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ABSTRACT

As the elderly population of Canada increases, planning for their special
needs gains importance to assure that they retain their quality of life. A
major issue of concern to gerontologists is the availability of adequate health
care, and specifically accessibility of doctors for the non-institutionalized
elderly. In Sidney, British Columbia there is an elderly population which
contains a relatively large proportion of independently living old-old, those
seventy-five and over. This study focuses on this segment of the population
of seniors who have been identified as a group with significantly greater
needs and fewer resources than those below seventy-five years of age. The
major goal was to determine whether or not this group experienced
difficulties in gaining access to general practitioners in Sidney. A literature
survey revealed that very little research on such questions of accessibility had
been carried out in Canada.

The results of seventy-four personal interviews were presented and
analyzed, in addition, participant observation experiences with six members
of the sample group were reported on. Field investigations provided
additional information. The respondents represented a cross section of the
old-old population of Sidney who obtained medical treatment from general
practitioners.

The findings indicated, with a few exceptions, that the respondents
experienced little difficulty in gaining access to their doctors. Problems
occurred in cases where changes in health or simply the aging process further
limited mobility, requiring alternative transportation arrangements. In such
cases, the knowledge of available transportation options was found to be
inadequate and some recommendations were made to improve the
dissemination of relevant information.
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CHAPTER 1

1.0 INTRODUCTION

Demographic aging is a common feature of developed nations. This
process, whereby an entire population grows older, is neither simple nor
straightforward. Changes in fertility rates, mortality rates, and immigration
policies all contribute to the aging of a population. Societies which are
growing older demographically need to plan now for the effects that these
changes will have in the short and medium term. The United Nations
defines a population as aged if over seven per cent of the nation's population
is sixty-five or over. Canada, using this definition, is both an aging and old
nation.

Recently the Canadian population has been aging at an accelerating rate.
In the decade that ended in 1986 nearly eleven per cent of the population was
sixty-five and over.] This was an increase of approximately two per cent over
the value for 1976. In comparison it took thirty years (1946-1976) for the
percentage of Canadians aged sixty-five and over to increase by only 1.6 per
cent (Statistics Canada, 1988a). Just over four per cent (or approximately one
million persons) of the elderly were aged seventy-five and over. Among the
developed countries, Canada has one of the highest growth rates for those
eighty and over (Statistics Canada, 1988a).

Present population estimates predict that the population of those sixty-five
and over will grow from its current size of approximately three million to
more than four million at the turn of the century.2 In the second decade of
the next century, the children of the Baby Boom (1944-1966) will begin to enter
the ranks of the senior population and by 2021 there will be six million people
in Canada sixty-five and over (Stone and Fletcher, 1986).

The demographic changes involving the elderly are particularly relevant
to today's decision makers. One factor is the disproportionately high use this
group makes of health care resources. The health care needs of this group
must be addressed.



This study focuses on the old-old (seventy-five and older) to determine
the factors which affect their opportunity to receive medical care from general
practitioners. It centres on the population of the old-old living in the town of
Sidney, British Columbia. The Census Metropolitan Area of Victoria, of
which Sidney is a part, has long been known as an area with a large
retirement population. Observations made in Sidney, therefore, may be
indicative of trends and conditions which will occur in the near future in
other Canadian places. The old-old were interviewed and observed in order
to better understand the circumstances particular to that group. By
investigating how the old-old gain access to general practitioners' services,
and experience access barriers it is hoped that knowledge can be gained to
understand and improve that access by the elderly and assist them in
maintaining personal well being and continuing an independent lifestyle.

Chapter one explains why health and access to health care service is
particularly important to the elderly. It also gives an overview of the nature
of medical accessibility and why the old-old in particular need to be studied.
Chapter two elaborates the nature of medical accessibility and the conditions
and circumstances which specifically affect the mobility of the aged. It also
discusses the nature of the modes of transportation used by that group as well
as the physical environment of the old-old. Chapter three contains a
discussion of the rationale, objectives, and research methods used. Also
included is a commentary on the parallel and community transportation
available in the research area. The results of the interview survey are
presented in chapter four. Chapter five presents a detailed commentary on
the participant observation aspect of the study along with a description of the
physical environment of both the general practitioners' office buildings and
the immediate surrounding area. Chapter six provides a summary of the
findings and presents recommendations.

1.1 NEED FOR PLANNING

This growth in number of elderly is important, in part, because it pertains
to a population category whose rate of utilization of human support services,



both private and public, is far in excess of the average figure. As an example,
the elderly (sixty-five and over) who were admitted to hospital had an
average stay of eighteen days, which was twice as long as that of those who
were less than sixty-five (9.7 days) (Chappell, et al., 1986).

Government interest in older people is increasing because of their rising
importance both economically and politically (Neugarten, 1974). Politically,
this group will be in a position to exert pressure on elected officials to provide
what the elderly believe to be reasonable services. Economically, the
government will be pressured to allocate its scarce resources efficiently to
these services (Mc Daniel, 1986:53). The way in which government is able to
provide these resources most effectively is of prime importance to both
recipients and providers.

The main issues identified by the elderly and reflected by gerontologists
and other researchers concerned with the aged and the aging of society are:
effective health care, pension or income security, appropriate housing and
improved transportation options (Baker, 1988; Novak, 1988; Chappell et al.,
1987; Marshall, 1987; Stone and Fletcher, 1980). The population in general is
also somewhat anxious about the effects the aging population will have on
society. These concerns about the aging of Canada's population are
warranted. Changes in population mix, health care costs and pensions
represent some of these anxieties. It is unlikely, however, that these
demographic changes will, as some have suggested, result in a crisis situation,
particularly if appropriate planning is initiated now (Mc Daniel, 1986). As the
president of the National Advisory Council on Aging stated:

Let me dispel any notion that there is a "Geriatric Crisis"
looming. The important point is that all sectors of society must
plan and adapt to changes that are already with us, and consider
the implications of this dramatic change in population mix----an
event unique in the history of mankind (Matthews, 1989).

Those sixty-five and over, those who are nearing the status of the aged and
society as a whole need to understand these changes and what factors are
important to living successfully as an aged person.



1.2 QUALITY OF LIFE

A reduction in premature deaths caused by inefficient or ineffective health
care has been an acknowledged goal of the Canadian health care system
(Lalonde, 1974). One cannot, however, simply equate health to life expectancy
as some have suggested (McWhinnie and Oullet, 1981:31).

Historically, humans have lived under the threat of illness and premature
death. Over the past two centuries social and scientific advancements have
greatly reduced the incidence of premature death. Now people can live
successfully through the cycles or stages which define a complete life. Because
a relatively long life now is fairly well assured in the developed world the
question of health has become more closely related to quality of life, an issue
which has become much more important.

In evaluating a person's life there is a need to include some measure of
quality of life (Wilkins and Adams, 1983:xxiii). This can be inferred by the
morale of the individual (Schunk, 1985:312), and the best predictor of the
morale of the elderly is their physical health (Kane and Kane, 1981). Another
measure of quality of life is the general degree of individual well-being. This
factor also is strongly related to health (Larson, 1978). This concern with
maintaining and improving the quality of life of the individual is one part of
the Canadian value system (Yeates, 1978) and, in terms of the elderly, a goal of
gerontological research and planning (Hagen, 1988:18; Warnes, 1981:317;
Wiseman, 1978:1; Carp, 1976:30).3 As quality of life for the elderly is a goal to
which society subscribes, providing effective health care must be a major
concern in research, planning, and policy.

1.3 HEALTH CONCERNS

Health care is considered a fundamental human right (Lewis et al., 1976;
Shannon and Dever, 1974:140). Although an argument against this principle
is difficult to find, the universal position of health care to all poses difficult



problems, particularly for the elderly (Cheong, 1981:58; Ritchie, et al., 1981;
Robson, 1981:271; Shannon and Dever, 1974:140). Canada has tried to address
national health needs by creating a medical plan which attempts to provide
every Canadian with access to medical care and hospital treatment (Clarke,
1987:2). This goal is not yet fully achieved.

Many elderly suffer from declines in hearing, strength, endurance, and
vision, as well as problems with kinaesthesis and mobility (Carp, 1976; Golant
1976; Tuan, 1974:57-58). All these actual or potential losses and other
problems contribute to the concern of the elderly for their health and well
being. Health problems become cumulative and worsen with age. The rate of
use of medical services is lowest for older children, teenagers, and young
adults, higher for those in the earliest years of life, followed by almost
exponential increases for older adults and the elderly (Statistics Canada, 1981).

There are strong economic reasons for attempting to provide the needed
level of health care to the elderly. The Canadian Medical Association found
that an estimated forty per cent of health care expenditures in Canada were
attributable to the elderly, who account for eleven per cent of the total
population (Canadian Medical Association, 1987). Attention to the health
care needs of the elderly in earlier stages of health loss will likely reduce the
greater costs of more extensive health care which are likely to occur later.

Despite their disproportionately high consumption of health care services
most elderly Canadians are considered relatively healthy individuals for their
age (Marshall, 1987:395) but are more vulnerable than younger people to
medical difficulties. The elderly, however, often identify health as their
major source of concern (British Columbia, 1989a:11; Baker, 1985b). Other
research has identified health issues as second in importance to the provision
of income security (Report on Care of the Elderly: Phase II, 1986:2).

Utilization of health services is also related to age (McKinlay, 1972). The
1978-79 Canada Health Survey showed that the elderly had more chronic
health problems than the younger population. The distinction of use by age
group is also evident within the different age groups of the elderly (Health
and Welfare Canada and Statistics Canada, 1981). The National Advisory



Council on Aging (1989b:30) found that among seniors "a much higher
percentage of older seniors (75-84) cited physical health as a problem than
younger seniors" (65-74). LaLonde (1974) pointed out that the elderly were a
neglected group of Canadians in terms of health care. He stated that a
principal cause of this neglect is that the medical problems of the elderly often
cannot be cured. This does not "...satisfy the healing instincts on which the
health care system thrives" (41). Since that time attitudes have changed to
some extent. As a result of a comprehensive report published by the
Canadian Medical Association recommendations were made to help improve
healing, to prevent illness, and to promote health for the elderly (1987).
Suggestions for improving the condition of the elderly made by the Canadian
Medical Association also extended beyond the medical profession to
government, community, and individuals. The holistic approach of the
recommendations fortunately contradicts some of LaLonde's earlier
assumptions about doctors' attitudes existing in certain segments of the
health care system.

1.4 INSTITUTIONAL CARE

With the exception of the Netherlands, Canada has the highest rate of
institutionalization of the aged (Marshall, 1987:474), with over nine per cent
of the elderly receiving some type of institutional care, (Environmental
Competence Amongst Independent Elderly Households, 1982). While the
institutionalization of some high risk elderly people is the safest and most
economical form of care, it is no longer considered to be acceptable treatment
unless absolutely necessary. The trend toward the deinstitutionalization of
the elderly has been established in several developed nations. Some
Canadians have identified this as a goal (Ontario Social Development
Council, 1982). Chappell et al. (1986) believe that the health care system is
slow to respond to this aim, but recently a concerted effort has been made in
this direction by the British Columbia government (1989a).

There are three main reasons for promoting the non-institutionalization
of the elderly. First, Chappell and Penning suggest that the move toward
deinstitutionalization has been motivated primarily by economics (1979:362).



The basis for this assumption is supported by findings both nationally and
provincially, where high costs of medical care are attributed to institutional
care (Baker, 1988:50; Health and Welfare Canada, 1981; Gross and Schwenger
1981:129). Second, studies have shown that institutionalization of those who
do not require it can cause decreased well-being and even death of older
residents (Gutman et al., 1986). Third, less dramatic, but also important, is life
satisfaction. There is a direct relationship between the independence of the
elderly and their well-being and life satisfaction (Connidis, 1985; Chappell and
Penning, 1979). For many elderly individuals "the move from independent
or semi-independent living to institutional living is a traumatic last resort"
(Environmental Competence Amongst Independent Elderly Households,
1982:1.0).

1.5 INDEPENDENCE

Several decades ago Mumford (1956) identified the desire of the older
citizen to remain part of the community for as long as possible. He argued
that "the worst possible attitude toward old age is to regard the aged as a
segregated group, who are to be removed at a fixed point in their life
course...from their familiar neighbourhoods" (191). This desire to remain
part of the community is a reflection of the common desire of most adults to
remain independent and maintain autonomous lives and is well
documented for those living in Western society (National Advisory Council
on Aging, 1989; Baker, 1988; Conidis, 1985; Taylor and Todd, 1982; Swain, 1981;
Warnes, 1981; Weeks and Cuellar, 1981; Chappell and Penning, 1979; Golant,
1979; Cantor, 1976; Golant and Caslin, 1975; Brand and Smith, 1974; Carp,
1972b; Clark and Anderson, 1969). As with health and the elderly, there is a
strong positive relationship between life satisfaction and personal autonomy
or independence (Birdsall, 1979). As Carp (1976:37) noted: "The most dreadful
possibility to an old person is that of becoming a burden to others; the most
desired personal attribute is independence".

The importance of such a goal is also recognized by the Canadian
government (Statistics Canada, 1988a). The position of all elderly Canadians
may be reflected in the outcome of the National Advisory Council on Aging's



cross-Canada meetings where the message from the seniors was "...clear and
unequivocal™:

The primary interest of seniors is to continue to live
autonomously in the community and preferably in their own
homes (National Advisory Council on Aging, 1986:i).

The most frequently reported reason for moving into housing which
provides assistance with daily living is loss of personal health (see Appendix
B for ADL measuring tool). Contrary to widely held belief, economic factors
were seldom identified as a reason for the elderly person giving up his or her
independence (National Advisory Council on Aging, 1989:2-4;
Environmental Competence Amongst Independent Elderly Households,
1982:1-2).

1.6 THE NATURE OF THE PROBLEM

Prevention is better than cure. Preventive health care can reduce the
probability of chronic disease and disability. With diagnosis and treatment it
is often possible to reverse the negative effects of chronic diseases.
Furthermore, rehabilitation can help some people not only restore lost
functions but also to compensate for un-restorable functions (Cohen, 1989;
Atchley, 1985:165).

Recently there have been indications that there is the political will to work
towards a medical approach emphasizing "wellness", a pro-active approach to
maintaining a healthy life, (British Columbia, 1989a; Capital Regional District
Healthy- 2000, 1988; Kendall, 1988; Report on Care of the Elderly Phase 1I, 1986;
Victoria Health Action Plan, n.d. (1988); Ontario Advisory Council on Senior
Citizens, 1986; Toward a Community Support Policy for Canadians, 1986),
instead of the traditional approach of repairing and healing. A key
component in either of these approaches is the accessibility of resources.



1.7 ACCESSIBILITY TO MEDICAL CARE

In Canada, the elderly have been identified as a disadvantaged group by
the fact that they do not receive adequate care under the national health care
plan, (Lalonde, 1974:41) and this need for health care is still a concern today
(British Columbia, 1990). In general, distance from medical services, limited
transport, income, personal health, the built environment, personal mobility
and fear of travel all have been identified as contributing to the degree of
difficulty the elderly have in obtaining medical care. Yet, access to health care
is of special importance for the elderly because of their greater relative need
and their reduced ability to travel, compared with the younger population. In
analyzing the nature of the trip to the doctor it must be recognized that there
are two components. The first is the spatial or distance, component, typically
measured as kilometres or alternatively travel time, and the second is the
physical environment, both natural and built, which exists between places.

Distance alone is an insufficient measure because travel time may vary
according to changes in traffic patterns hourly, daily, and seasonally. Travel
time is a useful measure that is frequently utilized (Bradley et al., 1978; Wachs
and Kumagi, 1973). Reliably measuring the significance of the
environmental factors with which a traveller must cope is more difficult.
Unfortunately there is no easy method of estimating and measuring all the
various attributes of the environment, and more problematic is the differing
extent to which these attributes affect the individual.

Distance, in particular, has been shown to affect the use of medical services
(Joseph and Philips, 1984: Ritchie et al., 1981; Phillips, 1979a:815; Knox,
1978:416; Ambrose, 1977:102; Hart, 1971). Distance is considered important
because the elderly have significantly less mobility than the general
population (Birdsall, 1979:174; Wiseman, 1978:1; Carp, 1972c; 1971a).
Consequently, travel through a particular space is more difficult for them
than it is for the general population.

The space between two or more places may be of equal distance, but the
experience of travel between these places frequently is different, as a result of
the environments through which one passes. These environments may
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provide a benign, inhibiting, or facilitating experience, depending on the
nature of the environment and the characteristics of the individual who
passes through it. The physical components are parts of the whole travel
experience and must be addressed in order to understand the nature of any
intervening space. Special consideration of the physical environment is
important for the elderly. According to Lawton's environmental docility
hypothesis, "the greater the degree of competence of the organism, the less
proportion of variance in behaviour is due to the environment" (1970). With
reference to the elderly, they are more sensitive to the environment because
they have experienced a reduction in competence (Lawton, 1970). Thus an
understanding of both the natural and built environments is significant in
understanding accessibility to resources for the elderly.

1.8 QUESTIONS OF ACCESSIBILITY

The availability and the accessibility4 of medical services have both been
identified as significant problems for the elderly (Knox, 1978:420). While the
availability of health care services is undeniably an issue for the elderly
(Hodge, 1984:65; Birdsall, 1979:173; Lawton, 1972), accessibility is a more
immediate and pressing concern. Havens (1980:219) summarized this as
follows: "...as age progresses, the need for resources to be more accessible
remains the highest need and the need for resources to be more available
remains the lowest." In order to reduce or to delay the onset of the negative
health effects of aging there must be an understanding of what are the barriers
which inhibit access to medical care by the elderly portion of the population.

1.9 AGEAS ABOUNDARY

Aging is clearly a multidimensional process in humans. There are,
therefore, several ways to measure a person's life course. Biological,
psychological, functional, social and chronological ages exist for all people
(Birren and Renner, 1976:4-5). In studying time related patterns or conditions
chronological age has been identified as a poor general index. This results
from individual differences in development and at best is a general indicator
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of a number of physical dimensions (Neugarten and Hagestad, 1976). Despite
these problems, chronological age is an important, if not "indispensable”
(Neugarten, 1974:191), index in the societies of the developed world. Record
keeping and legal definitions rely on this method of identification.
Furthermore, society defines both the rights and responsibilities of its citizens
on the basis of chronological age. In the case of the elderly, retirement,
pension plans and other considerations are based on chronological age.
Because other more sophisticated measures often are impractical
methodological constraints dictate the use of chronological age (Golant,
1979:8).

1.9.1 The O1d-Old

When age is used as an index acknowledgement must be made of the
variability that occurs within age groups. Havens (1980), for example,
demonstrated gender differences relating to overall health for the same age
group. This is particularly significant with the group defined as "seniors,"
"elderly," "pensioners,"” "old," and "aged". Neugarten (1974) was one of the
first to identify the elderly as heterogeneous rather than homogeneous. This
newer approach reflects more accurately the changing age structure within
the older population. These sub-categories were identified as the young-old,
those fifty-five to seventy-four, and the old-old, those seventy-five and over
(Neugarten, 1974). Currently it is generally accepted that there are several
groups which exist within the broader term of reference, "the elderly." Also,
it should be noted that there is no general consensus as to when one becomes
elderly outside of definitions such as "sixty-five and older", which was created
to establish entitlement to a right. The sub-groupings for this chronologically
wide ranging group also are varied.

Health care planning for the elderly traditionally began at age sixty-five,
however, Neugarten (1975:9) recognized that the young-old were a relatively
healthy group. Subsequent research (Philips, 1979:178) suggested that "the
elderly" was so broad a classification that it likely disguised intra-group
differences. Ehrlich (1981) and others (United Senior Citizens of Ontario,
1985a; Herbert and Peace, 1980:235) were able to show that health differences
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within the sixty-five and older group demanded recognition of the young-old
and the old-old as distinct groups. In 1986 the Capital Regional Hospital and
Health Planning Commission of Victoria, British Columbia in its strategic
Report on Caring of the Elderly: Phase II noted that "...utilization experience
shows no significant difference prior to the age seventy-five, and for this
reason seventy-five and older is recognized as the base for planning
purposes” (25). This is not to say that those seventy-five and older are a
homogeneous group. There is, however, significantly less variability within
the old-old than within the larger group referred to as the elderly. For these
reasons it is important to concentrate on the old-old rather than the elderly in
general in the study of access to the general practitioner.

The old-old need access to health care resources to maintain independent
lifestyles. These people use the same medical resources as the younger
population, but they use them more often. In addition, as chapter two will
explain, the old-old encounter greater environmental difficulties in their
various modes of travel than the younger population in gaining access to
medical attention. ‘
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ENDNOTES

1 Canada's percentage of population aged 65 and over in 1986 was 10.7,
slightly below the average of 12.2 for the members of the Organization for
Economic and Community Development (OECD, 1988:12).

2 Using 65 as the age at which one is defined as "elderly," "old," "aged,"
"pensioner," or "senior," is strictly a social convention (Mc Daniel,
1986:10).

3 Quality of life in gerontology is used as a organizational concept around
which research is carried out (Schunk, 1985:313). These dimensions
include, for example, life satisfaction, morale, and personal well-being
(Rose and MacDonald, 1984:47; Larson, 1978).

4 The distinction of availability, the existence of a service, and accessibility,
the ability to use a service, is one which is important to recognize and will
be elaborated in chapter two.

5 Arriving at definitive terms relating to aging members of society is
difficult if not impossible. The gerontological literature refers to "the
aged,

"non "non

pensioners,” "seniors," "the elderly,” "old" and "older people"”, but
the age references are not standardized. Péople have been considered
seniors at the age of 55 (Baker, 1985b) and elderly from the age of 60 (Hall et
al., 1986:48; Golant, 1984a:266; 1984b; 1979:8). In Canada, 65 is the age more
frequently used to define the beginning of the "the aging population", as a
result of convention supported by the traditional change in life course,

retirement for males and the empty nest years for females (Chappell et al.,
1986:1).

Most recent research on the elderly has been conducted with more than
one age group identified. The division of those considered elderly into
groups of the young-old, or younger elderly, 65-74, and the old-old, or
older elderly, 75 and over, is most common (Hagestad, 1987:417; Hall et al.,
1986; Bryant and El-Attar, 1984; Golant, 1975:18). Lawton's (1977:177) minor
alteration uses 65-75 inclusive for the younger group and 76 and over for
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the older group. More recently other divisions have been introduced, the
"very-old," 85 plus (Hall et al., 1986:48); the "oldest old," (Suzman and
Riley, 1985:177); and the "frail-old" (90 plus) (Mc Daniel, 1986:11). The
World Health Organization defines the "elderly" as those 60-74 years of
age and the "aged" as those 75 and over.
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CHAPTER 2

2.0 THE OLD-OLD AND THE URBAN ENVIRONMENT

This chapter provides a comprehensive explanation of how physical
accessibility to services is defined. In addition, it also describes age related
changes and how these changes affect the mobility of the old-old in the
physical environment. Lastly, the environmental constraints which may
affect accessibility at the general practitioner's office building are discussed.

2.1 THE INDEPENDENT LIVING OLD-OLD IN THE RESIDENTIAL
CONTINUUM

The old-old occupy a wide variety of living arrangements. Following
closely Gutman and Mercer (1979, 1), a framework of four groupings of the
old-old may be identified along a shelter-care continuum:

(1) the healthy old-old who maintain an independent residence which may be
either owned or rented, private sector or subsidized;

(2) the healthy old-old who no longer maintain a separate residence but live
in an extended support setting. This would typically be the family, but could
also be a co-operative;

(3) the old-old who require a degree of care and supervision such that they
can not reside outside of an institution;

(4) the old-old who require treatment in an extended care hospital or hospital
like setting.

By international standards a relatively large proportion of the Canadian
elderly population receive some type of institutional care. Nevertheless, the
majority of elderly people and even of the old-old live independently and it is
these old-old who are living outside of institutions who constitute the
population of study in this thesis.
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2.2 RESIDENTIAL LOCATION OF OLDER PEOPLE

A significant amount of research conducted on the elderly in the early and
middle 1970's was concerned with their residential location in metropolitan
areas (Golant, 1972; 1975; Clark, 1975; Hiltner and Smith, 1974). The elderly
had been stereotyped as living in ghettos in or near central business districts.
More recently researchers have found this perception to be an inaccurate one.

Canada's elderly population is predominantly located in urban areas.
These areas, however, are by no means limited to the largest centres. Since
the 1960's trends indicate that a large proportion of older people have chosen
to remain in or move to small towns.] This population is made up of both
the younger and older elderly. Typically, almost "40 per cent of the
retirement population in small towns is 75 years of age or older" (Hodge,
1989:6).

Today the residential location of the elderly is known to be typical of the
general population. In medium-sized urban Canadian places, for example,
research indicates that the elderly are just as likely to live in the suburban
areas of the city as they are to be more centrally located. Only in urban census
tracts most distant from the census metropolitan area centres are there
indications of particularly low densities of the elderly and old-old
(McDougall, 1988).

Although Canada's population has been aging since before Confederation
(Foote,1982:9), it has been only recently that the proportion of elderly has been
growing "most dramatically in small towns" (Hodge, 1984:1). There is
considerable evidence to indicate that increasing proportions of elderly
population are occurring in British Columbia towns (Hodge, 1989:7; Gutman
et al. 1986; See Table 2.1).
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TABLE 2.1
PROPORTION OF BRITISH COLUMBIA ELDERLY LIVING IN DIFFERENT
TYPES OF SETTLEMENTS, 1961-1986

Settlement Per cent 65 Years and Over

Type 1961 1971 1981 1986
Large Cities(1) 10.0 11.0 12.4 14.1
Small Cities(2) 8.2 8.6 10.8 13.0
Small Towns(3) 9.9 8.1 10.7 11.8
Rural Farm 9.9 8.1 10.7 6.6
Rural Non-Farm 8.0 7.3 79 D¢
British Columbia 10.2 9.3 10.9 1271

Source: Hodge, 1989

Notes: (1) Places with populations exceeding 100,000
(2) Places with populations between 10,000 and 100,000
(3) Places with populations between 1,000 and 10,000

2.3 POTENTIAL AND REVEALED ACCESSIBILITY

In general, there are two approaches to understanding accessibility to
health care services. The first focuses on utilization patterns, while the
second focuses on potential barriers to utilization. Both of these are valid
approaches and, while neither is definitive in evaluating accessibility,
together they provide a comprehensive picture.

Access to health care may be considered as effective when those who need
care obtain it (Aday and Anderson, 1974). In order to determine accessibility
one needs to discover the level of use in relation to need (Donabedian, 1973).
To employ revealed accessibility (utilization) as a measure of satisfying need
one must identify exactly what is "need". Four definitions of need are
commonly used in health care: normative need, felt need, expressed need,
and comparative need (Bradshaw, 1972). The first three refer to the needs of
the individual and the fourth the needs of groups. Normative need is
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determined by the health care professional. Felt need is need as it is perceived
by the individual, that is, what the individual desires. When the felt need
becomes a demand for service it is an expressed need. Comparative need, like
normative need, is also determined by health care professionals. In the case
of the aged, if there is a group of individuals who do not have regular check
ups, as do other aged people, there is a comparative need for service.

Evaluating to what extent needs are met has typically been accomplished
by using two approaches, revealed and potential accessibility. The use of
revealed accessibility in terms of felt need has been considered unreliable
because lay people may incorrectly evaluate their need for medical care
(Joseph and Philips, 1984). To be effective they suggest that the measurement
of need requires professional evaluation in terms of normative need for the
individual or comparative need for the group. Nevertheless, expressed needs
have been used to measure accessibility (Ritchie et al., 1981), and these results
can be compared to research on similar individuals and groups to provide
some indication of accessibility. Potential accessibility focuses upon the
opportunity or potential for a certain type of behaviour rather than upon the
actual behaviour (Moseley, 1979). This school of thought relies upon
evaluating the social and economic condition of individuals and estimating
the quality of the health care system to determine accessibility; the emphasis
in this study will focus on physical accessibility.

24 FAMILY PHYSICIANS: AVAILABILITY AND ACCESSIBILITY

At a base level two components are required in order to obtain health care
services. First there must be a service in existence and this supply of service is
defined as availability. Secondly, there must be a way for the individual to
gain physical access to that service. Accessibility itself has two main elements,
socio-organizational and geographic or physical. Both of these segments must
be explored in order to understand the barriers and opportunities which affect
access to health care in general, and access by the old-old to their family
physician in particular.
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24.1 Availability

In order to gain access to the services of a general physician there is a
prerequisite that the service exist. Availability is primarily defined as the
ratio of the number of physicians in relation to the population size (Joseph
and Phillips, 1984:79; Aday and Andersen, 1974:209). Two problems exist
when using such ratios under more extreme conditions. On a large scale
there is the probability that remote areas with low population densities may
be under supplied while the urban places may be over-supplied. On a smaller
scale, ratios may be hard pressed to reflect the reality of availability. When
availability is based on numbers of practitioners located near the homes of
people this ratio fails to acknowledge an important detail for a large portion
of the population. A doctor's office hours and the normal working hours of
patients often make it more practical for patients to use doctors who are
located nearer places of employment rather than near the patients' homes.
The resulting "leakages" of patients across artificial boundaries affect the
validity of these ratios.

Notwithstanding the problems of using ratios for availability under
extreme conditions, research on physician availability has shown the relation
of population to doctors to be a useful means of expressing availability
(Joseph and Phillips, 1984). There is no consensus on the optimum number
of physicians for a population size (Adams, 1989:68), nor the absolute value in
such ratios, yet they are often used as a measure of availability (Joseph and
Phillips, 1984). With reference to North America, approximately one
physician per 770 persons has been suggested as able to provide good primary
care (Shannon and Dever, 1974:37). The number of physicians and persons
per physician by province and territory in Canada is shown in Table 2.2. If a
good level of availability is determined by the ratio of 1:770 (number of
persons to physicians) then Canadians, in general, are well served.

Another consideration for availability is the variation in physicians' skills.
(Mechanic, 1976). The consequence of this variation in Canada, however, is
minimized by the use of licensing criteria. These can be considered sufficient
to provide an operational degree of standardization within the profession.
Practice patterns and personalities of physicians also vary, as do the needs of
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various patients. For the purposes of comparison these differences are not
considered significant. Physicians, therefore, are considered to be equal in
ability and productivity. Correspondingly, the overall needs and demands of
elderly patients are considered sufficiently similar for comparative purposes.

TABLE 2.2
PHYSICIANS AND POPULATION PER PHYSICIAN BY PROVINCE FOR
1987
Number of Persons
Province Physicians per Physician
Newfoundland - 1070 530
Prince Edward Island 184 696
Nova Scotia 1912 461
New Brunswick 968 736
Quebec 15,279 433
Ontario 20,847 450
Manitoba 2,226 486
Saskatchewan 1,700 595
Alberta 4,591 520
British Columbia 6,420 461
Yukon 32 775
Northwest Territories 46 1,120
CANADA 55,275 467

Source:Canada Year Book, 1990:.

242 Accessibility

Accessibility is an issue because of the barriers which prevent or restrict it.
Health care in Canada, like many public services, is not equally available to all
individuals. One of the primary reasons for this is that users, in aggregate, are
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continuously and unevenly dispersed in space, while health services are
dispensed from discrete facilities with fixed locations (Dear, 1974). There are
two main groups of factors contributing to health care resources which have
been recognized in the geographic literature (Ambrose, 1977). Locational
accessibility represents the space and the nature of that space which exists
between the user and the location of the service and effective accessibility
represents the non-spatial factors inhibiting access (Mechanic, 1976:11; Aday
and Andersen, 1974:219). Joseph and Phillips (1984), have considered also
hours of operation and the time-space budgets of potential users as factors.

243 Effective Accessibility

Economics as a barrier is dependent largely on the nature of the existing
health care system (Joseph and Phillips, 1984). Since the Canadian health care
system is essentially state funded "...]lack of income does not prevent people
from seeing a doctor" (National Advisory Council on Aging, 1991;69).
Bennett and Kransy (1981) suggest that there are no financial barriers to
health-care in Canada and medical necessity is the only basis on which access
rests. Inequities based on economic class still exist (see Beck, 1973). However,
because of "Medicare," which provides low cost medical care, poverty has
become less of a barrier to medical care in recent years (Baker, 1988:122). An
investigation of income and access to medical care in Ontario revealed that
variation in medical-care utilization and benefits could not be explained by
income groups (Manga, 1981)2.

Social barriers to medical care in Canada exist but appear to be in decline.
Since the introduction of Medicare there has been an increase in the number
of lower income households in Quebec which have utilized health care
resources (Enterline et al. 1973). Research in Saskatchewan indicates that
while accessibility has increased for lower socio-economic groups there still
exists a disparity within the range of socio-economic groups (Beck, 1973).

The possibility of obtaining care seven dajrs a week, twenty- four hours a
day also needs consideration. Potential availability and accessibility of a
physician during the daytime would be at its maximum, since most



22

physicians operate from their offices during typical business hours. Evenings
and weekends, therefore, afford less availability. During these times there are
two standard alternatives, house calls from one's own general practitioner or
by a general practitioner who specializes in house calls and trips to the
emergency department of a hospital.

In general, house calls deserve particular attention because of an
assumption that physicians in Canada do not make house calls any more.
This belief may be based on the influences of American television, but it is
inaccurate in the Canadian context (Trent, 1989:717). Reasons which account
for house calls being difficult to make revolve around the spatial distribution
of patients' residences relative to the physician's office and the related transit
problems of traffic and parking. In several larger Canadian cities where
general practitioners cannot set up office practices, for various reasons,
alternate practices which consist solely of making house calls are becoming
more common (Scotton, 1989:A1; Trent, 1989). In smaller urban places traffic,
parking and other similar transportation related problems are less inhibitory
to house calls.

For those who do not have family physicians, or cannot gain access to
their family physicians or receive house calls, a third option is the use of the
hospital for primary care. In Canada (National Advisory Council on Aging,
1989a:28), the United States (Bohland and Frech, 1982) and the United
Kingdom (Philips, 1981) hospitals have been a source of entry for individuals
seeking primary care.

To understand the time-space budget of the elderly it is necessary to
consider the maximum amount of time the people can spend comfortably
going to, coming from and waiting for the doctor. The effect of these events
will be dependent upon, primarily, the means of transportation used, the
general health of the individual and the nature of the medical office
environment.



23

244 Locational Accessibility

The proximity of the general physician to the (potential) patient's
residential location is referred to as locational accessibility. In all but a few
cases the physician's practice is fixed in space for his or her normal working
hours. At best, house calls account for a minimal percentage of patient
contacts. The locational considerations of family physicians have been well
documented.3 Briefly, locations are chosen according to the relative
advantages of sites which are in attractive areas, accessible to the public, have
recreational opportunities and adequate hospital facilities. There is also a
desire by physicians to cluster together.

For the patient, not having to leave his or her residence for a doctor's visit
might be considered ideal. The energy and financial costs of visits would be
eliminated. This is impractical for physicians if they wish to be available to as
large a clientele as possible. On site visiting by general practitioners is
typically reserved for institutionalized individuals, for example, those in
hospitals. For older people wishing to maintain their own homes for as long
as possible house calls generally are unavailable unless, perhaps, temporarily
when the patients are seriously ill.

2.5 AGE RELATED CHANGES AFFECTING MOBILITY

In order to understand why the old-old experience problems in their
mobility it is necessary to understand some of the changes which occur as a
result of aging. Individuals will not necessarily experience all these changes
at the same age, at the same rate, or to the same extent. These changes impact
different people in different ways and for some people the impact may be
greatly delayed. While the impact of any specific change may be slight the
cumulative effect of all the potential changes should be considered in
evaluating the net effects of aging on mobility.
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2.5.1 Vision Impairment

The eyes are considered the most important of sensory organs. As people
age often they become more dependent on their vision to correct for other
sensory losses (kinaesthetic and auditory). Unfortunately, the aging process
negatively affects the vision of a large number of individuals in several ways.

Any serious visual difficulty regardless of cause is referred to as a vision
impairment. Frequent causes of visual deterioration associated with age
include cataracts, glaucoma, macular degeneration4, and diabetic retinopathy.5
Most seniors who are seriously visually-impaired suffer what is termed "low
vision," defined as "any visual impairment for which ordinary glasses or
contact lenses cannot bring a person's vision up to a normal sharpness"
(National Advisory Council on Aging, 1989b:32).

Vision deteriorates in several ways. Because the pupil becomes smaller
with age less light is let into the retina. Furthermore, the development of
cataracts results in increased glare as the lens becomes more opaque. As the
muscle tone and elasticity of the eye diminish with age so does the ability to
focus quickly and accurately. In addition, the field of vision narrows,
sensitivity to glare increases, and the ability to judge distances and detect
movement decreases. For those who have cataracts or glaucoma the situation
is further exacerbated (MacDonald, 1989; National Advisory Council on
Aging, 1989b).

The data are clear on how extensive vision impairment is for the aged.
Twelve per cent of those seventy-five and over said they had a vision
impairment (Health and Welfare Canada, 1981). Twenty-one per cent of
disabled people over sixty-five have some form of visual impairment
(Statistics Canada, 1986b) and more than sixty per cent of visually impaired
Canadians are over sixty-five (National Advisory Council on Aging, 1989b).
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2.5.2 Hearing

With age hearing becomes less sensitive; this is especially true for high
frequencies, but it also occurs for low frequencies. In terms of mobility there
are two concerns that accompany this reduction in perception. First, sound is
an important component in our internal alarm system and any reduction in
hearing may result in slower reaction times. Second, hearing also plays a part
in maintaining balance. This is an important factor for pedestrians.

2.5.3 Kinaesthesis

The individual's perception of change in body position and orientation in
space becomes less accurate with age and body sway also increases. The
combination of these two factors results in a quicker loss of balance. The
cumulative effects of kinaesthetic changes and reduced visual acuity are likely
to contribute to an increasing tendency in the elderly to suffer falls.

2.54 Flexibility and Strength

Rheumatism or arthritis cause problems in daily living for approximately
one-half of Canadians sixty-five or over. (Lee et al., 1985). The impact of
problems related to the above can be seen in two main areas, flexibility and
strength. Flexibility, the ability to move a joint within its normal range of
motion, is clearly an important element in general mobility. Normal wear of
the joints, decreased activity levels, and pathologies, arthritis for example, can
individually or collectively result in a reduction of mobility. Muscular
strength also decreases with age. Estimates of this decrease vary from
eighteen to forty per cent (National Advisory Council on Aging, 1989b). Loss
of muscular force and muscle tone combined with the possibility of atrophy
can lead to both loss of balance and slower reaction times.
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2.5.5 Cognitive Changes

The ability to process information received by the senses can be reduced as
the older person's brain loses the capacity to filter out background "noise".
This noise includes both auditory noise, such as traffic sounds or a car radio
playing, and visual "noise" such as a large number of traffic signs and signals,
as well as general activity in the surrounding area. This often results in
slower reaction time. Short-term memory also is affected by age. Problems
can occur for the older driver when he has to react to new traffic signs or
signals, or route changes. Because it may be difficult to process and retrieve
cues to a revised route reacting quickly enough to a hazardous situation may
not be possible.

It is unlikely that anyone would be impacted to the maximum extent by all
of the above conditions and still be living an independent life in the
community. What must be acknowledged is the cumulative effect of the
various conditions at various levels as they impact to different degrees upon
individuals. The result often is a significant reduction in the level of
mobility of the old-old.

2.6  ENVIRONMENT OF THE OLD-OLD

It has been pointed out that "the elderly are particularly vulnerable to the
constraints of the environment" (Herbert and Peace, 1980:253).6 Older people
have more limited physical resources than the younger population. The old-
old, therefore, are taxed to a greater extent than are younger people in their
interactions with the environment. Because of this condition it is important
that this component of their everyday life is addressed as it relates to mobility
and accessing the family physician.

Lawton (1970) proposed a view of social ecology in which the ecosystem
consisted of five components, the first two of which were necessarily present
and the last three usually:

(1) The individual
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(2) The physical environment

(3) The personal environment - family, friends, and small
groups.

(4) The supra-personal environment - groups of spatially
clustered individuals.

(5) The social environment - social structures such as norms
and institutions.

(Lawton, 1970)

All five elements of the environment are interrelated and affect the
individual. The physical environment, which includes natural features and
human made structures, is of particular interest to geographers. It is, in part,
these items, in addition to the type of space and distances between people and
objects, which either facilitate or limit mobility. Because access to general
practitioners almost always is obtained by leaving the home it is important to
understand what are the environmental obstacles and barriers beyond the
doors of the homes.”

The efficient delivery of medical service typically requires patients to visit
doctors at their place of practice. Unless one is living at a care facility which
has resident physicians it is clear that health care services have to be located at
some distance from the user. Depending on the distance to be overcome and
the resources and abilities of the individual, there will be varying degrees of
ease or difficulty experienced in obtaining these services. International
research indicates that there are certain shared experiences related to
overcoming distance and physical barriers which either reduce or prohibit
access to medical care for the elderly.

2.7 ACCESSIBILITY AND THE ENVIRONMENT

Two environmental components have an'impact on the aged's abilities to
travel between their homes and their physician's offices. The natural
environment, on the one hand, presents conditions which are almost always
beyond human control, but their effects may be ameliorated by adaptation or
compensation (MacDonald, 1989; National Advisory Council on Aging,
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1989¢). The built environment, on the other hand, is invariably within
human control, but it can seldom, if ever, be designed to satisfy all user
groups. Typically, aspects which fulfil the needs of one group will have
negative or undesirable consequences for another.

The natural environment may present difficulties in terms of weather,
lighting and topography (Guttman and Mercer, 1979; Golant, 1976; Howell,
1976). Compensation for weather and lighting often can be made by adjusting
schedules to daylight hours and planning activities for moderate days.
Physical characteristics generic to a locality, such as steep terrain, are
significant for those who have to walk as a means of travel, but less so for
those who travel by motor vehicles.

In the built environment relatively permanent land use features, such as a
busy highway or railroad tracks, present barriers which are difficult to modify
or adapt to (Lynch, 1960:47 and 100). Less severe barriers, such as a poor
separation between pedestrian and vehicle traffic flow, are more easily
corrected. These barriers often are a result of the specific needs for which the
built environment was created, that is, fitting the needs of an average user.
For the elderly user, who is at a physical disadvantage compared to the
general population, the negative impacts of the built environment often pose
serious problems. With reference to transportation the following quotation
indicates how design has failed to address the needs of the elderly.

Today's road traffic systems are abundant with examples of
discrimination by default against elderly road users. The
frequent lack of convenient crossing facilities on city streets, the
poor legibility of road signs, difficult entries/exits on public buses
and the very high speed level on motorways in most countries
are just a few classical examples which show that roads are
equipped and controlled to match the needs and abilities of the
young and able, but with little or no regard for the large road
user minority of citizens whose maximum functional abilities
have suffered the natural decline of age (Organization for
Economic and Community Development, 1985:16).
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Certain built features are barriers to some mobility impaired or restricted
individuals; yet, at the same time, "each type of mobility impairment defines
its own barriers, and the strategies employed to remove and circumvent
barriers for one group may be in conflict with the environmental demands of
another" (Foote, 1986). When a curb cut is installed to provide ease of change
in height from sidewalk to road it also makes the differentiation of sidewalk
and road more difficult for the visually impaired person to discern. In
searching for solutions for one group it is critical to avoid creating hazards for
others.

Previously it has been identified that, in general, the elderly experience
reduced mobility and therefore experience difficulty in accessing health care
services. More specifically, it must be asked if this reduced mobility affects the
old-old's opportunity to get to the family physician. As a result of a national
survey in Canada designed to examine the service needs of seniors it was
discovered that transportation to medical appointments was ranked as one of
the highest needs (Hamilton, 1983). Clearly there was a difficulty expressed by
the elderly in traversing the space between home and doctor. Another
question needs to be addressed: what conditions exist which create these
problems and resulting expressed needs for transportation?

2.8 TRANSPORTATION

A recent National Advisory Council on Aging publication stated, "for
many older Canadians, transportation and mobility are keys to community
living" (MacDonald, 1989;iv). At present most health care services are fixed
in space and therefore require the user to be sufficiently mobile to make the
return trip to the point of delivery of that service if it is to be utilized. This
means that for health care to be accessible the old-old need to be mobile. This
is a concern since the elderly have been identified as a group for whom
mobility and transportation are explicitly identified problems (National
Advisory Council on Aging, 1989b; National Advisory Council on Aging,

Expression, 1985; Warnes, 1981; Carp, 1980, 1972b; Birdsall, 1979; Garrett and
Hill, 1972).
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Each mode of travel has specific advantages and disadvantages for any
individual. The disadvantages are not exclusive to the old-old, but some are
recognized as problems for the aged. The four common modes of travel are
walking, private automobiles, public transportation, and taxis. Other
methods of transportation, such as bicycles, adult tricycles and three wheeled
powered scooters for the disabled are far less common than the above but do
exist and are in increasing use by the old-old. The following details the
experiences of the aged with these various modes of travel.

2.8.1 Walking

Walking is an activity fraught with risk for the old-old (MacDonald, 1989;
Golant, 1976; Howell, 1976; Carp, 1971a). While the hazards identified below
can affect everyone, it is the old-old's limited- ability to respond to these
conditions which makes their situation critical. Potential hazards to elderly
walkers include: sidewalks, which if they exist at all, may be poorly
constructed or in poor repair; children playing and objects left behind on the
sidewalk. Where there is no designated pedestrian walkway the poor
separation between the pedestrian and vehicle flow is of danger to the elderly
because of typical problems with balance, vision, hearing, and ability to react
quickly to potentially dangerous situations. Street crossings also are
dangerous for the elderly pedestrian, since high curbs may make it difficult to
step up or down safely. The speed of traffic and absence of traffic signals or
crosswalks, signed or otherwise, also pose problems. Where signals exist they
may be confusing or change too quickly for the older pedestrian to feel
comfortable or safely cross the road. Reduced levels of strength and
endurance also may limit severely the distance that can be travelled on foot.

Walking is as important for the well being of the old-old as it is for the
population in general, but the reasons why it is important and of concern are
not so apparent. The single most important factor is that virtually all modes
of travel require walking as a component at the start and end of every trip.
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2.8.2 Automobiles

In North America, the private automobile is the primary method of
transportation. This mode of transportation is important because an owner
has the maximum potential for short and middle distance mobility. In
relationship to age and ownership, Canadian, American, and British research
indicates that fewer households headed by persons sixty-five and over own
cars than those headed by younger persons (Ritchie et al., 1981; Carp, 1972b).

For the senior having a driver's licence has a positive influence on both
the perceived and actual well being of the individual (MacDonald, 1989).
Automobile ownership patterns by seniors may be partly explained by the fact
that those who are the elderly now grew up in an era when automobiles were
not so numerous as they are today. This factor would apply more to those
who make up the old-old of today. The trend for all age groups in the last
thirty years is an increase in the number of kilometres driven and the
percentage of people who are licenced to drive (Organization for Economic
Co-operation and Development, 1985). In the mid-eighties one in two
Canadian seniors were licenced to drive compared with one in three in the
mid-sixties (National Advisory Council on Aging, Expression, 1985).

Driving safety is an important issue. There are indications that the elderly
are more likely to be involved in accidents and to suffer serious or fatal
injuries (MacDonald, 1989) than the general population. This is critical for
those seventy-five and over who have higher death rates from collisions
than most of the younger groups (MacDonald, 1989).

Driving experiences for the old-old are influenced by three factors. The
second can be considered a result of the first but is evaluated separately here.
The first factor is result of the aging process as it impacts on the physical and
psychological changes in the individual. Second, the age of the driver when
he or she learned the skill is significant. Finally, the nature of the driving
environment which is designed for a population with fewer limitations has
an impact on elder driver safety.
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A decline in physical abilities is a significant factor for the older driver.
Reduction in vision has been identified as part of the process of aging which
also has been correlated with poor driving performance (MacDonald. 1989).
With age there is reduced ability to perceive contrasts, and red becomes more
difficult to recognize (MacDonald, 1989). Since a correct response to signal
lights is dependent on colour recognition the signal may be misinterpreted.
Driving at night also has been identified as a risk for the elderly driver
(MacDonald, 1989; OECD, 1985:76). Reduced ability to adjust to headlight glare
and poor illumination contribute to the potential for night-time road
accidents. Arthritis may make it difficult for drivers to check over their
shoulders, thus further reducing their fields of vision and the ability to make
well informed decisions, such as the decision to change lanes. With respect to
hearing there is no evidence that a reduction in this capacity reduces safe
driving performance. But, since sound is used as a warning, reduced hearing
can result in slower reaction times to emergency situations (MacDonald,
1989).

Cognitive changes also make it difficult for the elderly driver to process
large amounts of information and to filter out irrelevant facts in order to
make wise decisions fast enough to assure driving safely (MacDonald, 1989).
The complexity of the information to be analyzed by the older driver also has
been identified as a problem for safe driving (Organization for Economic and
Community Development, 1985).

Limited driver training available to those who learned to drive before 1950
means a potentially less sophisticated driving group. The skills learned were
developed with less traffic, simple roadways and less responsive cars. This
difference between the more recent driver and the older one has been
identified as a contributing factor to differences in levels of safe driving
(MacDonald, 1989).

Another influence on the elderly's driving experience is the motoring
environment. Poor placement and small lettering of road signs present
difficulties to the older person. Sign or signal colours also are of concern.
Signs placed closely together and signs which are not standardized require
more processing time. This may cause drivers to slow down unexpectedly or
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react later than they should, which can result in accidents. Reduced vision
and hearing, as well as increased reaction times, mean that there may be
insufficient opportunity to respond appropriately.

Driving is difficult for the elder motorist. Most traffic accidents happen at
intersections (MacDonald, 1989; Organization for Economic and Community
Development, 1985). For the older driver vision may be blocked by buildings
or other obstructions and crosswalks may be poorly marked or difficult to
read. Once a decision has been made to act there may be too little time to
adjust or correct an ill-advised movement. The higher speed of today's traffic
exacerbates problems arising from these unsatisfactory conditions. In
recognition of speed as a contributing factor the Organization for Economic
and Community Development (1985) suggested that any effort made to
reduce speeds at an approach to an intersection would have positive road
safety results.

Typically, for all age groups there are relatively fewer women than men
who are licenced drivers. In British Columbia, for example, in the case of
women over the age of sixty-five, the proportion ranges from sixty-five per
cent in the sixty-six to seventy-five age group to about twenty per cent of those
over eighty-six. The rate for women over sixty-five is about fifty per cent
while for males it approaches one hundred per cent (Province of B.C.
Ministry of The Solicitor General and Statistics Canada unpublished and
requested data). While these differences are much lower in groups of
younger people today, the historic patterns of fewer women drivers in the
population of the old-old continue to exist. When women who are now
seventy-five and older were young they did not have the same economic
opportunity, social independence and general public support to learn to drive
and own cars as did their male cohorts, or as ‘young women do today.

In order to understand one of the subtleties of the elderly’'s mobility the
significance of the difference between the proportion of male and female
elderly drivers needs to be examined. Although women outnumber men in
the older age group the percentage of women aged seventy-five and older
who are married has been increasing since 1966 (Statistics Canada, 1988a).
This results in the opportunity for many non-driving women to be in
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relationships with male drivers. Hence, increasing numbers of non-driving
women in relationships can depend on their partners as drivers. More
important, however, is the advantage which accrues to elderly males who are
in relationships with women who drive. Although there are fewer women
driving than men the gap has been closing rapidly and larger numbers of
elderly women are drivers. This has two potential positive opportunities for
males. First, males traditionally have married women who are younger than
themselves and, second, women remain healthier than men as they age
(Havens, 1980). Therefore, the old-old male with failing health who has no
license to drive, but who has a younger, healthier female partner who does
have a license has the same opportunity of mobility as if he could drive
himself. In terms of general mobility, when a couple owns a car it is only
necessary that one of them drive for both to enjoy the mobility an automobile
provides.

Although elders experience more problems and are less able to drive
relative to the younger population they continue to use their vehicles for as
long as possible. As more of this population ages there will be increased
numbers of old-old drivers, both male and female, and the net result with
more women driving will be increased mobility for men.

2.8.3 Public Transportation

Because the public transportation system is designed to accommodate a
wide range of users with different objectives the experience of public transit
for the elderly often is more demanding and less convenient than for
younger users. In order to obtain an optimum balance of convenience and
cost, conventional mass transportation services run relatively fixed routes at
fixed intervals. Since the majority of transit users are workers who are going
to the central business district, the elderly users who want to go to peripheral
areas may have to travel from home to the central location and transfer from
there to get to their destinations. This means that if they travel at rush hours
likely they will experience physical and emotional stresses resulting from the
increased level of crowding. If the trip is taken during off peak hours the wait
can be longer at each point of boarding. Exposure to the elements and fatigue



35

because of a lack of shelters and shortages of benches can make public transit
unnecessarily tiring, painful, and unhealthy.

Taken for granted by the younger user, public transit use presents varying
degrees of difficulty to the old-old. Since the use of public transportation
requires interaction with the walking environment between the home and
bus stop, and between the place of disembarkation and the destination, many
of the previously identified problems concerning walking also are a part of
public transportation experience. The older rider must be able to: travel to the
bus stop and arrive at the right time; recognize the correct bus for his or her
trip destination; board the bus; pay the fare; move safely within the bus; and
either find a seat or stand. He or she must be able to recognize the stop,
instruct the driver to stop, disembark and walk to the final destination.
Difficulties with vision may make it hard for the older passenger to identify
the correct bus and determine the required stop. Problems with flexibility
may make it difficult to board and disembark the bus quickly enough to be
acceptable and with no assistance. Problems with balance may make it
difficult for the elderly to stand safely as the bus manoeuvres through traffic;
stopping, starting, slowing down, speeding up and turning. There are also
potential old-old users who cannot make use of the transit service because of
difficulty in getting transit information. In addition, Golant (1972) stated that
schedules often are difficult to understand and those with hearing
impairments cannot use telephone information available to younger users.

2.84 Taxi

Taxis have long been identified as having limited use by the elderly in
Canada, United States and Great Britain (Woodsworth, 1989, Canadian
Medical Association, 1987; Schmitt, 1979:128; Golant, 1976; Carp, 1972a:52;
1972¢:63). Golant (1972:196) found that the relative importance of the taxi was
so small in the daily trip activity of the Toronto elderly that it was
insignificant. Carp (1971b) found that four times as many elderly walked than
took taxis when going to the doctor. In Ontario only community agencies
provided less frequent transportation to medical services than did taxis
(United Senior Citizens of Ontario, 1985b). The Canadian Medical
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Association (1987) found that the taxi was too expensive to use more than
occasionally as an alternative form of transportation. In Great Britain where
there is a subsidy for some disabled elderly people Ritchie et al (1981) found
that taxis were, with the exception of bicycles and motorcycles, the least
frequently used means of transportation for those sixty-five and older.

The comment on the high cost of taxis needs some discussion.
Woodsworth (1989) identified poverty as the potential reason for their lack of
use. While this is the case for some individuals it may be the perception of
expense which is the problem. When costs of automobile ownership and
usage are compared to taxi service for trips by the elderly taxis are significantly
less expensive than automobiles.8 For those who experienced the Depression
there may be a perception that taxi use is a luxury and this thought precludes
or severely inhibits their use. This perception may exist also for individuals
who formerly owned and operated vehicles, but who now have lost the
ability to drive.

2.8.5 Parallel Transit

Parallel transit systems, such as 'dial-a-bus’, 'transbus’' and 'handydart,’
have been developed specifically to address the needs of those who are unable
to use conventional public transit. One of the primary features of most
vehicles used in these systems is a design which allows wheelchair mobile
individuals to be accommodated. Another feature is that the passenger
seldom is required to walk more than a few steps at home or destination.
Thus, for those individuals who might not be able to walk to or board regular
transit public transportation still is available. Unlike standard public transit,
these services often are not on fixed routes, nor on fixed schedules. Typically,
the potential elderly user phones a dispatcher some time before the ride is
needed and a schedule is set up to best accommodate the user wi<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>