into place 

to encourage older people to live in their own homes for as long as possible. 

Chapter Four describes Retirement Villages in general and examines Retirement 

Villages in the Waitakere Region. It analyses advertisements and other public 

information about these Retirement Villages2
• It reports on the services offered by 

the villages and reviews the legislative aspect and the governance of Retirement 

Villages. The chapter concludes that older people who live in Retirement Villages 

are no different to those older people who live in the community. They have the right 

to access the same health and other support services to enable them to age in place. 

Jn order to do this they need to have access to information about the relevant 

services. 

Chapter Five addresses the importance of formal and informal healthcare because the 

need for and usage of health services increases with age. The significance of 

informal care is explored as well as trends and policy developments in healthcare 

provision for older people who live independently. The problem of access to 

healthcare is discussed in order to emphasise that people need to be aware of what 

healthcare services are available and should be kept informed by means of 

appropriate information dissemination in order to make informed decisions. 

Chapter Six expands on community services for older people within a community 

context. It identifies and describes the roles of some of the key role players in the 

provision of care services: the doctor, social worker, the Ministry of Health, and the 

Ministry of Social Development. The fact that the Ministry of Health has identified 

(and is addressing) the issue that there is a paucity of information about government 

and other resources, and that older people need to be empowered by making 

information available and accessible, is discussed. 

Chapter Seven links the problems identified by the literature review in relation to 

access to services, to the research question. These questions also form the basis of 

the interview guide that was used as an instrument to do qualitative research to focus 

2 Described in Addendum One 
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on how the respondents experience and perceive service provision in Retirement 

Villages and what they think the role of the government and others are with regard to 

service delivery. 

Chapter Eight documents the research results. Common themes were identified in 

the responses of the individual as we ll as the comments of the focus group. Th is 

allowed the responses to be quantified. Some responses were quoted verbatim which 

allows one to gain ins ight into the attitudes that some older people have toward 

being labelled by society as ·beneficiaries·, and why some o lder people a re reluctant 

to make use of support services provided by the government. 

Chapter Nine is an analysis of the research results and links it to resea rch objectives 

as we ll as to the literature review. The findings of the study are weighed against the 

research hypothesis and some issues that may impact on future policy direction are 

raised. 

Prior Research in New Zealand. 

New Zea land is recogni sed as being innovative in the field of social policy 

development. Prior to commencing with the research I endeavoured to establ ish what 

relevant or re lated research had been done in New Zealand to avoid repetition, and 

also to build on the body of knowledge that is available. Older age (85 years and 

older) is associated with disability, therefore particular attention was paid to research 

related to the care-provision that may be needed by this age group. 

The 1996 Household Disability Survey recorded 66% of women and men aged 75 

and over. as identifying having a disability (Health Funding Authority and Ministry 

of Health, 1998). From a national sample of 3000, Abbott and Koopman-Boyden 

(1996), found that over one-third of the total adult population is providing regular 

informal care to older people, with people who are retired, unemployed and 

homemakers providing the largest amount of care (Ministry of Social Policy, 1999: 

I 0). The key factor influencing family care is agreed to be not fam ily s ize but having 

a spouse or daughter (Ministry of Social Policy, 1997: 30). 
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In 1996, Waitemata Health carried out the most substantial New Zealand study to 

date of home-based services as an alternative to institutional care (Richmond and 

Moore, 1997). This Case Management Study of 186 clients, conducted by Belgrave 

and Brown found that carers in the home suffered considerably more non-financial 

cost, such as stress and social isolation. The drudgery of providing day-to-day care 

was significant and ongoing. Often this was compounded by the level of disability of 

the person being cared for (Belgrave and Brown, 1997). The study found no 

statistical difference in activities of daily living or support needs between those 

receiving care at home and those in institutions. Those in the home care group who 

made use of support services were more satisfied with their living arrangements 

(Ministry of Social Policy, I 999: I I). In a survey done by Patterson (I 997), not one 

of the research respondents had heard about the 28-day alternate care scheme funded 

the Department of Social Welfare. This scheme aims to provide relief for caregivers. 

Barker (2000), demonstrates that beneficiaries share the same diversity of views 

regarding the provision of welfare as could be expected from the general population. 

There are barriers to accessing support services such as lack of culturally appropriate 

services, lack of information and the need for integrated services (Te Pumanawa 

Hauora, I 997). 

Prior Research In Other Countries 

Prior research in other countries was explored in order to glean information about 

international trends in information dissemination about services for older people. 

Representatives of organisations run by and for older people in Slough formed a 

Project Working Group with the University of Reading research team (Quinn, 

Snowling and Denicolo, 2003). The study examined the needs and problems of 

various communities of older people in Slough in relation to information, advice and 

advocacy. The study found that: 

• older people experienced barriers in accessing information in three stages by: 
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I. becoming aware that there was advice or advocacy that could help in 

their situation, 

2. gaining access to appropriate and comprehensive information and 

advice, and 

3. receiving practical assistance to act on information and achieve a 

solution. 

• They welcomed advice that helped relate information to their particular 

circumstances and how to obtain services they needed. 

• Older people valued information that was topic based rather than agency 

based. 

• T hey wanted timely information, often at a point of change or crisis in their 

lives. They desired continuity of contact to avoid having to retell their story 

to new people. A follow up service was also appreciated, ensuring a solution 

was achieved, rather than s imply being referred on to yet another potential 

source of information. 

• The study also fo und that services struggled to provide accurate and 

comprehensible information to other people, in the absence of resources to 

develop and maintain information databases. Older people' s preferred 

so lutions inc luded: an information bank to provide a comprehensive and 

updated source of information. and an information centre to provide a point 

of contact for older people (Quinn, Snowling and Denico lo, 2003). 

In 1998, the Health Education Authority in the United Kingdom commissioned the 

Po licy Studies In stitute to carry out qualitative research among professiona ls that 

explored the barriers that prevented them from conducting health promotion 

activities am ong older people. Interviewees said that older people needed better and 

more accessible information, in the form of a national campaign, well designed 

material and innovative ways of dissemination. Older people needed information on 

home safety, health promotion, benefits and services (Health Education Authority, 

2003) . 

According to Bodie ( 1997), some older people taking part in a series of focus groups 

felt that there was not enough information available about health and social care. 
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One suggestion was that it might be more appropriate to provide information 

verbally to older people, allowing for questions and discussion . This is supported by 

the findings of Tinker et al (1994 ), who found that word of mouth was cited as the 

most important source of information about services. Toffaleti ( 1997), found that 

older people in a survey were more likely to turn to their friends and family for 

advice and information than to professionals. Only one in ten thought that they 

would turn to the local authority. ln another piece of focus group research (Beattie, 

1997) a group of older Irish people suggested that a health visitor focusing on older 

people could act as a source of advice and assistance. 
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CHAPTER ONE 

Demography and Population Ageing 

1.1. Population Growth 

·New Zealand's estimated resident population was 3.98 million at the end of 

December. 2002 and reached four million on 24 April, 2003. During the 2002 year, 

the population grew by 63.400 or 1.6 per cent, a rate of growth that was higher than 

the average for the decade and comparable to a previous peak in 1995" (M inis try of 

Social Deve lopment, 2003a: 17). 

1.2. Age and Sex Structure of the population 

Population ageing in New Zea land. as in other developed countries began over a 

century ago. with the onset or trans iti on in fert il ity from relat ively large to relatively 

small families (Stat istics New Zealand, 2000). New Zealand is experiencing a 

maturing population cha racteristic of most economica lly developed countries. ·The 

median age of the population is currently 35 years and is expected to rise to 38 years 

by 20 12 and to 40 years by 2023. Males outnumber females among ch ildren and 

youth. but females are predominant among adults, particularly from the late twenties 

to the mid-forties. and from the late fifties onwards' (Ministry of Socia l 

Development, 2003a: 2 1 ). 

At the end of March 20023
, over ha lf (54%) of a ll older people were aged 65-74 

years, over one third (35%) were aged 75-84 years and just over one tenth ( 11 %) 

were aged 85 years or older. T he rate of growth in the older population (currently 

just over I% per year) wi II increase over the next decade, accelerating to over 3% 

per year after 20 l I as the o ldest members of the post-war baby boom generation 

begin turning 65 (Ministry of Social Development 2002a). The people born in the 

3 Refer to Table l. l 
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post war ' baby boom ' will start to retire around 20 IO and the number of 'young 

olds ' will start to increase again at that time (Williams, 200 I). 

Because women have longer life expectancy than men, they make up the majority of 

the older population and their predominance increases with age. In March 2002, 

while women accounted for more than half of all those aged 65 and over, this 

proportion varied from 52% among 65-74 year olds, to 28% among 75-84 year olds, 

and 70% among those aged 85 and over (Ministry of Social Policy, 200 I b: I 5). The 

gender imbalance will continue to lessen at the older ages in future because males 

have made greater gains in longevity than females in the last two decades (Ministry 

of Social Policy, 200 I b: I 5). 

Table 1.1: Age and Gender Distribution of 65+ Population, March 2002 

% Female 

Female 2002 Female 2020 
Age in years Males Females Total 

64-74 59 50 54 52 52 

75-84 33 36 35 28 55 

85+ 8 14 11 70 63 

Total 65+ 100 100 100 56 54 
.. 

Source: (M ini stry of Socia l Policy. 200 I b: 15) Stat istics New Zea land. Estimated Resident Popul at ion 

1.3. Life Expectancy 

Life expectancy is the number of years a newborn could expect to live on average, 

based on the mortality rates of the population in a given year . Life expectancy at 

birth is a key summary of population health outcomes, specifically fatal outcomes, 

improvement in overall life expectancy reflect changes in social and economic 

conditions, lifestyle changes, medical advances and better access to health services 

(Ministry of Social Policy, 200 I b: I 5). An increase in mortality (for example an 

increased death rate of infants at birth or up to the age of one year), with a stable 

birth rate over the same period, will cause a decrease in the life expectancy of those 

people born within the same period. 
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In the period 1999-2001 , life expectancy at birth was 76.0 years for males and 80.9 

years for females (Ministry of Social Development, 2003b: 28). With the fall in 

infant mortality rate (from l 1.2 deaths per 1,000 live births in 1986 to 5.6 per 1,000 

in 1999), the impact of infant death on life expectancy has fal len. Between 1985-87 

and 1997-99, life expectancy at birth increased by 4.1 % for males and 3.3% for 

females (Ministry of Social Policy, 200 I b: 16). 

The increase in life expectancy and increase in the number of older people has 

resulted in many two-generation ·o lde r' families. The emergence of two generations 

of o lder people w ill cause changes in the mutual support network among fami ly 

members. In some cases people will enter old age and still have surviving parents 

(Spoonley, Pearson and Shirley, 1990). The impl ication is that a person aged 80+ 

may we ll have a son or daughter who is expected to assist in the care of the ir parent, 

yet they themselves may need ass istance. 

The o lder group itself is ageing. The o ld-o ld (85 years and over) are expected to 

increase six-fold during the projection period ( 195 1-2051) from 39.000 to over a 

quarter millio n by 205 1. It is this group of older people aged 85 years and over that 

has experienced the greatest proportiona l growth. In 1965 there were on ly 9.534 

people in this group and they accounted fo r 4.8% of the tota l o lder popu lation. By 

1996 their number had quadrupled to 38.463 and they accounted for 9. 1 % of the 

usually resident o lder population (Statistics New Zea land. 1998). 

1.4. Independent Life Expectancy 

Independent li fe expectancy (ILE) is the number of years a person cou ld expect to 

live independently, that is, without any functional limitation requiri ng the assistance 

of another person or complex device (Ministry of Social Development, 2002a: 26). It 

is an integrated measure of health expectancy, capturing both quantity and quality of 

life dimensions of health . lt is a positive measure, capturing expectations of life free 

from disability requiring assistance. On average, females can expect to live around 

68 years independently while for males the figure is aro und 65 years. In 1996, males 
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had an independent life expectancy at birth of 64.6 years. The figure for females was 

67.9 years. These figures mean that males can expect to live independently for 87 

per cent of their lives and females for 85 per cent (Ministry of Social Policy, 200 \b) . 

Table 1.2 Independent Life expectancy (ILE) in Years by Gender and Ethnicity 

Age Maori Non-Maori Total Population 

Male Female Male Female Male Female 

0-14 57.3 58.7 65.6 68.9 64.6 67.9 

15-44 44.8 45.4 52.3 55. 1 51.4 54.2 

45-64 20.0 20.0 25.4 28.0 24.9 27.3 

65 7.5 7.5 9.9 11.9 9.8 11.7 

ourcc: (Minisl!)' of I lealth. 1999: Table 54. 55 a). 

Because the impact of di sab ility greatly intensifies from middle age, the ratio of I LE 

to life expectancy declines sharply from around age 45. However, at age 65 al most 

two-thirds of remaining life expectancy will be spent independentl y. Females spend 

a higher proportion of the ir li ves needing assistance than males. In absolute years, 

females can expect to live longer, both independently and in a state of dependency, 

than males (Ministry of Health. 1999). 

The Maori population aged 65 and over numbered approximate ly 18.000 in March 

200 I. an increase of 6 1 % (6, 700 persons) from 199 1. Older Maori people made up 

3.4% of a ll Maori in 200 I . an increase of 2.5% from 199 1. The number and 

proportion of older Maori is projected to increase over the next three decades 

(Ministry of Social Development, 2002a). ·There is littl e in formation about people's 

experience across a range o f indicators· (Ministry of Social Policy, 200 I b: 11 ). 

There are no statistics for the number of Maori people who live in Retirement 

Villages, but in view of the fact that the representation of Maori decreases with age: 

in 200 I , they accounted for 6% of all 65- 74 year olds, 3% of 75-84 year olds, and 

just 2% of those aged 85 years and over, it can be assumed that Maori will 

subsequently be under-represented in Retirement Villages (Ministry of Health, 

1999). 
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The Ministry of Social Policy, (200 I b) stated that Maori spend more years requiring 

assistance than non-Maori, both in absolute years (females) and as a proportion of 

their shorter lives. While this does not have implications for short-term planning or 

policy formulation, it has long-term implications. The question that needs asking is 

whether older Maori will continue to be taken care of in the community or will more 

choose to live independently in a Retirement Village setting? According to Statistics 

New Zealand (200 I), in 200 I the majority of older people were English speaking, 

40,000 older people were able to speak two or more languages and Maori was the 

most frequently language spoken after English ( 11,232). In 1996, lLE at birth for 

Maori males was 57.3 years, 8.3 years less than for non-Maori males. Maori females 

had an ILE at birth of 58.7 years, a gap of I 0.2 years compared to non-Maori 

females. 

1.5. Ageing and Dependency 

Analyst primarily concerned about aged care services are more inclined to use the 

proportion of people aged 85+ when making predictions about the extent of age 

related dependency and the type of services that will be required. Physical and 

mental disabilities are two obvious potential causes of dependency, as are 

psychological or emotional inadequacies (Gibson, 1998). Day ( 1993), reminds us 

that circumstances may change rapidly as people get older, and that the capacity of 

any of us to cope may not be as great as we would wish. Successive problems such 

as ill-health, the death of a partner, change in personal fortune and the moving away 

of a son or daughter may be contributory factors in causing some older people to 

perceive themselves as becoming dependent on outside agencies for assistance. 

1.6. Ageing and dependency ratios 

A dependency ratio compares the size of the working population with the size of the 

populations of younger and older people. It makes the assumption that the non­

working age population is dependent on the working age population for support 

(Ministry of Social Development, 200 I b: I I). 
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Table 1.3. Dependency Ratios 2001 to 2051 

Per 100 people aged 15-64 Per 100 people in labour force Older 
people aged 

Year C hildren Older Total C hild ren Older Tota l 75 +and 

0- 14 people (Children + 0-14 people (Children + pe,.sons 
aged 45-64 

65+ older 65+ older not in the 

people) people) labour 
force 

2001 35 18 53 44 23 66 1.0 

2006 32 19 51 40 24 64 1.0 

2011 29 21 50 37 26 63 1.0 

2016 28 24 52 35 30 65 1.0 

2021 27 28 55 35 35 69 1.2 

2031 29 38 67 36 47 83 1.8 

2041 28 43 71 36 54 90 2.3 

205 1 27 44 71 35 56 91 2.3 

Source: (Ministry of Social Development. 200 I b: 11 ) 

In 200 I there were 18 people aged 65 and over fo r every 100 people aged 15-64 

years. By 2011 , the older dependency ratio is expected to be 2 1 per I 00. rising 

rapid ly to reach 38 per I 00 in 203 I . However the projected declining youth 

dependency from 35 per 100 people aged 15-64 in 2001 tu 29 in 2011 . means that 

the total dependency ratio (youth plus older people) will decline over the same 

period. The total dependency ratio is expected to rise to 67 per I 00 by the year 2031 

(Min istry of Socia l Development, 200 I). 

1.7. Conclusion and Policy Issues 

Some of the demograph ic trends that reflect the consequences and changes that 

occur in New Zealand a nd have imp lications for social and economic changes are 

well described well described by Cook and Khawaja, ( 1991 ). Some of the changes 

are: 
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• The effect of the increasing longevity of the population is compounded by 

the greater longevity of women compared to men. A direct consequence of 

this is that there will be fewer women who may be able to supply informal 

care for their ageing parents. 

• The situation will be exacerbated by the fact that the ratio of children to 

older people is projected to decline from 35 per 100 in 2001 to 27 per 100 in 

2051. This means that the working population will decrease. Older people 

will fill the gap left by the decrease in birth rate because they tend to work 

for more years since the age for eligibility for New Zealand Superannuation 

changed from 60 to 65 years in i 992. This wiil decrease the pool of older 

people doing voluntary work as well as providing informal care. 

• Peopie providing services for older peopie will themselves be older, therefore 

policies need to be developed and implemented to maintain their safety in the 

workplace for example the non-lifting policy that has been introduced in 

some institutions that provide a continuum of care for older people focuses 

on safe practice. 

• The trends toward later childbirth means that many of those who support 

their aged parents would be mothers whose dependanls have barely left the 

nest, thus the level of support they can give will be limited. 

• Increased life expectancy will result in two-generation o lder families: 

traditionally daughters have provided care for their ageing parents but in 

years to come they themselves will need care. A daughter or son aged 65+ 

cannot be expected to care for their parents. 

The increased numbers of older people in New Zealand and the growing demand for 

longer term living facilities such as Retirement Villages have policy implications. 

Policy issues are: 

Demographic trends suggest that the pool of informal carers will dwindle. This 

means that there will be a greater need for formal (paid) care such as homecare 

provided by various approved agencies. The Ministry for Social Policy (1997), 

estimated that the cost of in-home care alone was $440 million per week. 
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• Structures or processes need to be put into place to ensure that older people 

receive adequate care regardless of whether a family member can provide 

care or not. 

• Mechanisms need to be put into place to ensure cost-effective ways of needs 

assessment and provision of appropriate services to enable older people to 

continue to live independently in spite of disabilities associated with ageing. 

• Services need to be accessible. This means that people should be aware of the 

range of available services so that they can make an informed choice, and 

they should have information readily available of how to access these 

services. 
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CHAPTER TWO 

Public Policy and Older People 

2.1. The Nature and Purpose of Public Policy 

The term 'policy ' covers the intention, the activity, and the result of governmental 

actions. Policy formulation involves a process of decision-making that results in 

selecting a course of action. It involves the identification of alternative strategies or 

means to achieve these goals, and the identification and application of criteria judged 

useful in choosing among the strategies. It is a dynamic activity that is open to 

modification when conditions change (Moroney and Krysik, 1998). Public policies 

are the actions of governmental bodies that result in law. It is concerned with the 

processes by which policies are designed, evaluated, implemented and managed, and 

the monitoring of policy outcomes (Koff and Park, 1999). Public policies that affect 

the welfare of citizens are known as socia l policies (Midgley, Martin and Livermore, 

2000). 

Social policy is concerned with the ways in which the distribution of opportunities 

and resources available in society influences well being (Cheyne, O ' Brien and 

Belgrave, 2000: 3-6). Social policy does not always enhance welfare but may in fact 

cause ill fare (Midgley, Martin and Livermore, 2000). For example, social policy 

writers of quite different ideological persuasions have argued that public assistance 

or ' welfare' does not have a benevolent impact on the standards of living of poor 

families but rather it stigmatises them, controls them, or traps them in a cycle of 

dependency (Abramovitz, 1988; Murray, 1984). 

Leading politicians have declared that broad beliefs and values guided their policy 

and practice and, governments seek to apply their principles not just to one area of 

policy, but to apply it to an entire programme (Drake, 200 I). A number of key 

issues are concerned with rationales for government intervention: under what 

conditions and for what purposes should the government become involved in the 

lives of its citizens (Moroney and Krysik, 1998)? Crick, (1984), is of the opinion 
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that every government (and opposition party) claims adherence to a very s imilar set 

of values. Where some stress freedom, others emphasise equality, but most argue 

that reciprocity exists between the state and the individual in which freedom s are 

counterbalanced with social responsibilities, and communal equality with respect for 

individual privacy and autonomy. 

The tension between individual responsibility and community responsibility for 

poverty, and the effects of a pension on people's character have been the focus of 

much debate Opponents of state pensions have emphasised the despicable qualities 

of poverty and dependence, while supporters of pension argued the diversity of a 

colonial experience and accept hardsh ip and failures as a common fate. not a cause 

for blame. 

Koopman-Boyden stated that the Old Age Pension Act has contributed to the social 

construction of ageing as an illness. She expresses the opinion that the s tate 

quantified the concept of older age by defining legis latively that access to pension 

support would be at the age of 65 years. The state has continued its role in the 

quantification of o ld age throughout the 20111 century by legislating retirement ages. 

This was done partly in its capacity as an employer and its involvement in a variety 

of occupational and sector based superannuation funds. Following the introduction 

of the Police Provident fund in 1899, an optional contributory fund was established 

for railway workers through the Government Railways Superannuation Fund. This 

gave contributing members the option to retire at the age of 60 years and made 

retirement mandatory at 65 years (Koopman-Boyden. 1992: 84-85). 

The nature and extent of government support has been influenced by the ideology 

and moral values of the reigning political party. If we accept the idea that soc ial 

policy not only reflects values, but that it can shape values and enforce behaviour, 

we must reflect on the values that are implied by our current social policy approach 

to older people. Social policies are important in that they humanise the potentially 

harmful consequences of economic policies (Moroney and Krysik, 1998). For 

example, the position of o lder people in the welfare state in New Zealand has 

changed from a marginalized position of targeted (means-tested) sociaJ security to a 

position that older people, on the basis of chronological age have a right to receive 
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benefits and entitlements. Interestingly, while older people accept the right to receive 

superannuation, many are reluctant to accept other forms of assistance. This might 

be because in the past, state and charitable provision was seen to be inadequate and 

humiliating (McClure, 1998). 

The terminology used to describe assistance given to older people is reflective of the 

political will of the political party in power and may influence older peoples' se lf­

perception as well as community perceptions about older people. Terminology used 

to describe assistance given to older people and others are: pensions rather than 

·benefits', superannuation rather than 'handout,' soc ial security rather than ·welfare' 

(Thomson, 1998). 

Dependency means different things to different commentators, but includes the 

notion that large, and probably increasing, numbers of people receive cash benefits 

for long periods (Walker and Ashworth. 1994). The social welfare definition of 

dependency is being ·unemployed for a period of more than 26 weeks and receiving 

a benefit' (Barker. 2000: 55). This definition of welfare dependency excludes 

superannuitants. yet those who retire at the qualifying age continue to be welfare 

recipients for the remainder of their lives and for some. the benefit is their sole 

source of support (therefore they do depend on welfare to sustain them ). The 

contradiction in terms of the use of ·welfare dependency" in relation to 

superannuitants can be understood if ana lysed within the historic context of the 

development of the policies in relation to retirement provision. Cheyne, O"Brien and 

Belgrave (2000). argue against unemployed people being labelled as welfare 

dependent and describe dependency as being the paths in and out of welfare. This 

implies that for some there is an element of changed circumstances: they work when 

a job is available, and when unable to work, they go on a benefit. This can be 

described as intermittent dependenc:y4. 

Probably the most common treatment of dependency in the gerontological and 

disability literature has been, however, as a virtual synonym for disability. The term 

commonly used is dependent disability. This is in a sense a clinical usage of the 

4 My own definition 
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term, associated with physical dependency, although the extent to which it is 

characteristic of the individual or of the level of care needed by the individual has 

remained an unresolved tension (Gibson, 1998). In New Zealand older people are 

more likely to be dependent due to physical or mental conditions rather than due to a 

financial need. 

2.2. Policy Intent of the Positive Ageing Strategy 

The cornerstone of the ageing policy in New Zealand is the Positive Ageing 

Strategy. The New Zealand Positive Ageing Strategy aims to promote ageing in 

place across a broad range of portfolio areas ' such as housing and health (Ministry of 

Social Development, 2003b: 5). The Positive Ageing Strategy establishes a set of 

principles as a framework for integrating policies and programmes across the 

government sector. The New Zeaiand Positive Ageing Strategy aims to improve 

opportunities for older people to remain at home for as long as possible and to 

participate in the community in the ways that they choose. This will be achieved 

through identifying barriers to participation and working with all sectors to develop 

actions to address these, while balancing the needs for older people with the needs of 

younger and future generations. The underpinning premise is that the years of older 

age should be both viewed and experienced positively (Ministry of Social 

Development, 2002a). 

2.2.1. Positive Ageing and Housing 

Many components are involved in ensuring a positive quality of life for older people. 

These include suitable housing, existence of meaningful relationships and adequate 

income and healthcare. For older people to maintain independence, it is important 

that they have housing appropriate to their needs. Housing options should be 

affordable and appropriate. It should take an account of their infirmities and 

disabilities and should permit regular contact with community facilities and younger 

families. Integration of housing for the older people with the rest of the community 

should be planned and not left to chance (Ministry of Social Development, 2002a). 
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' Housing options for older people are undergoing a period of change. For example, 

within the last I 0 years there has been a four-fold increase in purpose-built housing 

for olde r people, such as Retirement Villages, within the commercial sector" 

(Ministry of Social Development, 200 I b: 44). The trend for younger people (55+ 

years) buying into Retirement Villages is becoming a feature of providing housing 

for older people in New Zealand. Social services authorities will need to work 

closely with housi ng authorities, housing associations and other providers of housing 

of a ll types in developing plans for a full and flexible range of housing. Housing 

needs should form part of an assessment of care needs. This is a crucial e lement in 

service provision for the older people, including those living in Retirement Villages 

(Ministry of Social Development, 2001). 

2.2.2. Positive Ageing and Health 

Strategies for health care provis ion for (o lder) people have fluctuated between 

minimal state provis ion and responsibility to universal provision. The Health of 

Older People Strategy sets the policy frame for health sector action to 20 l 0 to 

support the health and independence goals of the Positi ve Ageing Strategy. These 

two strategies provide the vision and po licy framework for developing an 

environment where older people can maintain capacity. contribution and 

participation for as long as possible but can a lso rece ive assistance when it is needed. 

It has as its health goal equitable, Limely, affordable and access ible health services 

for o lder people. Positive Ageing defines older age as a time for continuing 

contribution to and participation in soc iety (Minister of Social Development, 200 I a: 

5). 

Ideological, financial and pragmatic factors have acted as catalyst for health sector 

reforms. Changes have fluctuated from a minimalist approach and from a 

paternalistic approach to a market-oriented approach . Health care for older people 

takes up a considerable amount of the health budget (Ministry of Social Pol icy, 

1997). The focus of health planning for older people is to assist them to live 

independently for as long as possible by empowering them through involvement in 

decision making that will impact on their hea lth and well-being. 
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A major concern that affects the ability of o lder people to live independently has 

been identified as access to health and disability services (Dwyer et al, 2000). Older 

people identified the need for more funding for field officers and home visitors, 

having health equ ipment available for hire, and having meals-on-wheels avai lable at 

weekends. Older people also saw early intervention for cataracts, hip replacements, 

and he lp with buying hearing aids as being important (Ministry of Health, 1999). 

The Ministry of Health has identified three key drive rs for change: 

• Concern about the lack of strategic policy development and planning for 

health and disability support services for older people: 

• The desire to implement the New Zea land Positi ve Age ing Strategy within 

the hea lth sector; 

• The rapid increase in the number, and ethnic diversity, of o lder people 

(Ministry of Health, 200 I b). 

2.3: Barriers to Positive Ageing 

Positive Ageing is c losely aligned with the abili ty to ·age in place ·, that is. to be able 

to make a choice in later life about where to live, and to facilitate the receipt of the 

support needed Lo do so. Patterson ( 1997), conside rs that satisfac tion in old age is 

related to the extent to which there is a match between the resources people have and 

the expectations that are he ld by themselves and significant others. Thus, two people 

with s imilar resources in lt:rms of housing and health will vary in the extent lo which 

they feel satisfied in their lives with their own and others' expectations of how they 

ought to be living (and about the choices they make). The choices people make are 

influenced by personal experiences, expectations, and resources and by the person 's 

physio logical and psycho logical state. According to the Ministry of Social Policy 

(200 I a), 'older people face barriers to accessing services themselves due to the lack 

of publicity about existing services'. Older people and their families should be 

empowered to identify and overcome these barriers. 
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Empowerment refers to the process of helping people increase the degree of control 

they have over their lives. It invo lves: 

• Challenging stereotypes of dependency: a foc us on empowerment seeks to 

ensure that older people are not made dependent on workers or services. The 

concept of 'interdependency' (Phi llipson, 1989) is a useful one insofar as it 

acknowledges that older people have not only needs but also positive 

strengths to offer; 

• Giving people choices: instead of acting as the 'expert' who has all the 

answers, a more appropriate approach is one in which we help to identify 

choices, and support the o lder person through the process of deciding upon 

options and carrying them through; 

• Focusing on se lf-esteem: the negative stereotypes of ageism tend to be 

internalised by older people. This internalised oppression can then have a 

detrimental effect on confidence and self-esteem. Empowerment can counter 

the potential negative effects of ageism on self-worth ; and 

• Recognising oppression: it needs to be recognised that o lder people are 

vulnerable as individuals and could be subject to oppression or abuse. If this 

point is not acknowledged. practice may reinforce ageist stereotypes and thus 

negate the opportun ity for them to having a positive quality of life (Drake. 

200 I, Payne, 1997. Burch. 1999). 

2.4: Policy Issues 

The New Zealand Positive Ageing Strategy is of particular importance when older 

people want to continue to live independently for as long as possiple, especially in 

Retirement Villages, some of which provides a continuum of care. The Retirement 

Village Act 2003 No 12 that was promulgated 30 October 2003 has been into place 

to protect o lder people when they buy into Retirement Villages. 

Policy emphasis has shifted from non-regulatory (registration and licensing of older 

care facilities) to regulatory (compliance with quality standards leading to 

certification which is compulsory, rather than accreditation which is optional). The 
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Health and Disability (Safety) Act 200 I replaces licensing and registration with 

certification of people or organisations that provide hospital or rest home care or 

residential care for people with disabilities. All hospitals and old people's and homes 

for people with disabilities will need to meet the following standards: 

• Health and Disabi I ity Sector Standards NZS8 I 34, 200 I 

• Infection Control NZS8 l 42, 2000 

• Restraint Minimisation and Safe Practice NZSS8143, 2001 

This may lead to the closure of some facilities but it should have the desired effect of 

raising the standards of care for older people. Suitable education programmes have 

been developed and incentives for health and other professionals to up-skill should 

encourage specialisation in the area of care of older people. 

2.5. Conclusion 

The Ministry of Social Development leads social development in New Zealand. The 

Office for Senior Citizens is concerned with policies that affect the well being of 

older people. The New Zealand Positive Ageing Strategy provides a framework 

within which all policy with implications for older people can be commonly 

understood and developed. The need for suitable housing and healthcare has been 

identified as being essential if older people are to be enabled to age in place. The 

Ministry for Social Development promotes and monitors the Positive Ageing 

Strategy but there are barriers to the successful implementation of the concept of 

ageing in place. A significant barrier is lack of or insufficient information about the 

services that the government and other agencies offer that can assist older people to 

age in place. 
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CHAPTER THREE 

Older People and Housing 

3.1: Introduction 

World wide there is a move to enable older people to age in place. Research suggests 

that the concept of ' home' has greater meaning for the current generation of o lder 

people and encapsulates their sense of self, independence and sanctuary 

(Commonwealth Department of Health and Aged Care, 2000; Williams 1989; 

Richmond et al 1996; Gibson. 1998). 

3.2: Home Ownership 

As a nation, New Zea landers have a high rate of home ownership. At the time of the 

200 I Census, 76% of a ll older people owned their own home with or without a 

mortgage (Statistics New Zealand, 200 I). Home ownership or equity in a home 

continues to be one of the more important assets that older people may possess 

a lthough there is a downward trend in this regard (M inistry of Social Policy, 200 I a). 

Table 3.1: Distribution of Homeownership for 1618 Single Respondents and 

1442 Couples 

Single Respondents Couples 

68% owned their own homes: 94% 86% owned their own homes: 93% 

owned it freehold owned it freehold 

16% accommodation owned by a 8% accommodation owned by a 

re lative or family trust relative or family trust 

17% rented their accommodation from a 6% rented their accommodation 

private landlord, local authority, from a private landlord, local 

Housing New Zea land or other sources authority, Housing New Zealand or 

other source 

Source: (Ministry of Social Policy, 200 I a) 



31 

According to a study undertaken by the Ministry of Social Policy (Table 3.1), almost 

all of the single respondents and the couples, who own their homes, do so freehold. 

For single respondents owning their own home, the median value of the property 

was $125,000 compared to $175,00 for a couple owning their own home (Ministry 

of Social Policy, 200 I a). Single people were also more inclined to rent 

accommodation than were married couples. 

The Ministry of Social Policy (2001a), reported that both direct and subjective 

measures of economic standard of living suggest that the retired population do not 

generally have low living standards. This is not true of all older people. According to 

Robinson: ' Although research shows that the type of older person most likely to be 4-. 

interested in living in a Retirement Village is an older woman, living alone, or on a 

low to moderate income, this group is least likely to have the available income are 

assets to do so ' (Robinson, 1994). 

3.3: Living Arrangements of Older People in New Zealand 

According to Statistics New Zealand (1998), older people differ in their living 

arrangements from the general population. At the 1996 Census about 54% of older 

people lived with a spouse or partner. Among those aged 65-74 years, three out of 

ten lived in one-person households. Among the old-old group the proportion was 

twice as high, that is, three out of five. Women aged 85 years and over are twice as 

likely to be living without a spouse or partner, as men of the same age. 'Despite the 

fact New Zealand ' s population overall is ageing, and that there are more people 

living to over 85 , the proportion of older people living in the community has 

remained largely the same for the past 10 years ' (Ministry of Social Development, 

200lb: 43). 

The proportion of older people living alone has steadily increased over the past 30 

years, from 19.J % in J 966 to 30.4% of all older people in J 996 (Table 3.2). This 

increase can be attributed to the combination of increased life expectancy and the 

structural ageing of the New Zealand population. The changing nature of the family 
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and the increased divorce rates, suggest that there will be more, s ingle older people 

living by themselves in the future (Ministry of Social Policy, 1997). 

Table 3.2: Living Arrangements Of Persons Aged 65 Years And Over, 1966-

1996 

Living Arrangements 1966 1976 1986 1991 1996 

Living alone 19.1 % 24.7% 29.0% 29.8% 30.4% 

Total family or Relative 72.4% 66.0% 62.1% 61.3% 53 .8% 

Retirement home 1.9% 2.6% 3.7% 4.7% 4.8% 

Hospital 4.3% 4.0% 2.2% 1.5% 1.9% 

Not Specified 2.3% 2.7% 3.0% 2.7% 9.1% 

Source: (M inistry of Social Policy. 1997). 

There are more people living alone in Retirement Homes (Table 3.2), but fewer in 

hospitals. This trend may reflect an increasing inabi lity or unwillingness of families 

to care for older relatives, because of the factors discussed above. It may also be that 

there is a growing preference among older people to live alone and maintain their 

independence (Statistics New Zealand, 1997). A II s igns point to the soc ial care needs 

increasing exponentially, particularly with respect to the most difficu It types of 

assistance required by the functionally and cognitively impaired o lder people 

(Cantor. and Brennan, 2000). 

'The need for housing has usually been given a narrow interpretation in terms of the 

provision of shelter from the e lements, and the maintenance of physical health ' 

(Bland 1996: 80). According to Bland it is thi s narrow interpretation that is at the 

heart of state housing policies and which is in danger of being perpetuated in the 

context of community care. In the past the response of the State has been all too 

often to remove them (the infirm and disabled) from their existing environment and 

place them in one occupied by others similarly disadvantaged. 
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3.4:Housing for Older People 

3.4.1: Housing Options 

T he main causes for dissatisfaction with housing are distance from family, di stance 

from sho ps, banks, post office and transport stops, as well as the s ize o f the house 

and garden. Cantor (199 1 ), states that older people want to move home for the 

obvious pull of a new place and for the equally obvious wish to avo id problems of 

looking a fte r a house and garden that may be larger than needed. Some hope to 

purchase cheaper property so tha t they might use some of their capita l. The potentia l 

mobility is hugely greater for owners than tenants and there is thus a big c lass bias as 

to who is able to make these sorts of cho ices. 

Recent trends have moved away from standard solutio ns to more flexible approaches 

geared to suit indi vidual needs and the ir desire to remain independent with 

occas iona l episodes o f dependence fo llowed by rehabilitation, until the ir final illness 

(Dav is and Dew. 1999). Services based on this model would not differentiate so 

c learly between ·ordinary' and ·specia lised housing '. but allow for more flex ible use 

of a ll types of housing or residential care provision. so that progression was not 

a lways towards greater dependence. Day ( 1993). describes three types of housing: 

ord inary housing, specia l housing and residential institutions. 

Ordinary Housing 

This refers to the types of housing which is generally available to the who le 

population whatever the ir age. It consists e ither of small units intended for older o r 

single people, or of housing for the general population (Day, 1993). Such housing 

may become unsuitable through need for repairs or improvements, or because the 

o lder person may have developed disabilities. With advancing age they may not be 

able to cope with ma intenance and repairs they used to do themselves. Money may 

be a problem. Some, because of illness or boredom, may become apathetic about 

the ir homes and just not bother. This is a particular problem for o lder women living 

on the ir own. 
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Day (1993), also expresses the opinion that few older people with home maintenance 

problems seem to be aware of the provisions under the Social Security Act 1941 

whereby $800 may be advanced for home maintenance purposes and charged against 

the estate of the beneficiary. Ways of helping people who prefer to remain in their 

housing includes adaptations, such as widened doorways or ground floor bathrooms, 

or the provision of home alarm services for emergency cover. If needs are mainly for 

care, intensive home-care services may be provided. 

Special Housing and Residential Institutions 

Special housing is frequently known as sheltered housing. This includes access to 

alarm systems and care support. Residential institutions include residential homes, 

nursing homes and hospitals. The main type of options for moving into grouped 

housing that provides support for older people are service flats, sheltered housing, or 

congregate housing. In some cases such housing is specially designed for people 

with di sabilities. 

In France sheltered housing (logoment foyer) is mainly a social provision offering 

housing with communal areas and services such as restaurant, laundry, domestic and 

care services. Congregate housing in the USA also offers meal s and communal 

facilities such as a library or hairdresser (Butler, 1987). 

Grouped housing of this type, usually intended for fairly independent people, may 

itself become unsuitable for residents who become more dependent. To avoid 

downward progression to institutional care, such settings are increasingly made more 

specialised to allow frailer people to remain there. For example very sheltered 

housing in the UK provides 24-hour cover and extra facilities (Tinker, 1994). 

Nursing facilities may be added to congregate housing provision in the USA (Butler, 

1987) and a medical care section may be included in sheltered housing in France. By 

increasing the care elements of such housing to avoid institutional care, the 

institutional character of the housing may increase, again blurring the distinctions 

between types of housing. 
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Institutional long-term care is the other main type of moving option, with a 

traditional distinction between residential homes, nursing homes and hospitals, for 

different levels of dependence, although it is often funding sources that determine 

the category of institution used. 

Accommodation is usually provided by housing departments, but sometimes by 

housing associations. On occasions, sheltered-housing units have been built near a 

residential home that caters for people who are dependent and require care, thus 

enabling the tenants to receive the benefit of support and attention from the highly 

qualified staff of the residential home, and yet maintain a more satisfying state of 

independence. If increasing age brings about a general deterioration, then the move 

into the residential home can be far less traumatic than is often the case. 

The need for flexibility and movement between types of housing has also led to 

innovative forms of provision combining different types, such as sheltered housing, 

nursing homes and communal facilities on the same site so that people do not have 

to move as their needs change. 

In the US this approach is highly developed in the Continuing Care Retirement 

Community (CCRC). CCRC is usually, a small village with a range of housing, 

residential and support services, nursing home and leisure facilities . Wealthier older 

people buy into the CCRC early in retirement, pay monthly service fees and are 

assured of any nursing home care they need in later life (Day, 1993). CCRCs are the 

future solution for providing a continuum of care for older people in a manner that 

will provide the means for them to age positively. In New Zealand some of the 

newly established Retirement Villages can be classified as Continuity Care 

Retirement Communities and many others are moving in this direction . 
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3.4.2: Housing Availability and Affordability 

Housing assistance by the Government, while divided between state housing and 

mortgage subsidies, is also aimed at enabling affordable accommodation for all , by 

means of financial support (Cheyne, O 'Brien and Belgrave, 2000). For those older 

people who do not own their own homes, or who do not live with an extended 

family, there is a range of rental accommodation options. These include Housing 

New Zealand Corporation, local authorities, social service and community 

organisations, and private landlords. In 1996, 10% of older people of the total older 

population (singles and couples), lived in rental accommodation. Among older 

people renting, 36% were living in houses rented from Housing New Zealand or 

other central government agencies. A further 31 % had a private landlord, while 29% 

were renting from local authorities and the remainder from businesses, real estate 

agencies and other organisations (Ministry of Social Development, 2002a). 

Overall reductions in public housing stock over the last decade, lowering home 

ownership rates and an ageing population, mean that in the future more older people 

are likely to rent from the private sector. If affordable and suitable housing is not 

available to older people, this will impact on their ability to remain independent 

(Ministry of Social Development, 2002 ). Since 1967 there has been a steady 

decrease in the number of pensioner-housing units built each year. According to 

McClure (1998), New Zealand ' s housing stock was low. High rents eroded the 

standard of living of older people. ' Previous problems with affordability of rental 

housing have largely been resolved by a return to income-related rents .... Those 

people on low incomes who are renting can access the Accommodation Supplement, 

which is subject to an income and asset test ' (Ministry of Social Development, 

200lb: 46). 

Craig, Briar, Brosnahan and O' Brien (1992), referred to submissions made to the 

government that emphasise the importance of the role of the State in housing 

provision. They expressed the opinion that when it becomes commercially viable, 

state houses are privatised by selling off what used to be a publicly owned, taxpayer­

funded asset to self-interested business. They said: 'The only winners are the new 

owners; the losers are the tenants, homeowners, and the people of Aotearoa New 
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Zea land ' (Craig, Briar, Brosnahan and O ' Brien, 1992: 52). While this may have 

been true in 1992, the state is currently adopting a 'who le government' approach to 

housing assistance, incorporating health services and the state housing sector, in 

order to improve the ability of older people to age in place (Ministry o f Soc ia l 

Deve lopment (200 I b: 49). 

' Ho using o ptions for older are undergoing a pe riod of change. For example, within 

the last ten years there has been a fo ur-fold increase in purpose-built ho using for 

older people , such as Retirement Villages, within the commercial secto r' (Ministry 

o f Socia l Development, 200 I b: 44). 

3.4.3: Housing and Health 

Older people are susceptible to pneumonia therefore appropria te heating is im portant 

especia lly in winter ·Ho uses built prior to 1974 are not legally required to be 

insulated. New Zealand houses as a whole tend to have inside wintertime 

temperatures that are lower than that recommended by the World Health 

Organisation· (We instein, 2002: 2). Some live in houses that are damp, co ld. and 

overcrowded, are not hea lthy envi ro nments for the occupants and are a lso no t 

conducive to feelings of security and well being. A New Zealand survey described 

the associati on between poor quali ty housing and ill health (Davis and Dew. 1999). 

3.4.4: Accessibility of Information 

' While cho ices are expanding for those on higher incomes, there may not be so many 

options ava ilable for those on lower incomes' (Min istry of Social Development, 

200 I b: 44). It is important that older people are aware of housing options available 

to them. Information relating to the options should be easily identifiable, w idespread 

and readily available in formats appropriate to people 's linguistic and physica l 

capabilities (Commonwea lth Department of Hea lth and Aged Care, 2000). O lder 

people have access to the same informatio n about ordinary housing as have the rest 

of the population. Information specific to housing for olde r people is a lso freely 
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available however, it depends on whether they are aware of who to contact or where 

to find the information. 

Some sources of information are: notice boards in hospitals, doctors surgeries, local 

community centres and via social workers at Residential information Services, the 

Retirement Village Association, Elder Net, Age Concern New Zealand to name but a 

few. Local newspapers generally have advertisements as well as news pertaining to 

some services for older people. Information can also be obtained from the Internet, 

and from Housing New Zealand. Case managers at WINZ also assist in directing 

people to sources of information. 

3.5: Policy Trends 

In New Zealand, according to the Ministry of Social Development (2002a), while 

most of the older people wish to remain in their own home, this can become 

problematic if the home is hard to maintain or becomes unaffordable. The 

Accommodation Supplement is available for low-income people who are renting in 

the private sector housing market or from a local authority, or for those who own 

their home. Eligibility is subject to an income and asset test and an assessment of 

weekly accommodation costs. As at 30 June 2002, 3.6% (16,084) of the people in 

receipt of New Zealand Superannuation were receiving an Accommodation 

Supplement. This low percentage reflects a combination of factors such as lack of 

knowledge of the availability of welfare benefits related to older people, and the 

stigma associated with being a welfare beneficiary (Ministry of Social Development, 

2002a). 

The New Zealand Positive Ageing Strategy Annual Report 2001-2002 informs us 

that ' During the last 6 months of the financial year, 286 tenants aged 65 years and 

over were housed, 190 in the highest category of need (Ministry of Social 

Development, 2002b). According to the Ministry of Social Development between 

July, 2002 and June, 2003 rents were reduced for 1,200 older tenants and a new 51-

unit complex specifically designed mainly for older tenants, opened in Lynfield, 

Auckland, March 2003 (Ministry of Social Development, 2003c: 27). 
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The Ministry of Housing stated in relation to housing assistance in the budget for 

2004/2005 that 'the Ministry will also administer payments and receipts under the 

appropriation as follows: 

• Benefits and unrequited expenses for housing assistance payments of 

$15.528 million; 

• Non-departmental other expenses payable to Housing New Zealand 

Corporation for the community housing rent relief programme of $4.500 

million ; 

• Capital contributions to Housing New Zealand Corporation of $231 .830 

million ' (Ministry of Housing, 2004). 

Housing New Zealand has formed partnership with Local government to develop 

proposals for home ownership assistance for low and medium-income earners. 

Although older people are not a specific target, they will be eligible for assistance. 

'Partnership agreement has been developed with Abbeytield New Zealand for an 

ongoing relationship and specific development for older people ' s housing ' Ministry 

of Social Development, 2003c: 13). 

Partnership with local authority is in line with the strategy adopted by the 

Commonwealth Department of Health and Aged care. They say ' As local 

government has responsibility for building control and land use, a coalition of 

community groups, the building industry and governments could encourage and 

investigate various models of innovative housing that could be adapted throughout 

the lifecycle as required ' (Commonwealth Department of Health and Aged Care, 

2000: 19). 

Housing New Zealand is responsible for the implementation of the Social Housing 

Strategy (now New Zealand Housing Strategy). They work with community 

representatives and stakeholders to identify short, medium and long-term goals in 

social housing for tenants including older people. Some goals and key actions are: 

• Maintaining an income related rents policy for state housing 
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• Working with local government to increase the supply of universal design 

and energy efficient low-rental housing, including supported pensioner 

housing complexes 

• Develop policy options that facilitate ageing in place (Ministry of Social 

Development, 2003c: 27). 

They say that the success of the New Zealand Housing Strategy will be measured 

against whether older people receive a range of suitable housing choices that enable 

them to remain in the community. 

3.6. Conclusion 

Access to affordable and suitable housing is a critical factor in the quality of life of 

older people. In New Zealand there are many different types of housing options for 

people generally, as well as for older people specifically. These include ordinary 

housing, serviced flats and sheltered housing including Retirement Villages. 

Overall reduction in government housing stocks by the New Zealand Government 

impacted on the ability of older people to maintain their independence since some of 

them found that they could not afford to pay the increased rent. The reduction of 

rents in 2003 for 1200 older tenants as well as the construction of a 51-unit complex 

in Lynfield, Auckland was the response of the Government to this need. Another 

response has been capital contributions to Housing New Zealand Corporation of 

$231.830 million (Ministry of Housing, 2004). 

The trend for younger people (55+ years) buying into facilities that provide a 

continuum of care is becoming a feature of providing housing for older people in 

New Zealand. The Office for Senior Citizens is an agency of the Ministry of Social 

Development and deals with inter alia, legislation regarding Retirement Villages. 

This aspect will be dealt with in the next chapter. 
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CHAPTER FOUR 

Retirement Villages 

4.1: Retirement Villages: What they are 

The term Retirement Village covers an ever-increasing variety of services. New look 

villages are aimed at younger third-lifers who may not be fu lly retired and are 

seeking a more balanced lifesty le. Third- lifers are people who have reached the age 

of 65 years but choose to devote ' the next third of life ' to community and volunteer 

work. Some th ird-lifers continue to work part-time. The popularity of village-style 

accommodation is feeding growth in this area, and providing people with choice and 

is very much to the fore in modern service provision (Kinnaird, 200 I). 

The definition of a Retirement Village is contained in the Retirement Vi llage Act 

2003 No 112 of October 2003. It states that a ' Retirement Village means a complex 

of residential units and ancillary facilities predominantly or exclusive ly occupied, or 

intended to be predominantly or exclusively occupied, by retired persons under an 

occupation right which is conferred by a lease or licence, or is conferred by 

ownership of a share in a company, or forms part of or is subject to a contract under 

which a right or o ption to purchase the occupation right or the residential unit is 

conferred on another person or by which the subsequent disposal of the occupation 

right in the residential unit is restricted, but does not inc lude such a complex where 

in respect of every unit, no consideration has been ' (Retirement Villages Act, 2003). 

This thesis adopts the defin ition of the Ministry of Social Development. It states that 

Retirement Villages are 'collections of houses or flats within a defined area that 

usually offer additional services such as communal facilities, social activities, 
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security, maintenance and gardening. Some also have residential care and continuing 

care facilities on site and offer personal and care services such as meals and laundry ' 

(Ministry of Social Development, 200 I b: 47). Residents need to be independent 

(Residential Information Services, July 200 I). 

Twenty one thousand ( 4.65 percent) of the older population live in Retirement 

Villages (Ministry of Social Development, 2001 b: 4 7) . The Retirement Village 

Association, residents, and a range of senior citizen interest groups have raised 

concerns about the rapid growth in the number of Retirement Villages. The 

Ministry for Social Policy, the lead agency, with support from the Senior Citizens 

Unit, engaged the services of a solicitor with considerable experience in this field to 

assist in the process of addressing the collective concerns of older people (Age 

Concern New Zealand: July-August, 200 I). The expressed concerns of these 

pressure groups contributed to the identification of a need for legislation to govern 

the management of Retirement Villages in New Zealand. 

Retirement Villages are being built by the private as well as by the voluntary sector. 

It is an attractive option for a growing number of older people. It offers security, 

companionship and access to services they consider important (Ministry of Social 

Development, 2002a). Initially Retirement Villages were typically run by religious 

and welfare groups but to an increasing extent over the last 15 years or so 

commercially motivated developers and operators have entered, and now dominate, 

the industry (Law Commission, 1998). 

4.2: Types Of Home Ownership 

Older people seeking communal housing in a Retirement Village must be able to 

meet the costs themselves, and this is a barrier to some. Residents purchase a 

' License to occupy .... In addition, there are weekly or monthly charges for 

maintenance, and additional charges for use of other services such as laundry or 

meals' (Ministry of Social Development, 2001 b: 47). 
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4.2.1: Licence to Occupy 

Fifty-seven percent of villages operate under a contractual licence structure. In 

this scenario, the developer or his or her successor in title will own both the units 

and the community facilities, licensing the occupation of units to residents and either 

retains management of the community facilities or installs an operator. A disclosure 

statement relating to ownership, management and supervision of the Retirement 

Village must be given to the resident (Retirement Villages Act 2003: Schedule 2). 

According to a pamphlet issued by Age Concern New Zealand in March 1994, 

licence to occupy gives you the unqualified right to use the unit/house for life and 

full access and use of all village facilities. You do not own any land or buildings and 

your name does not appear on the title deed to the property. However, occupation is 

secured by a legally binding document (contract). Villages of this type must offer a 

prospectus. Difficulties arise in the complexity of the legal relationship people enter 

into when they make an investment in a Retirement Village unit (Age Concern New 

Zealand, l 994). They (Age Concern New Zealand) say licenses to occupy, service 

agreements, and a prospectus are not the stuff of everyday life in New Zealand. The 

Ministry of Social Development stated that the financial complexities of the 

purchase of a licence to occupy arrangement, the fee and the services regime that 

operates within a village, and the way this is presented to intending residents, can 

expose some older people to unanticipated costs or complicated, misunderstood or 

harsh financial terms and conditions (Ministry of Social Development, 2002a) . 

While many older people enter a Retirement Village believing that they are 

purchasing a unit, this is not the case. Approximately 65 percent are secured by a 

licence to occupy and even the villages that offer title, do so with an encumbrance on 

the title or condition of sale that vests control of sale to the village operator (Ministry 

of Social Development, 2002a). 



44 

4.2.2: Unit Title 

'A village development based on a unit title structure established under the Unit 

Titles Act 1972 follows a similar pattern to an ordinary residential unit title 

development. There will be a separate unit title for each unit (including apartments). 

There may be a separate title for the community centre and faci lities, or a lternative ly, 

these may be treated as common areas' (Law Commission, 1998: 2). The Body 

Corporate Rules will provide for the appointment of a manager and will usually 

nominate who that manager is to be. The manager must make known to the resident 

in its code of practice minimum requirements in relation to: 

• Staffing (qualifications, experience, arrangements for training and ongoing 

supervision); 

• Safety and personal security of residents including those with disabilities; 

• Fire protection and emergency management (the act does not specify what 

other emergencies are); 

• Transfer of residents within Retirement Villages: the code of practice must 

specify agreements about transfer of residents from independent self-care 

units to care fac ilities in the Retirement Village as well as any financial 

implications; 

• Meetings of residents with the manager and the scope for invo lvement of the 

residents in decisio n mak ing affecting the Retirement Village; 

• Complaints procedures and the form of notification of the decision about the 

complaint; 

• Requirements to ensure that accounts are presented in a format that can be 

readily understood; 

• Requirements relating to the periodic review of maintenance agreements and 

the role of the resident in respect of those reviews; 

• Termination o f occupation right agreement by the manager or resident with 

regard to: 
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l. The grounds on which an occupation rights agreement may be 

terminated by the manager or resident; 

2. The process that must be followed by the operator or resident before 

exercising any right to terminate an occupation agreement; 

3. The requirements relating to payments due when an occupation right 

agreement is terminated and the manner in which these amounts are 

calculated; 

• Communication matters relating to residents or intend ing residents for whom 

English is a second language or whose ability to communicate is limited 

(Retirement Villages Act, 2003). 

4.2.3: Freehold Title5 

The name of the resident is on the title deed. The resident owns the unit as well as a 

share of the common areas. 

4.2.4: Cross Lease 

Where the structure employed is a cross-l ease, the lease will include an undivided 

interest in the community facilities or such facilities wi ll be leased to the village 

operator. You own your unit and a share of the common property, but no particular 

part of the property is specified in the title deed. What you can do with your property 

is restricted to the conditions of the lease and must be agreed to by al I other 

leaseholders (Law Comm ission, 1998). 

4.2.5: Registered Lifetime Lease 

The lease for life schemes differ from the contractual licence schemes only by reason 

of the fact the leases, if the appropriate resources consent and survey steps are taken, 

are registrable under the Land Transfer Act 1952 (Law Commission, 1998). The 

5 Information about types of ownership was obtained from an Age Concern New Zealand 
Incorporated brochure. 
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budget for 2004 allows for residents of a Retirement Village who have a separate 

deed of transfer to apply for an accommodation supplement from July, 2005. 

4.3: Risks 

The provisions of the Securities Act 1978, with its focus on disclosure at the time at 

which an investment is made, does not adequately address the risks that people face 

when buying what amount to habitation rights to a residential unit in a village. There 

is also legal uncertainty as to whether or not the Securities Act applies to a number 

of the different village title structures currently available in the marketplace 

(Ministry of Social Development, 2002a). This matter has been clarified in the 

Retirement Village Act 2003 that specifies the information that must be disclosed to 

prospective or potential residents. 

Residential Information Services advises people that buying into a village is a 

complex decision. The aim of the li st is to give a starting point. They advocate that 

the next step should include sending for a prospectus and seeking legal advice. In 

this regard Age Concern New Zealand has a newsletter and pamphlets that aim at 

empowering older people through information. They inform people about legal 

issues, what to look for and what questions to ask. They also furnish the contact 

details of the Retirement Village Association for further information and highlight 

the fact that people should always consult a lawyer before buy ing into a Retirement 

Village. 

Comments from letters by older people who felt strongly enough to write to the 

Ministry of Social Policy reflected the fact that they did not fully understand the 

contracts they sign. They said: 

• Residents have been lumbered with all of the Retirement Village' s legal costs 

and expenses to secure their investment; 

• Village management has changed and the new managers have set extremely 

high salary levels and 20-year employment contracts; 
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• Residents have had no avenue for lodging complaints and no power to 

influence decisions about non-performing managers: individuals who have 

complained have had notices sent to other residents about ' their poor 

attitude '; 

• Residents describe feeling that they are trapped, as they have no money to 

move; 

• Residents cannot get a definitive timeframe for the repayment of their 

investment, minus the depreciation, even though it ' s months since they 

vacated; 

• Residents complain of unfulfilled promises of quality support services (Age 

Concern New Zealand, 200 I) 

These comments do not reflect the opinion of the older people in general, but 

consideration must be given to the fact that some older people feel too intimidated to 

complain. Conversely, it should also be considered that people may not feel the need 

to praise Retirement Village managers who are efficient and caring. 

4.4: The Retirement Village Population 

In 1998 the New Zealand Retirement Villages Association Inc. commissioned a 

survey in order to satisfy the obligations of the Securities Acts. The survey analysed 

205 Retirement Villages, 62 of these Retirement Villages being mainly in the for­

profit category. 

The analysis showed that these 205 Retirement Villages comprised of 6, 777 units 

and 2,231 serviced apartments. A subsequent Retirement Villages Association 

survey in 2000 identified 303 Retirement Villages in New Zealand, a 13 percent 

increase since the previous survey in 1998. It was estimated that in the year 2000, 

there were 21 ,000 people over the age of 65 living in Retirement Villages. This 

represented 4.66 percent of people aged 65+ compared to 2.81 per cent in 1998 

(Ministry of Social Development, 2002a). 
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ft is evident from the statistics that the Retirement Village Industry is expanding 

rapidly in response to a demand by older people for accommodation where they can 

live independently (with assistance). 

4.5: Governance of Retirement Villages 

4.5.1: The Manager 

The Trust or owners of the Retirement Village appoints the village manager. The 

powers of the manager are outlined in a job description detailing duties and 

responsibi lities. The manager is responsible for the day-to-day management of the 

village. A contract is entered into between the manager and the person buying into 

the Retirement Village. Details of the contract are explained before the deal is s igned 

(Law Commission, 1998). Explanations do not guarantee understanding. nor does it 

mean that the prospective buyer will ask the ' right" questions. 

4.5.2: The Statutory Supervisor 

The Securities Act 1978 has the residual function of approving prudential 

supe rvisors other than trustee corporations. The statutory supervisor monitors the 

Company's compliance against the documents for the village. and holds 

encumbrance for the residents of the village, which is registered against the title to 

the village land. The statutory supervisor does not guarantee repayment of any 

money paid to the res ident. The role of the statutory supervisor is speci ficd in the 

Retirement Villages Act 2003 No 112 Part 3. 

4.5.3: The Retirement Villages Association of New Zealand 

(Incorporated)6 

The Retirement Villages Association of New Zealand (Inc.) was established to 

promote the resident funded Retirement Village industry in New Zealand, and to 

6 Source: http://www.retirementvillages.org.nzlresidents/bcnefits 



49 

protect residents of these villages. This primary objective will be maintained by 

maintaining high standards for all who participate in the industry. They provide 

guidance to all tiers of Government, Statutory Authorities, and other organisations, 

on all matters relating to resident funded housing and they promote the good 

reputations of members; by fostering the free exchange of ideas and co-operation 

between members. The Retirement Village Association collects and researches 

information on the industry and uses this information for the benefit of all 

participants in the Industry in order to establish and maintain public education as to 

Retirement Village living. 

They stale that as an Association, their wish to maintain high industry standards has 

been realised by the creation and adoption of their Code of Practice and Standards 

for members. Member villages are committed to standards of quality determined by 

the association and are subject to an accreditation process. A probationary period 

transpires before accreditation is considered (www.retirementvillages.org.nz). 

4.5.4: Residents Committees 

The management contract, which is entered into when a unit is purchased usually, 

stipulates that a resident committee shou ld be establ ished. A res ident committee is a 

management adv isory committee compris ing of res idents. 

According to Gibson ( 1998). in nursing homes and Retirement Villages, the c lassic 

strategy to empower consumers is by way of residents' committees. This has been 

lo ng established in the United States. Residents' committees expanded in Australia 

only in the early 1990s. While American evidence suggests that resident committees 

are active and could be viable mechanisms for providing input into nursing homes 

(and villages), it also demonstrated that many resident committees were ineffectual 

in being instrumental in raising residents' concerns, complaints or suggestions for 

improvement. 

The Australian evidence also suggested that the majority of such committees are 

indeed ineffectual in the context of the present discussion. Gibson ( 1998), states that 
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at the empirical level, the presence of a residents' committee did not significantly 

increase the likelihood that the facility in question had higher quality care. S/he is 

also of the opinion that given the issues discussed and the ways in which the 

committees function, this is not surpri sing. Frequently they were more a conduit for 

the nursing home management lo communicate with residents than a channe l for 

complaint and requests for institutional change. 

The question that we must ask is to what extent thi s 'failure' of residents' committees 

is a problem for residents themselves. or whether it is a failure in terms of the ways 

in which we have formulated the problem, and in its turn. the solution in terms of 

what our expectations are of the function of the residents' committees. Gibson 

( 1998), states that vi I I age managers hope that the residents' committee wi 11 provide 

in formation that would be useful at a po licy level and in many instances they do, but 

they sometimes find that residents are on ly interested in more mundane day-to-day 

issues. Gibson ra ises the question as to wha t moral force underlies the position of 

policy analysts or management bodies in c laiming the residents committees should 

foc us on the more 'serious' issues. that is. the more serious issues from their 

(dominant) perspective? 

4.6: Retirement Homes: to Rent or to Buy 

A detailed list of housing estates designed specifical ly for older people who wish to 

live independently is easily obtained from Residential Information Service. The a im 

of the li st is to provide a starting point: it may clari fy the price range, services that 

are offered and location. Lists are compiled according to regions. There is a separate 

list of Retirement Villages to Buy and Retirement Villages to Rent. Council 

Pensioner Ho using is included under the li st of Retirement Villages To Rent. 

The listing of accommodation covers rental accommodation that is provided 

spec ifica lly for o lder people. It includes board, bed-sits, serviced apartments, units 

and cottages. There is a shortage of rental accommodation in Auckland and most 

rental agencies have a waiting list. The list of Retirement Villages gives the 

following details: contact details, owner, admission age and waiting list, rent, 
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accommodation cost, service fee, additional services, communal amenities and care 

facilities (rest home and/or hospital on site). Some of the listed villages also include 

their future plans. 

There is no government funding for building Retirement Village accommodation. 

You purchase tenure and then pay an ongoing service fee. Residents of a Retirement 

Village can apply for an Accommodation Supplement to Work and Income New 

Zealand although additional information is required from them. The service fee 

charged by Retirement Villages usually covers rates, insurance (excluding personal 

insurance), security, 24-hour emergency call system, lawns, gardening, and windows 

and exterior maintenance. The rate for serviced apartments is higher and may include 

meals, housekeep ing, linen and power (Residential Information Services: Auckland 

District Health Board, 2002). 

4.7: Factors that Influences Choice 

A Retirement Village offers people in a si milar age group security, activity, 

companionship and privacy, as well as access ible health and support serv ices (Age 

Concern News July-August, 200 I). People ente r into Reti rement Villages for a 

variety of reasons. 

Kinnaird (200 I), di scusses the following factors that people consider when opting 

for a Retirement Village. 

• Location: proxim ity to shops, public transport, family and friends; 

• Size: the size of the house in relation to number of bedrooms; 

• Independence and privacy: some Retirement Villages place a great 

emphasis on privacy and independence, others focus on community living; 

• Maintenance and security: it is important to establish whether the security 

and maintenance that is offered is in line with what the prospective resident 

expects; 

• Services: it is important to establish the exact nature of the services being 

offered (and the cost involved); 
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• Recreation: the list of recreation activities needs to be scrutinised in order to 

establish if it suits the prospective c lients need; 

• Care: assumptions should be avoided of what level of care is being o ffered 

and the cost involved. Information should be obtained of what will happen 

when the individual becomes too frail to remain in the unit. 

The National Strategy for an Ageing Australia: Attitude, Lifestyle and Community 

Support Discussion paper states that: 

Recent consultations with older Australians found that older people want more 

flexible, safe, affordable, accessible and innovative ho using choices to enhance the ir 

capacity to remain in familiar surroundings c lose to family and established socia l 

networks .. .. Diversity of option is essential if older people are to exercise choice and 

avoid the dilemma of having accommodation that is either too demanding or overly 

supportive (Com monwealth Department of Hea lth and Aged Care, 2000: 14). 

C hoices about purchasing a unit are influenced by the in formati on that is available 

through the media. res idential services. the Inte rne t and by word of mouth . 

4.8: Checklist Before Making a Choice 

While Retirement Villages are an accommodation option that is attractive to many 

older people, it is an option that carries s ignificant financial and occupational and 

financ ial ri sks for them. These risks are often not well understood (M inistry of 

Social Development, 2002a). Kinnaird (200 I), I ists a number of aspects that are 

worth checking out. These include: 

Legal contracts: It is important to consult a lawyer and check out legal contracts 

carefully. One shou ld establish what services management are legally required to 

provide on an o ngoing bas is. It is also important to establish the mechanisms that are 

in place where one can enforce one's rights other than going to court. An example of 

this would be the Statutory Supervisor who will act in the interest of the village 

resident. 
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Fees: It is important to know what the ongoing charges are and what services are 

included in the fees. 

Finances: lt is important to establish the financial obligations you may have when 

you leave the village and how much money you will receive and how long you will 

wait to receive it, who will administer the sale of the unit and what assurances you 

will have that he unit will be sold as quickly as possible. 

Care: One should establish if ones service needs can be met (currently and in the 

future). 

Village Management: It is important to establish the management style (inclusive or 

autocratic). The qualifications and experience of the village managers should also be 

open to scrutiny. 

Village membership: It should be established if the vi llage is a member of any 

organisation or association and the role they play in setting and monitoring standards 

as well as resolving disputes. 

4.9: Retirement Villages to Buy in West Auckland 

Retirement Villages situated in West Auckland were chosen for pragmatic reasons. I 

was a new migrant to New Zealand but was familiar with the o lder care industry in 

the Waitakere Region, since I worked there. Addendum One reflects the 

classification of infonnation obtained from advertisements in newspapers and on the 

internet, as well as from other public information relating to Retirement Villages to 

Buy in West Auckland. The information has been classified into themes that relates 

to the factors influencing choice discussed by Kinnaird, (200 I). 

The tenure of s ix of the Retirement Villages was by License to Occupy. One had 

tenure by Independent Unit Title and the other by Freehold Title. 

The location of a Retirement Village is advertised when it has a particular feature 

that will boost sales: within walking distance to amenities (shopping mall, doctor), 

access to a private beach etc. 

Service fees are also referred to as village out-goings which is a proportion charged 

weekly on a per dwelling basis of all the costs, charges and expenses, fees and other 
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out-goings incurred by the Company in maintaining, managing, supervising and 

operating the village from year to year. Seven of the villages include 

council/water/sewerage rates, building/fire/property insurance, security, emergency 

call system, and the removal of rubbish, maintenance of lawns and gardens and 

exterior maintenance as part of the service fee. One village mentioned that they had 

a security pendant alarm service. This is linked to St Johns' emergency services. 

This Retirement Village made no mention of care facilities or whether they have a 

role in an emergency response. 

The fees were comparable: services mentioned varied to a small degree. One village 

charged a lower rate than the others have because facilities were still being 

developed. One had a fee structure that was different. Their fees were based on the 

financial resources of the prospective resident. They said that the selling price of the 

unit was based on individual assessment of the prospective residents ' financial 

status. Electricity was not included in the service fee (none of the villages stated that 

electricity cost was covered in the service fee). The fee structure of this particular 

village was obtained from the same public sources as the other villages and was 

confirmed telephonically. 

Two villages gave details of additional services and six gave details of existing or 

future care facilities. 

Six of the villages placed emphasis on the communal facilities. These are inclusive 

of two villages who had not made mention of features in relation to their location. 

4.10: Conclusion and Policy Implications 

There are many pitfalls in legal transactions. Various organisations such as Age 

Concern New Zealand have information available that warns one about the 

complexities of the various types of tenures. 

The Retirement Village Association has an important role in the setting of and 

monitoring of the adherence to minimum standards of practice by its members. The 
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Retirement Villages Act 2003 No 112 Part 2 addresses registration, occupation right 

agreements, and related requirements and rules. 

People who li ve in Retirement Villages are no different to o lder people who live in 

the community. In New Zealand almost 15% of di sabled o lder people needing 

assistance (approximately 23,000 or just over 5% of the total o lder population) are 

estimated to be living in residential care. This implies that 85% are living 

independently in the community including Retirement Villages (Ministry for Social 

Policy, 200 I b: 8-9). 

They are entitled to the same public services and financial and other support that is 

available. The avai lable services can on ly be used effecti vely if the older people are 

ab le to access it. Information about these services is very fragmented and can limit 

the abi lity of o lder person to access such services. According to Quinn, Snowling 

and Denicolo, people did not always turn to formal information and advice services, 

but asked the people who were a lready helping them, family and friends as well as 

professionals. T hey express the opinion that health and soc ial care staff are not 

always aware of the full range of services. only those offered within thei r own 

system (Quinn, Snowling and Denicola, 2003). 

In order to evaluate the efficacy of service delivery in rel ation to the expectations of 

older people who live independently in Retirement Vi llages it needs to be 

determined: 

• What services people expect the government and others to deliver to enable 

older people to live independently in Retirement Villages 

• What support services are available and, 

• Whether information is available to older people and their families that will 

inform them of how to access support services. 
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CHAPTER FIVE 

Health Care Provision For Older People 

5.1: Introduction 

As people age their need for and usage of health services increases and vanes. 

Patterson ( 1997), considers that satisfaction in old age is related to the extent to 

which there is a match between the resources people have and the expectations that 

are held by themselves and significant others. T hus, two people with s imilar 

resources in terms of housing and health will vary in the extent to which they feel 

satisfied in their lives with their own and others' expectations of how they ought to 

be living (and about the choices they make). It needs to be recognised that older 

people are vulnerable as individuals and could be subject to oppression or abuse. If 

thi s point is not acknowledged, practice may reinforce ageist stereotypes and thus 

negate the opportunity for them to have a positive quality of lite by being able to 

participate in decision-making that affects their lives (Drake. 200 I. Payne. 1997, 

Burch. 1999). 

The choices people make are influenced by personal experiences, expectations, and 

resources and by the person·s physiological and psychological state. The options 

people choose and the individual and collective consequences of their choices 

depend crucially on the institutional and social structural context within which these 

decisions are made (Fougere, 1984). Instead of acting as the 'expert' who has all the 

answers, a more appropriate approach is one in which service providers help to 

identify choices, and support the older person through the process of deciding upon 

options and carrying them through. Jn order for people to make informed choices 

about healthcare services, they need to be aware of what is available and how to 

access it. 

5.2. Types of Health Care Provision 

For the purpose of this thesis health care is classified into informal (unpaid) care and 

formal (paid) care that is provided in residential care settings, hospitals and in the 
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community. This chapter deals with informal care as well as formal care that are 

provided in residential care and in public and private hospital s. Chapter Six deals 

with formal health care in the community with an emphasis on Retirement Villages. 

An important and interesting stream of research has concerned itself with the 

distinctive features and organising principles of formal and informal care. Cantor 

(1979), states that formal and informal cares are points along the same spectrum of 

care giving. Cantor asserted that these were separate systems that did not co-exist 

comfortably. lndeed he implied that formal services posed a threat to organic 

systems of informal care. Cantor believed that the bureaucratic framework 

surrounding formal services brought rigidity, delay and professional domination; on 

the other hand, such agencies dispensed valued resources in a relatively rational and 

even-handed manner. lnfomial care was patchy and unpredictable in its impact with 

no mechanism for ensuring that care was given to those most in need or that the 

requirements of actual rec ipients were fully met (Cantor, 1979). 

Ways of defining differences between types of care are also examined by Higgins 

( 1989), who suggests that there is no clear distinction between institution and 

community, and that many care settings have e lements of both. Institutional care can 

take place in the community, for example in hoste ls for people with mental illness 

who have moved from a large institution to a smaller one. Much community care 

takes place in institutions, for example. day hospita l or respite care, but most care 

takes place in the home, provided by the family. Higgi ns suggests that the simplest 

way of categorising care is to ask where people sleep at night, in an insti tuti on or at 

home? Services may then be divided into those available in a home, in the 

community or nursing home-from-home, for example day care or respite care; or at 

home, such as in a Retirement Village. In this model there is no need for the concept 

community, which Higgins finds unhelpful (Higgins, 1989). 
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5.3. Informal Care 

5.3.1. The Significance of Informal Care 

Informal care is irrevocably intertwined with formal care, yet informal and unpaid 

work is not considered as production in traditional analyses (Waring, 1988). It is 

now recognised that by far the largest proportion of care (about 75-80 per cent) is 

provided by the informal sector, that is family, friends and neighbours, mainly 

women. Similarly, although much attention has been devoted to state-provided 

services, most countries have pluralist systems of care provided by governmental 

and non-governmental agencies, formal organisations and informal carers. 

There seemed to have been a limited understanding of the extensive role of the 

informal care system and of the pressures being faced by carers (Scharf and Wenger, 

1995). There was an assumption, so deeply rooted that it was barely articulated, that 

the continuing efforts of carers could be taken for granted and that the public 

provision should occupy itself with meeting the needs of unsupported people (Day, 

1993). Literature suggests that informal care is provided mostly by women and 

usually in an unpaid capacity. These arrangements have traditionally been accepted 

as a normal part of family and community life, and as a natural part of a woman's 

role (Brody, 1990). 

The unquestioned acceptance of informal care arrangements has to be re-appraised 

amidst the changing social and demographic trends. The most significant of these 

arrangements include the ageing population, the return to work by increasing 

numbers of women, and changes to the nature of the family and household structure 

(Belgrave and Brown, 1997). Assumptions about a woman's role include: 

• The traditional notion of the nuclear family is that of the father as the 

breadwinner and the mother as the carer (Craig, 1992). 
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• Despite the presence of others in a larger carer network, a single person, 

usually a woman, (willingly) bears most of the burden of caring (Stephens 

and Christianson, 1986; Belgrave and Browne, 1997). 

• The assumptions that society has about the women's roles become part of the 

women's understanding about themselves as well as any activities they may 

undertake (Craig, 1992). These common-sense assumptions are so powerful 

that women often do not question the activities they are required to undertake 

(Munford, 1992). 

• The extent of informal (unpaid) care is therefore closely linked with the 

ability of women to provide care for dependent relatives and others in the 

community. 

Informal carers are likely to be mainly involved in providing basic care to help with 

daily living, mobility and self care, although some also gives highly skilled nursing 

care. Generally, women identify some benefits of caring, such as satisfaction (Opie, 

1992), and pride from carrying out the task to the best of their ability (Pacolet and 

Winderom, 1991 ). Munford ( 1992), concludes that women's experience is both 

restrictive, as well as rewarding. 

Research indicates that younger women consider themselves less destined to provide 

care and all looked on the caring responsibilities of women in previous generations 

as excessive. The availability of women to care is also reducing as women continue 

to increase their involvement in the workplace (Belgrave and Brown, 1997). Carers 

may find themselves providing support in a time of crisis assuming that it will pass 

and that they will return to their previous level of contact. They may gradually 

discover that their care is required on a long- term basis (Bland, 1996). 

5.3.2: Attitudes to Informal Care 

Given the choice, people in need would prefer to receive services from those close to 

them rather than from formal care providers (Cantor, 1979). 'Informal care-giving 

efforts, while largely successful in helping the older person to avoid 

institutionalisation, very often place heavy demands on the caregivers, taking a toll 
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on their emotional and often physical well being' (Cantor, 2000). It is hardly 

surprising that some caregivers request services that provide respite care-help with 

daily household tasks. This enables them to take occasional time away from their 

care giving responsibilities (Pacolet and Winderom, 199 l). 

According to Twigg, Atkin, and Perring ( 1990), informal carers are part of the 'taken 

for granted ' context within which healthcare services are provided. In contrast to 

this, the New Zealand Ministry of Health ( 1995), acknowledged that informal care is 

an important consideration within the disability support services area, and that it is 

crucial to give consideration to the sustainability of such care especially in the light 

of reported stress or strain by caregivers. 

Both the older person and their families strongly resist nursing-home placement, and 

families contribute a great deal toward preventing or delaying this move (Stephens 

and Christianson, 1986; Shanas, 1979). Thus even though informal care can be an 

effective strategy for helping some impaired older people to remain in the 

community, Richmond et al ( 1996), caution us that carers are sometimes reluctant to 

ask for help and may need counselling to recognise the difficulty they are having and 

to accept outside assistance. 

5.4: Formal Health Care: Policy Developments 

The Positive Ageing Strategy has as its goal for health on a national level, 'equitable, 

timely, affordable and accessible health services for older people ' (Ministry of 

Social Development, 2002a: 20). The Ministry of Health finalised a Health of Older 

People Strategy to provide a framework for the planning, funding and development 

of programmes and services for New Zealand' s ageing population (Ministry of 

Social Development, 2001 b: 31 ). Some of the achievements of this strategy for 

July 2002 - 30 June 2002 were: 

• The 2003/2004 District Health Board (DHB) annual plans reflect preparation 

for the devolution of disability support services funding and implementation 

of a continuum of care for older people 
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• A regular forum to provide advice to DHBs to progress preparation for 

disability support services funding responsibility and development of an 

integrated continuum of care for older people 

• A web page www.moh.govt.nz/olderpeople was established in November 

2002, and is regularly updated (Ministry of Social Development, 200 I b: 2 I). 

District Health Boards were established to implement new initiatives on a local 

level. Lt allows for greater integration of support services with other health services 

at local level and provides a clearer focus on the health needs of older people. At 

public hospital level the focus is on specialised services for older people in 

assessment, treatment and rehabilitation (AT&R) and access to other specialist 

services. Such services also enable a managed interface between disability support 

services and clinical services and the range of intervention and services that are 

considered to be in the interest of the person being assessed (Ministry of Social 

Development, 2002a, Boston, Dalziel and St John, 1999). 

The DHBs are responsible for prov iding or funding healthcare services for the 

populations of their spec ific geographical area. This includes health and disability 

services. health planning, health promotion and protection, public hospitals and a 

range of primary, secondary and tertiary services. Budgets for the various boards are 

determined on a population based formula. (Positive Living, July-August, 200 I : 13) 

In December, 2000. the New Zealand Public Health and Disability Act was passed 

and a new health system was established and the Disability Strategy (2001). the New 

Zealand Palliative Care Strategy (200 I), and the Mental Health Strategy (2001) 

followed suit. The Disability Strategy addresses attitudinal, policy and service 

issues. The Palliative Care Strategy addresses the support of people who are dying 

from a clinical as well as physical, social, emotional and political perspective. The 

Mental Health Strategy addresses the needs of older people who have mental health 

problems, by reflecting their needs in the planning and development of mental health 

services (Ministry of Social Development, 2002a). 
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5.5: Cost Containment Concerns 

An increasing recognition of the longer-term financial consequences of caring where 

a disregard for the cost of caring may be a false economy has contributed to a 

refocus on the cost of informal care. Not only are carers proven to be financially 

impoverished in the short term; there are undoubtedl y long-term consequences 

(Glendinning, 1992). Opie ( 1992), identified that for carers there are long-term 

financial disadvantages specifically to women carers, such as loss of savings and 

superannuation, pension rights and medical insurance. 

The lack of security of income is a significant stress to these women. Almost one 

third of both currently and recently employed caregivers had experienced restricted 

working hours. Of the over 35 per cent of the unemployed caregivers who had 

recentl y left jobs in the past year in order to provide care, over 21 per cent had 

turned down a job, and over 28 per cent had been unable to search for a job due to 

their care giving responsibilities. Even caregivers that were not recently employed 

fe lt restricted in their desired employment opportunities (Stephens and Christianson, 

1986). 

The budget for state health expenditure for older people is affected by changes in the 

balance between state provision and individual responsibili ty over time, as does the 

growing costs of techno logy and pharmaceutica ls, growing demand, and the 

pressures of an ageing population. State responsibility for health care has been 

generally accepted in the past because individuals do not have full control over their 

own health. 

Over the past 20 years in New Zealand, health expenditure per capita (both private 

and public) has grown at a rate of about 1.7 % per year in real terms. The 

government meets 77% of New Zealanders' total national health cost, down from a 

high 88 % in 1980. Private insurance meets 6.8% of costs - though this remains on ly 

a small proportion of total health spending, this is still much larger than the I. I% it 

was in 1980. O ut of pocket expenses (mainly payments to General Practitioners and 
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phannaceutical part-charges) makes up the rest, about 15.6% (Waitakere Health 

Planning Group, 2000). 

State expenditure for long term care of older people is substantial, and is very likely 

to increase in the decades immediately ahead. 'Older people are high users of 

primary and secondary health and disability support services. In 1998/1999 General 

Practitioner visits averaged around six per year for people aged 65-74 years, and 

around nine per year for people 85 years and over. This compares with around three 

per year for people aged 6-64 years. Per capita expenditure for people 65-74 years 

was estimated to be $3,261, and $6,144 for people aged 75-84 years. This compares 

with $849 for people aged 15 years and under and $1 , 190 for people aged 15-64 

years ' (Ministry of Health, 200 I). Per capita health cost (with the exception of high 

expenditure on the very young) steadily increase with age and the highest 

expenditure is for the 85+ group. 

According to Douglas, in the I 0 years preceding 1991 , the Department of Health's 

budget expanded from $1.1 billion in 1980 to $3.8 billion, a twenty seven per cent 

increase over and above the increase in consumer prices during that period (Douglas, 

1993). ' Demand (for health services) can easily outstrip the ability (of the 

Government) to pay' (Ministry of Social Development, 2003a: 5). 

One of the primary motivations for health reforms is to achieve better value for 

money, especially in public hospitals. Concerns about the size of government 

expenditure, access to health care, and persistent low health status for particular 

groups have increased debates about the ideal way of ensuring that health services 

are delivered efficiently and effectively. Concerns about the ethics of treatment and 

the increasing cost and need for rationing of expensive treatments have also been 

significant (Cheyne, O ' Brien and Belgrave, 2000). 

5.6: Access to Health Care 

'In primary care there are doctors who have little interest in older people and little 

training in geriatric care ' (Williams 1989). Richmond et al (1996), negates this 
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viewpoint of Williams, (l 989) by suggesting that General Practitioners and staff in 

the private sector such as rest homes and private hospitals, have increased awareness 

of needs of older people as a result of focused educational and training programmes. 

There is no research evidence to support the latter. Williams stated that the changes 

in the organization of general practice have sometimes militated against the interest 

of the old people. 

The introduction of an appointment system has made it harder for older people to 

consult a doctor or get routine home visits. This may cause a sick older person to be 

reluctant to call a doctor. Access by older people to general practitioner and other 

primary health care services are subject to the same constraints of income, location 

and motivation as the community as a whole. However, to the extent that a high 

proportion of older people are reliant on fixed income towards the lower end of the 

income scale, affordability is a significant issue (Ministry of Social Development, 

2002a). Most people needing formal, paid. long-term care services have no means of 

meeting the cost. In one study. for example seventy five per cent of unpaid, informal 

caregivers of dementia patients said that they did not use paid services because they 

could not afford it (Eckert and Smyth, 1988). 

Sue Kedgley, Green Party spokesperson for Health said in a press release 13111 July, 

200 l that health service cuts proposed by the Auckland District Health Board to deal 

with a predicted $62 million funding shortfall would inevitably lead to more serious 

health problems and result in further health budget blowouts . She expressed the 

opinion that there would be a drastic cut in services that could affect efficient service 

delivery. Efficiency in the health sector is notoriousl y difficult to measure since the 

relevant data are often either not known or not comparable across organisations or 

regions and/or over time. Boston, Dalziel and St John also state that ' an added 

complication is that some data are regarded as commercially sensitive and so are not 

publicly available ' (Boston, Dalziel and St John, 1999: 141 ). 

The reconfiguration of area health boards into Crown Health Enterprise (CHE) 

revealed that there was 'a chronic revenue shortfall in the public health system that 

had previously been addressed through unsustainable erosion of assets' (Ministry of 

Health, 1994: 18). In the first year, CHE expenditure exceeded revenue by 11 per 
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cent. The government was forced to write off $300 million in debts and inject 

another $I 00 million in the 1994 budget. This trend continued with the resultant 

closure of local hospitals, centralisation of services and a decline in the number of 

hospital beds. It influenced the number of people on waiting lists for surgical 

procedures (Kelsey, 1995: 2 17). Hospital services, surgical waiting lists and waiting 

times increased steadily after 1993, until by 1996 there were almost I 00,000 New 

Zealanders waiting for surgery. ln spite of an injection of funds in 1996-1997, there 

was a decline of only 3 per cent in the total number of people on waiting lists 

(Boston, Dalziel and St John, I 999). The Government is addressing the concerns 

expressed by the public with regard to waiting lists as was ev ident from the budget 

speech for 2004. 

The reduction in the amount of elective surgery performed in public hospitals has 

resulted in a growth in claims against private health insurance. This in turn has led to 

an increase in private insurance premiums, particularly for o lder people and other 

high-risk groups (Cheyne. O'Brien and Belgrave, 20000). Private insurance is 

chosen as an alternative to public provision especially by those most in need 

(Boston, Dalziel and St John, I 999). 

Access to home-based support services and the availability of these services are at 

times a major concern to o lder people. In Canterbury, access is largely dependent on 

the Needs Assessment and Service Coordination provided by the CDHBs Older 

Person's Health Division. The presence of many funding streams (ACC. DSS, 

CDHB Primary Referred etc) and the duplication in the provision of these services 

can further complicate the process for the older person. The person needs to be 

assessed as to whether there is any reversible cause for the changes in their function 

and by a combination of appropriate assessments from secondary services and a 

package of care, they can continue to be maintained in their own environment if that 

is the most appropriate option. The key to the process is as early intervention as 

possible from the Coordinator of Services for the Elderly (COSE) to prevent stress 

for the person and their family (www.cdhb.govt.nz/media, 12/9/2003). 
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5.7: Policy Issues and Trends 

The focus of health planning for older people is to assist them to live independently 

for as long as possible by empowering them through involvement in decision making 

that will impact on their health and well-being. Various strategies have been 

developed to support positive ageing. The Health of Older People Strategy has links 

to a number of other strategies, including the New Zealand Health Strategy and the 

Positive Ageing Strategy. 

Two concepts underpinning the strategies are an active ageing strategy and the life 

course approach, which recognise that policy decisions and health system design, 

and lifestyle choices made by people at younger ages, have major impacts on health 

expenditure. The strategy provides a framework for sustainable health and disability 

support services to meet the needs of current and future generations of older New 

Zealanders. 

Three key drivers for change are: 

• Concern about the lack of strategic policy development and planning for 

health and disability support services for older people; 

• The desire to implement the New Zealand Positive Ageing Strategy within 

the health sector; 

• The rapid increase in the number, and ethnic diversity, of older people (The 

Health of Older People Strategy, 2000). 

The Office for Senior Citizens has put mechanism for the effective planning, 

implementation and evaluation of health service needs and provision for older people 

into place. James ( 1989), stated that shifting the choice from bureaucrats deciding 

for people to people deciding for themselves meant that state provision should not be 

given as the only option. A mechanism for shifting the balance of state responsibility 

for the health of older people is by extending the range of choice in social and health 

services to private individuals. Choice and empowerment through information 

dissemination is important for older people in general and specifically for older 

people in Retirement Villages. There is no clear legislative direction as to what 
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responsibility (if any) the Retirement Village industry has for the 'wellness' of its 

residents. 

Some Retirement Villages provide a continuum of services (including health care 

and 24 hour emergency response7
), but the onus is on the resident to recognise the 

need for and to ' purchase' appropriate services. This presupposes that all older 

people are capable of making the decision when their health needs change. For some 

older people memory loss and other mental changes such seni le dementia happens so 

insidiously that it is difficult to identify when they become incapable of making 

appropriate choices. 

Policy emphasis has shifted from non-regulatory (registration and licensing of older 

care facilities) to regulatory (compliance with quality standards leading to 

certification which is compulsory. rather than accreditation wh ich is optional. The 

Health and Disability (Safety) Act 200 I replaces licensing and registration with 

certification of people or organisations that provide hospital or rest home care or 

residential care for people with disabilities. All hospitals and old people's and homes 

for people with disabilities will need to meet the fo llowing standards: 

• Health and Disability Sector Standards NZS8 I 34, 200 I 

• !nfection Control NZS8142, 2000 

• Restraint Minimisation and Safe Practice NZSS8143, 2001 

This may lead to the closure of some facilities but it shou ld have the desired effect of 

raising the standards of care for older people. Suitable education programmes have 

been developed and incentives for health and other professionals to up-skill should 

encourage specialisation in the area of care of o lder people, especially in the area of 

community care of o lder people. 

7 There is no legal requirement or definition of what a 24-hour response is. 
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5.8. Conclusion. 

Healthcare for older people take up a considerable amount of the health budget. 

Informal (unpaid) care forms a vital part of healthcare provision yet it is not taken 

into consideration in healthcare planning. The dwindling pool of informal carers has 

implications for the budget. Older people prefer to be cared for by their relatives but 

a prolonged period of providing informal care creates a great deal of stress to the 

carer. The increasing demand for formal care provision is proportionate to the 

decreasing availability of informal care. Various strategies have been implemented 

(Health for Older People Strategy, The New Zealand Positive Ageing Strategy and 

The Disability Strategy) to improve the quality of and availability of healthcare. 

Access to health services is reliant on knowledge of the processes such as needs 

assessment (for appropriate placement) by the Needs Assessment and Service 

Coordination team. Older people and service providers need to be well informed so 

as to utilise this process effectively. Community care is an important aspect of 

healthcare provision for older people. This aspect is dealt with in Chapter Six. 



69 

CHAPTER SIX 

Community Services for Older People 

6.1: Definition of Community Care 

There is an increasing recognition of the special needs of older people and to meet 

these. many countries are developing programmes with a specific focus on care in 

the community. Community care is a term widely used in English speaking 

countries, but must be recognised as a broad concept susceptible to vague 

definitions. Tester ( 1996), considers that a definition of community care in its widest 

sense includes housing, domiciliary health and welfare services, health services 

outside the home, day care services. and the social. leisure and educational facilities 

that help to maintain the older person's quality of life. In other words it means simply 

care for people who live in their own homes, irrespective of whether those homes are 

in ordinary housing, carers' homes, specialised or small-scale residential settings. 

6.2: Why Community Care for Older People? 

The preference to remain in their own homes is the ·one clear message' that we may 

take from research on older people's housing needs and preferences (Tinker. I 994). 

Walker and Warren ( 1996), cite results from a Euro barometer survey that indicates 

a larger majority of people across Europe believe frail people ought to be helped to 

remain in their own homes. Older people in New Zealand have convincingly echoed 

the sentiment that they prefer to remain in their homes for as long as possible 

(Davison et al, 1993). A national survey of older people living in the community in 

England found that four fifths of older people wished to remain in their present 

homes (Mccafferty, 1994). 

Research in New Zealand (Salmond, 1976 and I 985; King et al, 1985) demonstrated 

that the support required by many of the people in institutional care was social rather 

than medical in nature. This implies that some older people were inappropriately 
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placed and could have been cared for in the community. The majority of older 

people in long-term hospital care did not have physical or sensory impairment 

(Salmond, 1976). ln addition, in the early 1980s, older people placed by hospital 

boards in private hospital through the Geriatric Hospital Assistance scheme were 

spend ing three times as long in hospital as those in public beds - despite the low 

levels of disability among people in private hospitals compared with public hospitals 

(Hyslop et al, 1983). 

Most of the older people do not need formal services to remain in their own home. 

Some older people have pre-existing home-based support needs that are related to 

disability not older age. Others receive support or practical assistance from family, 

friends or relatives and neighbours, which, while not necessarily required, can be 

very important in terms of maintaining networks, saving costs, or having smaller 

support needs met before problems become overwhe lming (Ministry for Social 

Development, 2002a). 

6.3: The Aim of Community Support Services 

The concept of community care implies that the home care services in general have a 

more sharply defined preventative function; with leve ls of support changing and 

intensifying, where necessary, in order to prevent or delay admission to more costly 

and less favoured residential care (Sinclair, Leat and Will iams, 1990). Th is means 

bringing about a change in the mind-set of some people who may equate retirement 

with infirmity. The overall aim of community care is to enable an older person to 

function effectively in his or her own environment. Some of the aims according to 

Williams (200 I), are: 

• to maintain and/or to improve an old person's functional performance; 

• to enable older people to accept responsibility for caring for themselves; 

• to foster a team approach to the provision of care; 

• to foster intersectoral links between hospitals, other institutions and those 

providing care for older people; 
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• to provide support and relief to informal carers who are looking after o ld 

people and 

• to provide information and education for older people in the neighbourhood. 

6.4. Stakeholders in the provision of Community Care 

Older people may benefit from one or more of a range of services that are not always 

considered to be part of community care. ·In New Zealand the Government is 

committed to working with communities to ensure serv ices that respond to loca l 

needs and foster community ownership of solutio ns. This requires strong working 

relationships across government departments, community organisations, iwi, local 

government, rural and urban communities, and the wider society. Effective co­

ordination avoids wasteful duplication of effort and shares best practice among 

partners ' (Mini stry of Social Development, 2001 b: 17). Various factors determine 

the roles played in service provision by each sector in different political, economic 

and welfare systems. 

The provision of care is financed through different sources and methods. The funder 

of services is not necessarily the provider, although this has been a common 

assumption (Glennerster, 1992). Glennerster places emphasis on the distinctions 

between public and private provision and public and private financing and shows 

that there are few clear cut examples of services entirely publicly or privately 

provided and funded. For example homes for older people are often provided by 

private agencies but partly funded from public sources. 

The main financiers of community care services are the individual and family, the 

state, insurance funds, employers, trade unions and charities. The finance may have 

been ra ised or reallocated from other sources such as through taxation and can be 

channelled through various routes to purchase services from different providers 

(Glennerster, I 992). lt is thus important in categorising care services to distinguish 

clearly between particular tasks or services, care settings, providers and financiers. 

Consideration of government's ro le in funding support services and in providing 

financial assistance to people on low incomes to purchase the services is an issue of 
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increasing urgency in planning for New Zealand's ageing population (Ministry of 

Social Development, 2002a). 

The state may provide financial support, accommodation, health and social care, 

through social security, health and welfare systems organised at national, regional 

and local levels. Private commercial enterprises may, for example, be major 

providers of housing and residential care, medical services, pensions and leisure 

activities. The non-profit sector in various forms provides social and medi cal care, 

housing, and leisure and transport services and in some countries plays a major role 

in health and welfare provision. Employers and trade unions, while providing 

occupational welfare services ma inly for current employees, may have a role in 

providing or administering pensions and other financial benefits and welfare services 

for forme r employees and retired members. 

6.5. An International Perspective on Community Care 

The key dilemma facing the organisations and management of home-care services in 

Britain is whether the service sho uld provide large numbers of o lder people with 

basic clean ing and shopping on a weekly or twice weekly basis, or whether to 

provide fewer but more dependent people with much more intensive and freq uent 

service and one that includes personal care such as washing. If the role is to inc lude 

more personal care, then this too has repercussions on the ro le of the community 

nurse, who traditionally would carry out this Lask (Sinclair, Leal and Wi lliams, 

1990). 

An assessment of the international situation shows that the time has come not only to 

reconsider tradit ional concepts and promises, but also to develop crite ria for the 

prioritis ing and allocation of scarce service resources. With this in mind, breaki ng 

free from the traditional alternative between residualism and universalism could 

represent an important new objective. This could, for example, be achieved by a dual 

system with basic and additional support measures for care services that give priority 

to people who live alone and cannot rely on informal carers. 
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6.6. The Role of Social Workers in Community Care of Older People 

Patterson (I 997), stated that assessment of need for social services is fraught with 

problems but, if services are to be planned and resources fairly allocated, some 

assessment is essential. The London Community Care Action Group (1994), 

identified a range of problems with the Community Care Assessment System 

including: long waits for one-off visits, a lack of opportunity to prepare, 

unintelligible forms, a lack of consideration of ethnic minorities and of the right of 

individuals to privacy. Midgely et al ( 1997), held a workshop for older people to 

explore their attitudes to assessment. They found that the majority knew very little 

about the services and agencies providing care to older people. Where they had 

information it came from personal contacts rather than leaflets. 

Social workers' overarching responsibility is to find the best solution to meet client 

needs This may not necessarily mean keeping people in the community. The 

assessment process provides a clear indication to the social worker of the role 

expected in this service setting. Knowledge of resources in the community is 

essential for the social worker to provide information to those needing support. Once 

the assessment is completed the assessors then discuss with the client the resources 

available to meet the identified needs and referrals are made to the appropriate 

services (this includes admission to hospital, rehabilitation programmes, or a rest­

home when remaining independent becomes an issue of personal safety). The aim is 

to keep the older person in the community for as long as possible, by providing the 

necessary support to do so. 

According to the Residential Information Service ADHB, assessment may lead to 

specialist advice on medical conditions, admission to hospital for rehabilitation, 

referral to support services so that the person can remain at home for as long as 

possible, an assessment of the support need level (SNL), or a recommendation for 

residential care specifying whether a rest home, dementia unit or hospital is required. 

Some Retirement Villages have an admissions co-ordinator who liases with the 

doctor to make a referral to a Geriatrician to assess the SNL of the older person. 
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Depending on the outcome, the older person may qualify for admission to a rest 

home or hospital. Although the older person is given a choice of facilities, they 

usually prefer to transfer to an on-site facility in order to maintain contact with 

friends. In this way the Retirement Village that provides a continuum of care, is able 

to ' feed' clients to the rest home and hospital as people become frailer and their 

dependency levels increase. 

6.7. The Role of the General Practitioner in Community Care 

The Waitakere Health Plan towards 2010 states that from the 1930s community and 

primary services, that is, healthcare outside of hospitals in New Zealand has grown 

up in two distinct halves, that is General Practitioner-based primary care services, 

prescription medicine and laboratory tests, and public hospital-run community 

services such as district nursing, public health nurses, social work or community 

based therapies. 

People aged 65 years and over are spending less time in hospital than in the past: the 

average length of stay has decreased by half, from ten to five days, over the past 

decade. Following an acute admission to hospital , the majority of older people are 

now discharged quickly back into the community (Richmond and Moore, 1997). 

Concern has been expressed by GPs that they do not have adequate information 

about ongoing care needs of discharged patients (Ministry of Social Development, 

200 I b: 34). 

The distribution of General Practitioner services and spending on prescription 

medicines is very uneven across communities. This is mainly due to the variation in 

how many times different GP's see their patients in a given period, and the uneven 

concentration of General Practitioners around different areas in Auckland. In 

addition, the traditional separation between publicly run community nursing services 

and largely privately-run General Practitioner services is widely thought to 

contribute to poor communication and a degree of fragmentation of patient care 

between the two groups (Waitakere Health Plan, 2000). General Practitioners are 

usually instrumental in referring people to Social Workers for assessments. 
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6.8: Policy Issues in Provision of Community Health Services 

6.8.1. Affordability 

If the older person has cash assets they are usually able to remain in their own homes 

for longer than would those who have to rely on state assistance, because they are 

able to purchase additional support services. Formal assistance is usually augmented 

by support from friends and family. 

The Health of Older People Strategy, 200 I proposes that District Health Boards and 

the Ministry of Health review and develop a range of service options, including 

support for caregivers to enable older people to 'age in place' . This will cover 

options to integrate panning, funding and delivery of primary, secondary, residential 

care and community support services to provide flexible responses to people's varied 

and changing needs (Ministry of Health, 200 I b) . 

6.8.2. Social Crises 

Williams ( 1989), describes an acute social crises as occurring when there is 

breakdown in the provision of basic care and action is then usually necessary by the 

caring services. The nature of the crisis usually depends on the underlying causes. 

These can be broadly divided into problems with the old person, problems with 

helpers, problems with the environment and failures in communication. 

Patient or client problems often occur. An old person may be living alone or with 

relatives. Where help is available, difficulties occur when the level of care required 

increases to such a point that it is impossible for the helpers to cope any more. In 

these situations where the problem is fundamentally patient or client-centred, it is 

usually illness that precipitates the breakdown. This can be physical or mental and 

may be either major or minor, and it often does not matter which. The important 

point is that as a result of illness, basic (informal) care can no longer be provided. 

Falls and accidents may bring on sudden social crises. A fracture can easily be 
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treated in a hospital but once discharged, the person will find it difficult to cope. 

Mental illness, failing senses such as eyesight or hearing may also render the person 

incapable of self-care. 

Older people are sometimes admitted to hospital because friends or relatives can no 

longer cope. In some cases it may also be because the carer experiences a soc ial 

problem such as illness, fami ly crisis etc. Family support may also be withheld 

because the son or daughter may be faced with the ethical dilemma of choosing a 

course of action in the interest of their own families, rather than that of their 

parent(s) (Williams, 1989). 

6.8.3. Accessibility 

According to Baskett et al ( 1999), community health services may be available but 

not accessible for the following reasons: 

• Lack of information: There might be lack of knowledge on the part of the 

public and general practitioners about the services available in a particular 

area and how to gain access to them . 

• Inefficient organisation of services: Fragmentation due to lack of co­

ordination of service providers as well as the lack of integration of the pub I ic, 

private and voluntary sectors may result in confusion of how to gain access 

and in some cases contribute to the overlap of services. 

• Devolution of services: Services previously provided by the Crown Health 

Enterprise have been devolved to other service providers as a resu lt of the 

purchaser provider split. 

• Difficult access to services: Services may be centralised with poorly 

developed public transport services, or the person may be confined to the 

house due to structural facets of the house. 

The view expressed by Baskett et al ( 1999), is supported by a study described by 

Quinn, Snowling and Denico, 2003. This study was done in Slough, a county in the 

United Kingdom. The county of Slough formed a Project Working Group (PWG) 
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with the University of Reading research team. The abstract of this study is described 

in the introductory chapter of this thesis. Service providers distinguished between the 

provision of information, advice or advocacy. Older people more readily identified 

services as providing assistance or help, and were less likely to recognise 

information giving services in its own right. The concept of advocacy was rarely 

recognised amongst older service users. Older people wanted information across the 

range of health and social care services. Needs for information and advice about 

welfare benefits were frequently mentioned, as was assistance in filling in complex 

benefit claim forms (Quinn, Snowling and Denico, 2003). 

In order to improve accessibility, an attempt was made by Waitemata District Health 

Board to simplify the system of referral. All referrals to Home and Older Adults 

services now have a single entry point. An information pack was distributed to all 

referrers and the manager of Home and Older Adult services in 200 I. The document 

specifies that referrals can be made by the General Practitioners (GP), acute wards 

from North Shore Hospital and other hospitals and other health care professionals (in 

consultation with the GP wherever possible). It stipulates that self-referrals as well 

as referrals by family members are discouraged. The task of the District Health 

Board is to assess the older adult and then to purchase the appropriate care 

(Waitakere Health Planning Group, 2000). 

6.8.4. Difficulties in Provision of Care 

Williams (1989), is of the opinion that it can be difficult for an older person to 

access services but adds that in practice, if health care workers do not co-operate and 

communicate effectively, it can lead to difficulties in provision of care. A number of 

concerns about the limited skills of some doctors in meeting the age-related needs of 

older people have been identified (Richmond et al 1996: 21 ). This included the 

failure of doctors to advise on aids and refer people to specialist, and the failure of 

the two-way information flow between hospital and GPs. In their view, GPs are not 

able to judge whether or not a person really needs residential care (Ministry of Social 

Policy, 1999: 13). While this is true of some doctors, there are many dedicated, 

caring and efficient doctors who specialise in caring for older people. 
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Accord ing to the findings of a research project done in Slough, service providers 

were struggling to offer timely, accurate and comprehensive information. Not one 

agency could provide specialist information about all relevant topics. Updating their 

own informatio n base was difficult for the majority; few had resources for this. 

Often information resulted from networking skills of staff members, and was kt:pt 

within individuals' diaries or heads (Quinn, Snowl ing and Denico, 2003). 

In September, 2003, the Minister of Senior C itizens and Associate Minister of 

Health, 1 lonourable Ruth Dyson officially launched a multi-centred c linical trial 

based in Christchurch, Wel lington and Hamilton that will evaluate health services to 

older people. The trial is being co-ordinated by the University of Auckland, and, 

with 880 older people participating, will be the largest study to evaluate health 

services to older people undertaken in New Zealand (http:/www.cdhb.govt.nz/media: 

12/9/2003). Aspects of care that will be evaluated during this study are difficulties in 

provision of services for older people. 

6.9. Policy Trends 

6.9.1: Information Dissemination 

Lack of information has been identified as a problem in accessing health services. In 

a media statement May 26, 2004. the Ministry of Health stated that · 1nformation­

enabled health services can streamline worktlow, speed up and improve the delivery 

of patient care, reduce errors and use resources more effectively, but it cannot do 

these things a lone. Buy-in from clinicians and administrators will be a critical part of 

the equation '. 

There is a great awareness of the need for information dissemination in order to 

make health and support services more accessible to people by the Ministry of Social 

Development as well. The Ministry of Social Development has introduced a 

regional initiative to take information about superannuation entitlements out into 
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homes and the community. ln the Canterbury region, the Work and lncome Support 

team provides: 

• Home visits to people aged 80 years and over to ensure that they are 

receiving the ir full and correct entitlement and to increase the ir awareness of 

organisations that can assi st them 

• A fortnightly outreach service at Age Concern (Ministry of Social 

Development, 200 I b: 27). 

6.9.2: The Ministry of Social Development and Community Support 

Current government po licy encourages community support services that will 

enhance older people's abili ty to remain in their familiar community se llings for 

longer. Generally people (inc luding those who live in a Retirement Village) who 

have reached the age of 65 years qua lify for pension. New Zealand Superannuati on 

(NZS) means New Zea land Superannuation (pension) payable under Pa rt I of the 

Soc ia l Welfare (Transitiona l Provis ions) Act 1990. If the person does not qualify for 

Superannuation, there are other forms of support. For instance If you are nearly 65, 

you may qual ify for a Transitional Retirement Benefit under section 3 of the Soc ia l 

Welfare (Transitional Provisions) Act 1990. In some instances the ZS is not 

sufficient to cover a ll the expenses (for essential serv ices) the retired person may 

have and they find themselves in financial hardship. 

Older people at risk of poor material wet I-being are like ly to have an accumulation 

of factors, such as no savings and high accommodation costs. Social Welfare 

services are designed to enable old people to maintain a satisfactory standard of 

health and welfare in their homes and to remain independent and invo lved in 

community affairs for as long as possible. The Ministry of Socia l Development 

(MSD) has a range of assistance programmes and support services available for 

people experiencing financial hardship, including older people who live 

independently. T his includes an accommodation supplement, access to more heavily 

subsidised state-owned renta l accommodation, specia l needs grants, a disability 
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allowance and a higher subsidy on medical costs through the Community Services 

Card (Ministry of Social Development, 200 I: 27). 

Supplementary assistance is for beneficiaries whose statutory income is insufficient. 

Typically it covers lump sum grants for extraord inary expenses such as c lothing and 

bedding, home help or rest home fees for the aged, and advances for essential repairs 

and maintenance on beneficiaries' homes. Supplementary assistance was introduced 

in 1951 and provided income for those with low means, whi le emergency benefit, 

introduced in 1968, provided for those whose circumstances were not covered by a 

statutory benefit. The emergency benefit is for persons in need who are not entitled 

to a statutory benefit. This social welfare system needs discretionary powers to meet 

unexpected problems, admini strative or legislative delays. It involves a means test, 

and it places considerable discretionary powers in the hands of the socia l security 

officer. Although these powers are normally used humanely and with sensitivity, 

nevertheless exceptions are known. 

The problem is further compounded by the ignorance of the beneficiary, and 

lawyers. as to the rules that govern the discretionary benefits. These rules are not 

available to the general public. Another factor is that not all those entitled to the 

discretionary benefit know their entitlement. For instance the 1973/ 1974 Survey of 

Aged Persons found that of the 301 in the sample eligible for supplementary 

assistance 234 (78%) did not receive (or seek) any (Easton, 1980). 

A compounding factor is that General Practitioners are often the only source of 

advice to o ld people. They have themselves been ignorant as to benefits and have 

sometimes resisted giving certificates of illness and di sabi lity (Wi lliams, 1989). 

The government has made provision for welfare assistance for older people who live 

in the Retirement Villages (The Social Welfare Transitional Provision Act, 1990: 

Section 18 A). This describes the number of different situations that a person can be 

in when living in a Retirement Village. Residents of Retirement Village serviced 

apartments are considered boarders. This is because their accommodation payments 

include power and gas bills and services such as meals. Even if a c lient owns a 

serviced apartment they continue to be treated as boarders if they purchase these 
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additional services. A client in a Retirement Village who does not purchase these 

services as part of their accommodation payments may be considered as paying rent 

or as a homeowner if they own the apartment. Some older people living in a 

Retirement Village qualify for a Living Alone Allowance. 

Clients living alone in Retirement Village units can only receive the Living Alone 

payment if the client owns or rents and the unit is a house or flat and they do not 

share any household expenses. The Social Welfare Transitional Provision Act, 1990: 

clause 2 Ministerial Direction: Living Alone Payment states that a client will not be 

considered to be sharing household expenses just because they pay a flat fee to the 

Retirement Village proprietor to cover electricity, laundry, meals and cleaning of 

common area would not be considered to be sharing expenses. 

Older people who have a disability may require carer support. Carer relief is 

available to give the carer a break from caring responsibilities where a partner, 

family member or any other person cares someone for full-time. As from 1993, 

relatives providing respite care for up to four weeks a year for a dependent older 

person have been able to claim a Family Caregiver Allowance which incorporated a 

daily payment plus claims for expenses and loss of earnings. There was a cap on the 

maximum daily rate that could be claimed, but with full allowance in line with the 

average pre-tax wage. A policy change was made in September 1995, when the 

government announced that from the I October 1995, those people who had entered 

care on or after March 1994, would be able to gift assets of up to $25,000 to carers 

before they went into long-stay care. Provision was also made for an older person to 

backdate a gift of up to $5,000 a year for the previous five years and to continue 

gifting a further $5 ,000 each subsequent year (Cheyne, O ' Brien and Belgrave, 

2000). 

If an older person has an immediate and essential need such as dentures, hearing aids 

or spectacles, and they do not qualify for an allowance, they may apply for a (Work 

and Income New Zealand) WINZ Advance Payment of Benefit. This can be a lump 

sum payment if it can be established that the older person has exhausted all other 

avenues first. WINZ considers Advances individually. If the older person is 



82 

receiving a benefit, this money must be repaid (Residential Information Services, 

July, 200 I) 

6.9.3. Needs Assessment and Service Coordination 

Older people currently receive Ministry of Health support services following their 

assessment and service coordination by a Needs Assessment and Service 

Coordination agency. In general, when an older person is identified as having high 

and complex needs. they are offered either support from existing community 

services to enable them to remain at home, or entry, if appropriate, into residentia l 

care. As part of implementing the Positive Ageing Strategy and the Health of Older 

People Strategy, the Ministry of Health is supporting initiatives that will provide 

alternati ve options for older peop le who wish to 'age in place', in other words, older 

people who wish to remain in their own home. This indicates a greater focus on 

community-based options for supporting older people at home as an alternative to 

residential care (www.cdhb.govt.nz.media: I 2.09.2003). 

6.10. Conclusion 

The Policy Intent of the Pos itive Ageing Strategy and the Government Strategies that 

supports ageing in place. is to ensure that older people are able to live in the ir own 

homes for as long as possible. A means of establishing whether the Positive Ageing 

Strategy is effective is by undertaking research to identify the perceived service 

needs of older people in general, but especia lly those who live independently in 

Retirement Villages. There may be a difference between the avai lability of 

government-funded services, and the knowledge and use of such services, by people 

who live independently in Retirement Villages. 
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CHAPTER SEVEN 

The Research Process 

7.1. Introduction 

Being a newcomer to New Zealand, I needed to develop an understanding of the 

Retirement Village Industry as well as the impact of the Positive Ageing Strategy on 

the care of older people in New Zealand. I decided to use an exploratory descriptive 

research design, as this approach would serve to assist me to contextualise the 

findings of this research project. The following insights were gained from the 

literature review and from prior research in New Zealand and elsewhere: 

• Rationales for policy decisions that affect the quality of life of older people is 

influenced by the ideology of the political power that reigns at a particular 

point in time. The current thinking is that older people should be allowed to 

age in place, and that there should be a partnership between the government, 

local authorities, service providers and users of health services. 

• There are an increasing number of the old-old (85+) with a projected 

association of an increased need for formal and informal support services. 

Family carers provide an invaluable service and cost saving to the 

government but continuous and complex care giving tasks does take its toll 

on the carer. The pool of informal carers is dwindling due to the phenomenon 

of two-generation older people and due to women staying in the workforce 

until they are much older. 

• The Retirement Village industry fills a gap in the market for housing for 

older people who want to live independently and age in place and may 

require a continuum of care. Social exclusion may arise through one or more 

of a range of circumstances, including a lack of access to personal, 

community or state resources and facilities, insufficient personal capacity and 

opportunity, and negative attitudes to ageing. 

• The government and others provide a variety of formal support services, but 

it is under-utilised for reasons that may include inadequate dissemination of 

information. 
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• While care of older people has been widely researched in hospitals and rest 

homes, very little research has been done with regard to the quality of life of 

older people in Retirement Villages. The main focus of research has been in 

the area of informal care. There is a growing awareness of the dual focus of 

caring: the carer needs support but equally the cared for person has the right 

to be aware of the various options for care and should be involved in decision 

making. 

• An awareness of the vulnerability of older people when they purchase a unit 

in a Retirement Village has culminated in the Retirement Village Act 2003 

No 112. 

• Internationally and in New Zealand there is a problem that there are barriers 

that prevent older people from accessing servi ces and thi s includes lack of or 

inaccessible information. Older people can contribute to finding a solution to 

this problem. 

The literature raised severa l questions about service provision for o lder people: 

• What is the reason for some o lder people to choose to I ive in a Retirement 

Village rather than remain in their own home? 

• Are older peop le engaged in forma l and/or informal work? 

• What support services do people who live in Retirement Villages use? 

• Are they aware of the range of available services provided by the government 

and others and do they know how to access those services? 

• What expectations, if any, do they have of the government in the provision of 

services for older people? 

These questions formed the basis of the interview guideline (Addendum Seven). The 

research methodology that evolved as a result of the literanire review is Grounded 

Theory as discussed in this chapter. 
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7.2: The Nature of Qualitative Research 

Katzenvollenbogen et al ( 1991 ), state that qualitative research is subjective and that 

the focus is on how the respondents experience and perceive any particular situation. 

They say that underlying the qualitative approach is a philosophy concerning how 

behaviours and social processes are determined. Mark (1996), is of the opinion that a 

qualitative approach uses general descriptions to describe or explain . He says that 

qualitative researchers tend to use narrative descriptions of persons, events and 

relationships. Their findings may be presented in the form of categories or general 

statements about the complex nature of persons, groups or events. 

According to Hancock (2002), features of qualitative research are that: 

• It is concerned with the opm1on, experiences and feelings of individuals 

producing subjective data. 

• It describes social phenomena as they occur naturally. 

• Data are used to develop concepts and theories that help us understand the 

social world . This is an inductive approach to development of the theory. 

Qualitative data are collected through direct encounters with individual s. 

through one to one interviews or group interviews or by observation. 

• The intensive and time-consuming nature of data collection necessitates the 

use of small samples. Qualitative sampling techniques are concerned with 

seeking information from specific groups and subgroups in the population. 

• Criteria used to assess reliability and validity differs from those used in 

quantitative research (Hancock, 2002: 2) . 

7.3: The Research Design 

During the planning stage of the research design the intention was to adopt a 

phenomenological approach. Phenomenology means the study of a phenomenon. It 

is a way of describing something that exists as part of the world in which we live. 

Phenomena may be events, situations, experiences or concepts. Our lack of 

understanding of these phenomena may exist because the phenomena have not been 
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overtly explained or our understanding of the impact it makes may be unclear 

(Hancock, 2002: 4). For example, we know that lots of older people live 

independently in Retirement Villages. But what does ' independence' actually mean 

to them and how is that independence monitored and maintained? The 

phenomenologist wants to understand how the world appears to others. 

Since little is known about the Retirement Village Population, l decided to use a 

research design that is descriptive and exploratory. The main feature is the 

development of a new theory through the collection and analysis of data about a 

phenomenon. It goes beyond phenomenology because the explanations that emerge 

are genuinely new knowledge and are used to develop theories about a phenomenon. 

The theory needs to be grounded or rooted in observation. This methodology is 

known as grounded theory. Grounded theory is a complex iterative process. This is a 

method used for studying complex social phenomenon (Mark, 1996). Various data 

collection techniques are used to develop grounded theory, particularly in-depth 

interviews and observation although literature reviews, newspaper reports and 

relevant documentary analysis make important contributions. Quantitative data can 

be obtained from census data, research reports and government report (Flick, 200 I). 

The research begins by raising generative questions that help to guide the research 

but are not intended to be either static or confining. As the data was collected, core 

theoretical concepts were identified. Tentative linkages were developed between the 

theoretical core concepts and the data (Trochim, 2000). A key feature of grounded 

theory is the simultaneous collection and analysis of data using a process known as 

constant comparative analysis. In this process, data are transcribed and examined for 

content immediately following data collection. Ideas that emerge from the analysis 

are included in data collection when the researcher next enters the field . For this 

reason a researcher collecting data through semi-structured interviews may gradually 

develop an interview schedule in the latter stages of a research project that looks 

very different to the original schedule used in the first interview. New theories 

begins its conception as the researcher recognises new ideas and themes emerging 

from what people have said or from events which have been observed. Memos form 

in the researcher's consciousness as raw data are reviewed. Hypotheses about the 

relationship between various ideas of categories are tested out and constructs formed 
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leading to new concepts of understandings. In this sense the theory is 'grounded' in 

the data (Hancock, 2002: 6). 

This method was chosen because the research aimed to get an assessment of how the 

residents who live independently in Retirement Villages understand their social and 

material situation (the need for support services and appropriate information). One of 

the aspects that this research sought to demystify is the disparity that exists between 

the availability of services to assist older people to live independently and their 

knowledge of and use of such services. It is hoped that a theory wi II emerge that will 

facilitate the effective dissemination of information to older people who live 

independently in Retirement Villages about service provision and how to access it . 

7.4: Procedures for Recruiting Participants 

A description of Retirement Villages was obtained from available literature, public 

information such as newspapers, the Internet and brochures obtained from 

Retirement Villages. On the basis of this information three Retirement Villages that 

covered the spectrum of services as described by the literature were selected from a 

list that is provided by Auckland Health Board, to people who plan to live in 

Retirement Villages in West Auckland. The Retirement Villages ranged from 

providing no care facilities to the full range of health care facilities (serviced 

apartments, a rest-home, hospital and a nurse on call for 24 hours). 

A description of residents of Retirement Villages was obtained by analysing and 

quantifying the demographical data of older people in New Zealand generally, and in 

Retirement Villages, specifically. Appointments were set up with the respective 

managers of the Retirement Villages I had selected in order to explain to them the 

nature and purpose of the research project. After the village managers had verbalised 

their willingness to grant access to their respective villages if they approved of the 

research, they were presented with information sheets (their own, those for the 

residents committee, individual and focus group consent forms and all other 

information pertaining to the research), and given the opportunity to clarify any 

issues that they did not understand. No concerns were expressed but questions of 
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clarification were asked and answered. After answering all the questions that they 

had, written permission was obtained from them to have access to residents as well 

as to interact with the residents committee so that they could provide me with a list 

of potential participants. 

The managers rrom the three Retirement Villages all said they felt the research was 

needed as they themselves were not fully acquainted with service provision by the 

government and therefore were unable to advise residents who approached them. 

One manager expressed the opinion that an education programme could be 

developed from the body of knowledge that I was in the process of developing as 

their organisation had identified a need for managers to be up-skilled in the caring 

component of the Retirement Village industry. No members of the Residents 

Committee were present when I met with the respective village managers. All 

managers stated that they preferred to interact with the Residents' Committee 

themselves and said they would consult with the committee about prospective 

respondents. This may be because in Retirement Villages the Resident Committees 

have limited decision-making powers (discussed in Chapter Four). 

7.5: Sampling 

According to Morse ( 1991 ), the sample must be appropriate, consisting of 

participants who best represent or have knowledge of the research topic . This 

ensures efficient and effective saturation8 of categories, with optimal quality data and 

minimal dross. Sampling adequacy means that sufficient data to account for all 

aspects of the phenomenon have been obtained. By definition saturating data ensures 

replication in categories; replication verifies, and ensures comprehension and 

completeness. 

8 Saturation: In collecting and interpreting data about a particular category, in time you reach a point 
of diminishing returns. Eventually your interviews add nothing to what you already know about a 
category, its properties, and its relationship to the core category. When this occurs you cease coding 
for that category (Glaser and Strauss, 1967). 
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7.5.1: The Sample for Individual Interviews 

A list of criteria (based on the demographic analysis of o lder people in New Zealand 

as well as my intuition and experience of working with older people in Retirement 

Villages) was given to the manager of the respective Retirement Villages. T he 

criteria were that prospective participants had to be over the age of 65 , had to be 

independent living, that a couple should be included to ensure representation of 

males as well as to get a perspective of caring by a spouse. Patton ( 1990), identifies 

this way of sampling as a maximum variation sample. 

The preferred sample was to consist of 5 people from each village (the assumption 

was that the res idents of the villages would be homogeneous in nature: retired people 

over the age of 65, who lived independently and who had purchased their units in the 

Retirement Vi llage). The request was directed to the village manager and 1 enclosed 

a letter to the Residents Committee, asking them to identify prospective participants. 

I wanted to capture the divers ity of a phenomenon within the small sample that was 

to be studied intensively without in fluencing the cho ice of ind ividuals. 

A list of names was obtained from each respective village. Al l the managers said that 

they wou ld consult with the Resident Committee, but that they would be responsible 

for lias ing with me. T he sample consisted of sixteen people from three Retirement 

Villages, and this consisted of seven men and nine women (five couples and s ix 

respondents who were single). I had planned to have fifteen participants: five from 

each Retirement Vi llage but when I interviewed a ma le respondent his wife said in a 

very aggrieved voice that she did not understand why she had not been chosen to 

participate in the study. I explained to her that I had not made the selection but had 

been presented with a list of names of people who had agreed to participate in the 

study. I invited her to participate if she wanted to. I obtained written (informed) 

consent from her before I commenced the joint interview since the s ituation 

obviously required sensitive handling. 
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Prospective participants had been contacted telephonically and appointments set up 

in order to explain the purpose of the study and to obtain consent. They had been 

informed that they could have a support person present during the interview and that 

they could withdraw from the research, and could refrain from answering any 

questions they did not want to. Consent was obtained after explaining the nature and 

purpose of the research, and informing them that they had the right to refuse to 

participate. 

7.5.2: The Sample for a Focus Group 

Hancock (2002), states that you add to your sample through theoretical sampling or 

purposive sampling. Rubin and Babbie (200 I), state that when a focu s group is used 

for an assessment that the discussants may be a key informant, referral resources, 

service consumers or potential consumers, or community residents. They say that 

typically, focus group participants are chosen without using probability-sampling 

methods. Purposive sampling (as in using key informants) or reliance on available 

subjects is much more common. I used this method of sampling to obtain the focus 

group. I relied on the availability of subjects by selecting the focu s group from the 

sixteen people who had been interviewed individually. The selection was subjective 

and based on my intuition and on their ability to participate in, and be assertive 

during a discussion . I had selected nine (three from each village) but one participant 

forgot that she had a prior appointment. 

7.6: Method of Data Collection 

Qualitative approaches to data collection usually involve direct interaction with 

individuals on a one to one basis or in a group setting. Data collection methods are 

time consuming and consequently data is collected from a smaller number of people 

than would usually be the case in quantitative approaches such as the questionnaire 

survey. According to Shaw, Gould (2001 ), and Byrne-Armstrong, Higgs and 

Horsfall (200 I), five participants studied over a relatively short period of time are a 

reasonable number for a master' s thesis. 



91 

The benefits of using qualitative approaches include richness of data and gaining 

deeper ins ight into the phenomena under study. The main methods of collecting 

qualitative data are: 

• individual interviews 

• focus groups and 

• observation 

A multiple method of data co llection was used for this study that included 

interviews, observations, a document review and field-notes. 

7.6.1. Individual Interviews 

Sixteen ( 16) face-to-face interviews were held with individuals. It was time­

consuming to set up the appointments because the prospective participants seemed to 

lead very busy lives: they were either too busy to speak to me or, they had to check 

their calendar of events to establi sh when they cou ld accommodate me. 1 had 

planned to do all interviews at a particular village in one day. I ended up havi ng to 

go many times in order to meet at a time that su ited the lifestyle of the individual 

participant. 

The interview procedure followed a generally s imilar format in each case. A 

standard interview schedule was developed with the recognition that not all sections 

would be applicable in each interview, depending on the background and experience 

of the interviewee. The interviews were tape-recorded. After each interview, I made 

notes about things that I had noticed such as a respondent becoming emotional about 

some aspect, reluctance to talk about some issues, tone of voice and body language. 

Each one of the participants indicated that I could interview them in their homes. 

An interview guide approach was used in order to have a uniform approach at each 

village and with each individual. Rubin and Babbie (2001), states that an interview 

guide (Appendix Seven) lists in outline-form the topics and issues that the 

interviewer should cover in the interview, but allows the interviewer to adapt the 
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sequencing and wording of questions to each particular interview. Thus, the 

interview guide ensures that different interviewers will cover the same material and 

keep foc used on the same predetermined topics and issues, while at the same time 

remaining conversational and free to probe into unanticipated circumstances and 

responses. This was in keeping with what is described by Morse, Barrett, Mayan, 

Olson and Spiers, (2002) as methodological coherence. They say this means 

ensuring that there is congruence between the research question and the components 

of the method. Data may demand to be treated differently so that the question may 

have to be changed or methods modified. Sampling plans may be expanded or 

change course altogether. The fit of these components must be coherent, with each 

veri fying the previous component and the methodological assumption as a whole. 

Each respondent was asked whether they would prefer having the interview recorded 

using a tape recorder or if they would prefer that I make notes. All respondents were 

assured that confidentiality would be maintained, and that I would be the only person 

with access to the interview recordings. which would be destroyed at the completio n 

of the thes is. A 11 except one respondent agreed to be recorded. The one that refused 

said that she did not think she would sound good o n tape. We agreed to sample a 

recording then if she was not satisfied about how she sounded, she would a llow me 

to take notes. After thi s process she agreed to have the interv iew recorded. The 

maximum time taken per interview was one hour. I adopted the role tha t Lofland 

( 1995). refers to as ·socially acceptab le incompetenf . I offered mysel r as a person 

who was not acquainted with what services were offered to o lder people in 

Retirement Villages or what the role of the government is or should be with regard 

to service delivery. 

This approach was adopted so that the o lde r people should see me, as advocated by 

Rubin and Babbie (200 I), as a person who must be helped to grasp even the most 

basic and obvious aspects of that situation. Another reason was that I did not want to 

raise the expectations of the respondents that I was able to influence service delivery 

by the government and other agents. 

Before leaving each Retirement Village, following each interview I made notes of 

key issues: anything I had observed, any discussion before or after the interview 
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was tape recorded, whether questions had been understood, which questions had 

elicited good responses and which questions interviewees answered briefly. Rubin 

and Babbie are of the opinion that: ' You need to review your notes on informal 

conversational interviews, detecting all things you should have asked but didn 't. 

Start asking those things the next time and an applicable informal conversational 

interview emerges' (Rubin and Babble, 2001: 406). 

As I did two to three interviews per day (usually at the same Reti rement Village) I 

compared interview to interview in order to establish if there were any patterns in the 

responses. As I moved from one Retirement Village to another I soon developed the 

habit of comparing the data of one Retirement Village to another. The results of this 

comparison were written in the margin of the interv iew guide thus using note taking 

as a means of coding. The codes were then used to identi fy categories or themes and 

into sub-themes. Each village had a separate code and each individual was given a 

numerical number. In this way I was ab le to keep a record of information at each 

village for each indi vidual. The process of coding resulted in descripti ve themes that 

gu ided the process of analysing the data obtained from the transcripts of the recorded 

interv iews. I first identified and label led concepts for example one concept was 

subsidised services but in table 8.4 the subcategories of subsidised serv ices are 

listed. Another example is that transport was the concept and the categories were: 

own transport, village transport, transport hy a person living in the village or a.family 

member. This in formation was tabulated to facilitate analysis but this method also 

lent itself to comparison being made between the vill ages in respect of service usage. 

7 .6.2: The Focus Group 

A focus group consisting of eight (drawn from the sample of sixteen) were brought 

together at a venue that we had agreed upon. All three Retirement Villages were 

represented in this focus group. I wanted to add to the diversity of the sample by 

putting together a gro up of people who lived in different Retirement Villages (multi ­

sites), who would have had different experiences and expectations of service 

provision in Retirement Villages. Since I had already had one-on-one interviews 

w ith them, I knew that some of them tended to ramble, some were excessively shy 
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and some were dominant in that they had been community leaders and in some cases 

served or had served on Resident 's Committees. 

The time allotted for the focus group discussion was an hour. Past experience in 

working with older people made me reali se an informal interview with eight o lder 

people could take a very long time since it would be very difficult to limit the input 

to semi-structured questions. Data emerging from focus groups are like ly to be more 

voluminous and less systematic than structured interviews. 

I wanted to empower the participants to be able to contribute to the discussion . I 

decided to modify the interview guide approach. using tabulated data that 

summarised the findings of the individual interviews, to stimulate new ideas and 

encourage participation. This was done so as not to overwhelm the participants of 

the focus group with too much information. The information consisted of a synthesis 

and interpretation (through classifying answers) of the responses given by all those 

who had been interviewed. In order to minimise the risk of the respective 

participants being identified, a comprehensive list of all responses in stead o f per 

village was compiled. 1 printed out copies of the tabulated infonnation (Tables 8. 1. 

to 8.6.) so that the focus group partic ipants could have something tangible to focus 

on. 

Since the individuals who formed the focus group had directly or indirectly 

contributed to the information contained in the tables. they could take ownership of 

it and have a stimulating discourse about whether they agreed or disagreed or had 

anything different to say (Ruben and Babbie, 200 1 and Patton, 1990). My role was 

that of a faci litator and this permitted me to make brief notes of the interaction 

between group members, the tone of voice, and to identi fy the sequence that was 

followed in the focus group discussion. In this way I was able to collect new data 

and ana lyse the data concurrently thus forming a mutual interaction between what is 

known and what needs to be known (Mores, Barrett, Mayan and Spiers, 2000: 12). 

The participants were divided into two groups of four and given one theme at a time. 

I explained the tabulated data then asked them to discuss it in their groups. I laid 

down the ground rules so that everybody would have an opportunity to participate 
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and nobody would dominate the discussion. According to Albrecht et al. ( 1993), the 

focus group is a social event and is generally one that partic ipants enjoy regardless 

of the topic. The primary benefit is that it provides valuable information on how 

people talk about a topic and how they respond in a situation where they are exposed 

to the views and experiences of others (Canera l! and Maclaran, I 997) The purpose 

of focus groups is not consensus building but rather, it is to obtain a range of 

opinions from a representative set of target users about issues to hand . Each user's 

point of view is of interest and it is the moderator's task to encourage each user to 

express their unique points of view. 

7 .6.3: Observations 

In some research observation of people is not required but observation of the 

environment can contribute to the development of invaluable insight about the 

environment where a research project is being undertaken (Hancock, 2002: 12). Jn 

this instance the environment of the three participating Retirement Villages was 

observed in terms of geographical layout, measures of security, level of activity of 

residents as well as the services that are being offered. 

7. 7: The Reciprocal Relationship between the Researcher and the 

Participants 

Mark ( 1996), says that in the research situation, the researcher and the study 

participants interact and, inevitably influence one another. For example, in a fo llow­

up interview, the researcher may suggest an explanation or a concept that was 

developed in an earlier phase of observation. This suggestion may affect the 

participants' future behaviour. When researchers conduct observations, their 

presence is usually obvious to part ic ipants, and they may even participate in 

activities a long with the participants. This is also likely to affect the participants ' 

behaviour. During each interview I tried to make sure the interviewee was at ease by 

introducing myself and answering any questions they had. In some instances the 

respondents appeared more re laxed after the recorder was switched off and spoke 

freely about some aspects of their lives that was relevant to the research but that they 
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had not mentioned while being recorded. Some of them also asked questions in 

relation to service provision that they had experienced and when I did not have the 

answers it prompted me to enquire from my colleagues or to make enquiries from 

various service providers and facilitators. These off the record questions and 

comments had some influence on the manner in which I facilitated discussion with 

the focus group and it also helped me to revise the format of some of the interview 

questions that 1 had had to rephrase when l did not get an appropriate response 

during my first interview to the question (details in Chapter Eight). 

7.8: Transcribing the qualitative data 

I transcribed the conversations that had been recorded on tape myself and added the 

field notes that I had made from memory after each interview, noting any cues such 

as the tone of voice or body language that might give an indication of a whole range 

of feelings. l listened to each recording more than once and incorporated anything 

interesting in the subsequent interviews. The initial interview was different to the 

subsequent ones that had been continuously informed and revised by informants. 

7.9: Strategies for the Analysis of Data 

Gordon and Langmaid ( 1988), in Catterall and Maclaran ( 1997), identify two 

approaches to the analysis of focu s group data in market research. The large sheet­

of-paper approach that involves breaking down the transcripts into texts and 

allocating these under themes identified inductively and/or deductively. They 

consider this approach to be inferior to the annotating-the-scripts approach that 

involves reading transcripts (and/or listening to audio-tapes) and writing interpretive 

thoughts about data in the margins. The benefit of this is that each transcript is 

considered as a whole rather than as a set of discrete responses and that it allows the 

analyst to re-experience the group, body language and tone of voice. 

Coding was used to categorise the qualitative data and for describing the 

implications and the details of these categories. Initially open coding was adopted in 

which the data was considered in minute detail while developing some initial 
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categories. Later the coding became more selective where systematic codes were 

developed with respect to a core concept in order to develop a sub-category. 

Memorandums were used to record any thoughts I developed as they evolved 

throughout the study. This happened after each interview and sometimes while 

transcribing tapes. This was useful in linking codes to core concepts. 

Integrative diagrams and sessions are used to pull all of the detail together, to help 

make sense of data to the emerging theory (Trochim. 2002). In this instance simple 

tables were used as summarising devices. The tables were used in the focus groups 

as a means to facilitate interaction with each other and to share ideas and increase 

insight. 

According to Trochim (2000), eventually one approaches conceptually dense theory 

(saturation) as new observation leads to new linkages that lead to revisions in the 

theory and more data collection as the core concept is identified and fleshed out in 

detail. When does this process end? One answer is: never! Clearly, the process 

described above could continue indefinitely. Grounded theory doesn't have a clearly 

demarcated point for ending a study. Essentia lly, the project ends when the 

researcher decides to quit. Presumably at this stage you have an extremely well 

considered explanation for some phenomenon of interest (grounded theory). This 

theory can be explained in words and is usually presented with much of the 

contextually relevant detail collected. 

7.10. Validity of Qualitative Research 

It has been argued that the conventional criteria for judging the rigour or 

trustworthiness of qualitative research that include internal validity, external validity, 

reliability and objectivity are not always appropriate (Crawford, Ken, Marnie, and 

Arnott, 2000). Guba and Lincoln ( 1989), and Lincoln and Guba (I 985), described 

these traditional facets of validity and re liability as follows: 
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Internal validity: the extent to which variations m an outcome or dependent 

variable can be attributed to controlled variation in an independent variable. 

External validity: inference that the presumed causal relationship can be 

generalised across alternate measures of cause and effect and across different types 

of persons, settings and times 

Reliability: consistency of a given inquiry, is generally a precondition for validity. It 

refers to a study's consistency, predictability, stability and/or accuracy. Reliability 

typically rests on replication. 

Objectivity: neutrality, a demonstration that the inquiry is free of bias, values and/or 

prejudice 

Reliability and Validity 

Verification is the process of checking, confirming, making sure, and being certain. 

In qualitative research, verification refers to the mechanisms used during the process 

of research to incrementally contribute to ensuring reliability and validity. These 

mechanisms are woven into every step of the inquiry to construct a solid product by 

identifying and correcting errors before they are built into the model and before they 

subvert the analysis. If the principles of qualitative inquiry are followed , the analysis 

is self-correcting (Creswell, ( 1997). Guba and Lincoln ( 1981 ), stated that while all 

research must have ' truth value'. ' applicability' , 'consistency', and ' neutrality ' in 

order to be worthwhile, the nature of knowledge within the rationalistic 

(quantitative) paradigm is different to the naturalistic (qualitative) paradigm. The 

proposed alternative criteria in the qualitative paradigm to ensure ' trustworthiness ' 

are credibility, fittingness, auditability, and confirmability (Guba and Lincoln, 1981 ). 

These criteria were later refined to credibility, transferability, dependability, and 

confirmability (Lincoln and Guba, 1985). 

Credibility: the credibility criteria involve establishing that the results of qualitative 

research are credible or believable from the perspective of the participant in the 

research. Since from this perspective, the purpose of qualitative research is to 

describe or understand the phenomena of interest from the participant' s eyes, the 

participants are the only ones wbo can legitimately judge the credibility of the 

results. 
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Table 7.1: Criteria for Judging Trustworthiness of Research 

Traditional Criteria for Judging Alternative Criteria for Judging 

Quantitative Research Qualitative Research 

Internal validity Credibility 

External validity Transferability 

Reliability Dependability 

Objectivity Confirmability 

Source: (Lincoln and Guba, 1985). 

Transferability: transferability refers to the degree to which the results of 

qualitative research can be generalized or transferred to other contexts or settings. 

From a qualitative perspective transferability is primarily the responsibility of the 

one doing the generalizing, but generalization is necessarily at best limited. The 

qualitative researcher can enhance transferability by doing a thorough job of 

describing the research context and the assumptions that were central to the research. 

Dependability: the idea of dependability emphasizes the need for the researcher to 

account for the ever-changing context within which research occurs. The research is 

responsible for describing the changes that occur in the setting and how these 

changes affected the research approach of the study. 

Confirmability: this refers to the degree to which the results could be confirmed or 

corroborated by others. 

The procedure used in this research was checking and rechecking the data 

throughout the study. The study sought to make the findings of the research 

trustworthy by applying the criteria of dependability, confirmability and credibility. 

Transferability was not sought because of the smallness of the sample. According to 

Trochim (2000), after the study one can conduct a data audit that examines the data 

collection and analysis procedures and make judgements about the potential for bias 

or distortion. 
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CHAPTER EIGHT 

Research Results: A Descriptive Account 

8.1: Results of Observation 

Observations included a visual assessment of the geographic layout and the level of 

activity at each village. Two Retirement Villages were situated within 5 - 10 

minutes driving distance of a public hospital. One was within walking distance of a 

shopping centre, a medical centre, public transportation and a community recreation 

centre. Both of these Retirement Villages were situated on flat terrain. One consisted 

of high-rise buildings and was consequently densely populated. This village was a 

hive of activity. Visitors including young children were walking around or having 

tea with their older relatives in the cafeteria. Some older people were chatting away 

in semi-private areas where they had a view of the surrounding area. Others were 

doing structured exercise (line-dancing) to music in an area within viewing distance 

of the receptionist who was very busy answering telephone calls, directing people 

and answering queries . The atmosphere was very tranquil and friendly. I observed 

this during the time I waited for the receptionist to contact the person I had come to 

interview, to inform them of my arrival. 

The third Retirement Village had a hospital, office complex and common area as a 

central feature around which cottage like villas were situated. I did not see anybody 

walking around but a few people were talking to the receptionist and some were 

talking to a person that I later identified as the manager. At this Retirement Village, 

I noticed that the terrain was very steep and units were situated on different levels 

that could be accessed with a chair lift between the levels. The units were sprawled 

over a wide geographic area and the common areas were situated in the same 

complex where the manager was (within walking distance from the units). I did not 

see any of the older people at the receptionist area but caught a glimpse of some of 

them as they drove into or out of the village. I did notice that a man and woman were 
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working in their garden and two other people were chatting to them. f saw a mini­

bus with the company logo on it parked outside the office of the manager. 

At the same time I observed the visible security measures that were in place. All 

villages had a security camera at the main door. One village had the main door 

situated beyond the entrance hall so that one had to report to the receptionist first, 

and opposite her office was the office of the manager that had a window facing the 

entrance hall as another means of observing anybody that entered the village. At one 

village a map of all the units according to unit numbers was displayed as one entered 

the Retirement Village complex. One could easily identify the unit one wanted to 

access without interacting with the administrative staff. At another village visitors 

were given a visitors badge to wear. The receptionist would activate the lift that was 

centrally placed so that anybody who wanted to go up to an apartment could be seen. 

At all three villages I had been able to drive on to the premises and park my car 

without being challenged by anybody. This is not unusual during the daytime since 

Retirement Villages strive to be as homely as possible. None of the villages had a 

security guard visible. 

8.2. Content Analysis 

The content analysis, that is, the procedure for the categorisation of verbal or 

behavioural data is dealt with on two levels in this thesis. This chapter is a 

descriptive account of what was said and the next chapter is interpretive: it is 

concerned with what was meant by responses, what was inferred or implied. Content 

analysis involves coding and classifying data. The basic idea is to identify from the 

transcripts the extract of data that are informative in some way and to sort out the 

important messages hidden in the mass of each interview. The processes followed in 

this research are the steps described by (Hancock, 2002): 

• Taking a copy of the transcript and reading through it and making a brief 

note in the margin of anything interesting or relevant. 
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• Looking through the notes in the margins and making a list of the different 

types of information that was found. 

• From the list develop categories for each item that will describe what it is 

about. 

• Look at the list of categories and consider if some of the categories can be 

linked. If so list them as major categories (themes), and sub-categories (sub­

themes). 

• Look through the list of themes and sub-themes to develop the ' big picture'. 

Sometimes, an item seems to fit into two categories. If so, list it under both 

(Hancock, 2002: 17-18). 

This process of content analysis involved continually revisiting the data and 

reviewing the categorisation of data after each interview until I was sure that the 

themes and categories used to summarise the findings were a truthful and accurate 

reflection of data. Content analysis is a feature of grounded theory and ideas that 

emerge from the analysis of each interview are included in data collection as the 

researcher re-enters the field. 

The structure of the interview schedule included four elements. The first element of 

the interview schedule involved general questions about the demographic features of 

the respondents. Since it was an open question some interviewees mentioned work 

that they or other residents of the Retirement Village did. This aspect (work) was 

incorporated in subsequent interviews. The second element was establishing reasons 

for choosing to live in a Retirement Village rather than in the general community. 

The third element was to determine the services that interviewees were aware of, 

used, and expected the government and others to provide. The fourth element was 

exploring efficacy of existing as well as new ways of disseminating information to 

older people who live in Retirement Villages. 

Data triangulation was used to establish a basis to compare the demographic 

characteristics of the sample against the demographic features of older people in 

general. The different sources of data used to triangulate are: 
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• Data from Statistics New Zealand for the demographic features of o lder 

people in New Zealand. 

• Document analysis of relevant reports of the Ministry of Social Policy. 

• Interviews with five older people from two of the participating Retirement 

Villages, and six from the other. 

Triangulation is a method used by qualitative researchers to check and establish 

va lid ity in their studies (Guion. 2002: I). Triangulation is not simply combining 

different types of data, but it anempts to relate the different types of information so 

as to leave the validity of each type of information intact (Perone and Tucker, 2002). 

In this instance a comparison was drawn between the age-structure of older people 

nationally and that of o lder people in the sample. 

8.3: Characteristics of the Participants 

Plann ing of any service is large ly dependent on stati stical analysis to establish trends 

Table 8.1 Demographic C haracteristics of Sample Population (Age in Years) 

Marital Status Male (Age in Years) Female (Age in Years) 

Couple 77 73 

Single 72 

Couple 76 75 

Single 76 

Single 73 

Single 84 

Single 69 

Sing le 85 

Single 85 

Couple 83 79 

Couple 73 70 

Sing le 75 

in health spending or service requirements/demands. A demographic ana lysis gave 

insight into the Retirement Village population. The marital status, sex and age are 
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listed in Table 8.1. There were five couples and 6 individuals. The number of 

participants who were aged 70-74 was equal to those who were aged 75-84 and 

amounted to two thirds of the sample. Of the remaining one third the ratio of 65-69 

compared to 85+ was approximately I :2. 

A description of the incidence and types of disabilities among older people was 

obtained from: 

• a literature review. 

• a document review of the New Zea land Disabil ity Strategy, the Ministry of 

Health and the Ministry of Health and Health Funding Authority and 

• interviews that were conducted with s ixteen people from three participating 

Retirement Villages. 

Disabilities mentioned by the interviewees were failing eyesight with a nil prognosis 

for recovery, deafness, bad back, aphasia and decreased mobility due to a Cerebral 

Vascular Accident (stroke), Cardiac problems (post triple by-pass) and Diabetes 

Mellitus (insulin dependent) . A comparison was drawn between the reported 

incidence of disability among older people nationally and the reported incidence of 

disability in the sample. In the sample group the percentage that mentioned a 

disability was 3 7.5%. 

Five individuals indicated that they were receiving home help and four mentioned or 

referred to the fact that they were receiving some fonn of support (financial. 

transport, home-help, disabil ity allowance). On ly one person mentioned that she 

received superannuation. None mentioned a community service or a high user card . 

Five couples mentioned that they were financially independent. One couple had 

expressed the opinion that they did not think they were ' suitable ' to participate in the 

study because they did not anticipate that they would ever need government support. 

They said they had money and that they were covered by ACC. After reiterating the 

purpose of the research, this couple did consent to participate and gave valuable 

insights into the complaints procedure and shared their experience when they sought 
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information from WINZ on behalf of other residents. They were very well infonned 

about the various aspects of village life such as social events (discussed in narrative 

form in this chapter). 

Setting up interviews had been onerous because all prospective participants seemed 

to lead busy lives and were difficult to get hold of. In thi s instance the view that 

many older people are subjected to social exclusion and social isolation is 

chal lenged. It seemed as if the majority of the respondents in Retirement Villages 

lead very busy and productive lives. 

8.4: Themes used to categorize the Data 

The themes used to categorise the data were developed concurrently with the content 

analysis. The themes are carried through to Chapter Nine and are listed below: 

• Reasons for entering a Retirement Village. 

• Doing formal and/or informal work 

• Service provision by the government and others and 

• Dissemination of information to older people 

8.4. l. Reasons for Entering a Retirement Village 

Methodological triangulation, that is the use of multiple qualitative and quantitative 

methods, was used to add rigour to the data co llected for this theme. The methods 

used were document analysis, literature review, observation, interviews and 

quantifying the number of respondents for each theme. This was done in order to 

account for the ever-changing context in which the research occurred and to make 

the research results more dependable. Gluckman and Tagg ( 1995), cite the main 

reasons for people moving into Retirement Villages as being the availability of 

medical care and emergency help. security, lack of maintenance worries and more 

importantly the option of managed care. Semi-structured interviews took place and a 

focus group discussion was held to test the veracity of these claims. 
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Question: How did you come to live in a Retirement Village? 

The sub-themes for reasons for entering a Retirement Village were also developed 

by means of content analysis of the transcriptions of the interviews, an analysis of 

the advertisements of Retirement Villages (Addendum 1 ), and views expressed by 

Gluckman and Tagg ( 1995), and Kinnaird (200 I), with regard to reasons for older 

people entering a Retirement Village. Some of the themes arose from the analysis of 

memos done after the interviews for example topography was mentioned as the main 

reason for moving into a Retirement Village after l completed an interview with a 

particular respondent. He said that he had left friends and family behind in another 

part of New Zealand because he could not cope with the steep gradient of the area 

where he had lived most of his life due to a di sability he had. 

The primary reason, mentioned by the majority of the respondents, for entering a 

Retirement Village was health and safety. Health and safety was equated with the 

response to an emergency call for medical assistance, and with the services that were 

provided by the Retirement Villages in terms of the administration of medication, 

wound dressings etcetera. Respondents from the facility that did not provide nurse 

coverage said that they did not have confidence in the staff (night reception) that 

responded in an emergency. According to the respondents night reception(s) had 

only been trained in first aid. They said they would feel safer if the person was 

ski lled in cardiopulmonary resuscitation, but a nurse-on-cal l would be their first 

choice. All of this information was placed into categories and quantified (Table 8.2) 

and fort ified with actual quotations of what respondents had said. 

Social activities, no responsibility for home maintenance and the choice of a 

different lifestyle were rated of equal importance, followed by a concern for security. 

Security was seen to consist of the measures taken by village management to prevent 

and control fires, as well as to prevent intruders from entering. Concerns were 
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TABLE 8. 2: REASONS FOR ENTRY 

Categories Sub-Categories Number of 
Respondents 

Health and safety Prospect of continuity of care 16 
No rest-home hospital (a reminder of 
sickness and death). 
24-hour emergency response 
Poor prognosis from Doctor 
Planned it for a long time 

Social Combat isolation and loneliness 11 
Prospect of being with peers (people of 
the same age/ life experience) 
Did not want to be a burden on the 
family 
Advised by fri ends and family to move 
Choice of having company or being 
alone 
On demise of partner would have friends 
and be in familiar surroundings thus 
making grieving easier 
Used to entertain. Can' t cope any longer 

Home maintenance Home too big (empty nest syndrome) 11 
Home too hard to look after 
Too much maintenance 
Garden too much to manage 

Lifestyle Change of lifestyle: enjoyment without 11 
burden of responsibi I ity of a house, 
swimming pool , gymnasium etc. 
Plenty of planned activities. Free to 
participate or not 
Availability of on-site transport 
Availability of on-site services (user 
pay): meals, cleaning, medicine 
adm ini stration 
Doctor on s ite 

Security (physical safety Alarm buttons strategically placed 10 
and freedom from harm) Presence (or absence) of security 

cameras 
Security process (cards, code numbers) 

Location/Topography Lived locally - fam iliar surround ings 6 
Live near friends and family and own 
Doctor 
Location (shop, transport, local 
recreation facilities, public hospital) 
Land is flat. Unable to cope with steep 
hills anymore. 

Management style Able to participate in decisions made by 3 
management (resident's committee and 
monthly meeting) 

expressed about the possibility that people may enter the Retirement Village 

during the day under the pretext of visiting a resident, hide until on ly core staff 
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remained during the late afternoon or night, and then harass the residents. Some 

residents expressed concern that the electronically controlled security gate took a 

long time to close when the resident, after having entered the required code, drives 

through the gate. They said that someone cou ld sneak in during this time. 

For some, especially those who had relatives and/or friends in the area, location was 

important. Location was also important in relation to accessibility of shops, medical 

facilities, banks, public transport and recreation facilities. Only three mentioned 

management style as a reason for choice of a particular Retirement Village . Some 

comments made by the residents are listed below for greater clarity: 

• This place is very well run. l love the services they provide. The staff 

members are friendly. 

• It has a nice atmosphere and the decor is beautiful. 

• I was able to live in a trial apartment for one week. It quickly became 

apparent to me that this was the place for me. 

• l love taking part in decision-making. A Resident comminee represents us. 

They take our suggestions to management so we are part of the process. 

• I lived overseas for many years. My husband and I decided we wou ld come 

back home to New Zealand to retire. Unfortunately he died . A friend knew I 

wanted a small two bed-roomed unit with a small garden. She suggested that 

1 come and live here in this village. She and the sales manager of the village 

sent me information. I was just required to transfer a deposit of $ IOOO, 

refundable on arrival in New Zealand if l did not like the unit. I love it here. 

• I found myself wa lking to the shops just to say hello to someone. I was that 

lonely. l knew it was time to move on, so I sold my house. 

• The flat terrain suits me. I moved here because of my bad back. The terrain 

back home had too many steep hills. 

• l wanted to live in a place that has all the amenities (serviced apartment, rest 

home and hospital), so that this could be our last move. If anything happens 

to me, then my wife would have made friends here and we both think she 

will be better able to cope. 
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• My mother lived till she was 98 years. I saw the transition from a young 

mother to a person with a little infirmity until she became a danger to herse lf. 

Her eyesight was failing so she would put her hand into the gas stove to feel 

if the flame was lit. l know ageing is inevitable. I started preparing for my 

retirement since the age of 20 years. 

8.4.2: Theme: Formal and/or informal work 

Contrary to the belief that retirement age is synonymous with not working, some 

people who are past the official retirement age continue to work because they want 

to and still make a valuable contribution to society. Section 22 of the Human Rights 

Act 1993 stipulates that it is unlawfu l to discriminate against anyone on the grounds 

of age. T hi s stipulation is also valid in the workplace. 

Question: Tell me about any work related activities that you do. 

When I posed the question to the first two respondents, their response was that they 

did not work. We then had a di scussion about what could be perceived to be work. 

We decided that there was a difference between paid work and unpaid work , and that 

formal work could be paid or unpaid (structured voluntary work). Thereafter when I 

posed the question to other respondents, I also gave the working definition of what 

work was. None of the respondents were in ful I-time or part-time employment and 

none of the respondents received any remuneration for the work they did. One 

respondent commented that living in a Retirement Village was an ideal lifestyle for 

the young-old (55+) who wanted to continue to work, but did not want to be 

burdened with housework and cooking when they came home from work. 

The work that they reported they were doing was divided into sub-themes 

(categories) and is listed in Table 8.3. The themes were: work done in their own 

home or for leisure (hobbies), work done for residents in the village and work done 

in the community. All respondents did their own housework. Three of the males 

indicated that they did their share of the work. Five participants received subsidised 

home help. They said it was for one day a week. The home-aid did vacuuming and 
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Table 8.3. Work Status Of Participants 

Unpaid Work Type of Work and Number of Respondents 

Home or leisure Housework (11) 
Gardening (6) 
Crafts: knitting, sewing, baking, woodwork (3) 

Voluntary work in the Fetch older people in the community, transport them 
community to a venue (in the community), entertain them for 

the day, raise funds for them, provide counselling 
and advice (3) 

Work done in the village and/or Hostess for village show-house (I) 
for residents Collect and distribute mail for friends (3) 

Take people for walks (3) 
Alive and well calls to residents in the mornings (4) 
Care for disabled husband/wife (4) 
Drive village transport for social functions (2) 
Drive people to hospital/ or Doctor (4) 
Co-ordinating garden group for allotted portion of 
village garden (I) 

cleaned hard-to-get-at places. One respondent said that she was also taken to do her 

shopping. Another respondent said she did not need assistance with shopping yet but 

knew that she would soon, due to her failing eyesight. 

Informal Work 

Thirteen respondents were engaged in informal work in the village. The activities 

they were engaged in were multi-varied. Some informal activities were done for the 

residents and other activities were related to the management of the particular 

Retirement Village: driving residents for social outings and medical appointments, 

as well as escorting prospective residents to the show-unit etc. One of the 

respondents mentioned the name of a person who took her to the doctor or to 

hospital when she needed. It was the name of a man I had interviewed in that 

particular Retirement Village and he had mentioned that he provided transport for 
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people who needed to go to lhc doctor o r to the hospital. I did not make her aware 

that I knew whom she was talking about but it did confirm the facts. 

Some informal activities were: 

Managing a rose garden. 

/\. respondent said that when he first came to live in the village management had 

asked if he would be interested in assisting with managing a portion of the garden. 

He declined. He had a huge garden before and did not want the responsibility again. 

Since then he gradual ly grew into it. He said: · 1 have a rose garde n now. I involve 

the villagers in it. Some donate money./\. rose will be tagged with the name of the 

person that donated lhe plant. They have a sense of ownersh ip and go into the garden 

to watch over their rose. Some residents contri bute to the purchasing of ferti lizer and 

spray. The lady next door has a broken kneecap. She owns a rose. I take her out into 

the garden every day so that she can look at he r rose·. Relatives and other visitors to 

the Retirement Village were encouraged to buy some of the roses and the money 

accrued was used to purchase gardening implements and fert iliser. The respondent 

had also published an a rticle in the village newsletter giving an account of the 

progress of the rose garden project. 

Assisting other residents: 

A male respondent at each of two villages sa id : ·1 vo lunteered my services to drive 

residents in the village bus when excursions have been pre-arranged·. One of the two 

drivers also sa id: ' I transpo rt people who ask me to take them to the doctor, hospital 

or cli nic when they need to go · . Two females said that they transported people to the 

doctor. One respondent sa id that she taught crafts and that she also baked cookies 

and sold them. She said; ' l let them take the finished product (crafts) to their unit 

for a while so that they can have a sense of accomplishment. We have a mini-market 

then we sell all our wares. The money we make is donated to charitable 

organizations'. Another respondent said ' I help in the kitchen, do shopping, and 

clean peoples' refrigerators. Only if they ask, of course·. The interesting thing about 
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this is of course the extent to which the activities of these people are becoming 

incorporated into the collective life of the vil lage. This must be seen as a positive 

thing. 

Since some of the interv iewees had mentioned health and disability issues. the 

interview schedule was adapted to include the use and knowledge of support services 

during those and subsequent interviews. 

8.4.3: Theme: Identification of Support Services 

Question: What do you know about service provision for people who live in this 

Retirement Village? 

Comments that respondents made about the use of cu rrent services were: 

I don ' t make use of village services but ifs comforting to know it is ava ilable. One 

can have meals sent up if you arc house bound through illness. It is all user pay o f 

course. 

I use own my own GP. I can drive to my own docto r that I have been going to fo r 

years. and he knows my condition. 1 f there is an emergency. 1 will make use of the 

local 2-i-hour cmcrgenC) service in the community. The role of the doctor has 

changed. It is not like it used to be in the old days. I think in a few years (when we 

arc frail) we wi ll need to be seen by a doctor more frequently. Getting to the chemist 

(pharmacy) will also be a problem. At the moment we have a health check by our 

own doctor every 3 months. 

24-Hour Emergency service: In this place you are supposed to be capable of 

independent living. There are ca ll buttons in each unit for example in the bathroom, 

bedroom and lounge. If you ring it in an emergency the person on duty will summon 

an ambulance if necessary. I wou ld like to have someone qualified in first aid and 

CPR (card io-pulmonary resuscitation) preferably a nurse to respond to an emergency 

before calling the ambulance. The government should look at defining 24-hour care 

and include it in the law. There is some discussion go ing on in Parliament at the 

moment (he was referring to the Retirement Village Bill, 200 I that had its second 
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reading in October 2001 ). We are the government. Peo ple are not too aware that we 

are the government. 

Table 8.4. Current services used9 

Current services used WI W2 W3 W4 WS Pl P2 P3 P4 PS P6 GI G2 G3 G4 GS 
10 

Hairdresser Vi llage I I I 

l lairclrcsscr community l 

Recreation village 1 1 1 1 1 1 1 1 I I I 1 

Recreation Community 1 1 

Shoppi ng-fricnd/fam i ly 1 

Transport- 'illage 1 1 1 1 I I I 

Transport- villager I 

Transport own I I I I I I I 1 

rransport famil: I 

Doctor- Resident I I 1 

Doctor Private 1 1 1 1 1 1 1 I 1 1 I 

Village restaurant 1 

Member or St Johns I 1 I I 1 I 

Home-help (subsidised) I I I I I 

Help with shopping I I 
(subs idised ) 
Tra nsport (subsidised I 
hospita l taxi) 
Living Alone Allowance I I I 

Hearing Aid Batteries I 

Colostomy bags I 

Podia trist I I 

Telephone allowance I 

Petrol voucher 1 

Disability allowance I 1 

Home help: I have home help once a week through income support. Doctor notifies 

them, then they send someone to interv iew you. It doesn' t cost anything. He 

suggested it because I have arthriti s in my back and neck. She can a lso take me 

shopping. 

Medical Insurance: I have considered g iving it up because it is so expensive. My 

children encourage me to keep it up while I can afford it. As soon as you stop, that is 

9 Services typed in bold were al l subsidi zed 
10 Each village had an a lphabetical code 

I 

I 

I 

I 

I 

I 
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when you will need it the most. I pay $2080 per year just for me. l pay it because I 

do not want to go on a hospital waiting list. 

Additional Services: Some respondents said: 'We can get additional services if we 

want but it all cost extra money.' These additional services that they mentioned are 

listed in table 8.5. and followed by verbatim quotations. Some interviewees said that 

they had no health problems. In some instances they continued to make use of the 

services in the community that they had before entering the Retirement Village 

Complex. The interview schedule was further adapted to establish whether these 

respondents were aware of services that can be accessed. 

Question: Besides the services that you are using, are you aware of any other 

services that one can make use of either in times of crisis, or if one becomes 

disabled due to the ageing process? 

All respondents knew about St John ' s ambulance and six of them were paid 

members. Others mentioned Meals on Wheels although none of them said that they 

made use of this service. Generally the respondents could not apply the question to 

their own situation. They said: ·we have never thought about it because we have 

never needed any services. ' When I asked whether they knew of anybody in the 

village or in the community that made use of support services, they responded with 

enthusiasm. The comments they made were: 

Hospital taxi service: They pick you up at the doorstep and take you to hospital. 

Even to North Shore Hospital. When you want to come back you phone. They bring 

you back right to your doorstep. The rate is very cheap. 

Work and Income New Zealand (WINZ): One respondent said: 'If you do not ask 

the right questions at WINZ you don't get information. l went to WINZ to ask about 

the living alone allowance. I don ' t need it but I do a lot of voluntary work driving the 

people in this village. WINZ would not give me the information, they said I could 

not ask on somebody's behalf. I asked management to enquire and they waited a 

long time for the response. When they got the information they published it in the 

village newsletter.' At a subsequent meeting when I asked a widowed respondent 
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whether she had heard about the Living Alone Allowance she said that she had read 

about it in the village newsletter and had since applied for and received this 

allowance. 

Another respondent said: ' l think WINZ is wonderful. l have come from another 

part of the country. I receive the same high standard of service here, as I did there. ' 

One other respondent said: ' ln a place like this we have a mix of people. We inform 

one another (she was referring to a resident who had informed them that WINZ no 

longer subsidised hearing aids)'. She had not thought of trying to find out from 

WfNZ whether this allegation was true and if it was true, what the basis for the 

decision had been. 

A respondent said: 'The government departments (WINZ) do not let you know about 

benefits. I have several chronic medical conditions that require that I have to go to 

hospital three times per month. It is a 25-kilometer drive and is quite costly. The 

doctor told me I should keep the room warm because I have asthma, he also said I 

needed to have a telephone in my room. After a few years I spoke to somebody else 

(who is on the benefit). He told me that I should get a disability allowance, a heating 

allowance and petrol voucher. It was only when I confronted the GP with this 

information that he acknowledged that I did qualify for these benefits. We were 

really feeling the pinch for the past two to three years since my health had 

deteriorated. The allowance I now get does make a difference· . 

Alarm Pendant: 'I know a visually impaired lady who had an alarm pendant before 

she moved in here . She gave it up because she believed she would not need it in here 

because there are a call buttons in her apartment. She now realises that she does 

need one. She can ' t see very well so in an emergency she might not be able to get to 

the call button ' . She expressed the opinion that she felt it was the duty of the 

Retirement Village management to provide alarm pendants to those people who were 

physically impaired since they could have some difficulty in accessing the alarm 

button in an emergency such as a fall. 

Hearing Aids: One respondent said: 'A single hearing aid costs $1500. I paid for 

mine. I think I got it cheaper (subsidy). I get a bit extra for the hearing aid batteries.' 
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Another respo ndent said: ' I have a hearing problem. I needed hearing aids that cost 

$3000. I could afford it because it was covered by ACC. Some here have to use the ir 

life savings to pay for the device. Others cannot a fford it. It is not fair. If they can' t 

hear they miss out on pa rticipation, then they isolate themselves and this leads to 

degene ration. The government should subs idize it for people who are not covered by 

ACC. 

Elective Surgery by means of the community services card: A respondent who 

had had a removal of a cataract sa id : 'The government can assist. but the re is a long 

hospita l waiting li st especially for eyes. The government will only do one eye even 

after being on that waiting list for so long. T hey say you can see a certa in amount: 

Now you can wa it for the othe r. T hey say you can see, and that is true, but you fee l 

so unbalanced .· 

Rights of older people to lodge a complaint: This respondent was expla ining the 

process that they could adopt if they had a com plai nt that was not resolved by the 

Resident com mittee or by the management of the Re t irement Vi llage. He said: ·The 

Re tirement Village Assoc iation (RVA) is set up to control standards in Retirement 

Vill ages (that are members). I believe that people that have a fi nanc ia l interest in 

these places set up the RVA. Ifs set up in such a way to suit their fi nancia l budgets 

if you like, rather than be to ld by the Government that brings in standards. O.K. Mr 

RVA, you do it like this . 1·d like Lo see outside inter fe rence by the state. T he state is 

rea ll y us~ We should be te lling these people: Thi s is what we want and we will pay 

for it". 

He also sa id : ·when we have a compla int we go to the Resident Committee. If they 

cannot deal with it, we go to Management, if they don' t want to dea l with it, then 

you can go to the Sta tutory Supervisor and you will get redress. It is like having an 

ombudsman. It works very well ' . This respondent had prev io us ly served on the 

res ident committee. 

A respondent said: ' Women of my generation are the products of marriages whe re 

the man was the head of the house. Husbands were domineering. Now the women 

won' t assert themselves. I saw on the te levision programme ' Fair Go ' a bout a lady 
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who lived in a Retirement Village who had a real problem about selling her unit. 

They (management) sell it for you. You can' t. She did not get her money. I am not 

sure of the details .... I think government should set standards otherwise people will 

continue to get away with a lot. People do not read the finer print of the contract. 

When you are buying, you do not think about selling. l am not sure how we can get 

this information to the government. Do we have a Senior Citizen representative in 

government?' 

In response to those respondents who saw themselves as being hea lthy, a question 

was developed to establish whether they were aware that phys ical changes are a n 

inevitable part of ageing a nd whether they were conscious of a need to plan fo r this 

poss ible event. 

Question: In the light of the physical and other changes that occurs inevitably 

as a result of the ageing process, what services do yo u think you may need 5 

years from now. Who do you think should provide such services? 

One respondent fe lt quite strongly that people should take more responsibility for 

their own hea lth and well-be ing. I le said : ·T he government has enough on its plate. I 

don·t think one can expect anything more from them. There should be a 

redistribution of services rather than formation of new services.· 

Eight of the respondents sa id that they had not given the matter thought and cou Id 

not think of any services they might need. Each o ne sa id: ·1 feel very hea lthy. I can 

still he lp myself.' Some expressed that they knew they would need some services 

because of the deterioration of existing medical conditions. Seven of the respondents 

said that they knew they could purchase the services that they would need from the 

village. Others referred to the fact that they expected a natural progression from their 

units to serviced apartments, then to a rest home, then to a hospital. In this regard 

one respondent said : ' I wanted to li ve in a place that has all the amenities (serviced 

apartment, rest home and hospital), so that this could be our last move. If anything 

happens to me, then my wife would have made friends here and cope better'. 
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Another respondent who lived in a Retirement Village that did not provide a 

continuum of care said: 'I came here to live. I don 't want to think about or be 

reminded about death. l think when people get to the point of needing extra 

assistance they should move out to a place where they cater for such people '. This 

respondent was aged 80+. 

Some respondents made these tentative predictions about their future needs (Table 

8.5). 

Table 8.5: Projected service needs 5-10 years. 

Category Description Suggested service 
providers 

Accommodation Serviced Apartment (8) Retirement Village 
Rest-home (7) (RV), Government 
Hospital (I) subsidies 

Health Some nursing care (5) RV: (user pay), 
Delivery of meals (7) Government (subsidies 
More frequent GP visits (6) or welfare benefits), 
Using the GP who provided a Private sector (NGOs): 
service at the Retirement user pay and/or 
Village (5) subsidies 
Physiotherapy (2) 

Transport: unable to Visits to the GP or Public/ Government (Taxi 
drive anymore private Hospital (6) vouchers), RV, 

Shopping (6) St Johns Ambulance, 
relatives or volunteers 

Activities of daily living Shower assistance (5) RV: (user pay), 
Getting out of and to bed (5) Government, 
Dressing (5) Private sector (NGOs) 

District Nurse Colostomy care (I) Government 
Wound Dressings (I) 
Palliative care (I) 

None of the respondents had thought about their needs ten years from now. They 

said: ' I don 't think I will be alive by then ', or 'I don ' t really know' or 'I'd rather not 

think about it. ' 

From the concurrent analysis of the interviews it became progressively clear that 

older people did not have sufficient access to information about service provision by 

the government and other agencies thus a question was asked to explore the methods 
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of communication that the respondents thought would be an effective means of 

information dissemination. 

8.4.4: Theme: Dissemination of information 

Question: What methods of communication do you think might be used by 

government and others to provide you with information about available 

services, or changes to service provision, that may occur? 

The response was that a pamphlet should be mailed to each resident. The assumption 

was that the government had the money to do so . Since the interviews took place 

after the budgets for 2002-2003 had recently been released I wanted them to explore 

alternative means of communication. Therefore I rephrased the question in keeping 

with the interview guide approach, which allows the interviewer to adapt the 

sequencing and wording of questions to each particular interview. I asked all 

subsequent respondents the following question: 

In the light of the past elections and the fact that we know that the health and 

social welfare budget has been decided, what alternate means of communication 

do you think may be effective? 

The responses were classified and are listed in Table 8.6. All the respondents said 

Table 8.6. Dissemination of Information 

Source Method 
Internal • Notice board 
(inside the village) • Reception Desk 

• Village Newsletter 

• Pamphlets printed by the village 

• Residents Information Book 

External • Grey Power 
(outside the village) • Pamphlets 

• Age Concern New Zealand 

• Community News paper 

• Citizens Advice Office 

• Field Officer (Nurse or Community Worker) 
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that the reception desk is a place where pamphlets are displayed and where questions 

can be asked. It was felt that this would be a cost-effective means of communication 

and new information could be obtained easily as the receptionist is usually a person 

able to answer queries. A summary of the responses was made and tabulated in 

preparation for the focus group discussion. 

8.5. The Focus Group Discussion 

The following events unfold in the dynamics of a focus group: 

• There is a seq uence to a focus group di scuss ion that can hel p explain the 

different kinds of talk at the beginning (forming and storming), the midd le 

(performing) and the end (mourn ing). 

• T he comments of participants can be self-contradictory. Sometimes they 

po int out the contradictions themselves and sometimes others point it out. 

• Partic ipants change their views and opinions in the course of the discussion 

once they have had an opportunity to hear and reflect on the op inion of 

others. 

• Participants expand later o n experiences recounted earlier adding new 

information and sometimes putting th is experience in the context of another 

participant' s experience (Catterall and Maclaran, 1997). 

In order to maximise participation by everybody they divided themse lves into two 

groups of four. The two males did not join the same group. After introducing a 

theme I did not participate in the di scuss ion. One interviewee, who later stated that 

she had been in charge of teaching crafts in the village where she res ided and also 

was in charge of the shop where the finished products were so ld, initiated and led the 

discussions in the one group. In this group there was one lady who sat quietly at first, 

but her body language (leaning forward, eyes moving from one speaker to another) 

said she was following every word. The leader asked her a question directly and 

when her response elicited a lively discussion, she re laxed and joined in all further 

discussions. 



121 

In the other group the ma le participant used his own experience (he was physically 

disabled) as a point of departure for discussions. Two of the ladies in the group were 

inclined to talk softly to each other (they knew each other and it seemed as if they 

were seeking approval from each other) before they responded. We discussed one 

theme at a time. 

The focus group was presented with information I had obtained from the individual 

interviews and that I had summarised in several tables. They were told that they 

could discuss it, comment on it, indicate what they disagreed/agreed with, and they 

could add to or take away from the lists. Each sub-group gave feedback (the self­

elected leaders did this). Everybody was given the opportunity to add further 

comments (I asked each person individually whether they had further comments). 

Some participants added new information to what had already been given and this 

elicited further discussion on that particular aspect. For example one person 

mentioned that she felt that ass istance was needed with dealing with the bank and 

with election matters (choosing political leaders). Some of the topics such as the 

difficulty some older people experience with automated telephonic responses were 

tackled with great relish and obvious enjoyment Uudging from the chuckles as well 

as the pace of the discussion). 

They affi rmed the information given by the individual participants and modified or 

added to it. The additiona l in formation they gave was classified into the same themes 

as had been used for the individual interviews. They were ve ry concerned when 

talk ing about issues relating to banking. voting and trying to access in formation from 

service providers some of whom had automated responses. 

8.5.1: Theme: Reasons for Entry 

Some of the comments that were made are that: 

• They did not want to be a burden on their families who had a right to their 

own lives. 



122 

• Decreased ability to move was a strong motivator for entering a Retirement 

Village. Many activities are arranged by the respective villages that gives one 

the opportunity to socialise if one wanted to. 

• If one remains at home, one is often isolated from the community and one is 

inclined not to make an effort about your appearance or go ing out so you 

deteriorate quickly. 

• One participant said she and another resident knocked on each other's walls 

in times of need. They said they enjoyed the sense of fe llowship . In the 

community one often did not know your neighbours therefore did not feel 

free to approach them in times of need. 

• The support one received from fellow residents was tremendous in tim es of 

ill-hea lth . People would cook. c lean and do whatever was needed during this 

period. Some would even take you to the doctor or hosp ital. 

• One respondent said that her mother had been living in the same Retirement 

Village, where she was now living, for a long time. She used to visit and care 

for her mother there. When her mother became frail and moved on to the 

hospital, she decided to move into the Retirement Village to be nearer to her 

mother. She was 67 at the time and her mother 80+. 

• Some of the respondents said that living in a village simplifies life. They 

said: ·You don"t have responsibilities·. 

8.5.2: Theme: Work Status of Participants 

One participant said that she was grateful that she received a ·free· pension. Nobody 

verbally commented on the 'free pens ion ' but some nodded their heads possibly 

signifying agreement. The respondent said that she did voluntary work in the 

Retirement Village and in the community because she had time on her hands, was 

relatively fit and wanted to g ive something back to the community for the ' free 

pension ' she was receiving. Her comments generated a lively discuss ion with most 

of them saying that they did some form of voluntary work, mostly unstructured. For 

example fetching a resident 's mail or transporting somebody that was in need. One 

had a hobby shop in the village and facilitated a hobby group. A ll the money accrued 

from this venture was pooled back into purchasing materials that the older people 
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could use in their activity programme. Nobody worked formally but they stated that 

a village was ideal for an older person who wanted to work. They said; 'You can 

come home from work, kick off your shoes, go the restaurant for a meal and get 

people (on a user-pay- basis) to c lean the unit and do washing. You don 't have to be 

stressed.· 

8.5.3: Theme: Current Services Used 

One respondent sa id; ·J f one has a chronic condition or if an acute condition 

warrants attending a specialist at a hospital, one can obtain a card (from the hospita l) 

that you display on your car. This will exempt you from paying a parking fee'. 

Another sa id: ' I feel the people of the establishment (management) rely too much on 

St Johns Ambulance to give the immediate response. In the old days you coulq 

phone the GP. There is nothing wrong with St .Johrs of course. St Johns Ambu lance 

charges an annual fee for membership. One can then make voluntary donations on an 

annual basis'. One respondent said that she was taken to hospital three times in one 

month.' If you are a non-member. you pay $65 per trip. If you are a member, you 

pay nothing·. 

8.5.4: Theme: Knowledge of services 

Nothing new was added to the information on the li st even though they did discuss 

and confirm that they knew about the services that the individua l participants had 

identified. 

8.5.5: Theme: Projected Service Need 5-10 years 

The follow ing comments were expressed: 

• In order to remain independent your meals shou ld be delivered, on a short­

term bas is when ill or recovering from an illness. 

• If one has a mobility problem, you need to have at least one meal delivered 

on a daily basis. One cannot afford to pay for delivery and cost of all meals if 

you are on the benefit. 
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• One respondent said that she knew of some residents in her village that lived 

mostly on bread when they were faced by financial hardship due to 

unexpected expenses. 

• One said: ' I think that one wil l need mobility aids progressively. First a 

walking stick, then a walker, and then a wheelchair. If one has a back 

problem you wi ll probably need a rai sed toilet seat and a bar that you can 

hold on to in the shower and toilet'. 

• ·Some pharmacies provide an after hour service delivery. This is im portant 

because one tends to get i 11 at night·. 

8.5.6: Theme: Dissemination of Information 

They agreed with everything the individual interviewees had sa id but did not want to 

dwell on that. One respondent said that automated telephonic responses were very 

confusing. This sparked off a live ly discuss ion. They said they were not ab le to keep 

up with : ·1r you want. ... press one, if you want. ... press two etc'. They had no 

suggestions on an alternate solution. They also felt that a fie ld onicer person was 

needed to assist with filling in tax papers. and wi th regard to in vestment advice and 

banking. They said they knew that some banks granted exemption from interest. but 

the) did not know which banks or the detai l o f it. There was some discussion about 

who the fie ld officer (community liaison person) could be. They did not come up 

with any new ideas other than that a di strict nurse could fulfil th is role and that her 

availability at a village once a month would suffice. 
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CHAPTER NINE 

ANALYSIS OF THE RE SUL TS 

Hypotheses about the relationship between various ideas of categories were tested 

out and constructs leading to new concepts of understandings were formed. The 

hypothesis that has been adopted is that there is a difference between the availability 

of government-funded services, and the knowledge and use of such services, by 

people who live independently in Retirement Villages. Another hypothesis was that 

there is a link between the expectations that older people have of service provision 

by Retirement Villages and the level and range of care the Retirement Village they 

live in offer. 

9.1: Demographic Aspects 

A comparison was drawn between the demographic features of people who are aged 

65+ years in the general population as at March 2002 in New Zealand and the 

population in the sample from the Retirement Villages in Table 9.1. 

Table 9.1 Age Distribution of People aged 65+, March 2002 

% 65+ Population in New Zealand % 65+ Population in Sample 

Age Male Female Total Male Female Total 

65-74 59 50 54 12.50 25.00 37.5 

75-84 33 36 35 25.00 18.75 43.75 

85+ 8 14 11 6.25 12.50 18.75 

According to the results, the population in the sample group of people 65+ that live 

in Retirement Villages have a higher concentration of people aged 75- 84 (43.75%) 

compared to 35% in the general population of the same age group. The results 

showed that less people in the group aged 65-74 lived in Retirement Villages when 

compared to the general population of the same age group. The people in the group 
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aged 85+ fo llow the same trend: 11 % in the general population compared to l 8. 75%. 

This could be linked to reasons for entering the Retirement Villages as the majority 

of the respondents had said that the primary reason for entering a Retirement Vi II age 

was re lated to health 11 and safety issues (further discussed under 9.3). 

From the stati stics of the sample group it wou ld appear as if more women than men 

tend to enter life in a Retirement Village at a younger age (65-74). It would a lso 

seem as if there are more men than women who enter Retirement Village at the age 

of 75-84 years. If this trend continues, it wi ll bear out the prediction made in the 

Social Repo rt, 200 I that informs us that the gender imbalance wi II decrease as male 

life expectancy rises at a faster rate (discussed in Chapter One) . In the genera l 

popu lation of older people aged 85+ there was 14% of women compared to 8% o f 

men whereas the number of women aged 85+ in the three Retirement Vi llages were 

double the amount of men. The implication of the projected increase in th e 

proportion of 85+ in the general population. but mo re so in the Retirement Vil lages. 

is that there will be a greater demand for home help and other support services. 

The percentage of di sabled older people living in Retirement Vi llages is higher than 

that of the genera l popu lation. The high incidence of reported di sabilities in the 

sam ple group may be skewed because the sample might not be representative of the 

hea lth status of a ll the residents in a Retirement Vi llage. but it is reflective of the 

ris ing inc idence of di sabilities in the old-o ld group of the general population. Six of 

the sample mentio ned various disab ili ties. On ly two mentioned that they received a 

disability al lowance . Five indicated that they were receiving home help as a result of 

the disabilities and four referred to the fact that they were receiving some form of 

support. 

An analysis of Table 8.4 (current services used) shows that the greater demand/use 

of the need for support services is evidenced by the fact that at vi llage ' P ' five 

res idents used village transport, four received subsidised home-help, ha lf of the 

respondents received a living alone allowance as we ll as subsidised devices or 

equipment such as a hearing aid. Although this result is significant, it is not 

11 O lder age is associated with an increased incidence of disabl ing or chronic disease conditions. 
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generalisable to all older people who live in Retirement Vil lages due to the small 

size of the sample (sixteen). ln village ' G ' for instance, four owned their own cars 

and used a private GP or other forms of formal care provision. Only one resident 

rece ived some form of Government support (disabi li ty allowance, telephone 

allowance and petrol vouchers). 

One retired person (aged 65) in the focus group had entered the same Retirement 

Village where her 87-year-old mother was living. When she moved into the 

Retirement Village her mother had been assessed at SNL 5 (a very high level of 

physical dependency) and had been admitted to the hospital that was part of the 

Retirement Village complex. She could not provide the necessary caring support for 

her mother due to her own ill-health, but wanted to be near her. This confirms that 

there is an emergence of two generations of older people. Th is phenomenon changes 

the ratio of older people to potential carers outside the labour force. In the past, 

middle-aged adu lt daughters have provided care on an unpaid basis. 

All the respondents owned their own units. All the couples and one individua l 

respondent mentioned that they had made provision for their retirement. A couple 

mentioned the fact that they were insured and was not reliant on support from the 

state. Two couples mentioned that they had enough money to get by but experienced 

hardship when faced with an emergency (medica l or otherwise). The attitude of 

those people who had planned for retirement and had some money was that they did 

not think they would be in need of government assistance. One s ingle respondent 

referred to the fact that she did not require state support since she had an adequate 

private income. 

A respondent in the focus group said that she knew that some people (in the 

Retirement Villages that she resided) lived mainly on bread when they were faced 

with an emergency that caused an unexpected expenditure. She said they were 

welfare beneficiaries. She did not mention whether the person had approached 

WINZ for assistance. Interestingly only one person had mentioned that she received 

superannuation and that she felt obliged to give something back to the community. 

The majority of the respondents did not mention superannuation. This is in line with 

literature that stated that people have come to regard superannuation as a right. 
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9.2: Formal and/or Informal work 

Couples tended to be more active in doing voluntary work in the community than 

ind ividuals who were inclined to do vol untary work in the village by provid ing 

services for people whom lhey considt:red friends. The majority of residents implied 

that they wou ld not expect to be rewarded for their ·work·, nor wou ld they think in 

terms of quantifying their contribution in monetary terms. As one respondent had put 

so succ inctly: she received a non-contributory pension from the state, had time on 

her hands, and wanted to put back something into society. None of the respondents 

were engaged in fo rmal (paid) work although at one Retirement Village a respondent 

mentioned that they knew of one residcnl who had a full time, paid job. Thirteen or 

the respondents were engaged in in fo rmal work in the village or in the community. 

This activity (informal work) was mentioned most frequent ly at the Retirement 

Vil ll:lgc where the respondents had stated: ·We are supposed to be independent" . 

Some of the informal work at that Retirement Village included some aspects of care­

provision: ali ve and well calls. taking people for walks. caring for a disabled partner. 

driving people to the hospital or to the doctor, as we ll as supervising the medication 

of some residents. If a monetary va lue could be put to the care that residents in 

Reti rement Vi llages provide to their spouses and to others. it would quantify the 

contribution that they arc mak ing to society in keeping the cost of health care 

services down. 

9.3.Reasons for entering a Retirement Village 

The analysis of reasons for entering a Retirement Village is based on Table 8.2. Old 

age is associated with an increase in the prevalence of chronic di sease and 

disabilities. It is not surprising that the primary reason for entering a Retirement 

Village was health (physical dependency due to chronic disease and disability) and 

safety (freedom from harmful actions of intruders). 
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There is an anomaly in the reasons relating to hea lth and safety, since fourteen 

residents (more than 80% of the sample) indicated that they embarked on 'village 

life' because of the prospect of continuity of care. O ne pe rson indicated that she had 

an aversion to living c lose to people who were physically or mentally incapac itated 

as they were considered to be a constant reminder of impending disability and death . 

Nobody said that they expected or wanted family members or friends to provide 

·care' to enable them to continue to live independently if, or when they were ill or 

disabled. There was a general consensus (some verbalised this opinion, others 

nodded their heads and nobody d isagreed) that they did not want to be a burden to 

relatives ·since they had a rigfl t to their own lives'. There was awareness that they 

are 'supposed to be independent '. Thi s is a n ind ication that the deci sion by the 

Government to implement the Positive Ageing strategy to support people to continue 

to live independently in their own home environment was timely. Successfu l 

imp lementation of the strategy may be influenced by whether people are aware of 

the available services and how to access it. 

Location, accord ing to the resu lts, is of considerable importance when o lder people 

choose a Retirement Village to li ve in . Being c lose to their fam ily was a lso 

mentioned as an important consideration. It enables famil y members who live in 

close prox imity to visit without too much inconven ience. and in one instance a 

respondent said her niece cou ld take her to hospital in an emergency or for hospital 

appointments. It also empowered some of the respondents to provide support for 

their fam ily (after-school care for grand-chi ldren). as well as moral support to their 

children. Older peop le are thus not on ly recipients of care-prov is ion ; they also are a n 

invaluable source of support for their relatives and othe r people in the community. 

The lifestyle, which included the social aspect (recreation, being with other people 

from their own generation and the knowledge that a surviving partner would be in 

fam iliar surroundings and have peer group support), minimal responsibil ity (home 

maintenance, gardening), was the second most popular reason(s) for entering a 

Retirement Village. 
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The potential for combating soc ia l isolation or social exclusion using a collaborative 

project is very well illustrated by the account one respondent gave of how the village 

manager had encouraged him to assume responsibility for a rose garden. He involved 

the res idents committee, the residents (including those who were disabled) as well as 

members of the community. The village manager was the motivator. The resident 

(who had formerly been a member of the resident comm ittee. and had owned a large 

garden himselt) organised and planned the 'rose garden project'. 

The plan had been implemented by asking for volunteers from the village to e ither: 

• fund a rose that would then be labelled with the name of the donor: 

• contribute financiall y toward the purchase of fertiliser; 

• share the responsibility of caring for the rose garden including the 

pruning of the roses: 

• cut and sell some o f the roses when in season (money made from the 

sa les was ploughed back into the garden) and 

• take ·the owners of the roses· and others who could not walk the distance 

by themselves. to enj oy looking at the garden and monitor its progress. 

These options enabled a whole range of people including disabled people to 

participate in the implementation of the project. The resident who co-ordinated the 

project, periodically published a report in the village newsletter g iving an account of 

money rece ived, how it was spent and the progress made in the garden. I le also used 

the newsletter as a medium to request funding or assistance as well as to advertise 

the sale of roses or rose cuttings. Visitors could also purchase roses if they wanted 

to. T hi s project facilitated the socialisation of many of the residents who would 

otherwi se have been lone ly and in a sense existed from day to day without be ing an 

active part of village life. This idea of having a collaborative project is replicable and 

the results could be measured by doing a pre/ post-proj ect survey of the social effect 

(if any) that the project had on people who lived in that Retirement Village. 
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Other projects such as arts and crafts were used to raise funds to make donations to 

community organisations, thus keeping those participating in the projects interested 

in and a valued part of the village community as well as the community at large. 

9.4: Advertising ancf Expef;tations of Villagers 

The anal ysis of the expectation of people who live in Retirement Villages in relation 

to the services that are advertised is based on Addendum One and Table 8.4 

9.4.1: Security 

The respondents associated safety with health issues such as a prompt response to an 

emergency call, and assoc iated security with measures that vi llage management had 

taken to minimize fi re hazards and potential threats to their physical and material 

well being. Although ten of the sixteen respondents mentioned different aspects of 

security that wou ld deter intruders, the levels of security that was provided differed 

at each Retirement Village. as did the expectations of what should be provided. 

Some respondents expressed concern that if a security code activated a safety gate. it 

took a long time to shut and they feared that people could gain entry with the 

intention of harming the residents. The respondents from the vi llages that advertised 

that they provided security. but did not expand on what that security was, had a 

lower expectation of what constituted security than Retirement Village(s) that 

specified the extent of the security. One respondent had commented on the fact that 

they (Village Management) said that there were security cameras, but she saw no 

visible evidence of it. None of the respondents stated that they wanted increased 

security measure. Generally the respondents expressed the opinion that they felt 

safer living in a Retirement Village than they would have if they continued to live on 

their own. in the community. 
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9.4.2: Service Provision 

The analysis of the projected service needs is based on Table 8.5 as well as verbatim 

quotations. 

9.4.2.1: Expectations of Service Provision in the Retirement Village 

Al l respondents were aware of the services that could be obta ined from the village 

they resided in. Some were aware of ·additional services' but were not sure whether 

it was included in the weekly service fee that they paid. The foc us group was of the 

opinion that if a resident suffered a short-term illness, the village should deliver at 

least one meal to their unit. preferably the main meal. The fe lt that this service 

should be a part of the contractual agreement. 

One respondent showed me the handbook she had obtained when she purchased the 

unit, which outlined various aspects of li ving in the Retirement Village, including 

the services that were available. This respondent was well acquai nted with all the 

content of this book. She had purchased her unit while living in another country and 

had perused in formation she had obtained from her friend who lived in New Zealand 

about several Retire111ent Villages before making her final choice. 

All respondents mentioned the fact tpat they had call buttons in their units. The 

response lo an emergency was differer1 t in each village. One had a 24-hour 

receptionist who would summon an ambulance in an emergency. The respondents 

said the receptionist did not come to the unit to assess their condition before 

summoning an ambulance. The other Retirement Villages that provided different 

leve ls of nursing care had a nurse on call for 24 hours. The Retirement Vi llage that 

had a hospital had a nurse on duty for 24 hours each day. 

At the Retirement Vi llages where a nurse was on call, the respondents stated that 

they fe lt secure in the knowledge that they could call the nurse if they needed 

assistance. In some instances where there is a Retirement Village and Rest home but 

no hospital, the nurse on call is not on the premises and would have to travel from 
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her home in response to a call-out. None of the respondents had tested the 

availabili ty of the nurse-on-call ( in re lation to her own case-load) and what the time­

lapse would be for a response. 

Three respondents at a particular Retirement Village referred to an experience that a 

res ident had of waiting for eight hours for a response when she pressed the 

emergency button. They said they felt insecure as a result o f this incident. One 

respondent said ' the government should look at defining what is 24 ho ur care and 

make it law.· Arguably the e ight hour wait was an isolated inc idence (so the 

respondent said) in that partic ula r village, but it is an occurrence that can happen in 

situations where 24-hour care depends o n one nurse who when faced with a high 

case load o f fra il disabled people, is no t able to ·drop things· and respond to an 

emergency call as soon as might be required. 

The focus group expressed the opinion that the Retirement Village should su pply an 

alarm pendant, to those people who have a phys ica l disability that might hinder them 

from accessing an alarm butto n in an emergency, at the time when the unit is 

purchased . They said it should be a part o f the contractual agreement. 

Some of the respondents expressed the w ish to be transferred to a care facility in the 

Retirement Village where they lived. if the ir condition deteri orated due to age or ill­

health. Most of them were not sure whether provis ion was made for this eventuality 

in their contract. They had not considered the possibility that the Retirement Village 

might not have vacancies in the care fac il ity at the time they needed care. T hey were 

also not sure what the financ ia l implications would be if they needed to be 

transferred to the village hospita l fo r a short period . 

Most of the respondents mentioned village services on a · user-pay' basis. T hose who 

had the ir own transport (50%), made use of the services in the community and 

occasionally used the village resta urant. All participated in the recreational activities. 

Some did so occasionall y, othe r did so on a regular basis and had the ir calendars 

marked with impending events. The provision of informal care provision for each 

other seemed to have been a natura l occurrence between friends and ne ighbours in 
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the Retirement Village. Informal care provision by relatives was mainly in the form 

of transport and socialisation. 

One respondent referred to the fact that in her opinion most women of her generation 

feel disempowered to challenge authority since they had been sociali sed into not 

challenging males. She stated that that they were not assertive enough to challenge 

decisions made by anybody in authority. During the focus group discussion there 

was agreement that their generation had honoured the man as being the head of the 

house and therefore were inclined not to challenge his authority, but that times had 

changed and that women of later generations are now much more assertive. 

All respondents mentioned the fact that the village had a resident 's committee. The 

respondents said that the role of the Resident Committee had variations but there did 

not seem to be a defined role. Some of the functions that the respondents referred to 

were: 

• informing their constituency1 2 of any emergencies or disaster and assisting 

with evacuation procedures; 

• driving the villagers to social function s or for shopping. using the village-

transport: 

• checking on the ir constituents ·ali ve and well' call s every day; 

• investigating complaints and if they cou ld not solve the problem. referring 

the matter to management, and ; 

• in the case where the resident was di ssatisfied with the response from 

management, the committee member can represent or accompany the 

complainant if a tribunal was he ld (statutory supervisor, plus the manager, 

plus the complainant and a representative that could a the committee 

member, a lawyer or any person that the complainant so chooses). 

12 Groups of four to five units constituted a constituency. A leader was appointed for each 
constituency and this person was also the fire warden and guardian of that group 
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The level of knowledge of services in the community varied. Respondents who had 

not needed any services because they had not been ill for some time did not mention 

services spontaneously. but when prompted, had some idea of wellness services such 

as St Johns and Meals-on-wheels which they said was advertised in the community 

newspaper. The prevailing attitude was that they did not need additional services, 

were healthy and had not given the matter of needing care provision in the future 

much thought. There was a reluctance to talk about the possibility that they might 

need services later on. in order to help them maintain independence. McClure 

( 1998). refers to Victorian principles of ·self-help· that caused people not to seek 

assistance even when they were li ving in re lative poverty because at the time 

Government assistance was deemed to be charitable aid. The respondents 

contributed more readily to the di scussion when asked about services that people. 

whom they knew, made use of. 

Of the sixteen residents who participated in the study, eleven preferred to continue to 

use the General Practitioner in the community. They stated that they did not want to 

repeat their health history to different doctors but preferred to have the continuity of 

their own genera l practitioner. They all agreed that they were glad that a General 

Practitioner was available for consu ltations at set times (and on call) in the vi llage 

and said there would be a time in the future when their health started fai ling. when 

they wou ld make use of this service more frequently. In some instances the General 

Practitioners made ·home calls· at the Retirement Village. There was genera l 

agreement that after hour deliveries by a local pharmacy was a valued service. 

Some respondents said they would make use of home-care services provided by non­

governmental agencies if they needed assistance with activities of daily li ving 

(washing, dressing etc.). 
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9.4.2.3: By the Government. 

Respondents expressed the opinion that an alann pendant would enable people who 

have mobility or visual problems to access emergency services such as St John ·s 

Ambulance in case of a fall. Conflicting views (based on narrative reports of people 

who had been to WINZ) were expressed about the avai lability of government 

support for the provision of alarm pendants. The predominant view was that if it had 

been subsidised in the past but the person had cance lled the subsidy of his or her 

own accord. it could not be reinstated. Word of mouth seemed to be an im portant 

means of imparting information. One respondent referred to the fact that some older 

people have a hearing impediment and it sometimes causes the message they receive 

to be distorted. 

One resident had experienced relative poverty due to expenses related to 

hospitali sation, as well as travel expenses to and from the clinic when going for a 

medical check up . He had needed to use additional electricity to heat the house in 

winter to breath easier (he had a chronic respiratory problem). This was over a 

period o f three years. while being attended to by the same general practitioner. It was 

only when the doctor told him that he needed to have a telephone tn hi s bedroom 

(after a triple card iac by-pass) and he responded that he could not afford to pay for 

one. that the doctor filled in a form for a disability a llowance. In this in stance the 

doctor was acquainted with the avai lable resources but only referred the patient 

when he was told that the respondent could not afford to pay. 

Those respondents who had disabilities and who were welfare recipients had 

different levels of knowledge about the services or support they were entitled to. One 

respondent remarked ·If you have a good Doctor, you get everything.· One 

respondent referred to the fact that he was able to obtain hearing aids through ACC 

and expressed the opinion that the government should subsidize people who needed 

hearing aids since lack of it had a deleterious effect on their lives and could lead to 

social isolation. Opinions about Work and Income New Zealand (WINZ) differed 

according to the individuals' experience. People with chronic health conditions were 



137 

well acquainted with the hospital system as well as to some extent, the social welfare 

system. 

Three people received a Living Alone Allowance. One person said that they became 

aware of the Living Alone Allowance when the village manager (who had been 

asked by a resident after unsuccessfully attempting to obtain this information from 

WINZ) had mentioned it in the village newsletter. 

Two people expressed the opinion that people should assume responsibility for their 

own health and that the input from the government was sufficient. One person 

expressed the opinion that the government could do more to alleviate the long 

waiting list. One person said that services should be restructured rather than be 

added to (this comment was made by a welfare recipient who had positive 

experiences with WINZ). Five respondents said that they thought a liaison person 

(four of them said the District Nurse) should periodically come to the village and be 

available to answer questions relating to their health and welfare service needs. This 

is in line with the focus group research (Beattie, 1997) where a group of older Irish 

people suggested that a health visitor focusing on older people could act as a source 

of advice and assistance. 

Three respondents became very emotional when referring to being on a waiting li st 

for surgery. According to the literature a doctor refers a patient with a chronic 

condition that s/he cannot manage to a specialist who then places the person on a 

waiting list for diagnostic procedures or surgery. The waiting li st is extensive and 

can be short-listed (by removing people ' s names from the list) . One respondent had 

been waiting for three years (and was still waiting) for a hip replacement. He said 

that the hospital informed him that if the doctor does not follow up on the progress 

of the patient on the hospital waiting I ist, the hospitals assume that the problem has 

been resolved and therefore removes the name off the list. When the patient makes 

inquiries directly to the hospital they may find that they are no longer on a waiting 

list. 

All the respondents had expressed excitement about the lifestyle decision that they 

had made to live in a Retirement Village and said that they had not thought of the 
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possibility of selling. Some had approached a lawyer for advice before purchasing 

their unit but admitted that they had paid little attention to the fine print. They said 

they had been swayed by the location of the village, availability of amenities, and by 

the fact that some of them had friends already living there. 

In the focus group the respondents said they were aware that in some cases 

difficulties are experienced when the resident does not want to live in the village 

anymore. One case was mentioned where the person had to ask 'Fair Go' to 

intervene to retrieve the money arising from the sale of the unit. One respondent 

suggested that the government should set standards since ' people do not read the 

finer print of a contract and people (the realtors) will continue to get away with a 

lot. ' The respondent expressed uncertainty as to whether older people are 

represented in parliament. 

The participants of the focus group were of the opinion that although the Retirement 

Village Association sets standards of practise for its members, it is the responsibility 

of the Government to set and monitor standards for all Retirement Villages. 

According to the literature (discussed in Chapter Four) not all Retir~ment Villages 

are subject to or acknowledged by their promoters to be subject to the Securities Act 

1978 S 5(1) (b). Villages that adhere to the Act provide prospective buyers with 

written notice of risks they are running when buying into a Retirement Village. 

Villages that adhere to the Act, appoint a Statutory Supervisor. Two respondents 

from the same Retirement Village were well informed about the function of the 

Statutory Supervisor. One respondent had mentioned that he was aware that the 

Retirement Villages Bill (now the Retirement Village Act 2003 No 112) had been 

read in parliament. 

9.5: Information dissemination 

According to the literature, information about services that the government and 

others provide is available but is very fragmented and therefore difficult to access. A 

limiting factor is that some older people find modern technology such as computers 
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intimidating and do not make use of this means of accessing available information. 

In this study there was consensus that there is insufficient information about the 

range of available support and/or services and that it is difficult for an older person 

to access information. Automated telephonic responses were found particularly 

intimidating. One respondent expressed the opinion that the government departments 

should inform them of the availability of all benefits for older people. According to 

Quinn, Snowling and Denicolo, (2003) a study done in Slough by a Project Working 

Group with the University of Reading research team (discussed in the introduction) 

found that there is a need for timely information. They had found that older people 

wanted information, often at a point of change or crisis in their lives. 

This study found that participants had varying views on the role a doctor can play in 

facilitating service usage from: ' If you have a good doctor you get everything', to ' It 

is not the doctors duty to give us information' . This study has also found that welfare 

recipients have more knowledge of benefits and service provision than the other 

residents do . The level and extent of knowledge about support services among the 

welfare recipients appears to be influenced by the attitude of the individual that they 

encounter at WINZ. Some (so the respondents said) were very helpful and others 

were deemed to obstruct people from obtaining information. This fact has been 

alluded to in the overview of the Social Security (Work Testing and Community 

Wage) Amendment Bill (discussed in Chapter One) in which it is stated that WINZ 

has developed a culture, which discourages applications for assistance. Welfare 

recipients are a source of information to others. This is in line with research done by 

Toffaleti ( 1997), who found that older people in a survey were more I ikely to turn to 

their friends and family for advice and information than to professionals. It is also 

supported by the findings of Tinker et al ( 1994 ), who found that word of mouth was 

cited as the most important source of information about services. 

The information residents relate to one another is coloured by their own experience 

and their own interpretation of what they had been told by WINZ and by significant 

others (doctors, spouse, relatives, friends). This may result in misinformation that 

does impact on whether some people will go to WINZ or other service provision 

agencies to establish whether they are entitled to benefits. The respondents 

expressed the need for a person (nurse, community liaison person) to be available at 
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set monthly intervals so that the residents who have questions relating to service 

provision could have it c larified . 

Retirement Villages do make an effort to make information they have available to 

the res idents. The respondents agreed that the reception desk is a favoured means of 

obtaining in formation, as are managers (when they are available). Some referred to 

the information book that they receive when they sign their contract. In formation 

they would like to have listed in the book is mainly for resources re lating to 

emergencies: transport. hospital. after-hours pharmacies. meals-on-wheels. etcetera . 

Some said they referred to this book when they needed information but some said 

they never used it. All of them said that they do read the Village newslener. 

The respondents had g iven some thought to the role that external agenc ies can and 

do play in dissemination of in formation. Some agenc ies that were mentioned were: 

Grey Power, Age Concern New Zea land, Community News Paper, and the Citizens 

Advice Bureau. 

9.6: Conclusion 

The research found that there is a difference between the availability of government­

fu nded services. knowledge and use of such services, by people who live 

independently in Retirement Villages. The level of knowledge with regard to 

government and othe r service providers varied but most of the respondents were 

aware of most of the services offered by the Retirement Village that they live in . le 

also fo und that there is a I ink between the expectations that res idents have of service 

provision by the Retirement Villages that they live in. Their expectations are based 

on the services that were advertised and to some extent are a lso influenced by word­

of-mouth accounts of services received by fellow-residents. 

The research found that there is a great deal of information available with regard to 

service provision for o lder people but they sometimes find it difficult to access the 

information due to factors such as fragmentation, inadequacy of information that is 

available, the attitude of some service providers, and because of automated responses 

to telephonic enquiries. A degree of misinformation occurs when older people 
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in form one another about service provis ion or service availability. Misinformatio n 

occurs when the person that transmits the information colours the information with 

his or her own perceptions and experiences. ln some instances people who have a 

hearing impediment receive only that ·part' of the in formation that they heard and 

possibly did not hear a vital part of the information . 

There ·1s a higher incidence of old-old people in Retirement Villages than in the 

community. This is reflected by the correspondingly high projected inc idence of 

disabilities and an increased need for service provision by the Government and 

others in Retirement Villages. There a re more women than men in Retirement 

Villages espec ially among those aged 85+. Most o f the older people in the sample 

were financially independent and lead active and busy lives. 

The sa id that the need of older people in New Zealand is to remain in their homes 

for as long as possible. The current public policy direction (The Positive Ageing 

Strategy) coinc ides with their wishes. The respondents a ppeared to be very happy 

with life in Retirement Vi llages. People who choose to live in Retirement Vi llages 

do so beca use it supports a lifesty le change of living independently for as lo ng as 

possible while being a ble to enjoy the communa l fac ilities. socia l activities. security 

and beautifu l gardens without the worry of ma intenance. Some of the res idents made 

use of the fac ili ties ons itc such as the resident doctor and others made use of 

persona l and care serv ices such as meals and la undry. 

The respondents did not perceive themselves to be a community on their own, but 

continue to participate in, and contribute to the greate r society, a lbeit it is in the form 

of vo lunta ry work in the Retirement Village or in the community. Although no ne of 

the respondents were engaged in formal (paid) work, they knew of a fe llow res ident 

who was working full-time and they suggested that the li festy le would suit an o lde r 

person who was working. Caring for each other on an informal bas is such as 

fetching the mail of temporari ly incapacitated residents, transporting etc. were all 

aspects of informal work. Most of the respondents do not re ly on their fami ly for 

carer support. This can be viewed pos itively in terms of the dwindling pool of 

informal carers because of the fact that people, including women, tend to work 

longer, and in view of the two-generation o lder people phenomenon. 



142 

The growing number of older people means that their voting power is considerable. 

Most of the older people were not aware of the -and how to make their concerns 

known to them. This is a matter for consideration because by inference many of 

them, and older people in the community, are not aware of the importance of the 

Retirement Village Act 2003, in protecting them when they consider entering into a 

contractual agreement with a Retirement Village manager. 

In some instances information had been relayed by word-of-mouth and was based on 

individual experiences or perceptions and did not necessarily reflect the correct 

procedure to be adopted when in need of services. The sources of information of 

the respondents were friends, relatives, older people who were welfare recipients, 

WlNZ, and the resources of the Retirement Village. This confirms the survey dorre 

by Toffaleti ( 1997), which found that older people tend to turn to friends and family 

for information. 

The respondents gave valuable insights with regard to their perception of 

government and other service providers and about the difficulties they sometimes 

had experienced in accessing services due to factors such as insufficient information 

or other human factors. Not one respondent mentioned the fact that service-providers 

may also be experiencing barriers to providing services efficiently. 

The participants in the sample had not given much thought to what support services 

they might need in the future and were not well informed about what services are 

available and how to access it. The respondents had varying levels of expectation 

with regard to who should provide services when their condition deteriorated: 

• None of the respondents expected the government to provide them with 

accommodation although some had attempted to apply for the Living Alone 

Allowance. 

• They expected the Government to provide taxi-vouchers if they acquired a 

chronic condition that required frequent trips to the hospital. Some who 

wanted to take responsibility for their own health and welfare in the case of 
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an emergency were paying members of St Johns Ambu lance service. Very 

few relied on re latives for transport. 

• None of the respondents' expected additional services to be provided free of 

charge by the Retirement Villages. Some res idents were rrerared to purchase 

services such as hea lthcare and meals from the Retirement Village they lived 

in. Some, mainly the respondents who were welfare rec ipients, relied on the 

Government to fund care provision such as for activities of daily living and 

cares that is usually provided by a District N urse and in the case of cancer, a 

Palliative Care Nurse. 

Generally the respondents did not have any great expectations with regard to the 

Government providing them with support. Some respondents said that even tho ugh 

they had wondered about we lfare entitlements in times of need, they had not been to 

a welfare office for assistance e ither due to mis information from friends, relatives or 

other res idents, or due to the ir own misconceptions. Most of them stated during the 

interviews that they wanted to have access to inform ation about support services and 

were prepared to make use of such services on a user-pay bas is. A suggestion that 

was well supported by the focus group was that forma l services shou ld be 

redistributed or reorganised rather than inc reased s ince the belief was expressed that 

the government was ·doing enough·. 

Credibility was sought in this research by forming a foc us group of e ight from the 

people who had participated in the individual interviews. Since they had contributed 

to the information that was given to them to discuss in the focus groups in the form 

of tables, they could legitimate ly judge the credibility of the results. The weakness of 

the sample is that it does not inc lude peop le who have left the Retirement Villages 

and who may have expressed different views s ince there is a probabili ty that some of 

them may have left because they were not sati sfied with life in a Retirement Village 

or in that particular Retirement Village. 

It can be argued that the sample was not representative of the general population 

since it is not a stratified random sample however maximum variation was sought. In 

view of the smallness of the sample these results cannot be generalised to the general 

community or lo all olde r people who live in Retirement Villages. This study could 
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however be replicated on a much larger scale by choosing a systematic random 

sample from all Retirement Villages. 

In summary: 

• Where there is a continuum of care, older people are more inclined to expect 

to progress from independent living to assisted living to admission to hospital 

within the same complex where they owned a Retirement unit and that; 

• Service provision by Government and other service providers address most 

of the expressed needs of older people who live in Retirement Villages but 

that; 

• Services are under-utilised because of inadequacy or inaccessibility of 

information and that; 

• Through the involvement of older people appropriate means of information 

di ssemination can be identified and developed to foster a better utili sat ion of 

existing resources. 

• Based on the literature review, prior research and the opinion of the majority 

of participants, it would seem that a field officer (community liaison person) 

is needed to communicate face-to face with older people about service 

provision for older people. 

9.7: Some Issues For Consideration: 

• Prior research suggests that the current system of income support for older 

people has been successful in protecting the great majority of older people 

from hardship. A minority of the older population is facing some degree of 

material and economic hardship and are not aware of available resources to 

alleviate their situation. Some of these older people require support to 

manage daily tasks which they were once able to attend to unaided, while 

others, as a result of ill health and/or frailty, will require more complex care. 

They sometimes elect not to inform the Retirement Village of their physical 

decline. My own experience leads me to believe that some do not want to 

transfer to a care facility as they associate a Rest home and hospital with 
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death. Their suggestion of having a community liaison person available once 

a month to discuss any of their concerns, might be worth investigating. 

• The pool of informal carers is dwindling thus enabling carers to have access 

to information from professionals on services that are available may 

encourage them to continue to support their older relatives. 

• To meet the varied needs of older people, a broad range of aged care 

services are available along a continuum of care which includes community 

services, residential services and acute hospital care, by a multi-disciplinary 13 

team of workers with a wide range of qualifications and skills. The available 

services are under utilised because some older people are not aware of what 

services are available or how to access it (this is borne out by the research). 

• Providers of support services may al so be experiencing barriers that hinder 

service prov1s1on. 

• Information about the whole range of services and opportunities is a key 

factor in access to appropriate care (Meredith, l 995). 

In conclusion, the problem of inadequate information dissemination about 

services for older people is not unique to New Zealand, nor is it insurmountable . 

Involving older people in identifying problems as well as finding solutions may 

be a factor for consideration. 

13 Some Retirement Villages in New Zealand do use the multi-disciplinary team approach in older 
care hospitals. 



Addendum One: Retirement Villages To Buy in West Auckland 

Feature St Clair Park Waitakere Gardens 
Location Is situated within walking distance 

of two shopping malls, and close to 
supermarkets, banks, churches, 
bowls 

Tenure Independent Unit Title Licence to occupy 
Service 460 per week GST incl. $77.50 per week 
Fee Includes building includes council/sewerage 

insurance, security and rates, building/fire/ 
emergency call system, property insurance, 
lawn mowing, gardening, security/emergency call systems, 
window c leaning, and rubbish , lawns, gardening, external 
exterior maintenance windows, exterior maintenance 

Additional Shuttle bus Hair salon, podiatrist, visiting 
Services doctor, trial apartment before 

purchase, and 24 hour reception 
Care In the future , no date Serviced Apartments by 2003. 

specified Services such as nursing staff on 
call, meals, cleaning and laundry 
services will be available to 
residents on a user pay bas is 

Communal Heated swimming pool , Restaurant, library, community 
Amenities gymnasium, out door centre, Games room, Indoor bowls, 

bowling green Heated indoor 
Swimming pool. All these facilities 
offer an opportunity for 
companionship 

Security Security and emergency Personal alarms in every room, 
call system smoke alarms and sprinkler 

systems. Security cameras monitor 
the grounds and access to carparks, 
lifts, stairs and buildings are by a 
secure swipe card system. 

Maintenance Exterior maintenance Exterior maintenance 

Greenview Park 
Maintenance free, friendly village, 
architecturally designed A small 
garden in front of the house. 

License to occupy 
$78.75 per week. Includes council / 
water/ sewerage rates, building/ 
fire/property insurance, emergency 
call systems, gardening, window 
cleaning. exterior maintenance 
rubbish , lawns, 

Van outings 

Rest home and 
Hospital . 

Lounge, kitchen, dining room, 
library, hall , gym, card room, 
bi II iards, darts, computer room, 
swimming pool , spa, craft room, 
men 's hobby room, pentaque court, 
indoor and outdoor bowls 
Security, building 
/Fire/ 
Property insurance 

Exterior maintenance 

Hobsonville Villas 
Around a cul de sac, across the road from 
RSA and approximately one kilometre to 
bowling club, shops, doctor, chemist 

Freehold 
$41 per week includes lawns, gardens, 
security pendant alarm service, building 
insurance, outside maintenance, windows, 
rubbish 

Not mentioned. 
Reference made to services in the area 

Not mentioned 

On- site Not mentioned 
Reference made to facilities in the area. 

Security pendant a larm service 

Outside maintenance 

........ 
~ 
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Feature Metlifecare 
Crestwood 

Location Not mentioned 

Tenure License to occupy 
Service Fee $76.50 per week. Includes 

council water/sewerage 
rates, 
emergency call systems, 
rubbish, lawns, minibus 
gardening, window 
cleaning, interior/ exterior 
maintenance, telephone, 

Additional Physiotherapist, podiatry, 
Services meals, laundry, cleaning, 

transport, hair salon, 
restaurant 

Care Serviced apartments, 
Rest home 

Communal Library, communal 
Amenities lounge/recreational area, 

indoor bowls, 
Billiard room, bowling 
green, 
Heated indoor pool, spa 

Security Security/Emergency call 
system, building/ fire/ 
Property insurance 

Maintenance Interior/Exterior 
Maintenance 

Metlifecare 
Pinesong 
An unbeatable location. Wonderful 
views of Manukau Harbour. access 
to a private beach, acres of bush 
reserve beautiful gardens. Handy ro 
your favourite shoppin~ malls 
License to occupy 
$75 per week. Includes 
counci I/water/sewerage rates, 
building/fi re/property insurance, 
security/ 
emergency call systems, rubbish, 
lawns, gardening, window cleaning. 
exterior maintenance 

Not mentioned 

Doctors surgery and hospital 
planned for the future - no date 
mentioned 
Gymnasium (latest in fitness 
equipment), hair salon, library 
restaurant, community center. 
heated indoor pool. spa. games 
room, indoor bowls, bowling green. 
billiard room 
Security/Emergency call system, 
building/ fire/Property insurance 

exterior maintenance, window 
cleaning, rubbi sh, lawns plus a 
handyman to do all those linle jobs 

Ons Dorp 

Not mentioned 

License to occupy 
I-bedroom units: $234.9 per week, 
2-bedrommed unit: $249.35 per 
week 
3-bedroomed unit: $261. 7 per week 
includes council/ water/sewerage 
rates, bui Id ing/fire/property 
insurance, securi ty/ emergency call 
system, rubbish, lawns, gardens, 
windows, in terior/exterior 
maintenance 
Not mentioned 

Rest home and hospital 

Large communal Lounge 
/recreational area in rest home, 
recreation hall in village with 
library , billiard room, card lounge, 
indoor bowls area 

Emergency ca ll system, building/ 
fire/ Property insurance 

Interior/ Exterior 
Maintenance rubbish, lawns 

Regents Park 

Convenient location 

License to occupy 
$50 (incl. GST) per week until facilit ies 
(commw1ity centre and hospital) are bui lt 

Not mentioned 

Hospital planned (no date mentioned) 

Insurance (does not specify type) 

Exterior maintenance, rubbish 

,....... 
~ 
-.) 
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ADDENDUM TWO (Massey Unive1·sity Letterhead) 

A Sample letter to prospective participants 

Recipient's address 

M~ name is Virginia Adams. I am completing a Master of Public Po l ic~ through 

Massey Uni\ersity. I am \\Tiling to ask if ~·o u \\·ould be \\illing to assist \\'ith a stud~· 

that is being undertaken by me under the supen ision of Masse~· Uni ' ersity. The 

stud~· examines the sen-ice deli\ ery by the go \·emment to people \\ho Ii\ e in 

Retirement Vi llages. and \\hat sen ices they expect (go\ ernment to pro\ ide). Ethics 

appro\ al fo r the study has been obtamed from the Ethics Committee of Massey 

Uni\ ersit~ . I am asking you to participate in one or t\\O intcn ie\\S of approximate!~· 

one hour each. The duration of the in ten ie\\ s \\ ill depend on the information you 

hm e to gi re. The int en ie\\ S \\ill be taped_ but should you request it at an~ stage 

during the 1nten ie\\. the tape recorder \\Ill be turned off. The intenie\\S \\i ll take 

the form of a com ersation. so there are no right or "rong ans" ers. just ~ ·our 

experiences of go\ emment sen ·ice deli\ e~ as you choose to tell them. 

We are keen to gel feedback from yo u in order to make recommendati ons to 

go\ emment about \\hat could be done to deli' er a more efficient sen ice to people 

who lire in Retirement Villages. An~· information you are able to offer \\'ill be 

rnluable. I will contact you so \\·e can agree on a place. date and time that \\'ill suit 

you. I \\ill ask you to sign a consent form. which gi' es your permission to be 

inter\'ie\\'ed. and for our com·ersation to be recorded. I ,,·ill do the transcripts of the 

tapes myself. 

I \\'ant to assure you that an~1hing yo u say during the inten iev. \\'ill be kept 

confidential . Nothing of what you said will be disclosed to the village manager or to 
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the resident 's committee. A number "'ill be designated to each tape. so that your 

name will not be used on the tape or any reports that ''ill be written. 

You "ill recei,·e a copy of the transcript of each of your inlen·ie\\'s before the next 

meeting \\·ith me. All tapes and transcripts \\ill be destro~·ed at the end of the 

research. Should ~ ·ou choose lo 1-.eep the transcripts and tapes. I "ill in consultation 

\\ ith ~·ou delete an~· information that may be considered as an inrnsion of the pri\ ac~· 

of a third party. 

You may be asked to participate 111 a focus group discussion that \\ill critically 

examine a summary of the input of all information recei, ed from the inten ie,,ees. 

Anon~rnil~ cannot be guaranteed in a focus group discussion but identification "ill 

be limited Lo the group participants. 

If you participate in this stud~. you hm·e the right to · 

As!-. questions about the stud~ "hi ch occur to ~ ·ou during~ our part ici pat ion. 

Refuse to ans\\ er an~· particular question. 

Withdra\\ from the stud~· at any lime. up to t\\ o months prior lo the completion of the 

research .. 

Pro' 1de info rmation "ith the understanding that all information obtained \\ill be 

regarded as confident ial and that it \\ill not be possible lo identi(v >Ou in an~· of the 

reports that are prepared from thi s study. 

If ~·o u are" illing to assist us by be111g inten ie\\ ed. please cal l me before 151
" June. 

2002. 

Than!-. you again for your assistance. 

Virginia Adams 

Phone: 09-8171377 

e-mail: sa\'iourrg,:xtra.co.n;: 
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ADDENDUM THREE (Massey University letterhead] 

Consent Form 

I ham read the Information Sheet and ha' e had the detai ls of the study explai ned to 

me. My questions ha' e been ans" ered to mY satisfaction. and I understand that I 

ma~- ask fur1her questions at an:• time. 

I understand I ha,·e the right to \Yithdra\\ from the study al any Lime up lo l\\ o 

months prior lo the completion of the research and to decline lo ans\\er am· 

particular questions. 

I rnlunlarily agree lo prO\ ide information to the researcher on the understanding that 

my name " ·ill not be used " ithout my permission. 

(The information "ill be used onh· fo r this research and publications arising from 

this research project ). 

I agree/do not agree to the interYie\\· being audio taped. 

I also understand that I ha' e the ri ght to ask for the audio-tape to be turned off at any 

time during the inten ie\\ . 

I agree to participate in thi s study under the conditions set out in the Information 

Sheet. 

Signed: 

Name: 

Date: 
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ADDENDUM FOUR (Massey letterhead) 

Permission To Gain Access 

Dear Manager, 

REQUEST TO DO RESEARCH 

My name is Virginia Adams. I am completing a Master or Public Policy through 

Massey UniYersity. I am a Registered General and Obstetric Nurse \\ ith an interest 

in aged care. hO\\·eyer. I am not currently employed b~' nor am I associated \\ ith any 

facility or business engaged in care of people \\·ho Jiye in Retirement Villages. My 

superYisors are rrom the Department or Social and Cultural Studies. Alban~ campus. 

They are : Dr R. Prasad (ph : 09-443 9700 extension 9050 and Dr. M. Belgrm·e (09-

-J.-J.3 9700 extension 0083) .) I ma~ · be contacted at home (09) 8171377 orb~ · e-mail: 

'eeber~· a, hotmail.com. The purpose or thi s research is to determine \\hether there 

is a diITerence bet\\ ·een the current senices deli\ered by the gO\ernment and the 

expectations or the aged \\hO li\e in retirement\ illages. 

The Waitakere Health Plan to\\ards 20 I 0 states that: · Proressionals and proYiders 

\\·orking ,,·ithin the system freely acknO\dedge that they are sometimes conrused 

themselves about how to link with one another"s services intelligently, and are 

developing detailed information aids for themselves." There is a perception that this 

confusion is shared by people, especially the aged who Jim in retirement villages, 

which has been referred to as a ' community· within the community. It is hoped that 

the outcome of this study will contribute to improved government service and in this 

way enhance the quality of life of the aged. 

I would like to request permission to interview five people (including one couple) 

who live independently in your village. In order to ensure that T cannot identify or 
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contact the participants beforehand. I hereby request permission to address a letter to 

the residents commit1ee whom I know stri,·es to safeguard the interest of the 

,·illagers. to ask them to identi(Y !he \'Olunteers to participate in this study. The letter 

to the resident"s committee (copy included) \\ill stress that prospectirn participants 

must initiate contact concerning the participation. either through management. the 

resident"s comminee or directly with me. This \\ill eliminate the risk of prospccti,·e 

participants feeling coerced into taking part in the study. and also scr\'es to 

demonstrate a degree of moti\ ation on their part to be included in the research . 

In the e' ent that the pa11icipant chooses not to be interYiewed in his/her O\\ n home. I 

"ould like to request permission to arrange a suitable alternati\ e. on your premises. 

All information "i II be treated as confidential. o reference ''ill be made of the 

names of the participants or of your 'ill age in the research report. The information 

''ill be used solely for the purpose of anaJ~·sis. documenting the findings and making 

recommendations that could innuence goYernment policy '' ith regard to an impro' ed 

sen ice deli\ e~· to the aged in retirement 'ill ages. 

A copy of the summary of the find in gs of the research '' i 11 be sent to ~ ou. You "i II 

be asked to sign a consent form. "hi ch gi' es me permission to ha' e access to your 

premises. A cop~ of thi s letter "tl l be sent to the chairperson of the residents 

committee of the' illage. 

Yours faithfulh 

Virginia Adams 

Ph: 09- 8171377 

e-mail: sa,·iourr~xtraco . nz 

Cc Residents· Committee 

Appendix: Letter to Residents· Committee 

Letter to Participants 
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ADDENDUM FIVE Retirement Village letterhead 

Pe1mission to gain access 

Permission is hereby granted to Virginia Adams to gain ent~· to ... Retirement Village 

in order to interYiew the people identified by the residents· committee to obtain their 

\\Titten consent and to interYie\\. those \Yho haYe agreed to participate in a research 

project. 

I hm e read the information pro\·ided and understand the nature and purpose of the 

research. I gi \ e permission for the researcher to use an area identi fied b~· me. or my 

representati\e fo r the intenie\\S in the e\ent that the participant does not agree to be 

inten ·ie,rnd in hi s/her unit. 

Signature .......... .. .. .. . ..... . .... . ... .... ... . 

Designation .... .. ....... ....... .. ...... .. ... . .. . .. . .. .... . . 

Date .. . .. . ... .... .... ...... . ... .... .... . ..................... . 
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Assistance to get volunteers 

The Chairperson 

Residents· Committee 

((Retirement Village)). 

Dear Sir/Madam. 
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Massey University letterhead 

My name is Virginia Adams. I am completing a Degree: Master of Public Policy 

through Massey Unirnrsity. I am a Registered General and Obstetric Nurse \\·ith an 

interest in imprO\ ing the quality of care of people \\ho Ji\·e independently in 

Retirement Villages. I am doing research to find out \\hether there is a difference 

bet\\ een the sen ices that are presently being delirnred by the go' ernment to people 

\\ho he on their O\\n in retirement \illages. and \\hat they e:xpect the goYemment to 

pro,ide. It is hoped that the outcome of this study \\ill contribute to imprO\ed 

go\ernment serYice and in thi s \\a~ enhance the quality of Ii fe of the aged. 

I \\Ould like to ask you to assist me in finding fiye rnlunteers (three indi\iduals 

including one couple) \\·ho lirn on their O\\TI in your Yillage in order to ensure that I 

cannot identify or contact the participants beforehand . In order to safeguard the 

interest of those who rnlunteer to participate. and to elimjnate the risk of prospectiYe 

participants feeling coerced into taking part in the study, I would ask that prospective 

participants must initiate contact concerning the participation, either through 

yourself, management, or directly with me. It also serves to demonstrate a degree of 

motivation on their part to be included in the research. In the event that they prefer to 

indicate their willingness to participate in the research project to you, I would 

appreciate it if you would advise me in writing. 

All information will be treated as confidential . Nothing that has been said by the 

participants will ' stay in the room'. No reference will be made of their names or of 
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your village in the research report The information will be used solely for the 

purpose of analysis, documenting the findings and making recommendations that 

could influence government policy v,:ith regard to an improved service delivery to the 

aged in retirement villages. A copy of the summary of the findings of the research 

will be sent to the 'illage manager and \Yill be available for any person to read. A 

copy of this let1er ''ill be sent to the Village Manager 

Thank , ·ou for rnur ass istance . . 

Yours faithfully 

Virginia Adams 

Ph : 09-8171377 

e-mail: sm iourra ,xtra. co.nz 

Cc Village Manager 

Appendix: Letter to Participants 

Consent Form 
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ADDENDUM SEVEN Massey University Letterhead 

INSTRUCTIONS FOR INTERVIEW SCHEDULE 

This inten ·ie\\· schedule must be used as a guide. The questi ons are open-ended and 

defines the topics under di scussion but the aim is to proYide the inten ·ie\\ Cr and the 

inten ·ie\Yee with opportunjties to discuss some topics in more detail. If the 

inler\'ie\\·ee has difficult:· in ans\\ ering a question or proYides only a brief response. 

the inten·ie\Yer can use cues or prompts to encourage the interYie\\ ee to consider the 

question further. The inten ie\\ er can also probe the inter\' iewee to elaborate on the 

original response or lo fo lio\\ a line of inqui~ introduced by the intenie\\ee. 

Do not take notes or jot do\\ n only crucial notes " hi le in the field: listen instead. 

o ote tak ing can be intrusi' e and make peo ple nen ous by continually 
ernphasi1:ing that they are being obserrnd and presen ed. 

o You learn to listen: you scribble notes and :·ou learn to remember. 

o Write the field no tes as soon as yo u return home from the fi eld. 

There are typically four phases in the inten ie" . 

I. The "nurturing" phase. This is the initial \\arm-up to the in ten 1e' ' . Introd uce 

:·ourself and talk bnefl ;. about neutral top ics such as the \\eather. the' 1e\\ 

etc. to establ ish yo urself. 

2. The "energising" phase. Here the area of discourse. and an:· existing 

problems are identified. 

3. The "body" of the inten ·iew. This is the peak phase of actiYity .. It is 

important at trus stage fo r you to remrun anaJ~1ical and neutral. Keep the 

interYie\\' fairly free in structure: the respondent may direct the order of 

topics. and you should fo lio\\· them. Jn order to keep the respondent focused. 

you may continuaJly pro be bringing out the 'ask able prompts' . Othern ise the 

order of topics is at the your discretion. Before this phase ends. check 

\Yhether all the topics have indeed been co\'ered. 
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4. The "closing" phase. Summarise what you have learnt from the interview, 

and ask the informant whether this is correct. The informant should be asked 

\Yhether they thought the interYiew coYered all the areas of concern. and 

whether there were issues that had not been touched upon It is a good idea to 

spend a lit1le time on how the informant felt about doing the inten-ie\\·. and 

whether there \Vas anything that could be improYed . 
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ADDENDUM EIGHT Massey University Letterhead 

Non- disclosure of information 

I ------------------------------------------------------ ----------------------------------------------

Agree not to disclose the name of. or any information that \\Ould lead to the 

identification of the participants or the Retirement Village in the study being 

undertaken by Virginia Adams. I \\ill not 

retain copies of audiotapes or notes that I may take during the research period. Notes 

taken during 

in ten ie\YS \\·ill be handed to Virginia as soon as the inten·ie\\ is O\ er. 

Signed: 

Name: 

Date: 



°' V) 

.-

Research Objective 

To obtain a snapshot of 

people who live in Retirement 

Villages 

To establish why some older 

people choose to live in a 

retirement Village rather than 

in their own homes 

INTERVIEW SCHEDULE 

Interview Question Prompts!Probes Notes 

Tell me something about yourself/ • Age 

• Se:-.: 

• Marital Status 

How did \'OU come to li,·e in a • Health and saf el\' 

Retirement Village'> 
• Securi l\' 

• Social (friends. family) 

• Home maintenance 

(repai rs. garden) 

• Lile s!Yle 

• Location 



0 
\0 

I Research Objective 

r To establish if respondents are 

1 

working 

To determine \\'hich sen ices older 

I people expect the Go' ernment 

and others to pro\ ide 

'--- - -

INTERVIEW SCHEDULE 

Interview Question Prompts/Probes Notes 

-
Tell me about any \\O rk related • Paid/un paid: formal or informal 

acti\it ies that \OU do • 0\\11 home 

• Hobbies 

• Helping others 

What do you think abo ut sen ice • Sen ices current! ~ used 

proYision !or people'' ho Ii ' e in • Sen ice needs in 5 years 

Retirement Villages? • Sen ·ice needs in I 0 ~·ears 

• Sen ices other people in the \'illage 

use 

• Who should pro' ide these 

sen ices'? 

- - -



'° 
INTERVIEW SCHEDULE 

Research Objective Interview Question Prompts/Probes Notes 

-- ~ 

To explore the dissemination of Hov; do you access information • Recepti onist 

information to older people'' ho about sen ices that are arnilable to • Notice boards 

live in Retirement Villages older people \\·ho li\'e in • Ne\\spapers 

Retirement Villages • Ne\\ sletters 

• External agencies such as 

Aged Concern 

• Computers 



162 

BIBLIOGRAPHY 

Abbot, M. and Koopman-Boyden, P . (1996) Care of the Elderly. Faculty of 
Health Studies. University of Waikato (unpublished). 

Abramovitz, M. (1988) Regulating the Lives of Women: Social Welfare 
Policy from Colonial Times to the Present. South End Press, Boston. 

Age Concern New Zealand (July-August, 2001) Age Concern News. Age 
Concern New Zealand, Wellington. 

Age Concern New Zealand (2000) Strategies and Plan on Ageing: 
International Developments and Issues for New Zealand. Age Concern New 
Zealand, Wellington. 

Age Concern New Zealand ( 1999) Policy Manifesto: Housing. Age Concern 
New Zealand, Wellington. 

Age Concern New Zealand (March, 1994) Older People and Housing. Age 
Concern New Zealand, Wellington. 

Age Concern New Zealand (1990) Report of the 1990 Quality of Life Survey 
of Older People. Age Concern New Zealand, Wellington. 

Albrecht, T. L., Johnson, G.M. and Walther, J.B. (1993) Understanding 
Communication Processes in Focus Groups in Morgan, D.L. (editor) 
(1993) Successful Focus Groups: Advancing the State of the Art. Newbury 
Park, C.A.: Sage, London. 

Armstrong, N. (1990) in Spoonley, P., Pearson, D. and Shirley, I. (1990) 
New Zealand Society: A Sociological Introduction. Dunmore Press Ltd., 
Palmerston North. 

Ashton, T. (1992) Reform of the Health Services: Weighing Up Costs and 
Bene.fits in J. Boston and P. Dalziel, The Decent Society? Essays in 
Response to National's Economic and Social Policies. Oxford University 
Press, Auckland. 

Australian Bureau Of Statistics (Abs), ( 1999b) Disability, Ageing and 
Carers: Summary of Findings. Canberra, Australia. 

Australian Institute of Health and Welfare, (1997) Australia's Welfare. 



Canberra, Australia. 

Babbie, E. (1992) The Practice of Social Research (6th Edition) Wadsworth , 
Belmont, California. 

Babbie, E. (1990) Survey Research Methods. (2nd Edition) Wadsworth , 
Belmont, California. 

Barker, S. (2000) Welfare that Works: A Thesis submitted to fulfil the 
requirement of the Degree of Master of Arts (Social Policy) . Massey 
University, Albany. 

163 

Baskett, J.J., Broad, J.B., Reekie, G., Hockey, C. and Green, G. (1999) 
Shared Responsibility for Ongoing Rehabilitation: a New Approach to 
Home-based Therapy after a Stroke. Clinical Rehabilitation 37 (6): 
663-673. 

Beattie, A. (1997) The Views of Black and Minority Ethnic Older People. 
Briefing Paper 3. Aged Concern, London. 

Belgrave, M. and Brown, L. (1997) Beyond a Dollar Value: Inform.al Care 
and the Northern Region Case Management Study. Massey University, 
Abany. 

Bernstein, R. ( 1983) The Restructuring of Social and Political Thought. 
University of Pennsylvania Press, Philadelphia. 

Biggs, S. (1989). Elder Abuse in Perspective: Rethinking Ageing Series. 
Open University Press. 

Bland, R. ( 1996) Developing Services for Older People and Their Families. 
Jessica Kingsley Publishers, London, England. 

Bodie, L. (1997) The Views of Older People Expressed Through Focus 
Groups. Briefing Paper 2, Age Concern London: London. 

Bonita, R., Broad, J.B., Thomson, S., Baskett, J. and Richmond, D.E 
( 1989) Long Term Care in Auckland: A Study of People in Aged Care 
Institutions In Auckland. Geriatric Unit, Department of Medicine, 
Auckland University, Auckland. 

Boston, J., Dalziel, P. and St John, S. (1999) Redesigning the Welfare 
State in New Zealand: Problems, Policies, Prospects. Oxford University 
Press, Auckland. 



164 

Boston, J., St John, S. and Stephens, B. (1996) The Quest for Social 
Responsibility in Social Policy journal of New Zealand: Issue Seven, Social 
Policy Agency, Wellington. 

Boston, J . Martin, J. Pallot, J. and Walsh , P. (1996) Public Management: The 
New Zealand Model. Oxford University Press, Auckland. 

Boston, J., Martin, J., Pa llot, J. and Walsh, P ( 1991) Reshaping the State: 
New Zealand's Bureaucratic Revolution. Oxford University Press, Oxford. 

Braithwaite, V. (1994) Understanding Stress in Infonnal Care Giving. 
Mimeo Research School of Social Sciences, Australian National 
University, Canberra. 

Braithwaithe, V. (1990) Bound to Care. Allen and Unwin, Sydney. 

Brody, E. M. (1990). Women in the Middle: Their Parent-Care Years. 
Springer Publishing Company, New York. 

Brody, E. M. (1981) Women in the Middle and Family Help to Older 
People, The Gerontologist. Vol. 21, No. 5: 47 1 -480. 

Bryson, L. (1992) Welfare and the State. Macmillan, Basingstoke. 

Buchanan, J. ( 1987) The Constitution of Economic Policy American 
Economic Review. 77: 242-250. 

Burch, H.A. (1999) Social Welfare Policy Analysis and Choices. The 
Haworth Press, London. 

Butler, R. (1987) Ageism in the Encyclopedia of Ageing. Springer 
Publishing Company, New York. 

Butler, S. and Kondratas, S.A. (1987) Out of the Poverty Trap. The Free 
Press, New York. 

Byrne-Armstrong, H ., Higgs, J . and Horsfall, D (2001) Critical Moments in 
Qualitative Research. Heinem an Press, Butterworth. 

Campbell, R. J . (1976) Unemployment in New Zealand, 1875-1914, M. 
Phil Thesis. Massey University, Albany. 



Cantor, H.M. and Brennan, M. (2000) Social Care of the Elderly: The 
Effects of Ethnicity, Class and Culture. Springer Publishing Company, 
New York. 

165 

Cantor, H.M. and Brennan, M. (1998) Is Need Enough? Additional 
Pathways to Service Utilisation. Paper presented at the annual meeting of 
the Gerontology Society of America. 

Cantor, H. M. (1991). Family and community: Changing Roles in an 
Ageing society: Donald P. Kent Award Lecture. The Gerontologist. Vol. 31: 
337-346. 

Cantor, M.H. (1979) Neighbours and Friends: An Overlooked Resource in 
the Informal Support System. Research on Ageing. 1: 434-463 

Cargill, J. and Bonita, R. (1990) The 28-Day Alternative Care Scheme for 
the Elderly. The New Zealand Family Physician: Summer: 12-14. 

Catterall, M. and Maclaran, P. ( 1997) 'Focus Group Data and Qualitative 
Analysis Programs: Coding the Moving Picture as Well as the Snapshots' 
Sociological Research Online, Vol. 2, no. 1. 

Cheyne, C., O'Brien, M. and Belgrave, M. (2000) Social Policy in Aotearoa: 
A Critical Introduction. Oxford University Press, New Zealand. 

Clark, M. S. and Williams, A. (1995) New Zealand's Future in the Global 
Environment? A Case Study of a Nation in Transition. Government Printer, 
Wellington. 

Clark, H. and Dyers, S. (1988b) Equipped for going Home from Hospital. 
Health Care in Later Life. Volume 3 (1): 35-45. 

Clark, H., Dyers, S. and Horwood, J. (1988a) That bit of Help: The High 
Value of Low Level Preventative Services for Older People. The Policy 
Press, Bristol. 

Clarke, J., Cochrane, A., and Smart, A. ( 1987) Ideologies of Welfare: From 
Dreams to Disillusion. Hutchinson, London. 

Colorado Women's Agenda (2003) . Elder Care. 
http: //www.womensagenda.org/lssues/ eldercare.htm. 



166 

Coney, S. (1988) The Unfortunate Experiment: The Full Story Behind the 
Inquiry into Cervical Cancer Treatment. Penguin, Auckland. 

Commonwealth Department of Health and Aged Care (2000). The 
National Strategy for an Ageing Australia. Commonwealth Department of 
Health and Aged Care, Canberra. 

Cook, L. and Khawaja, M. ( 1991) New Zealand's Demographic Prospects 
and the Implications for Retirement Income Policy. Department of 
Statistics, Wellington. 

Cox, J. P. (2001). Middle Class Welfare. New Zealand Business 
Roundtable. Wellington: NZBR. 

Craig, A., Briar, C., Brosnahan, N., and O'Brien, M. (1992) Neither 
Freedom nor Choice. People's Select Committee, Palmerston North. 

Craig, W. (1992) The Politics of Caring, in Briar, C., Craig, W. and 
Munford, R. (1992) Superwomen Where Are You? Dunmore Press, 
Palmerston North. 

Crawford, H, Ken , L., Marnie, L. and Arnott, A. (2002). How we ensured 
rigour in a Multi-site, Multi-discipline, Multi-researcher Study. 
Qualitative Social Research, (On-line Journal}, 1 (1) http: //qualitative ­
research.net/ fqs 

Creswell, J.W. (1997) . Qualitative Inquiry and Research Design: Choosing 
among Five Traditions. Thousand Oaks, CA: Sage, London. 

Crick, B. (1984) Socialist Values and Time. Fabian Society, London. 

Dalziel, D. (2001) The New Zealand Positive Ageing Strategy Action Plan: 
2001. Government Printers, Wellington. 

Danzon, R. (1991) in Cox, J.P. (1991) Middle Class Welfare, New Zealand 
Business Roundtable, Wellington. 

Davis, P. ( 1981) New Zealand Labour Perspectives: The Challenge of the 
Third Depression. Ross: Takapuna, Auckland. 

Davis, P. and Dew, K. ( 1999) Health and Society in Aotearoa/ New 
Zealand. Oxford University Press, Auckland. 



167 

Davison, B., Kendig, H., Stephens, F. and Merrill, V. (1993). It's my Place 
Older: Older People Talk about their Homes. Main Report: Quality Day 
Care for People with Dementia. Australian Institute for Primary Care. 

Day, P.R. (1993) Perspectives on Later Life. Whitney and Birch Ltd, 
London. 

Deeks, J., Parker. and Ryan, R. (1994) Labour and Employment Relations 
in New Zealand. Longman Paul, Auckland. 

Department of Social Welfare ( 1996), From Welfare to Well-being. 
Department of Social Welfare, Wellington. 

Douglas, R. ( 1993) Unfinished Business. Random House, Auckland. 

Drake, R.F. (2001) The Principles of Social Policy. Palgrave, New York. 

Dwyer, M., Gray, A. and Renwick, M. (1999) Factors Affecting the Ability 
of Older People to Live Independently: A Report for the International Year of 
Older Persons Ministry of Social Policy, Wellington. 

Dychtwald, K. ( 1999). Healthy Ageing: Challenges and Solutions. Aspen 
Publishing Inc., Gaithersburg, Maryland. 

Easton, B. ( 1980) Social Policy and the Welfare State in New Zealand. 
George Allen a nd Unwin, Sydney. 

Eckert, S. and Smyth, K. ( 1988). A Case Study of Methods of Locating and 
Arranging Health and Long-Term Care for Persons with Dementia. Office of 
Technology Assessm ent, Congress of the United States, Washington, DC. 

Esping-Anderson, G. (1990) The Three Worlds of Welfare Capitalism. 
Princeton University Press and Polity Press, Princeton and Cambridge. 

Ferguson, G. (1994) Building the New Zealand Dream. The Dunmore 
Press Limited, Palmerston North. 

Finch, J. and Groves, D. (1983) A Labour of Love: Women, Work and 
Caring. Routledge, Keagan and Paul, London. 

Flick, U . ( 1992) Triangulation revisited: Strategy of validation or 
validation or alternative? Journal for the Theory of Social Behaviour. 
Vol. 22, 175-198. 



Flick, U. ( 1992) An Introduction to Qualitative Research. Sage, London. 

Friedman, M. and Friedman, R. (1 980) Free To Choose: A Personal 
Statement. Secker and Warburg, London. 

168 

Fougere, G.M. (1984) From Market to Welfare State? State Intervention and 
Medical Care Deliver', in Wilkes. C, and Shirley, I (eds}, In the Public 
Interest. Benton Ross, Auckland. 

Franklin, A. in Bland, R. ( 1996) Developing Services for Older People and 
Their Families, Jessica Kingsley Publishers, London. 

Gamble, A. 1988) The Free Economy and the Strong State: The Politics of 
Thatcherism. Macmillan, London. 

George, V. and Wilding, P. (1994) Welfare and Ideology. Harverster 
Wheatsheaf, New York. 

Gibson, D. (1998). Aged Care- Old Policies, New Problems. Cambridge 
University Press, Melbourne. 

Glaser, B.B. and Strauss, A.L. ( 1967) The Discovery of Grounded Theory. 
Aldine, Chicago. 

Glendinning, C. (1992) The Cost of Informal Care: Looking inside the 
Household. HMSO, London. 

Glennerster, H. (1992) Paying for Welfare: Issues for the Nineties. 
Discussion Paper WSP / 82. London- School of Economics. 

Gordon, W. and Langmaid, R. ( 1988) Qualitative Market Research: A 
Practitioner's and Buyer's Guide. Gower: London. 

Gluckman, A. and Tagg, A. ( 1995) Ageing is Attitude: The New Zealand 
Experience. Tandem Press: North Shore, New Zealand. 

Green, D. G. (1996) From Welfare State to Civil Society: Towards Welfare 
that Works in New Zealand: New Zealand Business Roundtable, 
Wellington. 

Green, H. ( 1988) General Household Survey 1985: Informal Carers. 
London: HMSO. 



169 

Green, A. (1986) Gavel to Gavel: A Guide to the Televised Proceedings of 
Congress. Benton Foundation, Washington, DC. 

Griffiths, R. ( 1988) Community Care: Agenda for Action. HMSO, London. 

Gruer, R. (1975) Needs of the Elderly in the Scottish Borders. Scottish 
Home and Health Department, Edinburgh. 

Guba, E.G. and Lincoln, Y.S. (1989). Fourth Generation Evaluation. 
Newbury Par. C.A: Sage,London. 

Guba, E.G. and Lincoln, Y.S. (1981). Effective Evaluation: Improving the 
usefulness of Evaluation Results through Responsive and Naturalistic 
Approach. Jossey-Bass: San Francisco, CA. 

Gubrium, J. (1973) The Myth of the Golden Years. Springfield: Thomas. 

Guion, L.A. (2002) Triangulation: Establishing the Validity of Qualitative 
Studies. University of Florida, Gainesville. 

Habermas, J. ( 1975) Legitimation Crisis. Beacon Press, Boston. 

Hancock, B. (2002) An Introduction to Qualitative Research. Trent Focus 
Group: Division of General Practice, University of Nottingham. 

Harris, H. ( 1995) An Economic Snapshot of New Zealand in 1995. Paper 
presented at the Biennial Conference of the New Zealand Council of 
Trade Unions in Wellington. 

Haveman, R. ( 1988) Starting Even: An Equal Opportunity Program to 
Combat the National New Poverty. A Twentieth Century Fund Report. 

Hay, I. (1989) The Caring Commodity: The Provision of Health Care in New 
Zealand. Oxford University Press, Auckland. 

Hayek, F. (1976) Law, Legislation and Liberty. Routledge and Kegan Paul, 
London. 

Health and Disability Services (Safety) Act (2001). 

Health and Disability Services Act (1993). 



170 

Health Education Authority (2003) Avoiding Slips, Trips and Broken Hips: 
Guidance for Professionals who Work with Older People. Health Education 
Authority,London. 

Health Funding Authority and Ministry of Health (1998). Disability in New 
Zealand: Overview of the 1996/ 97 Surveys. 

Health of Older People Strategy Health Sector, (2000) Action to 2010 to 
Support Positive Ageing - Ministry of Health, April 2000. 

Hennessy, P. (1989) Caring for Frail Elderly People: New Directions in 
Care. Social Policy Studies No 14. Organisation for Economic Co­
operation and Development, Paris. 

Henwood, M. and Wicks, M. (1984) The Forgotten Army: Family Care and 
Elderly People. London: Family Policy Study Centre. 

Heywood, A. ( 1994) Political Ideas and Concepts. Macmillan, London 

Hickey, H., Speers, M.A. , and Prohaska, T.R. (1997) Public Health and 
Aging. John Hopkins University Press, London. 

Higgins, J. (1989) Defining Community Care: Realities and Myths. Social 
Policy and Administration, 2: 3- 15 . 

Hirschman, A. 0. (1970) Exit, Voice and Loyalty: Responses to Decline in 
Firms, Organisations and States. Harvard University Press, Cambridge. 

Hirst, R., Allen, G., and Watson, L. (1995) Now or Never: Older People's 
Decisions about Housing. University of Southampton: Southampton. 

Hogstel, M. and Kas hka, M (1989) Staying Health after 85. Geriatriac 
Nursing 10 (1): 16-18. 

Holstein, B. and Holst, E. (1993) Formal and Informal Care for the Elderly: 
Lessons leamtfrom Denmark, in Scharf, T. a nd Wenger, G.C. (1995) 
International Perspectives on Community Care for Older People. Ave bury 
Ashgate Publishing Ltd. , England . 

Horowitz, A.H. ( 1985) Family Care-giving to the Frail Elderly in C. E. 
Eisdorfer, M., Lawton, P. and Maddox, G. Annual Review of Gerontology 
and Geriatrics, Vol. V: 194 -246. New York: Springer. 



171 

Human Rights Act, 1993. 

Hunt, A. (1978) The Elderly at Home. Office of Population Censuses and 
Surveys, Social Survey Division, HMSO, London. 

Hyslop, J., Dowland, J. and Hickling, J. (1983) Health Facts in New 
Zealand. Department of Health, Management Services and Research 
Unit: 192. 

James, C. (1992) New Territory: The Transformation of New Zealand 1984-
1992. Bridget Williams Books Limited, Wellington. 

James M. (1989) Welfare Coercion and Reciprocity in the Welfare State. 
Bridget Williams Books Limited, Wellington. 

Jansen, R., Harrison, D. , Richmond, D., Suckling, S. and Nixon, A. 
( 1997) Prime Ministerial Task Force on Positive Ageing: Facing the Future: A 
Strategic Plan. Department of the Prime Minister and Cabinet, Wellington. 

Jenkins, R. ( 1970) Exploitation: The World Power Structure and the 
Inequality of Nations. MacGibbon and Kee, London. 

Jesson, B. (1989) Fragments of Labour Government. Penguin Books, 
Aukland. 

Jones, M. ( 1997) Reforming New Zealand Welfare. Lithographies, 
Moorooka, Queensland, Australia. 

Katz, S., Branch, L.G. , Branson, M.H., Papsidero, J.A., Beck, J.C, and 
Greer, D.S. ( 1983) Active Life Expectancy. England Journal of Medicine 
309: 1218-24. 

Katzenellenbogen, J., Joubert, G. and Yach, D. (1991) Introductory 
Manual for Epidemiology in Southern Africa, Medical Research Council, 
Tyger berg. 

Kedgley, S. (2001). Health, Complementary Healthcare. Complimentary 
Health Newsletter, 2001. 

Kelsey, J. (1995) The New Zealand Experiment. Auckland University 
Press, Auckland, New Zealand. 

Kerr, Roger. (1995) Reflections on Old New Zealand. Unpublished paper. 



172 

King, B. E., Fletcher, P. and Mais, L. (1985). Institutional Provision for the 
Aged: A Survey of One Region. Health Services Research and 
Development Unit, Wellington: 25. 

Kinnaird, F. (2001) The New Zealand Retirement Guide: Your Guide To 
Senior Living Options. Full Moon Guides, Birkenhead, Auckland. 

Knipscheer, C . (1992) A Triangular Model In Care For Impaired Elderly In 
The Netherlands And its Educational Implications', in Stevens, N. (eds) 
Education in Gerontology in the 90's: International Perspectives and 
Developments, Department of Psycho-gerontology, Nijmegen: 95-119. 

Koff, T.H . and Park, R .W. (1999) Aging Public Policy: Bonding the 
Generations (Second Edition) Baywood Publishing Company, Inc. New 
York. 

Koopman-Boyden, P.G. (1992) New Zealand's Ageing Society: The 
Implications. Government Printers, Wellington. 

Koopman-Boyden, P.G. and Scott, C. (1984) The Family and Government 
Policy in New Zealand. Allen and Unwin, Sydney. 

Kraan, R. J., Baldock, J. , Davies, B., Evers, A., Johnsson, L., Kna pen, 
M., Thorslund, M. and Tunissen, C. (1991) Care for the Elderly­
Signi.ficant Innovations in Three European Countries. Campus/ Westview 
1 991, Frankfurt. 

Kunowski , M. (1988) The First Hundred Years: Social We lfare in New 
Zealand from 1891. Heinemann Education, Hong Kong 

Law Commission (October, 1998). Preliminary Paper34: Retirement 
Villages: A Discussion Paper. 

Le Grand, J., and Bartlett, W. (1993) Quasi Markets and Social Policy. 
Macmillan, London. 

Lincoln, Y. S. and Guba, E .G . ( 1985) . Naturalistic Inquiry. Sage: Beverly 
Hills, CA. 

Lindblom, C.E. (1968) The Policy-making Process. Prentice Hall, Inc., 
Englewood Cliffs, New Jersey. 



173 

Lingsom's, S. (1989) Filial Responsibility in the Welfare State. Journal of 
Applied Gerontology, 1: 18-35. 

Littlewood, A. (1991) in Cook, L, and Khawaja, M. (1991) New Zealand's 
Demographic Prospects and the Implications for Retirement Income Policy. 
Department of Statistics, Wellington. 

Liu, K., Manton, K. and Liu, B.M. (1985) Home Care Expenses for the 
Disabled Elderly. Health Care Financing Review, 7 (2): 51-58. 

Lofland, J . ( 1995) Analytic Ethnography: Features and Failings, and 
Futures: Journal of Contemporary Ethnography, 24 (1), 30 - 67. 

London Community Care Action Group (1994). Hearing the Voice of Older 
People: A Report of a Consultation Meeting for Older People to Hear their 
View of Community Care. Community Care Action Group, London. 

Mccafferty, P . (1994). Living Independently - A Study of the Housing 
Needs of Elderly and Disabled People. Department of Environment, 
HMSO: London. 

Mackay, R. (2000) Transforming The Welfare State in New Zealand: Cross­
National Study of Continuities and Change in the We lfare State. Ministry of 
Social Policy, Wellington . 

Mackintosh , S ., and Leather, P. (1992). Maintaining Home Ownership: The 
Agency Approach. JOH/ Lon gm a n London. 

Maharey, S. and O'Brien, M. (1 986) Alternatives: SocialistEssaysforthe 
1980s . Depa rtm ent of Sociology, Massey Univer sity. 

Manton, K. and Stallard, E. ( 1991). Cross-sectional Estima tes of Active 
Life Expectancy for the US. Elderly and Oldest-Old Populations. Journal 
of Gerontology: Social Sciences 46 (3): 170-82. 

Mark, R. ( 1996) Research Made Simple: A Handbook for Social Workers. 
Sage Publications, London. 

Martin, J. E. (1996) Holding the Balance: A History of New Zealand's 
Department of Labour 1891 - 1995. Canterbury University Press. 



Martin, J., White, A. a nd Meltzer, H. (1989) Disabled Adults: Services, 
Transport and Employment. London: HMSO. 

Martin, J. (1981) State Papers, Massey University, Department of 
Sociology. 

174 

Mc Cafferty, P. (1994) Living Independently-A Study of the Housing Needs 
of Elderly and Disabled People. Department of the Environment, HMSO: 
London. 

Mc Cullum, J. (1991) Commentary, in Green, F . and Rayner, A. (1991) 
The Resource Costs of Community Care of the Dependent Elderly, Paper 
funded by the Medical Research Council of New Zealand. 

McClure, M. ( 1998) A Civilised Community: A History of Social Security 
1898-1998. Auckland University Press, Auckland New Zealand. 

Mead, L. (1997) 'The Non-Working Poor in America'. Social Policy Journal 
of New Zealand. Issue 8 , March 1997. 

Mead, L. (1992), The New Politics of Poverty. Basic Books, New York. 

Meredith, M. (1995) in Tester, S. (1996) Community Care for Older People: 
A Comparative Perspective. Macmillan Press Ltd. London. 

Midgley, G., Munlo, I. and Brown, M. (1997) Sharing Power - Integrating 
User Involvement and Multi- agency Working to Improve Hous ing for Older 
People. Policy Press, Bristol. 

Midgley, J., Martin, M.T., and Livermore, M. (2000) The Handbook of 
Social Policy. Sage Publications, London. 

Ministry of Health (200 la) New Zealand Disability Strategy: Making a 
World of Difference. Ministry of Health, Wellington. 

Ministry of Health (2001 b) The New Zealand Health Strategy. Ministry of 
Health, Wellington. 

Ministry of Health (1999) Health Expenditure Trends in New Zealand. 
Ministry of Health, Wellington. 



Ministry of Health and Health Funding Authority (1998). Disability 
Support Services Strategic Work Programme: Building on the New Deal. 
Ministry of Health, Wellington. 

175 

Ministry of Health (1997) Mental Health Promotion for Younger and Older 
Adults. Ministry of Health, Wellington. 

Ministry of Health ( 1995) The New Deal for Disability Support Services. 
Ministry of Health, Wellington. 

Ministry of Health ( 1994) Standards for Needs Assessment for Disabilities. 
Ministry of Health, Wellington. 

Ministry of Housing (2004) Statement of Intent. Ministry of Housing, 
Wellington. 

Ministry of Social Policy (200 l a) The Living Standards of Older New 
Zealanders. Ministry of Social Policy, Wellington. 

Ministry of Social Policy (2001 b) The Social Report 2001: Indicators of 
social well being in New Zealand. Ministry of Social Policy, Wellington. 

Ministry of Social Policy (2000) International Year Of Older Persons, 
1999. Te Tau Whakatrairanga Kaumatua Puta I Te Ao (Final Report). 
Ministry of Social Policy, Wellington. 

Ministry of Social Policy ( 1999) Factors Affecting the Ability of Older 
People to Live Independently. Ministry of Health, Wellington. 

Ministry of Social Policy (July 1997) Prime Ministerial Task Force on 
Positive Ageing: Facing the Future: A Strategic Plan. The Final Report. 
Ministry of Social Policy, Wellington. 

Ministry of Social Development (2003a) The Social Report: Indicators of 
Social Wellbeing in New Zealand. Ministry of Social Development, 
Wellington. 

Ministry of Social Development (2003b) The Statistical Report for the Year 
2002. Ministry of Social Development, Wellington. 

Ministry of Social Development (2003c) The New Zealand Positive Ageing 
Strategy: Annual Report, 1 July 2002 to 30 June 200. Ministry of Social 
Development, Wellington. 



176 

Ministry of Social Development (2002a). Briefing to the Incoming Minister 
for Senior Citizens: Towards Lifelong Participation and Independence. 
Ministry of Social Development, Wellington. 

Ministry of Social Development (2002b) The New Zealand Positive Ageing 
Strategy Action Plan: July 2002 to 30 June 2003. Ministry of Social 
Development, Wellington. 

Ministry of Social Development (2002c) The New Zealand Positive Ageing 
Strategy: Annual Report, 1 July 2001 to 30 June 2002, Ministry of Social 
Development, Wellington. 

Ministry of Social Development (2001) The New Zealand Positive Ageing 
Status Report 2001. Ministry of Social Development, Wellington. 

Ministry of Social Welfare (1975) Survey of Persons Aged 65 Years and 
Over: Report of Results Relating to Social Security Benefit Rates. Ministry 
of Social Welfare, Wellington. 

Moody, H.R. (1992) Ethics in an Aging Society. John Hopkins University 
Press, Baltimore. 

Moorehead, C. ( 1989) Betrayal: Child Exploitation in Today's World. 
Barrie and Jenkins, London. 

Moroney, M. and Krysik, J. (1998) Social Policy and Social Work: Critical 
Essays on the Welfare State (Second edition). Aldine De Gruyter, New 
York. 

Morris, J. (1997) Care or Empowerment? A Disability Rights Perspective. 
Social Policy and Administration Vol.31 (1): 54-60. 

Morse, J. M. (1991). Strategies for Sampling. In J. MORSE (Ed.), Qualitative 
Nursing Research: A contemporary dialogue (Rev. Ed.) (pp. 117-131). 
Newbury Park. CA: Sage. 

Morse, J. M., Barrett, M., Mayan, M., Olson, K., and Spiers, J. (2002). 
Verification Strategies for establishing Reliability and Validity in 
Qualitative Research. International Journal of Qualitative Methods 1 (2), 
Article 2. Retrieved from http: I /www.ualberta.ca/-ijqm. 



177 

Munford, R. (1995) in Opie, A. (1995) Beyond Good Intentions: Support 
Work with Older People. Victoria University, Wellington. 

Munford, R. (1994) The Feminisation Of Care: Challenging Current 
Practices, Paper presented at the Partnerships for Future Conference, 
Perth Australia, Oct 26-30, 1994. 

Munford, R. (1992) Care-giving: The Invisible Work of Women, In Briar, C ., 
Craig, W., and Munford, R. (1992) Superwomen Where are You? Social 
Policy and Women's Experience. Dunmore Press, Palmerston North. 

Murray, C. (1984) Losing Ground: American Social Policy 1950-1980. New 
York, Basic Books. 

National Health Committee on Health Care for Older People (May, 2000) 
Report of the National Advisory Committee on Health and Disability. 
Ministry of Health. Wellington. 

National Advisory Committee on Core Health and Disability Support 
Services (1994) Core Services for 1995/ 1996. Ministry for Health, 
Wellington. 

National Advisory Committee on Core Health and Disability Support 
Services ( 1992) Core Services for 1993/ 1994. Ministry for Health, 
Wellington. 

National Opinion Poll (1996) What Do They Really Think? Attitudes 
Towards Long Term Care. NOP: Stratford Upton Avon. 

New Zealand Herald, 21 October, 1997. 

Novitz, D. and Willmott, B. ( 1992) New Zealand in Crisis. Government 
Printers, Wellington. 

Novitz, D. and Willmott, B (1989) Culture and identity in New Zealand, 
Government Printers, Wellington. 

Nueman, W.L. (2000). Social Research Methods: Qualitative and 
Quantitative Approaches (Fourth Edition). Pearson Education Co., 
Needham Heights. 

Offe, C. (1984) Contradictions of the Welfare State. Cambridge, Polity 
Press. 



178 

Opie, A. (1992) There's Nobody There. University Press, Auckland. 

Opie, A. ( 1991) Social Policy and Community Care for Confused Older 
People, Community Mental Health in New Zealand, Vol.6 No. 2, December 
1991: 2-27. 

Oram, C.A. ( 1969) Social Policy in New Zealand. University Press, 
Wellington. 

Orem, D. (1980) Nursing: Concepts and Practice (Second Edition). 
McCraw-Hill. New York. 

Ovenden, K. in Davis, P. (1981) New Zealand Labour Perspective: The 
challenge of the Third Depression. Ross, Takapuna, Auckland. 

Pacolet, J., Bouten, R., Lanoye, H., and Versieck, K. Social Protection for 
Dependency in Old Age: A study of Fifteen UN Member States and Norway. 
Ashgate, Sydney. 

Pacolet, J., and Winderom, C. (1991) The Economics of Care of the Elderly 
Ave bury, Sydney. 

Papadopoulos, T. (2002) Power and Policy. 
http: I /users.utu .fi/thepap/CourselD-Ll.html 

Parker, G. (1993) A Four-way Stretch? The Politics of Disability and Caring 
in Swain, J., Finkelstein, S., and Oliver, M. Disability Barriers: Enabling 
Environment 248: 256. Sage Publications, London. 

Parks, D. ( 1996) Targeting and the Community Service Card. 
Backgrounder No. 2, July 1996. 

Patterson, V. E. K. ( 1997) Who Cares? Making Elder Carers Visible: Eleven 
Women Talk About The Implications of the Care Giving Role. Massey 
University, Albany, New Zealand. 

Patton, M.Q. ( 1990) Qualitative Evaluation And Research Methods (Second 
Edition). Sage, Newbury Park, CA. 

Payne, M. (1997) Modem Social Welfare Theory (Second Edition) 
Macmillan, London. 



Perone, J. and Tucker, L. (2003) An Exploration of Triangulation of 
Methodologies: Quantitative and Qualitative Methodology Fusion in 
Investigation of Perception of Transit Safety. Center for Urban 
Transportation Research, University of South Florida. 

179 

Phillipson, C. (1989) Challenging Dependency - Towards a New Social 
Work with Older People in Langan, M. and Lee, P. (1989) Radical Social 
Work To-day. Unwin- Hyman. 

Pierson, C. (1991) Beyond the Welfare State. Polity Press, Cambridge. 

Plovsing, J. ( 1992) Home Care in Denmark. Danish National Institute of 
Social Research, Copenhagen. 

Positive Living, July-August, 2001: 13. 

Powell, I. (2000) The Association of Salaried Medical Specialists (ASMS) 
www.asms.org.nz/media/media.html 

Prebble, R.M. (1991) Critical New Elements in Government Thinking in 
Hawke, G. (ed.) 1991 A Modest Safety Net? The Future of the Welfare 
State. Institute of Policy Studies, Wellington. 

Quinn, A., Snowling, A. and Denicolo, P. (2003) Older People's 
Perspectives: Devising Information and Advocacy Services. Joseph 
Rowntree Foundation (ISBN 1 85935 107 7). 

Report of the Board of the Health Committee on the Care of the Aged in 
New Zealand, 1967. 

Residential Information Services (2002) Auckland District Health Board 
Residential Information Services. 

Residential Information Services (2001) Aged Concern News: July 2001 

Retirement Villages Act 2003 No 112 of October, 2003 

Retirement Villages Bill (April, 2000). 

Rice, G. (1992) The Oxford History of New Zealand. Oxford University 
Press, London. 



180 

Richardson, R. (1991) in Cook, 1. and Khawaja, M. (1991) New Zealand's 
Demographic Prospects and the Implications for Retirement Income Policy. 
Department of Statistics, Wellington. 

Richmond D. , Baskett, J., Bonita, R. and Melding, P. (1996) Care for 
Older People in New Zealand. Core Services Committee, Ministry of 
Health, Wellington. 

Richmond, D. and Moore, J. (1997) Home is Where the Heart is. North 
Health and Waitemata Health. 

Robertson, S. (1995) 'Fed and Watered ' - The Views of Older People on 
Need assessment and Care Management. Age Concern Scotland: 
Edinburgh. 

Robinson, B . ( 1994) Housing Discussion Paper, (unpublished draft), 
prepared for Aged Concern New Zealand, Wellington. 

Roth, H. (1978) Unemployment Among New Zealand Carpenters, 1876-
1900. Australian Economic History Review: 64-74. 

Rowe, D. and Kahn, A. in Cantor, H.M. and Brennan, M. (1998) Social 
Care of the Elderly: The Effects of Ethnicity, Class and Culture. Springer 
Publishing Company, New York. 

Royal Commission on Social Policy (1988) The April Report. Government 
Printer, Wellington. 

Royal Commission on Social Security ( 1972) Social Security in New 
Zealand. Government Printer, Wellington . 

Rubin, A. and Babbie, E. (2001) Research Methods for Social Work 4th 
Edition. Brooks/ Cole Publishing Co. Pacific Grove, USA. 

Rubin, A. and Babbie, E. (1997) ResearchMethodsforSocial Work 3rd 

Edition. Brooks/ Cole Publishing Co. Pacific Grove, USA. 

Rudd, C. and Roper, B . (1997) The Political Economy of New Zealand. 
Oxford University Press, Auckland. 

Salmond, G.C. (1976) The Accommodation and Service Needs of the 
Elderly: Special Report No. 46. Department of Health, Wellington. 



181 

Saucier, P. (2002) Successful Policies and Enduring Barriers. Ministry for 
Heal,th. Wellington. 

Saville Smith, K. ( 1993) The State and the Social Construction of Ageing. 
Chapter 4 in Koopman- Boyden, P.G. Eds. Construction of Ageing. New 
Zealand's Ageing Society: The Implications. Daphne Brasell Associates 
Press, Wellington. 

Schaardenburg, D.V. (1999) Who will be the Saver's Champion-Labouror 
National? National Business Review, October, 1999 · 

Scharf, T. and Wenger, G.C. (1995) International Perspectives on 
Community Care for Older Peopl. Ashgate Publishing Ltd., England. 

Scott, C. D. (2001). Public and Private Roles in Health Care Systems: 
Experiences from Seven OECD Countries. Open University Press, 
Buckingham. 

Scott, C ., Fougere, G. and Marwick, J . (1986) Choices for Healthcare: 
Report of the Health Benefit Review. Department of Health, Wellington 

Shadish, W.R., Cook, T.D. and Leviton, L.C. ( 1991) Foundations of 
Programme Evaluation. Sage, Newtonbury Park. 

Shalev, M. ( 1996) The Privatisation of Social Policy? Occupational Welfare 
and the Welfare State in America, Scandinavia and Japan. Macmillan, 
London. 

Shanas, E. ( 1979) Social Myth as Hypothesis: The case of the Family 
Relations of Older People. The Gerontologist. Vol.19: 169- 174. 

Shirley, I. And Tennant, M. (1990) The Social Laboratory. Allen and 
Unwin, Wellington. 

Shaw, l.F., Gould, N. (2001) Qualitative Research in Social Work. Sage 
Publications Ltd., London. 

Sinclair, K. (1991) A History of New Zealand. Penguin Books, Auckland. 

Sinclair, I. P., Leat, D. and Williams, A (1990) The Kaleidoscope of Care: A 
review of Research on Welfare Provision for Elderly People. HMSO, 
London. 



182 

Small, N.R. (1993) Self Care and Older Adults: Self Care in Institutional 
Settings. Fall, 1993. 

Social Security Act 1964 (69)(c). 

Social Security (Work Testing and Community Wage) Amendment Bill, 
2000. 

Social Welfare (Transitional Provisions) Act 1990. 

Spoonley, P., Pearson, D. and Shirley, I ( 1990). New Zealand Society: A 
Sociological Introduction. Dunmore Press Ltd. Palmerston North. 

St John, S. (1991) in Cook, L. and Khawaja, M. (1991) New Zealand's 
Demographic Prospects and the Implications for Retirement Income Policy. 
Statistics New Zealand, Wellington. 

Statistics New Zealand (2002) National Population Estimates: March 2002. 
Statistics New Zealand, Wellington. 

Statistics New Zealand (2001) Population Monitor (web document, 
www.stats.govt.nz). 

Statistics New Zealand (January /February 2000) Key Statistics. Statistics 
New Zealand, Wellington. 

Statistics New Zealand ( 1999). Labour Market, 1998. Statistics New 
Zealand, Wellington. 

Statistics New Zealand ( 1998) New Zealand Life Tables (1995-1997). 
Statistics New Zealand, Wellington. 

Statistics New Zealand (1998) New Zealand Now: 65 Plus. Statistics New 
Zealand, Wellington. 

Statistics New Zealand ( 1997) Ageing and Retirement in New Zealand. 
Statistics New Zealand, Wellington. 

Statistics New Zealand (1995) New Zealand Now: Baby Boomers. 
Statistics New Zealand, Wellington. 

Statistics New Zealand (1994) Four in Ten: A Profile of New Zealanders 
with a Disability or Long-term fllness. Statistics New Zealand, Wellington. 



183 

Statistics New Zealand (1993) Household Health Survey 1992-1993. Statistics 
New Zealnd , Wellington. 

Stephens, S. A. and Christianson, J. B. (1986) Informal Care of the 
Elderly. Lexington and Brooks, D.C. Health and Co. Lexington. 

Stone, R., Cafferata, G. L. and Sanl, J. (1 987). Caregivers of the frail 
elderly: A national profile. Gerontologist, Vol. 27:616-26 

Szebekely, M. ( 1993) Swedish Care for the Elderly in the Eighties: A Shift 
from a Formal to an Informal System of Care. Paper to World Congress of 
Gerontology, Budapest. 

Taylor, B. B. (1981) Accommodation Change in Old Age. Old People's 
Welfare Council Research Report. Age Concern, Wellington. 

Te Pumanawa Hauora. ( 1997). Oranga Kaumatua; The Health and Well­
being of older Maori people, Te Puni Kokri, July, 1997. 

Tennant, M. 1989). Paupers and Providers: Charitable Aid in New Zealand. 
Unwin and Allen, Wellington. 

Tester, S. (1996) Community Care for Older People. A Comparative 
Perspective. Macmillan Press Ltd. London. 

Tester, S. (1989). Caring by day: a Study of Day Care services for Older 
People. Macmillan Press Ltd. London. 

Thomson, D. (1998) A World Without Welfare: New Zealand's Colonial 
Experiment. University Press, Auckland. 

Thorslund, M. (1991) The Increasing Number of Very Old People will 
Change Swedish Model of the Welfare State. Social Science and Medicine, 
4:455-464. 

Tinker, A. (1994) The Role of Housing in the Care of Elderly People: 57-82 
in Patrick Hennessy 'Caring for Frail Elderly People: New Directions in 
Car': Social Policy Studies: No. 14.0rganisation for Economic Co­
operation and Development, Paris. 

Toffaleti, C. ( 1997) The Older Peoples Initiative: Giving Older People a Say­
Acting Locally to Improve Housing Choices. Greater Manchester Center for 
Voluntary Organizations: Manchester. 



Torrance, J. ( 1977) Estrangement, Alienation And Exploitation: A 
Sociological Approach To Historical Materialism. Macmillan, London. 

Triggs, S.J. ( 1997) Four in Ten: A Profile of New Zealanders with a 
Disability or Long-term fllness. Ministry of Health, Wellington. 

Trlin A.D. (1977) Social Welfare and New Zealand Society. Methuen 
Publications (NZ) Ltd. Wellington. 

184 

Trochim, W. (2000) The Research Methods Knowledge Base. 2nd Edition. 
Atomic Day Publishing, Cincinnati, OH. 

Twigg, J. and Atkin, K. ( 1 994) Carers Perceived: Policy and Practice in 
Informal Care. Open University Press, Buckingham. 

Twigg, J. (1992) Carers in the Service System in Twigg, J (ed.) Carer 
Research and Practice. HMSO, London. 

Twigg, J. ( 1991) Informal Care in Europe, Proceedings of Social Policy 
Research Unit Conference. University of York, York. 

Twigg, J., Atkin, K. a nd Perring, C. ( 1990) Carers and Services: a Review 
of Research. London: HMSO. 

Upton, S. ( 1991 Your Health and the Public Health: A Statement of 
Government Health Policy. Government Print Books, Wellington. 

Upton, S. (1987) The Withering of the State and other Essays . Allen and 
Unwin / Port Nicholson Press, Wellington. 

Waitakere Health Planning Group (October, 2000). Waitakere Health 
Plan: Towards 2010. 

Walker, R. and Ashworth, K. (1998) Welfare Benefits and Recession in 
Great Britain, in L. Leistering., and R. Walker (eds) The Dynamics of 
Modem Society: Poverty, Policy and Welfare. The Policy Press, Bristol. 

Walker, R. and Ashworth, K. (1994) Poverty Dynamics: Issues and 
Examples. Averbury, Aldershot.) 

Walker, R. and Howard, H. (2000) The Making of a Welfare Class? The 
Policy Press, Bristol, UK 



185 

Walker, A. and Warren, L. (1996). Changing Services for Older People: The 
Neighbourhood Support Units Innovation. Open University Press, 
Buckingham. 

Walker A. and Warren L. (1994). The Case of the Frail Older People in 
Britain: Current Policies and Future Prospects. In: Olson, L.K. (1994) The 
Graying of the World: Who will care for the Frail Elderly? Haworth Press, 
1994: 129-162. 

Waring, M. (1988) Counting for Nothing: What Men Value and What 
Women are Worth. Allen and Unwin, Wellington. 

Webb, S. D . and Collette, J. (1973) New Zealand Society. The Griffiths 
Press, Adelaide, South Australia. 

Weinstein, D. (2002) Improving Health by Improving Energy Efficiency in 
Houses, (unpublished speech, Energy Efficiency and Conservation 
Authority, Wellington. 

Williams, I.E. (2001) Caring for Elderly People in the Community. 
Chapman & Hall, London 

Williams, J. (eds.) (1989) The Kaleidoscope of Care. A review of Research 
on Welfare Provision for the elderly People. London: HMSO. 

Wilson, M. (1996) Income Support for the Unemployed and Labour Supply 
Behaviour: Three Frameworks for Analysis. Social Policy Agency, 
Wellington. 


