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Abstract

Older adults with chronic health conditions expece limitations participating in
everyday activities. Neighbourhood characteristiod social support can offset
individual impairments and help to facilitate paiiation; however, gaps in this literature
exist. This thesis presents the results of thregies that explore the influence of
neighbourhood and social factors on participatioaveryday activities among older
adults with chronic health conditions. The firsppadescribes a scoping review of
academic literature regarding neighbourhood infb@sron participation. The findings of
the review indicated that neighbourhood econonatust amenities, problems, mobility
barriers, cohesion, and safety may influence ppetimon but the pathways through which
this occurs are not clear.

The second paper uses findings from a cross-settsoinvey (n=248) that
examined the relationship between perceptions ighbeurhood characteristics and
satisfaction with participation among older adwith chronic health conditions. Path
analysis showed that fewer neighbourhood problanestty predict higher participation
while higher neighbourhood cohesion and safety@udly predict higher participation.

The third paper uses data from the same crosseatB8urvey to examine the
types of social support that most strongly presiatisfaction with participation.
Regression analyses showed that participants witeiped greater tangible support and
positive social interaction support had more satisbn with participation than

participants with lower levels of these types gfjsurt.



The findings in this thesis extend previous redeascshowing that
neighbourhood characteristics influence particgpagven after accounting for social and
individual factors. This research identified a pui@ pathway from neighbourhood
characteristics to participation that includes hbmurhood cohesion and social support
and established a link between positive socialaaton support and participation. The
findings in this thesis help to better understaeigimbourhood and social influences on
participation. These influences may be addressedigih clinical or policy interventions

to facilitate participation in older adults withromic health conditions.



Acknowledgements

Completing my PhD was a journey that started witlahway conversation and
ended with this thesis. Along the way were mangrmial chats, enthusiastic discussions
and official meetings with people who offered nevections, gentle reminders and
always much encouragement. There are many peogmld whuld like to thank. First, |
am indebted to the people who participated in thees/, who generously gave their time
to answer questions about themselves and theipgeirges. Thank you to Anne Childs
at Stonechurch Family Health Centre and Peter Ditlwat North Hamilton Community
Health Centre for facilitating recruitment of paipants. Anne was an enthusiastic
champion and Peter was a generous supporter gbribject.

To my thesis supervisor, Dr. Mary Law, thank yourfeaking my four years of
study a wonderful experience. She has guided mygyuwith grace and humour,
sharing her expertise about participation, envirents, academia and life in general. My
supervisory committee has also been an invaluahles of support and expertise. Dr.
Steven Hanna'’s knowledge of statistical analysigitato get to the point, and faith in
my abilities were greatly appreciated. Dr. Mary AvinColl offered insightful,
constructive, and timely feedback about framingess methods, and interpretation of
findings. Dr. Susan Elliott offered perspectivemnfrhealth geography and encouraged a
critical eye. Thank you to all.

Faculty, colleagues and classmates in the Schdeébébilitation Science at
McMaster University have also helped me in my jeytrDr. Seanne Wilkins was

supportive and informative in her role as Assis@@ean of the Rehabilitation Science



program. Dr. Lori Letts provided me with the oppmity to work on a chronic disease
research agenda that helped me to broaden my pavgse

| also offer thanks to my family. My husband lardaur children Cameron and
Tegan were great supporters and welcome distractionng the last four years. My
extended family have been interested observersatiithes, interested readers of my
work. Thank you all for your support.

Finally, I am grateful for funding | received frotime Canadian Institutes of
Health Research, the Canadian Occupational Thdfapgdation, the Canadian Institutes
of Health Research (Musculoskeletal Health and rki$h Strategic Training Program in
Rehabilitation Research, and the Ontario RehatiditeResearch Advisory

Network/Ontario Neurotrauma Foundation.

Vi



Table of Contents

List of Figuresand Tables X
CHAPTER 1

Introduction

Chronic Health Conditions

Participation and Chronic Health Conditions

The Environment, Patrticipation, and Chronic Health Conditions 4

Statement of the Problem

Theoretical Framework

Research Objectives 10
CHAPTER 2: Neighbourhood I nfluences on Participation among Older Adultswith
Chronic Health Conditions: A Scoping Review 12

Preface 12

Abstract 13

Introduction 14

Methods 16

Results 18

Study Descriptions 18

Study Findings 19
Neighbourhood location. 19
Neighbourhood economic status and demographic chatteristics. 19
Neighbourhood amenities. 20
Neighbourhood mobility barriers. 22
Neighbourhood problems, 22
Neighbourhood cohesion. 23
Neighbourhood safety. 23

Measurement of Concepts 24

Discussion 26

Conclusion 29

Acknowledgments 30

References 31
CHAPTER 3: Neighbourhood I nfluences on Participation in Activities among Older
Adults with Chronic Health Conditions 47

Preface a7

Abstract 48

Introduction 49

vii



Methods

52
Study Sample and Data Collection 52
Measurement 53
Participation. 53
Neighbourhood characteristics. 54
Social environment. 55
Individual characteristics. 56
Data Analysis 57
Results 60
Stage 1 — Neighbourhood and Social Variables 61
Stage 2 — Neighbourhood, Social and Individual Vaables 62
Fit of Model 2 to Sub-groups 63
Discussion 64
Strengths and Limitations 67
Implications 69
Conclusion 69
Acknowledgments 70
References 71
CHAPTER 4: An Examination of Social Support I nfluences on Participation for Older
Adultswith Chronic Health Conditions 85
Preface 85
Abstract 86
Introduction 87
Social Support 87
Participation 88
Methods 90
Participants and Procedure 90
Measures 91
Social support. 91
Participation. 92
Individual characteristics. 92
Analysis 93
Results 95
Characteristics of the Sample 95
Participation and Social Support 95
Social Support and Social Networks 97
Discussion 99
Conclusion 105
Acknowledgments 106
References 107
CHAPTER 5: Thesis Discussion and Conclusions 118
Summary of Findings 118

viii



Main Findings 121

Links between Chapters 123
Relation of Findings to Theory 125
Strengths and Limitations 128
Recommendations 130
Clinical and Policy Implications 130
Modify neighbourhood conditions. 130
Improve social support. 132
Future Research 133
Conclusion 134
References 136
Appendix A: Consent Form 144
Appendix B: Questionnaire 150




List of Figures and Tables
Chapter 1

Figure 1. Neighbourhood and Social Predictors of Participatia

10

Chapter 2

Figure 1. Literature Search Results and Reasons for Exclusm

35

Table 1. Article Summaries including Neighbourhood Characteistics
associated with Participation

36

Chapter 3

Table 1. Participant Characteristics

Table 2. Neighbourhood and Individual Variable Scores

71
72

Table 3. Significant (p<=0.05) Correlations between Variable

73

Table4. Models 1 & 2 Fit Indices

74

Figure 1. Model 1

Figure 2. Model 2

Table 5. Standardized Direct, Indirect, and Total Effects ofeach Variable on
Participation in Model 2

75
76

77

Chapter 4

Table 1. Demographic and Health Characteristics of Participats

Table 2. Correlations between Study Variables

Table 3. Associations between Participation and Social Suppo

Table 4. Associations between Tangible Support and Social Neork Variables
Table 5. Associations between Positive Social Interaction $port and Social
Network Variables

103

104

105
106

107




Ph.D. Thesis — C. Hand; McMaster University — Rditabon Science

CHAPTER 1
Introduction

Older adults with chronic health conditions expecie limitations in their ability
to participate in everyday activities (Cardol et 2002). Research in this area has
examined personal determinants of participatioohss impairments in physical and
mental functioning (e.g., Machado, Gignac, & Bad2§08). Participation in everyday
activities occurs in environmental contexts (Wdiealth Organization (WHO), 2002b)
and a growing body of literature has examined @mirental influences on participation.
The neighbourhood context has been identified amportant influence on participation
(King, 2008), however, more research is neededahtierstand how neighbourhoods
impact participation for older adults with chrohiealth conditions. Social support from
neighbours, family and friends is also a predictioparticipation (Neugebauer & Katz,
2004), and the specific types of support that agelired are not clear. This thesis
addresses the topic of neighbourhood and sociakinfes on participation in life
activities by older adults with chronic health ctiwhs. Information about determinants
of participation can be used to improve qualityifef decrease dependence and decrease
the need for healthcare.

The purpose of this chapter is to provide backgdanformation about chronic
health conditions, participation, and environmemtfilences on participation. The
remaining chapters include three stand-alone maipts@nd a discussion. Each
manuscript was written according to the formathaf journal to which it will be

submitted. Due to the manuscript format of thisitkilesome repetition of introductory
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material will occur. The manuscript in Chapter 2aées current literature regarding the
influence of neighbourhood characteristics on pgudition among older adults. The
manuscript in Chapter 3 investigates the influesfogeighbourhood characteristics on
satisfaction with participation using path analysisurvey data. The manuscript in
Chapter 4 examines the types of social supportateamost linked to satisfaction with
participation using regression analysis. Chaptewriains a discussion of all findings,
overall conclusions and implications of this reskar
Chronic Health Conditions

Chronic health conditions are non-communicable g with multiple risk
factors and long duration (Centre for Chronic DsseRrevention and Control, 2006). The
Health Council of Canada studied seven common athicmnditions among adults and
older adults, including arthritis, cancer, COPaluites, heart disease, high blood
pressure, and mood disorders including depres€iver one in three (39%) adult
Canadians and almost three in four (72%) oldertadahadians has at least one of these
chronic conditions (Health Council of Canada, 2020high proportion (41%) of older
adults experience more than one chronic condititealth Council of Canada). The high
prevalence of co-morbid conditions, shared riskdie; and the need for a systematic
approach to intervention for all chronic conditigi¢HO, 2005) suggest that research in
this area should consider chronic conditions togettather than separately, as proposed
in a multidisciplinary and intersectoral researgerada (Hand, Letts, & von Zweck,

2011).
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People with chronic conditions are more likely épaort poor or fair health and
visit their doctor four or more times per year thp@ople without chronic conditions
(Perruccio, Power, & Badley, 2007). Presence obmicrconditions, independent of age,
predicts increased health care use in Canada (@anbsdtitute of Health Information,
2011).

Participation and Chronic Health Conditions

Participation is defined as “involvement in a i¢uation” (WHO, 2002b, p. 10)
and refers to engagement in everyday activitiescmedpations. Participation includes
communication, mobility, domestic life, self camgerpersonal relations, work and
education, and community life (WHO, 2002b). The WH@her characterizes
participation as involvement in social, economidfwral, spiritual and/or civic aspects of
life (WHO, 2002a). All people have a need to fllibtential and exercise capacities
through participating (Wilcock, 1998). Participatiom areas of life such as social
activities, employment or productivity, and leisise major part of quality of life
(Bishop, 2005; Renwick & Brown, 1996). Participatio activities is also inextricably
linked with health and each affects the other.i€lp#tion is a source of health and health
is resource for participating (WHO, 1986; WHO, 2bD2

Participation in any activity is composed of mamadler tasks, such as walking
or concentrating, and several different combinatiohtasks may make up a given area of
participation (Whiteneck & Dijkers, 2009). Many damsions of participation exist,
including frequency, limitation, enjoyment, satidfan, importance, and variety of

participation, as well as where and with whom ggétion occurs (Law, 2002).
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Subjective aspects of participation may be moratedl to quality of life than objective
aspects (Whiteneck & Dijkers, 2009). For examie,itleal frequency of participation
can vary from person to person and limitation given area of participation may not be
perceived as important. Conversely, satisfactiah warticipation is a universal goal.

People with chronic health conditions experienagig@pation restrictions. While
different chronic conditions may have different gtoms, they share similarities in
terms of participation restrictions (Cardol et 2002; Ewert et al., 2004). People with
chronic conditions are more likely to report papation restrictions than people without
chronic conditions (Perruccio, Power, & Badley, 2Dand presence of a chronic
condition is associated with limitations in panpiating in a range of activities (Adamson,
Lawlor, & Ebrahim, 2004). People with chronic caimhs can experience limitations in
basic activities of daily living (Oldridge & StumBp04) and participate in less leisure-
time physical activity than people without chronanditions (Sawatzky, Liu-Ambrose,
Miller, & Marra, 2007). Limitations may also occur household chores and in
community activities (Machado, Gignac, & Badleyp8pas well as in work, education
and leisure (Cardol et al.). Because participafitoms a major part of life and health, the
participation restrictions faced by older adultshaghronic health conditions require
attention.

The Environment, Participation, and Chronic Health Conditions

While presence of a chronic condition can influeparticipation, environmental

characteristics can also play a role in promotinfynoiting participation (Neugebauer &

Katz, 2004). Individuals with chronic conditiongeri attempt to change their physical
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and social environments to adapt to the often uhptable symptoms of their conditions
(Moss & Dyck, 2001). The neighbourhood context gadicularly relevant aspect of the
environment for older adults, older adults withadhigity and people with chronic
conditions, as these groups report they spend timeein places closer to home than
younger adults, people with less disability andgdeaevithout chronic conditions (Barnes
et al., 2007; Dyck, 2002; Hendrickson & Mann, 2008ine use patterns also change as
people age, and they spend more time in leisulie¢ae, and unpaid work activities
(Stobert, Dosman, & Keating, 2005), likely in thieical areas. People with chronic
conditions living in economically deprived areapa# the worst health, compared with
other people in deprived areas and people withrebr@onditions in non-deprived areas
(Brown, Ang, & Pebley, 2007).

Several studies have identified links between r®gihhood characteristics and
participation among older adults. This literatunewed that neighbourhood services,
mobility barriers, neighbourhood social cohesiagighbourhood safety, and
neighbourhood problems can influence participaf@owling & Stafford, 2007; Haak et
al., 2008; Keysor et al., 2010; King, 2008; Richdaea@uvin, Gosselin, & Laforest, 2009).

Social support is also relevant to participatione Bupport may come from
people in the individual's neighbourhood or far teg the neighbourhood. Among older
adults with chronic conditions, availability of tngmental family support (Neugebauer &
Katz, 2004) and social support from others (Fukukaival., 2004) predict higher levels
of participation. Information is needed, howevegarding the influence of other types of

social support on participation.
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Statement of the Problem

Older adults with chronic conditions are often biedi in their ability to participate
in day to day activities. The neighbourhood andadactors that may facilitate
participation have not been fully explored in thisup of individuals. Research
regarding neighbourhoods is beginning and tendiscas on neighbourhood predictors
of frequency of participation without consideritgteffects of social support. Gaps in
this research exist regarding the effect of neiginbood characteristics on satisfaction
with participation, the pathways through which mdigurhood characteristics may
influence participation, and the effect of neightbmod factors on participation when
controlling for personal and social factors.

Research regarding social support and participaénds to focus on overall
social support or tangible/instrumental social supocial support is not only tangible
but can take the forms of affection, informatiorcompanionship. The influence of the
specific types of support on participation is uacldetermining the factors that may
improve participation in older adults with chromienditions can lead to programs or
polices that could improve quality of life, decreakependence, and decrease health care
Costs.

Theoretical Framework

Two overarching frameworks guided the thesis ancwsed to ensure a
comprehensive examination of participation. Thernmational Classification of
Functioning, Disability and Health (ICF) statesttparticipation is influenced by the

environment, a person’s health condition(s), ameéiotharacteristics of the person’s
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body and mind (WHO, 2002b). The environment encasgs products and technology,
the built and natural environment, support andti@iahips with others, attitudes, and
services and policies. The Person, Environmentu@aiton model (PEO) also describes
how occupational performance, a concept similgraidicipation, results from interaction
between its three components (Law, Cooper, StiSteyyart, Rigby, & Letts, 1996). The
environment is comprised of cultural, socio-ecomgnmistitutional, physical, and social
components, and the person contains physical, inemdespiritual aspects. Literature
related to personal characteristics and parti@patias identified that decreased
participation is related to increased number obolo health conditions (Marengoni, von
Strauss, Rizzuto, Winblad, & Fratiglioni, 2009)ffidulty in physical function (Cardol et
al., 2002; Machado et al., 2008) and depressiogn& et al., 2008; Wilkie et al., 2007).
Thus, examination of participation needs to congmesonal and environmental factors.
Two further theories were used to guide concegatéon of neighbourhood and
social factors. Glass and Balfour’s (2003) Causatl®dt of Neighbourhood Effects on
Aging does not include the concept of participatiom is useful in its focus on
neighbourhood characteristics and older adults.nbéel draws on Lawton’s Ecologic
al Model of Aging and identifies four categoriesngighbourhood characteristics that
have an impact on health for older adults: neigihood socioeconomic conditions,
which affect neighbourhood social integration, pbglsaspects of place, and services and
resources. These neighbourhood factors combinepegittonal factors including
competencies, characteristics, and presence ohichitlmess to influence an individual's

behaviour. The behaviour may be adaptive or maladapnd includes physical activity,
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social engagement, active coping and health sewtikteation. The responses then
influence a person’s health and functioning. Iniaold, the neighbourhood factors and
personal factors may directly affect health (Gl&d€3alfour). Within this model,
participation may be considered as part of healthfanctioning.

Berkman, Glass, Brissette and Seeman’s (2000) noddelcial networks and
health was also used to understand the impaceddhial environment on participation.
This model states that social networks lead toadacipport and opportunities for social
participation. These social networks may be infaegshby neighbourhood characteristics
such as social cohesion. Literature supports tagsertions: among older adults with
chronic conditions, increased participation is agged with family support (Fukukawa
et al., 2004; Neugebauer & Katz, 2004) and larggasaetworks (Zimmer, 1995). This
model shows that social networks and social suggrertmportant to consider when
examining participation.

The four theories and frameworks described herne toelinderstand the
complexity of the factors that influence participat The ICF (2002b) and the PEO (Law
et al., 1996) underline the importance of consigpersonal characteristics when
examining environmental characteristics and paitton. Glass and Balfour (2003)
describe neighbourhood characteristics that mdyante health and participation.
Berkman and colleagues’ model (2000) emphasizemtluence of social networks and
social support on participation and suggests plessgtationships between factors.

Specifically, neighbourhood characteristics sucgasl social cohesion may help to
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create social networks that can lead to social su@md participation. Figure 1 presents

a conceptual model that describes these prediotqrarticipation.

Neighbourhood Satisfaction with
Characteristics Participation

Depressive
Symptoms
Physical
Function

Social Social
Network Size Support

Figure 1. Neighbourhood and social predictors ofigpation.

Within this thesis, neighbourhood was defined aaraa containing places that
are within a 15-20 minute walk from home (BowlingS&afford, 2007). Neighbourhoods
can also be defined by census tracts, combinatibosnsus tracts, existing subdivisions
and historical areas (King, 2008) or community edtagion (Jones, van Sluijs, Ness,
Haynes, & Riddoch, 2010). Some studies offer nindeafn but instead ask about the
neighbourhood in which the person lives (Keysalgt2010). A study that compared 10
different definitions of neighbourhoods, based pareeration districts, community-
identified areas, or computer-generated areasgdfthat the method used to define
neighbourhood had little effect on estimates ofgatel activity (Jones et al., 2010). Pilot
testing of the questionnaire used in this thesigcated that a 15-20 minute walking

distance was an accurate definition of neighboutfoo older adults. Naming this
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distance encouraged the participants to focus etottal area, rather than a larger area
such as ‘the east end of the city’.

Neighbourhood characteristics may be measured tlggg such as by crime
rates, or subjectively, such as by perceptionafdtg. The relationship between
objectively and subjectively measured neighbourhduatacteristics and differences in
their impacts upon participation are not well urstieod. In this thesis, neighbourhood
characteristics were measured subjectively. Whijeaiive neighbourhood
characteristics likely influence perceptions, itiismately an individual's perceptions
that affect his or her behaviour.

The first manuscript in this thesis examines li@m regarding neighbourhood
characteristics and participation. The second himd manuscripts incorporate this
literature and draw on the theories discussed atmuevelop research objectives and
methods.

Research Objectives
The purpose of paper 1 (Chapter 2) was to desargm®ping review of academic
literature regarding neighbourhood influences oniggpation among older adults with
chronic health conditions. The purpose of papettzapter 3) was to examine the
influence of perceptions of neighbourhood charégsties on satisfaction with
participation in everyday activities among 248 oldéults with chronic health
conditions. The specific objectives of the studyev® (1) test a model examining the
influence of perceptions of neighbourhood charasties and the individual’s social

environment on satisfaction with participation reeyday activities and (2) test the

10
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applicability of the model to different genders awk groups. The aim of paper 3
(Chapter 4) was to examine the types of social etgpat most strongly predict
satisfaction with participation and to examine petats of social support for older adults

with chronic health conditions.

11



Ph.D. Thesis — C. Hand; McMaster University — Rditabon Science

CHAPTER 2: Neighbourhood Influences on Participation among Older Adults with
Chronic Health Conditions: A Scoping Review
Preface
This chapter contains a manuscript entitled “Neailrhood Influences on
Participation among Older Adults with Chronic Haaltonditions: A Scoping Review”.
The authors are: C. Hand, M. Law, M.A. McColl, Sartha, and S. Elliott. My
contribution to this work includes conceiving tldea for the paper, developing the
search strategy, performing the literature seant,writing the article. The co-authors
contributed to each of these aspects of the pdpersearch was performed in summer
2009 and updated in October 2010 and April 201 & diticle was written from fall 2010
to spring 2011. The target journal for this pagethe Occupational Therapy Journal of
Research: Occupation, Participation and Healths Jdurnal accepts articles of
approximately 6000 words. The present manuscriglightly longer than this limit but
was not reduced at this point in order to provideerinformation to the examining

committee.

12
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Abstract

Older adults with chronic health conditions faciiclilties participating in
everyday occupations but may gain support to doaso neighbourhood environments.
The purpose of this paper is to describe reseagdrding neighbourhood influences on
participation among older adults with chronic caiwdis. A scoping review of articles in
Cinahl, Geobase, Medline and Social Science Citdtidex resulted in 689 articles.
Fifteen articles met the selection criteria. Firgdinndicate that neighbourhood economic
status, amenities, mobility barriers, problems,esabn and safety are linked to
participation in older adults and older adults watironic conditions. Most studies
measured participation in terms of frequency orthtion, considered individual
covariates and did not consider social support@svariate. The findings of this review
can guide research to examine a range of neighbodrbharacteristics while considering
the effects of the individual's characteristics aodial support. Longitudinal and
gualitative research can also help to understascttimplex area of study.
Key words: Chronic disease, participation, oldaslts] human activities, residence

characteristics, social environment

13
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Introduction

Older adults with chronic health conditions expecie decreased participation in
occupations (Perruccio, Power, & Badley, 2007) Widonstitutes a risk for disease
(Sundquist, Lindstrom, Malmstrom, Johansson, & Suist, 2004), depression (Glass,
Mendes de Leon, Bassuk, & Berkman, 2006) and déatimartsson & Silverstein,
2001). Neighbourhood characteristics can facilitatanpede participation (Lindstrom,
Merlo, & Ostergren, 2002). Neighbourhoods may beidarly important for older
adults with chronic conditions because they speacertime close to home (Barnes et al.,
2007). People with chronic conditions often expeeeindividual limitations in physical
and psychological function (Machado, Gignac, & BydR008), requiring more
environmental support to maintain participatiorifie activities.

Research into neighbourhood effects upon olderntstiehds to focus on how
neighbourhood characteristics relate to generdttheaphysical activity/walking. This
research shows a strong relationship between peaitthand low neighbourhood
affluence (Pickett and Pearl, 2001). Health amddgraadults is also associated with
presence of neighbourhood facilities, problemsnimmiga such as noise, crime, and air
pollution and neighbourhood cohesion (Bowling, BayiMorris, & Ebrahim, 2006;
Pollack & Von Dem Knesebeck, 2004; Walker & Hill2007).

Walking and physical activity among older adultpegrs related to area income
level (Fisher, Li, Michael, & Cleveland, 2004). @tmeighbourhood characteristics
related to walking and physical activity includegidourhood facilities (Nagel, Carlson,

Bosworth, & Michael, 2008), well-maintained sidelval bike paths (Strach, Isaacs, &

14
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Greenwald, 2007), neighbourhood cohesion (Fishat..€2004), andeighbourhood
safety (Tucker-Seeley, Subramanian, Li, & Soren2609). A recent systematic review
of studies regarding neighbourhood influences oysigll activity among older adults
found inconsistencies in results across studiethodelogical limitations such as
unstandardized measurement tools and little exaimmaf moderators such as gender
and age, and a need for more research (Van Cauvggrael., 2011).

This body of research on health and physical agtaaggests factors that may
affect participation among older adults and old#rles with chronic conditions. But
because participation differs conceptually fromltieand physical activity, the relevant
neighbourhood characteristics may be different.ltHes a sense of physical, mental and
social well-being (World Health Organization [WHQR86), and physical activity refers
to a narrow area of human life. Conversely, pgéition is “involvement in a life
situation” (WHO, 2002b, p. 10) and includes a broatge of occupations, from
household management to leisure to caring for dhdisalso involves social, economic,
cultural, spiritual and/or civic aspects of life W, 2002a). Frameworks such as the
Person, Environment, Occupation (PEO) model (Lamgper, Strong, Stewart, Rigbhy, &
Letts, 1996) and the International Classificatidfronctioning, Disability and Health
(ICF, WHO, 2002b) posit that participation is irdhced by multiple factors within the
environment and the person. Social support is @n@hvironmental factor that can
affect participation among older adults (Fukukawalg 2004; Neugebauer & Katz,

2004); it is a particularly important factor as 4b¥®lder adults who receive support

15
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related to a long-term health condition receivieam family or friends (Statistics
Canada, 2003).

Research into neighbourhood influences on participan occupations is
beginning, especially as it relates to older adwlth chronic conditions. Understanding
the current state of literature in this area cavigle a solid base from which to examine
neighbourhood influences on participation and deitee ways that neighbourhoods can
be structured to facilitate participation. The msge of this study was to perform a
scoping review to describe and synthesize reseagarding the influence of
neighbourhood characteristics on participation agrmder adults with chronic
conditions.

Methods

Using the method described by Arksey and O’Mal2g06), the scoping review
mapped research in the area of neighbourhood deasics and participation among
older adults and older adults with chronic condisioA scoping review methodology was
selected because it can summarize the range @robsie an area to support
development of research questions and proposatariRuUFitzgerald, & Merchant,
2010). Scoping reviews do not usually evaluateityuaf the material (Rumrill et al.) and
given the emerging nature of this area of inqustydy quality was not evaluated. The
review focused on describing study design, measeméof variables and results and
addressed the question: How do neighbourhood deaistcs influence participation

among older adults with chronic health conditioR(s)

16
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Searches were completed in CINAHL, Geobase, Megdhind Social Science
Citations in the years 1990-early 2011 inclusiveCINAHL and Medline medical
subject headings (MeSH) were used and in Geobak8a@| keywords or title
keywords were used. Searching the topics particpand neighbourhoods is
challenging because many terms are used to desadtetopic area. The search terms
were therefore broad in order to include all pasdrarticles. Three topic areas were
combined and search terms included:

* Population terms (MeSH: aged; aged, 80 and over; Keywordsd aglderly, older
adult)

» Participation terms (MeSH: human activities, activities of ddilyng, home
maintenance, leisure activities, physical actiwtgrk, occupation(human), Title
keywords: participation, activit*)

* Neighbourhoodterms (MeSH: environment, communities, reside@gacteristics,
architectural accessibility, social environment|elkeywords: neighbo(u)rhood,
community, environment).

Searches were also completed to remove irrelevaaoles. Articles were removed if they

included the MeSH terms brain diseases; spinal ikgudes; child; mental disorders

(except depression) or keywords brain or dementia.

Articles were selected if they reported on neighthoad characteristics that may
affect participation and also met the followingena: published in English; at least half
the sample was age 55 years or more; and the samsplded participants with a chronic

condition such as arthritis, diabetes, heart deseasonic obstructive pulmonary disorder
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or depression or no had known health conditions&ldly designs were included.
Articles were excluded if they focused exclusivetyindividuals with a diagnosis other
than the selected chronic conditions, such as dpuatntal disability, effects of polio,
mental illness, stroke or spinal cord injury.

After searching, the articles were screened byrewiewer by title/abstract only
and articles that did not meet the search criteeee set aside. The remaining articles
were examined by two reviewers who independentlgierselections and came to a
consensus. Reference lists of selected articles mesrewed to identify novel articles.
Figure 1 contains information on the search resultbarticles that did not meet the
selection criteria.

Each selected article was reviewed and data wagech@irksey & O’Malley,
2005) according to citation, population, desigralgsis, variable measurement, and
results. To categorize results, neighbourhood bleiaames used in the articles were
noted. Variables that were repeated across artides used as category headings and
study results were summarized according to theadihgs. When different wording was
used for variable names, individual scale itemsavexamined to determine the
appropriate category for the study results.

Results
Study Descriptions

The search resulted in 15 articles (see Table &dommaries). Two articles

reported on the same data in different levels tdidéeysor et al., 2010; White et al.,

2010). Thirteen of the studies were survey desagrisone used qualitative methods.
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Four studies (five articles) included participawith chronic condition(s) while ten did
not mention presence or absence of chronic comditiOne study included adults age 18
or more years (mean age=68 years), one study iedladults age 45-68 years (median
age=57 years), nine studies focused on adults @ge Bore years, and three studies
focused on older age groups (age 80 or 82 or meaesy.

Study Findings

The studies reported on seven main categoriesigiilbeurhood characteristics
that influence participation: neighbourhood locatineighbourhood economic status and
demographic characteristics, neighbourhood amenitieighbourhood mobility barriers,
neighbourhood problems, neighbourhood cohesiomaighbourhood safety.

Neighbourhood location.

Lindstrom, Merlo, and Ostergren (2002) comparedi€@rent neighbourhoods
and found that neighbourhood of residence accdant small but significant proportion
(2.6%) of the variance in frequency of social mapttion after adjusting for age, gender
and job status. Independence in activities of dailgg (ADL) and instrumental
activities of daily living (IADL) participation ats differs by neighbourhood location
(Clarke & George, 2005). People in rural areasntapore difficulty in personal care and
communication participation than people living nban or metropolitan areas (Therrien
& Desrosiers, 2010).

Neighbourhood economic status and demographic chacteristics.

The economic status of a neighbourhood is usuadigsured by a composite

indicator that may include average household ingamemployment rate, or median
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educational status of residents. Low neighbourhadtidence is associated with lower
frequency of social activities (Bowling & StafforéQ07), difficulty in ADL and
community mobility participation (Beard et al., Z)@nd difficulty in ADL participation
for men (Freedman, Grafova, Schoeni & Rogowski,80Brea economic advantage
also decreases the likelihood of difficulty in IADMarticipation in men when controlling
for demographic variables but not when controlliogother neighbourhood
characteristics (Freedman et al., 2008). DifficuftyADL and community mobility
participation is also related to residential ingtaband low proportions of foreign
born/high proportions of Black residents (Beardlgt2009).

Neighbourhood amenities.

Amenities such as stores, transportation, andfneate in a neighbourhood are
linked to participation. Low land-use diversityassociated with lower independence in
IADL participation in people with lower extremitymctional difficulties (Clarke &
George, 2005). Perceptions of the quality of Isealices (e.g. leisure/social facilities,
facilities for older adults, trash collection, lbtealth services, transportation, stores, and
a pleasant place to walk) are linked to higher nemnab social activities performed
(Bowling & Stafford, 2007). Perceptions of presen€shops and services, good medical
care, cultural opportunities and local transpastatire also linked to higher level of
participation (Haak, Fange, Horstmann, and Iwars26@8). Perceptions of accessibility
of services/amenities are linked to higher freqyesfcsocial participation (Richard,
Gauvin, Gosselin, and Laforest, 2009). Amenitietuded good quality, affordable food;

a range of stores and services; leisure activitaslities for physical activities;
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welcoming restaurants; a library or a cultural ogna place of worship; and services for
older adults. People with poor access to publicspartation are more likely to report
difficulty in daily activities, but not when contfimg for other variables (Therrien &
Desrosiers, 2010) and difficulty in community matlgi{Wilkie, Peat, Thomas & Croft,
2007). Transportation facilitators such as neantylip transportation and public
transportation that is adapted for people withtitmons are linked to lower limitation in
overall participation (Keysor et al., 2010). Thésasportation facilitators also include
personal characteristic and resources such adility # drive and access to a car. In
examining specific transportation facilitators appes of participation, White and
colleagues (2010) found that adequate handicapnapik associated with frequency of
visiting friends and family, going out with otherspublic places, providing care to
others and working at a volunteer job. Nearby putshnsportation is linked with less
limitation in visiting friends and family, takingace of the home, working at a volunteer
job, active recreation, inviting people in for aahegoing out with others to public
places, taking part in organized social activites] preparing meals for oneself (White
et al., 2010). Finally, lack of parks and walkirrgas is linked to low frequency of
participation in a regular fithess program and argad social activities (White et al.,
2010). Reports from older adults corroborate thHeskngs, stating that nearby parks or
outdoor recreation areas, public spaces and befatiétate social participation

(Hovbrandt, Fridlund, & Carlson, 2007).
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Neighbourhood mobility barriers.

Older adults report that physical barriers suchrassen sidewalks and high steps
on buses can limit participation (Hovbrandt, Fritdy& Carlsson, 2007). Good sidewalk
condition is linked to higher frequency of commuyratased participation (King, 2008)
and perceived physical barriers such as high cambdsuneven pavement are linked to
lower frequency of participation outside the hormdevbrandt, Stahl, lwarsson,
Horstmann, & Carlsson, 2007). Greater community ifiiglbarriers (e.g. uneven
sidewalks, lack of places to sit or curb cuts)lareed to greater limitation in community
participation and less limitation in home and sbgaticipation (Keysor, Jette, Coster,
Bettger & Haley, 2006). Greater community mobiligrriers also increase the likelihood
of limitation in overall participation (Keysor ek ,a2010). The barriers scale used in these
studies (Keysor et al., 2006, 2010) also inclutl®$ that could be considered
neighbourhood amenities, such as availability akasible parks and walking areas and
places to sit and rest. Street connectivity, agasure of neighbourhood walkability, is
linked to less difficulty in IADL participation imen (Freedman et al., 2008). Low
housing density, another indicator of lower walki&piis linked to lower independence
in ADL participation among older adults with lowextremity functional limitations
(Clarke & George, 2005). Street characteristicluiag low density of intersections are
also related to difficulty in community mobility @rd et al., 2009).

Neighbourhood problems.

Aspects of neighbourhood built or social environisehat are perceived as

negative are linked to lower participation. Pregeotlitter, poor yard maintenance, and
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window bars are linked to lower frequency of paption in community activities

(King, 2008). Perceived social cohesion mediatesdhthree relationships and perceived
safety from crime mediates the relationship betwged maintenance and participation
(King).

Neighbourhood cohesion.

Neighbourhood social cohesion, sense of belongintgelings of trust and
respect (Stansfield, 2006) can influence partiagpatSpecifically, perception of good
neighbourhood cohesion is related to higher frequen social (Bowling & Stafford,
2007, Richard et al., 2009) and community partitgra(King, 2008). Perceptions of
living close to friends & relatives or social netlkare also linked to higher level of
participation (Haak, 2008) and greater frequencgoaial participation (Richard et al.,
2009). Finally, low area-based social cohesionsawial control are related to difficulty
in community mobility (Beard et al, 2009).

Neighbourhood safety.

Perceived neighbourhood safety is linked to greatenber of social activities
performed (Bowling & Stafford, 2007). Perceptioridear- or safety-related problems
are also linked to lower frequency of out-of-honaetigipation (Hovbrandt, Stahl, et al.,
2007). Problems include general feelings of insegyperceptions of risk of robbery or
fear of falling. High area crime rate/racial segtégn is associated with difficulty in
IADL participation in women when controlling for m@graphic variables but not when
controlling for other neighbourhood characteris{ieseedman et al., 2008). High crime

levels are associated with difficulty in ADL paipation (Beard et al., 2009).
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In summary, these findings correspond with litemratiegarding neighbourhood
characteristics and health or physical activitydtater adults. Older adults’ participation
is optimized when neighbourhoods have higher ecanaffiluence, local amenities, few
barriers to mobility, few problems, good social esion and sense of safety. Figure 1
Measurement of Concepts

The 15 articles identified in the scoping revievaexned a range of
neighbourhood characteristics. These included heigthood amenities or indicators of
land-use diversity (Beard et al., 2009; Bowling &fford, 2007; Clarke & George,;
Freedman et al., 2008; Haak et al., 2008; King82®ichard et al., 2009; Therrien &
Desrosiers, 2010). The availability of local tramgption and other transportation
facilitators was frequently assessed (Beard e2@09; Bowling & Stafford, 2007; Haak
et al., 2008; Keysor et al., 2006, 2010; King, 20REhard et al., 2009; Therrien &
Desrosiers, 2010; Wilkie et al., 2007). Other nbmirhood characteristics included
physical barriers to mobility (Beard et al., 206f&vbrandt, Stahl, et al., 2007; Keysor et
al., 2006, 2010; King, 2008; Richard et al., 20@8)l problems such as traffic, pollution
or crime (Beard et al., 2009; Bowling & Staffordd@; Clarke & George, 1995;
Hovbrandt, Stahl, et al., 2007; King, 2008). Selstadies examined social
cohesion/sense of belonging (Beard et al., 200%liBg & Stafford, 2007; Haak et al.,
2008; King, 2008; Richard et al., 2009) and sa(Bard et al., 2009; Bowling &
Stafford, 2007; Clarke & George, 2005; King, 20B@yvbrandt, Stahl, et al., 2007,
Therrien & Desrosiers, 2010). Finally, three stedd&amined area economic conditions

(Beard et al., 2009; Bowling & Stafford; Freedmarle 2008). In most studies, findings
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were non-significant for at least one neighbourhclearacteristic. The studies by Beard
et al. (2009), Bowling and Stafford (2007) and K{2908) examined the greatest variety
of neighbourhood characteristics. All three studissessed neighbourhood amenities,
problems, safety and cohesion, while King and Beawl. also assessed physical barriers
to mobility and Beard et al. also assessed sociusuo@ status.

Neighbourhood characteristics were usually assesdgdctively by asking study
participants about their perceptions about theghmurhoods. Five studies used other
forms of data. Lindstrom et al. (2002) did not assany neighbourhood characteristics
but instead noted the location of each neighbowthBeard et al. (2009) used census
data and Clarke & George (2005) used census intovmas well as participant
perceptions. Freedman et al. (2008) linked censdther neighbourhood data to
survey data. King (2008) assessed participant€gpions and performed walking
audits.

The studies also examined a range of types ofggaation, including social
participation (Bowling & Stafford, 2007; Lindstroet al., 2002; Richard et al., 2009),
community participation (Hovbrandt, Fridlund, & Gaon, 2007; Hovbrandt, Stahl, et
al., 2007; King, 2008), ADL and IADL participatigBeard et al., 2009; Clarke &
George, 2005; Freedman et al., 2008), mobility (Bed al., 2009; Wilkie et al., 2007)
and overall participation (Haak et al., 2008; Keysbal., 2006, 2010; Therrien &
Desrosiers, 2010; White et al., 2010). Participati@s most often measured in terms of
frequency of performing activities (Bowling & Staffl, 2007; Hovbrandt, Stahl, et al.,

2007; King, 2008; Lindstrom et al., 2002; Richatale, 2009). Other authors assessed

25



Ph.D. Thesis — C. Hand; McMaster University — Rditabon Science

independence (Clarke & George, 2005) or limita(iBaard et al., 2009; Freedman et al.,
2008; Keysor et al, 2006; Therrien & Desrosierd®®r both frequency and limitation
(Keysor et al., 2010; White et al., 2010). One gtassessed satisfaction with mobility
(Wilkie et al., 2007) and Haak et al., (2008) ceektwo composite measures based on
several items that assessed level of participalibe.qualitative study by Hovbrandt,
Fridlund, & Carlsson, (2007) assessed patrticipatising open-ended questions.

Most studies in the review included person-relat@ehriates in their analyses.
Haak and colleagues (2008) and Hovbrandt, Stahtalelagues (2007) reported on
bivariate correlations nd therefore did not contoolthe effects of individual
characteristics and Beard et al., (2009) contrdibeaheighbourhood characteristics only.
One study in the review controlled for the effetsocial support on participation
(Keysor et al., 2006) while the remaining studigbkrbt.

Discussion

The scoping review results suggest that neighbaudtloharacteristics are
important factors to consider in addressing pauéton restrictions in older adults with
chronic health conditions. The review identifiedese types of neighbourhood
characteristics that can potentially influence ipgration (neighbourhood location,
economic status, amenities, mobility barriers, pwis, cohesion, and safety). The
findings of the review established that participatcan vary by neighbourhood location
and that the economic status of the neighbourhieiuences participation. Several
studies found that neighbourhood amenities sugresence of stores or public

transportation are related to increased partiopatind barriers to mobility such as
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uneven sidewalks and lack of curb cuts are relateicreased participation. One study
showed that neighbourhood problems such as traféidinked to decreased participation
and several others showed that neighbourhood aoheasid safety are related to
increased participation.

The neighbourhood characteristics that appearf¢atgbarticipation the most are
neighbourhood amenities, including public transgtooh, and neighbourhood mobility
barriers. These two characteristics have beenexdtutie most often and significant
relationships were usually identified. Neighbourti@ohesion was also examined
frequently and significant relationships were nofddighbourhood safety and problems
were studied less frequently and a few studiesdaib identify relationships with
participation.

The impact of neighbourhood characteristics onig@petion can be interpreted in
two ways. Local amenities, safety, and few problamd mobility barriers may draw
people into neighbourhoods, leading them to makeecations with each other
(Berkman, Glass, Brissette, & Seeman, 2000; Da@8pand engage in social
participation. The study by King (2008), which falLthat fewer neighbourhood problems
can predict greater social cohesion which prediwge frequent participation, supports
this perspective. Another possible explanatioihad presence of local amenities, a safe
environment and few problems and barriers to miyt#ihcourage older adults to walk in
their neighbourhoods and get exercise while domaty édctivities (Glass & Balfour,

2003; Michael, Green, & Farquhar, 2006). This iasexl exercise may lead to increased

ability to participate in all types of occupations.
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The scoping review used broad search terms ingerahdatabases and likely
captured the research in this area. The studidsded in the review used a narrow range
of designs and often defined participation in teohfequency or limitation. These
limitations may affect the validity of the concloas developed here. Another limitation
relates to the intent to focus on older adults withonic conditions. Five of the articles
(four studies) identified in the scoping reviewtsththe sample included people with
chronic conditions while the remaining studies &exion older adults. Given that
roughly three-quarters of older adults have attleas chronic condition (Health Council
of Canada, 2010), the scoping review results aliibstconsidered applicable to older
adults with chronic conditions. The results cam @pply to older adults more generally.

Scoping reviews can be an effective way to dissataimformation (Arksey &
O’Malley, 2005) especially, as in this review, whéry include literature from different
fields of study. The scoping review findings canuseful to occupational therapy and
public health practitioners in suggesting areasdress. Occupational therapists may not
typically consider assessments and interventioaisatidress neighbourhood
characteristics, and public health practitionery mat usually address participation
outcomes. The findings can also be useful to patiekers in providing support for
making changes to neighbourhoods. The findingsbeamseful to researchers in
supporting funding applications.

More research into neighbourhood influences on@pation in older adults is
needed, with a focus on older adults with chrowieditions. Research in this area will be

most informative if it examines a range of neightmod characteristics and includes
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relevant covariates such as the individual's charatics and social environment.
Individual characteristics and social support areng) predictors of participation that
may overshadow the impact of neighbourhood chatiatitss. In addition, examining a
combination of factors can help to better undestae complex relationships at play.
Dimensions of participation beyond frequency andthtion can also be considered.
Participation can be assessed in terms of frequemygyment, satisfaction, importance,
variety of activities performed, and where and witiom participation occurs (Law,
2002). These different dimensions can yield différesults, for example, role
importance is distinct from satisfaction with rglerformance for older adults with
chronic conditions (Gignac et al., 2008). Partitipmamay be best measured by the
individual in terms of satisfaction, rather tharaegt external norms or standards
(Wilkie, Peat, Thomas, Hooper & Croft, 2005). Langlinal research can also help to
identify potential causes and effects, and qualgatesearch can help to understand
neighbourhood impacts in more depth. As more in&drom is gained, further steps may
include intervention studies that seek, for examgléencrease neighbourhood cohesion.
Conclusion

This scoping review showed that neighbourhood etonstatus, amenities,
mobility barriers, problems, cohesion and safegylianked to participation in older adults
with chronic conditions. These results can be usetinical practice, policy and research
regarding older adults and older adults with cheaanditions. Future research can
examine a range of neighbourhood characteristice wbnsidering the effects of the

individual's characteristics and social supportngiwudinal and qualitative research can
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also help to understand this complex area of stiRlysearch in this area has the potential
to improve participation, health and quality o€liior older adults with chronic
conditions.
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Figure 1.Literature Search Results and Reasons for Exclusio
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Table 1
Article Summaries including Neighbourhood Charast®s associated with Participation
Participation Type
Author(s)Design, N, sampl(Participation Neighbourhood Measurem: >
analysis Measurement . E _
£ = | s
o 23|18 |5
222883
Beard et [Cross-sectional [Difficulty in ADL Census data:
al., 2009 [survey. (presence of any difficull Low socioeconomic status *
N not stated in dressing, bathing, or | Residential instability *
census data. getting around inside the Racial/ethnic composition *
Age 65+ home) and community | Crime *
Multiple mobility (presence of anyMixed land use
regression, difficulty going outside | Neighbourhood decay (filthy streets,
adjusted for othenthe home alone to shop| sidewalks, distance to subway)
neighbourhood |visit a doctor’s office). | Through routes (high speed limits)
characteristics. Street characteristics (density of * *
intersections, trees on streets, close to|a bus
stop)
Social cohesion/social control *
Bowling [Cross-sectional [Physical difficulty in Neighbourhood affluence. *
& survey. ADL/IADL, frequency of| Perceptions of:
Stafford, [N=761 social activities. Social cohesion *
2007 Age 65+ Quality of facilities
Multilevel Problems (traffic, noise, crime, air quality,
modeling, djustec litter, graffiti)
for area affluence Safety *
and individual
demographics,
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health status and

optimism.
Clarke & |Cross-sectional |Assistance needed in | Census data:
George, [survey. ADL (bathing, dressing,| Housing density * 8
2005 N=415¢ eating, transferring, and| Land-use diversity *a
Age 65+ using the toilet) and Car-dependent environment
Multiple instrumental ADL (using Perception of:
regression, the telephone, driving or Safety from crime
adjusted for traveling alone on buses
demographic or taxis, shopping,
variables. preparing meals, doing
light housework, taking
medications, managing
money).
FreedmarCross-sectional [Difficulty in ADL Secondary data indicators of:
, Grafovajsurvey. (bathing, dressing, eatin Street connectivity *b
Schoeni, [N=15,48( transferring, walking, or| Population density
& Age 55+ toileting) and IADL Food store and restaurant density
Rogowski{Multilevel (managing money, using Air pollution
, 2008  modeling, adjustea telephone, managing | Access to health care
for demographicsmedications, shopping, pfmmigration
and neighbourhodcooking). Residential stability
variables. Racial segregation xcd
Age distributions
Crime rate
Area economic disadvantage *b | xbo
Haak et [Longitudinal Time 2: Time 1:
al., 2008 [survey. Level of participation in | Perceptions of neighbourhood:
N=314 performance-oriented | Living near the action

Age 80+ and livin

participation (fitness,

alone.

leisure, IADL,

Access to shops and services
Good medical services nearby
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Median diseasess#bdependence) and Close to friends and relatives * *
Correlations. togetherness-oriented | Cultural opportunities nearby * *
participation (social Neighbourliness
leisure, social activity | Local transportation *

centres, home
participation,
participation outside

home).
HovbrandExploratory Semi-structured Parks, public spaces, outdoor recreatign *
t, phenomenographinterviews focused on theareas and benches.
Fridlund, N=21 experience of Uneven sidewalks, high steps on buses.
et al., Age 82-90 participation outside the
2007 home.
HovbrandCross-sectional [Frequency of performing Perceptions of:
t, Stahl, survey. community activities ang Overall outdoor environment
et al., N=97 satisfaction with Number of problems as a pedestrian relateq
2007 Age 80+ frequency of activity. to:
Correlations Anxiety and fear (general feeling of *

insecurity; bad lighting; fear of meeting
with traffic incident; fear of falling; fear of
robbery, assaults, threats)
Risk for accident (fast traffic; dense traffic;
problems with crossing streets; signal light
crossing)
Physical barriers (high curbs; uneven *
sidewalks)

Lack of comfort (few benches)
Risk for conflicts with other unprotectec
road users (bikes, mopeds).

Keysor, [Cohort study (1 [Participation Measure farHACE subscales:
Jette, and 6 months pogPost-Acute Care Community mobility barriers * o x *©
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Coster,
Bettger, &
Haley,
2006.

hospital discharge
N=34Z
Age 18+,
mean=68, SD=14
chronic health
(44%), traumatic
orthopedic (33%)
or neurologic
(23%) conditions.
Multiple
regression adjust
for home,
technology and
social support
factors, function,
and demographic

{Jimitation in home/socia

participation and

community participation).

S

| Transportation facilitators

Keysor et
al., 2010

Cross-sectional
survey.

N=435

Age 65+ knee OA
or risk of knee OA
Multiple logistic
regression adjust
for function and
demographics.

Late-Life Disability

Instrument (daily activity

limitation and daily
activity frequency).

HACE subscales:
Community mobility barriers
Transportation facilitators.

King,
2008

Cross-sectional
survey.
N=19(

2-3 chronic

Age 65+, mean of

Frequency of communit

based activities.

conditions.

yNeighbourhood walking audits:
Sidewalk functionality

Safety from traffic

Number of destinations
Aesthetics (e.qg. litter)

Social capital (e.g. window bars)
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Multilevel Mediators tested: perceptions of:
modeling adjusted Access to amenities
for demographics Traffic and crime safety
Neighbourhood social cohesion *
LindstromCross-sectional |Frequency of engaging |Differences across 90 neighbourhoods

, Merlo, &survey. social groups.
OstergrerN=13,33¢

2002 Age 45-68
(median 57).
Multilevel logistic
regression,
adjusted for age,
gender, job status.

Richad elCross-sectional |Frequency of performing Perceptions of:

al., 2009 [survey. social activities. Sense of belonging «f
N=282 Good neighbourhood for seniors «f
Age 58+ Proximity to social network «f
Multiple Walkability *f
regression, Availability of a local transit stop
adjusted for Walking distance to services/amenities «f
demographics and Accessibility of services/amenities *
health.

Therrien |Cross-sectional |Assessment of Life HabDifferences across urban, rural and

& survey. (difficulty/type of metropolitan areas *f

Desrosiensl=35( assistance in Daily Perceptions of:

, 2010  |Age 65+ Activities and Social Access to stores «f
Multiple Roles). Access to public transportation
regression adjust Feeling of security in neighbourhood

for demographics
living situation,
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access to stores
and transportation.

White et [Cross-sectional |[Late-Life Disability HACE items:
al., 2010 [survey. Instrument (daily activity Uneven sidewalks or other walking areas
N=43¢ limitation and daily Parks and walking areas that are easy o get *
Age 65+, with  [activity frequency). to and easy to use
knee OA or risk of Safe parks or walking areas
knee OA. Places to sit and rest at bus stops, in parks,
Multiple or in other places where people walk
regression adjust Curbs with curb cuts
for demographics Public transportation close to home
comorbidities, Adequate handicap parking *
function.
Wilkie, |Cross-sectional [Keele Assessment of [Perception of:
Peat, survey. Participation item on  |Access to public transportation *
Thomas |[N=2252 mobility outside the home

& Croft, |Age 50+ (mean
2007 65) with knee pait
Logistic regressio
adjusted for
demographics,
physical function,
knee pain, health
conditions,
mobility aids and
car access.
Notes: * indicates a significant relationship. OAteparthritis; ADL=Activities of daily living; IADEinstrumental activities
of daily living; HACE=Home and Community Environnteassessment; HACE community mobility barriers:uame
sidewalks or other walking areas, parks and walkirggs that are easy to get to and easy to usepadds or walking areas,
places to sit and rest at bus stops, in parks) othier places where people walk, curbs with cutb;dHACE transportation
facilitators: public transportation that is closeypur home, public transportation with adaptatifmrpeople who are limited

—

45



Ph.D. Thesis — C. Hand; McMaster University — Rditabon Science

in their daily activities, handicap parking, haveaa available to you at your home, able to dridiagnosis is not stated then
it was not stated in article.

a=among people with functional limitations; b=nwey; c=women only; d=does not hold when contrgjlfor other
neighbourhood characteristics; e=greater mobilisribrs predict more home and social participatishivariate analyses
such as correlations/t-tests.
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CHAPTER 3: Neighbourhood Influences on Participatian in Activities among Older
Adults with Chronic Health Conditions
Preface
This chapter contains a manuscript entitled “Neailrhood Influences on
Participation in Activities among Older Adults wi@hronic Health Conditions”. The
authors are: C. Hand, M. Law, S. Hanna, S. Ellextg M.A. McColl. My contribution to
the paper was to develop the research proposé&brpedata collection and all analyses,
and write the paper. The co-authors contributeshtth of these aspects of the paper. The
proposal was approved in fall 2009, data collectiocurred in winter to spring 2010, and
analysis occurred in fall 2010 and writing occurfean fall 2010 to spring 2011. The
target journal for this paper is Health and Placeinterdisciplinary journal that accepts
articles up to 6000 words. Supplementary mateelalted to this manuscript is included
in the appendices of this thesis: Appendix A cargdhe information sheet and consent

form and Appendix B contains the questionnaire usede study.
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Abstract

We examined the relationships between perceptibnsighbourhood
characteristics and satisfaction with participaiioeveryday activities among 248 older
adults with chronic health conditions in Hamilt@ntario, Canada. We used a cross-
sectional survey to collect data regarding neighbood characteristics, social support,
social network size, and individual characteristieath analysis showed that fewer
neighbourhood problems directly predict higher lew# satisfaction with participation.
Neighbourhood cohesion indirectly predicts paratipn by predicting social support,
which predicts participation. Neighbourhood safatlirectly predicts participation by
predicting increased social cohesion and neighlmmdtamenities may influence
participation similarly. Given the significant ralanship between neighborhood
characteristics and participation, changes to tbbhaeacteristics have the potential to
facilitate participation in daily activities foraér adults with chronic health conditions.
Key Words: Participation; activities of daily li\gn human activities; chronic disease;

aged; aging; residence characteristics; sociarenment
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Introduction

The ability to participate in daily occupations Bus leisure, social and
community activities is a major part of qualitylidé for older adults (Gabriel &
Bowling, 2004; Howell & Cleary, 2007). Chronic héatonditions such as heart diseases
and arthritis are common among older adults, wstinetes of 72% of older adults
experiencing one or more chronic conditions (He@luncil of Canada, 2010). This
group often experiences difficulty participatingdaily occupations (Perruccio, Power, &
Badley, 2007), difficulties which stem from theardaction between personal
characteristics and environmental characteristiasv(et al., 1996). Supports within the
neighbourhood environment have the potential tdifate participation for older adults
with chronic conditions.

Participation is defined as involvement in a lifeeigtion (WHO, 2002) and
includes activities such as caring for oneselfjaming with others, volunteer work or
paid employment. Participation is not dependennymoysical or mental abilities, and
reflects an individual’s preferences and valuesv(keaal., 1996). In fact, despite some
variation in symptoms between people with differeémtonic conditions, type of chronic
condition does not predict participation (Cardoaket 2002). Participation also reflects
the environment in which participation takes pladeus, a person with limited physical
or mental abilities, in an environment with supp@tcharacteristics, can achieve
satisfactory participation (WHO, 2002).

Knowledge about the impact of neighbourhood factorgarticipation for older

adults with chronic conditions is limited. Studafsolder adults with and without chronic
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conditions show that perceived availability of seeg such as stores, transportation, and
health services in an area is linked to greatambparticipation (Bowling & Stafford,
2007; Haak et al., 2008; Richard et al., 2009). biié environment including good
sidewalk condition, little litter, yard maintenanead fewer window bars is related to
more participation in community activities (King)@8) and perceived social cohesion
mediates some of these relationships (King). F@esrmunity mobility barriers are
linked to lower limitation in participation (Keyset al., 2010). Self-perceived
neighbourhood safety is linked to lower frequentgw-of-home participation
(Hovbrandt, Stahl, et al., 2007) and living in aghdourhood in which people know and
trust each other is related to increased sociaicgaation (Bowling & Stafford, 2007;
Richard et al., 2009).

As outlined in Chapter 2 of this thesis, this hierre contains several gaps.
Previous studies typically addressed narrow aspdgiarticipation such as frequency of
performing community activities (Hovbrandt, Stadtlal., 2007; King, 2008) and
frequency of performing social activities (BowlidgStafford, 2007; Richard et al.,
2009). The current study focused on satisfactiah participation; although people vary
in their preferences for the frequency of partitipa satisfaction in activities is a
common goal. The current study also measured paation in a range of social,
community, and individual activities. In terms eoflMronmental data, previous studies
typically focused on perceptions of neighbourhodds,did not consider social support, a
major influence on participation (Neugebauer & K&204). One exception considered

social support (Keysor, Jette, Coster, Bettger,a&ell, 2006) but examined limited
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neighbourhood characteristics. The current studijded social support and social
network size in the analysis. The current studg aigestigated relationships between
variables, such as the possible mediating rolesbeial support and social network size
play between neighbourhood factors and participafio contrast to previous studies that
did not examine relationships between variables.

The conceptual model developed for the study di@wgrevious literature and
theory outlined in Chapter 2 in this thesis andudes perceptions of neighbourhood
characteristics, social support, social network siad satisfaction with participation.
Neighbourhood amenities, neighbourhood problemghbeurhood safety, and
neighbourhood cohesion were all expected to pr@didicipation (Glass & Balfour,
2003) and social network size (Berkman et al., 2000e four neighbourhood
characteristics were expected to covary. Socialowt size was expected to predict
social support (Berkman et al., 2000), which wasim expected to predict participation
(Fukukawa et al., 2004). Individual characteristiege subsequently added to the initial
model and were expected to predict participaticaw(let al., 1996). Specifically,
physical functional status and depressive symptaraglosely linked to participation
(Machado, Gignac, & Badley, 2008; Wilkie et al.0Z@) and need to be controlled for
when examining neighbourhood effects on particgratin addition, participation in men
and women and people of different ages may beenttad by different neighbourhood
characteristics. For example, older people mayireguore social support than

neighbourhood support to participate, comparedtoyger people. Women'’s
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participation may be more influenced by neighboothamenities compared to men.
Therefore the effects of gender and age were tastid model.

The aim of the study was to examine the relatigmbbtween perceptions of
neighbourhood characteristics on satisfaction wéHicipation in everyday activities
among 248 older adults with chronic health condgiol he specific objectives of the
study were to (1) test a model regarding the @hstiips between perceptions of
neighbourhood characteristics, the individual's@oenvironment and satisfaction with
participation in everyday activities and (2) tdst tipplicability of the model to different
genders and age groups.

Methods
Study Sample and Data Collection

The study employed a cross-sectional design usgaifaadministered, mailed
survey. Participants were recruited from two ldiagaily health practices in Hamilton,
Ontario. Patients in these practices are spreadsithe city and do not necessarily reside
in the areas near the health centres. Health cstaffedentified potential participants
through searching electronic medical records anitechanvitation letters and
guestionnaires to eligible individuals. Centre fstddo distributed questionnaire packages
in person at one health centre. Participants retbhoompleted questionnaires directly to
the researchers. One reminder postcard was sertitwduals who had not returned the
guestionnaire after 3-4 weeks. The study was aggorby the McMaster

University/Hamilton Health Sciences Research EtBiaard.
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The sample included adults age 60 years or margglin the community in
Hamilton, Ontario, with one or more of arthritiss{eoarthritis (OA) or rheumatoid
arthritis (RA)), diabetes, chronic obstructive polmary disease (COPD) or heart disease.
These diagnoses were selected because they amogh@revalent chronic conditions for
people age 65 or more (Gilmour & Park, 2006) tleateha large impact on health care
use or quality of life (Health Council of Canad@0Z). Potential participants were
excluded if they used translator services for lheadintre appointments, had a diagnosis
suggesting significant cognitive problems (e.g. detia) or lived in a supportive housing
environment such as a nursing home. In additioly, @me person per household was
invited to participate, selected at random.

Six hundred and eighty-one (681) questionnaire pge& were distributed to
potential participants (662 by mail and 19 in-adniOf these, 67 individuals were
ineligible to participate for the following reasomsckages were returned undelivered
(19 people), moved outside of Hamilton (2), resided supportive environment (6),
health centre staff reported the person did noelmne of the target chronic conditions or
had a cognitive impairment (39), and returned thestjonnaire after data collection had
finished (1). Therefore, 614 people were eligilolgarticipate in the study; 248
individuals returned a questionnaire. The respoatgewas 40%.

Measurement
Participation.
Participation can be defined in terms of sevenalafisions, including limitation,

frequency, importance or satisfaction (Law, 200}his study, participation was
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considered to be satisfaction with participatiod aras measured using the Keele
Assessment of Participation (Wilkie et al., 2008)e scale measures satisfaction with
participation in 11 life areas such as self-carebitity, work or social activities. The
scale takes into account individual characterisding abilities and environmental
supports and barriers. Questions are phrasedxé&nge, ‘During the past 4 weeks, my
home has been looked after, as and when | haveed/iaantid response options range from
1 (‘None of the time’) to 5 (‘All of the time’). Rar questions screen for applicability to
the person. Questions that do not apply are ntided in the scoring. The total score is
the mean of the relevant items’ scores. Respoosthe tscale have good test-retest
agreement (68-83%), evidence of convergent valaliy low respondent burden among
older adults (Wilkie et al., 2005).

Neighbourhood characteristics.

Four neighbourhood variables were measured: neighbod amenities,
problems, cohesion and safety. Neighbourhood amenitere assessed using the Access
to Services scale of the Neighbourhood Environiiéalkability Survey Abbreviated
version (NEWS-A) (Cerin, Saelens, Sallis, & FraB@06). This scale contains three
guestions that address walking access to stotesy; déstinations, and transit stops and is
scored on a four-point scale from 1 (‘strongly &jréo 4 (‘strongly disagree’). The total
score is the mean of the three items. The scatesighow good test-retest reliability, with
intraclass correlations ranging from 0.53-0.80 (8meon et al., 2004; Saelens, Sallis,

Black, & Chen, 2003). There is also evidence ofstautt validity, as the original NEWS
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access to services subscale was able to discrienediveen high and low walkable
neighbourhoods (Leslie et al., 2005; Saelens 2@03).

Neighbourhood problems were assessed using sixigugsibout traffic, noise,
crime, air quality, litter/ garbage, and graffilaidqwling, Barber, Morris & Ebrahim,
2006). Items are scored on a six point scale rgnigom O (‘no problem’) to 6 (‘very big
problem’). The total score is the mean of the ®ris. The neighbourhood problems
included in the scale are similar to those idesdifoy a Hamilton sample in response to
open-ended questions of neighbourhood problemssQNigt al., 2004).

Neighbourhood safety was assessed by a two-itel®a addressing safety at night
and during the day (Young, Russell, & Powers, 208)ghbourhood cohesion was
assessed by a seven-item scale that includes op®esélated to trust and reciprocity
among neighbours (Young et al., 2004). Respongeraptor both scales range from 1
(‘strongly agree’) to 5(‘strongly disagree’). Thatdl scores are the means of the scale
items. The two scales measure distinct conceptsigradults and older women, shown
through two factor analyses (Turrell, Kavanagh, édbf&manian, 2006; Young et al.,
2004). Construct validity was also demonstratethat neighbourhood cohesion
increases as years lived in the community increasdsafety increases as area of
residence moves from urban to rural to remote (goetral., 2004).

Social environment.

Social support and social network size were medsuith the Medical Outcomes
Study Social Support Survey (Sherbourne & Stevi®®,1). Nineteen items measure

social support. Respondents state how often vatiges of support are available, from
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five options ranging from “None of the time” (1) tall of the time” (5). Social support
item scores are added to form subscales and the ofi¢he subscale scores forms the
total score, rescaled to 0-100. Only the total seeas used in this analysis. One further
guestion assesses social network size by asking #iw person’s number of close
friends and relatives. The Social Support Survesyhhgh internal consistency (0.97) and
one-year test-retest reliability (0.78) (Sherbougngtewart). Convergent validity testing
showed that responses correlate moderately witlittess, mental health, and family
functioning. Discriminant validity testing showduht responses correlate at a low level
with physical symptoms, role limitations and paaverity (Sherbourne & Stewart).

Individual characteristics.

Depressive symptoms were assessed using the GanEpidemiologic Studies
Depression Scale — short version (CESD10) (Andrddaimgren, Carter, & Patrick,
1994). The scale includes 10 items that measugeércy in the past week of
experiences such as hope, restless sleep or happResponse options range 0 (‘none of
the time’) to 3 (‘most of the time’). The total seds generated by summing the item
scores (Radloff, 1977). The CESD10 has good tésstreeliability (r=.71) and
agreement for presence of depression betweenitieadrCESD and the CESD10 is
good (Kappa=.97) (Andresen et al., 1994). The nagCESD has sensitivity of 100%
and specificity of 88% for detecting major depreaqiBeekman, Deeg, Van Limbeek,
Braam, De Vries, & Van Tilburg, 1997) and corretateoderately to strongly (r=.51-.72)

with measures of psychological distress (Radld@# 7).
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Physical function was assessed using the Medicadldnes Study 10-item
Physical Function scale (PF10) (McHorney, Ware,&sgRaczek, & Lu, 1992). Items
assess limitation in performing physical tasks ttukealth problems such as vigorous
activities, lifting/carrying, climbing stairs, walg and bathing/dressing. Response
options range from 1 (‘limited a lot’) to 3 (‘natlited at all’). The raw score is the sum
of the item scores and is converted to a standaddizore ranging from 0-100. The PF10
has shown good test-retest reliability (r=0.81)aBer et al., 1992) and it discriminates
between people with minor or serious chronic mddiocaditions (McHorney et al.,
1992).

Socio-demographic information collected includeds®hold income, education,
age, gender, and presence of 17 chronic condi(®tagistics Canada, 2003).

Ten older adults pilot-tested the questionnaire@rdmented on question clarity,
comfort level in answering questions, and any ckangeeded. They reported the
guestions were clear and easy to answer and seggasiy minor spelling and
formatting changes.

Data Analysis

Descriptive statistics and missing data analysisewempleted using the
Statistical Program for the Social Sciences (SR8&)jon 18. The data were then
analyzed with path analysis using Mplus versiord 5R2ath analysis is an appropriate
technique for this study due to its ability to teshceptual models (Raykov &
Marcoulides, 2006). The covariance matrix generatad individual data was analyzed

and maximum likelihood estimation was used to esitnparameters. To minimize
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differences in the variables’ variances and availilife of iterative estimation, the social
support scale, CESD10 and PF10 were rescaled# sc@le as recommended by Kline
(2005). The social support scale scores were diMye20, the CESD10 scores were
divided by 6, and the PF10 standard scores werdathby 20 (Kline). Analysis occurred
in two stages. Stage 1 involved a model with nedginbood, social environment and
participation variables as described in the con@dphodel above. Analysis involved the
following steps: estimate the model; examine inglicemodel fit and the correlation
matrix; adjust the model as suggested by the aisadysl in congruence with theory; re-
examine indices of model fit and the modificatiodex and adjust as needed. Stage 2
built upon Stage 1 by adding physical function degdressive symptoms to the model
based on theory and the correlation matrix. Stagea®ysis involved estimating the
model, examining indices of model fit and the mmdifion index and adjusting as
needed. Fit of the Stage 2 model to age and gesutbggroups was tested using the Chi-
squared difference test. One path coefficienttaha was free to vary between groups,
while the remaining parameters were constraindzetequal between groups.

A sample size of 248 individuals was adequateHfergath analysis. The ratio of
participants to unknown parameters should be at Ea (Kline, 2005) and up to 10:1 as
a cautious estimate (Raykov & Marcoulides, 2008k Tinknown parameters in a path
analysis model are: the variances of the exogefindspendent) variables, the variances
of the disturbances for endogenous (dependenghlasg, the path coefficients and the

covariances between variables (Kline, 2005). Thdehm stage 2 had 31 unknown

58



Ph.D. Thesis — C. Hand; McMaster University — Relitabon Science

parameters, leading to a ratio of 8:1 participémtsarameters. The subgroup analysis
contained 41 unknown parameters, leading to a cdttol participants to parameters.

The participation and social support data demotestreeiling effects, violating
the assumption in path analysis that dependerahas are normally distributed (Kline,
2005). An alternative method of analysis to coptnthis issue involved designating
these variables as censored. Analyzing the imti@adlel in this way produced parameter
estimates that were very similar to analysis withmansoring (standardized differences
of approximately 0.02). Considering that maximukelihood estimation can give
reliable estimates of path coefficients for nonmalk data but fit indices may be slightly
inflated (Kline, 2005), no changes were made tcathaysis plan.

Missing data were handled through two methods0%2r less of a given scale
was missing, then the mean score across partisipeag imputed for the missing items,
an acceptable method for small amounts of missatg (Brick & Kalton, 1996). Scales
that had enough items (5 or more) to qualify foputation were: neighbourhood
cohesion, neighbourhood problems, participatiolysmal function, depressive
symptoms, and social support. If greater than 20%bszale’s items were missing, then
the remaining scale data was discarded. Variabigsnussing values were then handled
by estimation of the covariance matrix and meamsdpath analysis using full
information maximum likelihood estimation (KlineQ@5). This type of estimation
requires the assumption that the missing datassing at random (Kline, 2005).

Approximately 80% of participants answered all quesaire items. Aside from

demographic questions, approximately 86% of pgicis answered all items. Each item
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had up to 4% missing, with the exception of the@me item which 12.5% of participants
left blank. The most common missing data patteats 12 items missing per person.
This pattern of a low proportion of missingnesseach item and a high proportion of
participants that answered all questions suggkstmissing at random assumption is
valid. Imputations were made on 40 scales and deellbl individual items within
scales. After imputation, the total scores for €48 scales were calculated as usual and
were included in the subsequent path analysis. fd@taa further 20 scales across all
participants that had greater than 20% of itemsimgswas discarded. Values for these
variables were estimated during path analysis usiagnaximum likelihood method.
Results

The sample included slightly more women than meahranged in age from 60-
94 years. The participants had an average of 1tlBedfour target chronic conditions
(arthritis, diabetes, COPD or heart condition; dead deviation=0.9) and 90% of the
sample had 2 or more of the 17 chronic conditi@sessed. Roughly half of the
participants had completed high school in educadiah had a yearly household income
of less than $40,000 (see table 1). In generaliggzants reported high satisfaction with
participation. Sixty-three participants (25%) repdrthe maximum score for
participation. Participants also reported high Iewé social support, good
neighbourhood cohesion and safety, low number®igihtourhood problems, and good
access to services. The neighbourhood amenitieesamn and safety scales are scored
such that higher scores indicate lower levels ohe@ncept. Table 2 contains descriptive

information about the individual and neighbourheadables.
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Stage 1 — Neighbourhood and Social Variables

The data showed poor fit to the theory-based caneémodel. The Chi-squared
value was quite high (31.9, df=5) and the root m&gumare error of approximation
(RMSEA) suggested poor fit (.147, 95% confidenderwal = .10 - .20). Examining the
correlation matrix (Table 3) suggested that thera dlirect link between neighbourhood
cohesion and social support (r=0.382) and previessarch has shown that
neighbourhood cohesion can mediate the relatiortsdtipeen neighbourhood problems
and participation (King, 2008). Therefore Model dsshypothesized as shown in Figure
1. The fit indices suggest that the data fit thesded well, with a Chi-squared value of 2
(4 degrees of freedom) and an RMSEA of 0.0. SeéeTalor details. The modification
index did not suggest any further changes to thdeino

The model shows that neighbourhood problems aeettly related to
participation. A lower neighbourhood problems sdeegls to greater satisfaction with
participation (r=-0.19). Two indirect pathways letkneighbourhood characteristics and
participation. Neighbourhood amenities, safety emloesion scales are scored such that
lower scores indicate greater presence of thesadesistics. Neighbourhood amenities
and neighbourhood safety both predict satisfaatith participation through
neighbourhood cohesion and social support. Sog@dat is also an important predictor
of satisfaction with participation (r=0.39). Modekxplains 26.5% of the variance in

participation.
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Stage 2 — Neighbourhood, Social and Individual Vaables

Depressive symptoms and physical function were d¢lniélodel 1 and were
expected to directly influence satisfaction withitjggpation. Depressive symptoms were
also expected to covary with physical function arith social support. The correlation
matrix suggested that there is also a relationseiveen social support and physical
function. The influence of physical function onisttction with participation may be
mediated by social support, so Model 2 included talationship (Figure 2). The fit
indices suggest that the data fit this model weillh a Chi-squared value of 188
degrees of freedom) and an RMSEA of 0.7 (see #lbbe details). A model (not shown)
that did not include any relationship between ptaisiunction and social support had a
Chi-squared value of 39.4 (9 degrees of freedoupparting the idea that social support
mediates the relationship between physical fundciiae participation. The modification
index and existing literature did not suggest arcleay to improve Model 2, so it was
accepted as the final model.

Model 2 shows that higher physical function (r=0.8nd lower depressive
symptoms (r=-0.20) predict higher satisfaction vg#rticipation and that neighbourhood
characteristics and social network size continyeréalict satisfaction with participation
as in Model 1. In Model 2, the influence of sodapport on satisfaction with
participation decreased from 0.39 to 0.18. Thedstatized coefficients in Figure 2 show
that individual characteristics have a greatewumfice on satisfaction with participation

than neighbourhood characteristics or social suppor
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Table 5 summarizes the standardized direct, inglieex! total effects of each
variable on satisfaction with participation. Théatstandardized effects on participation
of physical function, depressive symptoms, soaigb®rt and neighbourhood problems
are similar to the direct effects noted in Figurdéong the variables with only indirect
effects on participation, higher neighbourhood safeohesion and larger social network
size have small, significant indirect effects ontiggpation. The indirect effect of
neighbourhood amenities on participation did nathestatistical significance. Model 2
explains 43.5% of the variance in satisfaction vadinticipation.

Fit of Model 2 to Sub-groups

In comparing men and women (n=248), model fit wgniScantly improved
when the relationship between neighbourhood problend satisfaction with
participation was free to vary between groups €tjuare difference=4.1, 1 degree of
freedom change). In this case, neighbourhood pnablgere not associated with
participation for men, while the standardized patenfor women increased to -0.22
(p=0.00), compared to the single-group model coieffit of -.15. In all other respects,
Model 2 fits both genders equally well.

To compare different age groups (n=247), the sanvpkesplit into two groups:
60-72 years and 73+ years (the mean and medianagedoth 73 years). Model fit was
significantly improved when the correlation betweewial support and depressive
symptoms was allowed to vary between groups (chaszdifference=4.5, 1 degree of

freedom change). For the participants aged 60-@Bsy¢he standardized parameter
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decreased from -0.32 to -0.38 (p=0.00). For thé@pants aged 73 years or more, the
standardized parameter increased from
-0.32 to -0.26 (p=0.00). Model fit was also imprdwehen the correlation between
neighbourhood safety and problems was free to batween groups (chi-square
difference=5.3, 1 degree of freedom change). Feytunger age group, the standardized
parameter increased from 0.53 to 0.58 (p=0.00)anthe older age group the
standardized parameter decreased from 0.53 to(g=000). In all other respects, Model
2 fits both age groups equally well.
Discussion

The study results indicate that neighbourhood cheristics are related to
satisfaction with participation when accounting tioe effects of the social environment
(social support and network size) and individualitations (physical function and
depressive symptoms). Specifically, fewer neighboad problems directly predict
higher levels of participation. Good neighbourhsafety and cohesion indirectly predict
higher levels of participation to a small degrelee Tndirect effect of neighbourhood
amenities on participation did not reach stati$sagnificance. The strongest direct
predictor of satisfaction with participation wasypltal function, followed by depressive
symptoms, social support, and neighbourhood proflé&mong the variables with only
indirect effects, greater neighbourhood safetyesaim and larger social network size
have similar, small effects on satisfaction withtjggpation. The final model fit age and

gender subgroups well, with minor differences ia thodel between groups.
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Previous studies have identified that a range mfhfmurhood characteristics are
related to frequency of or limitation in overalbramunity or social participation. The
current study adds to this evidence by showingdhange of neighbourhood
characteristics are related to another domain diggaation, that is, satisfaction with
participation. A previous study examined satisfattivith participation, but the only
neighbourhood characteristic measured was accgastiz transportation (Wilkie, Peat,
Thomas & Croft, 2007b). In addition, the currentdst controlled for the influence of
social support on participation, in contrast to tretgdies in this area, and therefore
provides stronger support regarding the relatignbetween neighbourhood
characteristics on participation. Finally, thisdstudentified potential pathways through
which neighbourhood characteristics may influenadigipation. Neighbourhood
amenities and neighbourhood safety predict neigtifmmd cohesion, which in turn
predicts social support, which predicts satisfactath participation.

The finding that neighbourhood problems such dédraoise, graffiti and litter
directly predict participation supports a studykigg (2008) that found that litter, yard
maintenance, and window bars are linked to frequehgparticipation in community
activities. The current study also found that nbmlirhood problems decrease
satisfaction with participation independent of fdagurhood cohesion. This is in contrast
to King who found that perceived social cohesiomiais the relationship between
objectively measured neighbourhood problems argu&ecy of participation. The
neighbourhood problems identified by King includead maintenance, window bars,

and litter, and these were each analyzed sepafatetyeir influence on participation. In
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the current study, problems were grouped into kegbat included issues such as traffic,
noise, crime, air quality and graffiti. These issneay have a smaller impact on social
cohesion than yard maintenance or window bars amdeaxrplain the difference in
findings.

The findings show that presence of stores and @ilaees in the neighbourhood
and a sense of safety in the neighbourhood pradiense of social cohesion. This social
cohesion may create opportunities for social supmdrich in turn predicts satisfaction
with participation in daily activities. Greater khof social support is also predicted by
larger social network size. These findings fit wptlevious research that showed that
frequency of social participation is related togeéved availability of amenities (Bowling
& Stafford, 2007; Haak et al., 2008; Richard et 2009), perceived neighbourhood
safety (Freedman et al., 2008; Hovbrandt, Staldl.e2007), and perceived
neighbourhood cohesion (Bowling & Stafford, 200 dg 2008, Richard et al., 2009).
These studies did not, however, examine social@tgg a mediator of these
relationships.

Contrary to predictions, neighbourhood safety amératies did not appear to
relate to social network size, although neighboachcohesion did relate to social
network size. One possible explanation is thatht®agrhood characteristics may
influence aspects of social networks other thae, sach as interconnections within a
group. Another explanation could be that socialvoek size can be influenced by many

factors external to neighbourhoods, such as invoére in workplaces, community
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groups, or number of children. Neighbourhood charatics may therefore play a
relatively minor role in social network size.

All variables in the models have significant redaships with at least one other
variable. Model 1, containing neighbourhood andadactors, explained a relatively
high proportion of the variance in satisfactionhwsiarticipation (26.5%). Adding
personal factors to the model explained 43.5% ef#riance in satisfaction with
participation. The high proportion of variance thadel 2 explained was somewhat
surprising, given the complexity of participation.

Gender and age did not appear to influence modslifistantially. Satisfaction
with participation among men was not predicted éighbourhood problems, whereas
the reverse was true for women. Women may notigghbeurhood issues such as traffic,
noise, crime and litter more than men and therefestict their participation within their
neighbourhoods. The relationship between socigd@i@nd depressive symptoms was
stronger for the younger age group, suggestingahaeople age, factors aside from
depression such as proximity of children may beamelated to social support. Given the
small difference between age groups, this hypashesjuires further testing.

Strengths and Limitations

The strengths of this study include assessmentwfa@mental as well as
personal determinants of participation, use of patdlysis, and a relatively good
response rate. One limitation includes the lac#tetéil about neighbourhood amenities.
Information about specific amenities in an area thay affect participation could be

useful, as in one qualitative study that found thexiches are important in supporting
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participation for older adults (Hovbrandt, Fridlyred al., 2007). In addition, social
networks were measured in terms of size only, atchakt include other aspects such as
intimacy or frequency of contact (Berkman et al0@). For that reason social network
may have been a less major part of the model. ditiad, the generalizability of the
results may be limited because the sample inclpdeicipants with relatively high
satisfaction with participation, a finding that Haeen reported in similar studies (Wilkie
et al., 2005). It is likely that people with lowgarticipation levels were eligible for the
study yet declined to take part for various reasbasking at demographic
characteristics, the current study’s sample haeit@ducation and higher income
compared to Hamilton and Canada. In the curremtyst26% of participants had
achieved a post-secondary trade, degree or catéfiszvhereas 37% of people age 65 or
more in Hamilton had achieved this level of eduwra(Statistics Canada, 2006a). The
proportion is similar across Canada (Statisticsadan2006a). The median income of
participants in the current study was $30,000-$89, whereas the median income of
people age 65 or more in Hamilton was $22,856 ar€hinada was $20,429 in 2005
(Statistics Canada, 2006b). These statistics stutjgetsthe current study’s sample is
somewhat different from the Hamilton and Canadiapytation. One further limitation is
that the neighbourhood, participation and socippsut scales skew toward the positive
end of the scales. This limited variability of resges can bias path coefficients toward

zero, thus underestimating the impact of the inddpet variables upon participation.
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Implications

Because this study focused on the individual’ss&attion with engagement in
daily activities, the results shed light on potahtvays to improve daily life for older
adults with chronic conditions. Neighbourhood chesgould include removing or
decreasing litter, traffic, and graffiti. Publicdith and health care professionals could
implement programs to increase neighbourhood cohgesuch as drop-in centres. Policy
changes could be made to increase the presenceewitées in a neighbourhood. Health
care professionals can also encourage their clierdsnsider moving to neighbourhoods
that would better support their satisfaction withrtgzipation, while also considering the
stress and dislocation of moving to a new placés $tudy also highlights the fact that
individual abilities have the greatest impact ots$action with participation and that
health professionals can continue to address iddals’ limitations. It seems clear,
however, that a focus on both individual and envimental factors is needed to optimize
satisfaction with participation for older adultstivchronic conditions.

Future research in this area could include detangitihe specific neighbourhood
amenities that may influence satisfaction with iggraition, whether perceptions are
congruent with objective measures of neighbourhd@tacteristics, and confirmation of
the models described here. Next steps could indhagtudinal research to examine
causality and participatory research to createhtmgrhood change.

Conclusion
This study explored the neighbourhood predictorgarficipation in a new way

by examining the domain satisfaction with partitipa, considering neighbourhood
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characteristics, social support and personal cheniatics together, and investigating
possible pathways to participation. The resultsceu@ that increased neighbourhood
safety and cohesion and decreased neighbourhobteéprs each independently predict
satisfaction with participation. Social cohesioml @ocial support mediate the
relationship between neighbourhood safety andgaatiion. Individual characteristics
were the strongest predictors of satisfaction dtticipation, followed by social support
then neighbourhood characteristics. The resultyydppnen and women and younger
and older age groups. Modifying neighbourhood ctionis to better meet personal needs
may help to facilitate satisfaction with particiiet for older adults with chronic
conditions.
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Table 1

Participant Characteristics

Age (mean, standard deviation) 73 (7.6)

Number of chronic diseases 3.7 (1.8)
(mean, standard deviation)

Gender Frequency (%)
Men 104 (41.9)
Women 144 (58.1)
Highest Education Attained Frequency (%)
Elementary/some highschool 68 (27.4)
Highschool 54 (21.8)
Some college/university/trade 54 (21.8)
Trade school/college 40 (16.2)
University 26 (10.5)
No answer 6 (2.4)
Yearly Household Income Frequency (%)
(Canadian dollars)

Less than $20,000 52 (21.0)
$20,000 to $39,000 76 (30.6)
$40,000 to $59,000 50 (20.2)
$60,000 to $79,000 18 (7.3)
$80,000+ 21 (8.5)

No answer 31 (12.5)
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Table 2

Neighbourhood and Individual Variable Scores

Variable N Mean (SD) Median Possible Range
Individual variables:

Participatiofi 247 4.3(0.7) 4.5 1-5
Physical functioh 248 20.7 (5.6) 21.0 10-30
Depressive 243 8.1(5.4) 7.0 0-30
symptom$

Social suppoft 245 74.1(25.2) 80.3 0-100
Close friends/family 242 9.4 (12.6) 6.0
Neighbourhood variabl&s

Cohesion 244 2.3 (0.7) 2.1 1-5
Safety 246  2.1(0.9) 2.0 1-5
Problems 245 15(1.4) 1.2 0-6
Amenities 246 1.8(0.7) 1.7 1-4

#Higher scores are better.
® Lower scores are better.
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Significant (p<=0.05) Correlations between Variable

Participation Social

Social Cohesion Safety

ProblemsServices Depression

Support Network
Size

Social 0.45
Support
Social 0.17 0.30
network
size
Cohesion | -0.27 -0.38 -0.22
Safety -0.29 -0.18 0.43
Problems | -0.31 -0.17 0.30 0.53
Amenities 0.27
Depressive| -0.49 -0.48 -0.17 0.24 0.28 0.32
symptoms
Physical 0.53 0.31 0.18 -0.20 -0.13 -0.16 -0.36
function

Note: Correlations are based on data in which mamirtikelihood estimation was used to estimate mgssi

data.
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Table 4

Models 1 & 2 Fit Indices

Fit Index Criteria Model 1 Model 2
Chi? Minimize 2.0 (df=4) 18.9 (df=8)
CFI >9=good fit 1.0 97
RMSEA <.05=close fit 0.0 0.07
(90%Cl) >1=poor fit (0.0-0.07) (.03-.12)

R? Maximize 265 435
participation

4Chi’= Chi-squared test of model fit, CFI=comparativérfdex,
RMSEA=root mean square error of approximation,
R°=variance accounted for by model.
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Figure 1.Model 1
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Note: Standardized parameters (standard erroprasented. Solid lines represent
relationships significant atp05; dashed lines represent non-significant relghgs.

Lower neighbourhood amenities, safety and cohestores indicate greater presence of

these characteristics.
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Figure 2.Model 2
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Note: Standardized parameters (standard erroprasented. Solid lines represent
relationships significant atq05; dashed lines represent non-significant relatqs.

Lower neighbourhood amenities, safety and cohestones indicate greater presence of

these characteristics.
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Table 5

Standardized Direct, Indirect, and Total Effect®ath Variable on Participation

in Model 2

Variable Direct effect  Indirect effect Total effect
Neighbourhood cohesion -0.06 -0.05* -0.1%1
Neighbourhood safety -0.02 -0.04* -0.06
Neighbourhood problems -0.15* -0.01 -0.16*
Neighbourhood amenities ~ -0.03 -0.08 -0.06
Social support 0.18* 0.00 0.18*
Social network size NA 0.03* 0.03*
Depressive symptoms -0.20* 0.00 -0.20*
Physical function 0.37* 0.05* 0.42*

NA: path not specified in model; *p=<.05; a: .05<p<

84



Ph.D. Thesis — C. Hand; McMaster University — Relitabon Science

CHAPTER 4: An Examination of Social Support Influences on Participation for
Older Adults with Chronic Health Conditions
Preface

This chapter contains a manuscript entitled “Anrieation of Social Support
Influences on Participation for Older Adults witini@nic Health Conditions”. The
authors are: C. Hand, M. Law, M. A. McCaoll, S. Hanand S. Elliott. My contribution
to the paper was to develop the research progesidgrm data collection and analysis,
and write the paper. The co-authors contributeshtth of these aspects of the paper. The
paper reports on the same data as the paper ine€tsa@ he analysis and writing was
completed from January to April 2011. The targetjal for this paper is Disability and

Rehabilitation. This journal accepts articles uabout 6000 words.
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Abstract

Social support can improve participation in evegydetivities among older adults
with chronic health conditions, but the specifipeg of support that are needed are
unclear. Purpose: This study examined the typssahl support that most strongly
predict participation in everyday activities anéexned whether presence of a spouse or
partner and number of close friends predict s@tipport. Method: Two hundred and
twenty-seven (227) participants completed a crestienal survey. The sample included
adults age 60 or more years with arthritis, diagetbronic obstructive pulmonary
disease, and/or heart disease. Participation wasedeas satisfaction with participation
in 11 life areas. Social support was defined adahéty of tangible, affectionate,
emotional/informational and positive social intéraic support. Results: Multiple
regression analyses showed that participants wiaeped greater tangible support and
positive social interaction support had higherssagtion with participation than
participants with lower levels of these types gipurt. Presence of a spouse/partner and
number of close friends and relatives predictedasscapport. Conclusions: Both tangible
and social interaction support can be consideradforts to facilitate satisfaction with
participation for older adults with chronic condits. Policy and programs can be
implemented to build social networks for and previdore assistance to this population.
Keywords: Participation, daily activities, chronic diseasklen adults, social support,

social environment
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Introduction

Chronic health conditions affect many areas oftheahd quality of life. Presence
of chronic conditions increases health care usantljaccounts for 60% of deaths
worldwide [2]. Older adults with chronic health ditions also have difficulty
participating in everyday activities [3],[4], affieng their quality of life and ability to
contribute to their communities. Social support taprove participation in everyday
activities among older adults with chronic healbimditions [5] but the specific types of
support that are needed are unclear. Identifyiegyhes of social support that impact
participation can provide information for progratamqming and policies regarding
participation.
Social Support

Social supports are resources that an individuagives from other people and
can be categorized as emotional (usually givendofidant or intimate person),
instrumental (e.g. help with meals or errands)yaigpl (help in decision making), and
informational (advice and needed information) fhother method of categorizing social
support has been suggested by Sherbourne & StEfjéinat includes tangible (same as
instrumental), affectionate (providing affectioajnotional/informational and positive
social interaction support (having others for compaship). Berkman and colleagues’
[6] conceptual model of social networks and hesi#ites that social networks lead to
social support, which in turn leads to better heaocial networks are composed of

different types of people such as a confidantesecfdends and close family [8].
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Cohen and Wills [9] suggested two related thedhas could explain the
relationship between social relationships and hettie main effect model and the stress-
buffering model. The stress-buffering model positg social support influences health
by decreasing the detrimental effects of stressonsealth, while the main effect model
suggests that social support influences healtltidjrerhis study will test the main
effects of four types of social support on partaipn.

Participation

The International Classification of Functioning sBibility and Health (ICF)
defines participation as engaging in a life sitiatisuch as caring for oneself, home
maintenance, caring for others, work, volunteerorgsocial activities [10]. Participation
in social, economic, cultural, spiritual and ciwiairs is considered a key part of healthy
and active ageing [10]. Within the ICF, particijatiis influenced by an individual’s
health condition(s), personal characteristics,@amdronment, which includes social
support and relationships with others. There isamsensus about the operational
definition of participation. Researchers commonkasure participation in terms of
limitation [11], frequency [12], and satisfactiol3]. Further dimensions include
importance, variety of activities, and where anthwhom participation occurs [14].

Research regarding social support and participaénds to focus on overall
social support or tangible/instrumental social gupprhis focus is in contrast to studies
of social support and other aspects of health, asatepression, that have examined
several types of social support together (e.gJ])[Beveral studies have demonstrated

significant links between higher levels of ovesaitial support and participation in older
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adults with chronic conditions. Higher perceivediabsupport is associated more self-
care behaviour in older adults with arthritis [16pw perceived adequacy of support is
related to subsequent ADL impairment in older alwlho underwent heart surgery [17].
High perceived adequacy of social support can pt@gainst limitations in ADL in
people with depression [18]. Social support can alediate the relationship between
health problems and participation [19]. In addititarge social networks are associated
with social participation among older adults witir@nic conditions [20] possibly due to
the increased social support that large social odsvprovide.

Research regarding tangible/instrumental socigbst@nd participation has
shown that availability of instrumental family supppredicts participation in people
with rheumatoid arthritis [5] and instrumental apdlity of social support predicts
community participation among people with strokg][2

Many of these studies examined ADL participatiohjlevother studies have
examined more social forms of participation. Faaraple, one study showed that higher
perceived social support is associated with volenng at a senior centre [22]. These
findings highlight one of the difficulties in stuithg social support; the direction of
effects is unclear. Social support may encouragecpation, and conversely,
participation may provide social support. Theosash as Berkman and colleagues’
model [6] described above can help to interpretdihection of effects.

More research regarding the types of support thpact participation among
older adults with chronic diseases is needed. Deneng the types of support that are the

strongest predictors of participation can idendifgas in which social support
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interventions may be most effective in improvingtggpation, and conversely, areas in
which interventions may not be needed.

The aim of this study was to examine the typesoiad support that most
strongly predict satisfaction with participationaaeryday activities and to examine
predictors of social support for older adults witironic conditions. The research
guestions were: What types of social support arst madated to satisfaction with
participation in older adults with chronic condiig® Does presence of a spouse or
partner and number of close friends predict satigport?

Methods
Participants and Procedure

The study involved a cross-sectional survey thak f@ace from January to May
2010. Participants were registered at one of twgeld&amily health practices in Hamilton,
Ontario, Canada. Patients were eligible for thesititheir medical record showed that
they had one or more of arthritis, diabetes, clrobistructive pulmonary disorder, or
heart disease and were 60 or more years of agatiQumeaire packages and one reminder
postcard were distributed to 681 potential paréinis. Participants then returned the self-
completed survey. Potential participants were sylsetly excluded if they had moved
outside of Hamilton (2 people), they resided iruesimmg home/other supportive
environment (6), their package was returned undedd (19), they were identified by
health centre staff as not having one of the tacgeinic conditions or having a cognitive
impairment (39) or they returned the questionnafter data collection had finished (1).

Thus 614 individuals were eligible to participaBmmpleted questionnaires were
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received from 248 individuals for a response ré&#086. Ethical approval for the study
was given by the McMaster University Research EtBioard.
Measures

Social support.

Social support was measured with the Medical Oue8tudy Social Support
Survey [7]. Nineteen items measure four categarie®cial support: tangible support,
emotional or informational support, affectionat@sort, and positive social interaction
support. Respondents state how often various typssgpport are available, from five
options ranging from “None of the time” (1) to “Adf the time” (5). Subscale scores are
the sum of subscale items, rescaled to 0-100. Sanephs for each type of support
include ‘Someone to help you if you were confinedéd’ (tangible support), ‘Someone
to give you good advice about a crisis’ (emotian&dmational support), ‘Someone who
shows you love and affection’ (affectionate supp@md ‘Someone to have a good time
with’ (positive social interaction support). Thectd Support Survey was designed for
use with individuals with chronic illness and haghhinternal consistency overall and
within subscales (alphas range from .91- .97)Tékt-retest reliability over one year
range from 0.72-0.78 overall and for the subsc&lgglence of convergent validity
shows that responses correlate moderately witHitass, mental health, and family
functioning. Evidence of discriminant validity shewow correlations with physical

symptoms, role limitations and pain severity (r24.to -0.30) [7].
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One item on the Social Support Survey was useddess the number of close
friends and relatives reported by an individual Marital status was assessed by the
guestion ‘Do you have a spouse or partner?’

Participation.

Participation was operationalized as satisfactigh participation and was
measured using the Keele Assessment of ParticipftR]. The scale is based on the
domains of the International Classification of Rimre, Disability and Health [23] and
includes 11 questions about life areas such asas#f mobility, work or social
activities. Sample questions include ‘During thetphweeks, my home has been looked
after, as and when | have wanted’ and ‘During thst @ weeks, have you taken part in
social activities, as and when you have wanted3pBese options range from 1 (‘None
of the time’) to 5 (‘All of the time’). Four quesitns also include a screening question
about whether the person chooses to take pareiadtivity. Questions that do not apply
are not included in the scoring. The total scotbésmean of the relevant items’ scores.
Among adults 50 years and over, responses to #le Bave good test-retest agreement
(68-83%), evidence of convergent validity and l@spondent burden [13].

Individual characteristics.

Individual characteristics that could be confousdarthe relationship between
social support and participation or are strong fgteds of participation were assessed.
These include age, gender, number of chronic camdit depressive symptoms and
physical function. Number of chronic conditions veasessed using a list of 17 common

conditions [24]. Depressive symptoms were assassied the Centre for Epidemiologic
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Studies Depression Scale — short version (CES[ZH)) Ten items assess experiences
such as depression, restless sleep or happinessti@hs ask about the frequency of each
experience in the past week and response optioge & (‘none of the time’) to 3 (‘most
of the time’). The total score is generated by sumgrthe item scores [26]. The CESD10
has adequate test-retest reliability (r=.71) armvshgood agreement with the original
CESD for presence of depression (Kappa=.97) [2B¢ driginal CESD has sensitivity of
100% and specificity of 88% for detecting major igion [27]. It also shows evidence
of convergent validity, in that it correlates maatety to strongly (r=.51-.72) with
measures of psychological distress [26]. Physizattion was measured using the
Medical Outcomes Study Physical Function scale (P 28]. Ten items assess
limitation in performing physical tasks due to hbearoblems such as running,
lifting/carrying, climbing stairs, and walking obdock. Response options include 1
(limited a lot), 2 (limited a little) and 3 (nonited at all). The total score is the sum of
the item scores. The PF10 has shown good test-retedility (r=0.81) [29] and it
discriminates between people with minor or seridusnic medical conditions [28].
Analysis

Bivariate analysis of the four types of social sopppnumber of close friends and
relatives, presence of a spouse or partner anttipatton was completed. Multiple linear
regression was used to estimate the independestiassns between participation and
the types of social support that were significastiyrelated with participation. The first
block of variables included the four types of sbsigport. Age, gender and number of

health conditions [30] may influence both socighsort and participation, so the second
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block of variables included these covariates. Degpive symptoms [31], [32] and

physical function [3], [33] are strong predictofgarticipation that may influence social
support or be influenced by social support. Thesevincluded in the third block of
variables. A second regression analysis used sagpglort as the dependent variable and
examined the relationship between marital statdsrammber of close friends and
relatives and social support (block 1). Maritatssaand number of close friends and
relatives were each expected to predict socialatgmd therefore predict participation
indirectly [6], [8]. Only the types of social suppthat significantly predicted

participation were analyzed in this second set oflels. Covariates included age, gender,
and number of chronic conditions (block 2). Depressymptoms and physical function
were not included in the second analysis as theyar as strongly related to social
support as to participation. Multicollinearity stdics were used to examine high
correlations between predictor variables. Plotesiduals against predicted value and
histograms of residuals were examined to determwlation of the assumptions of
regression, specifically, equality of variance aodmality of residuals [34]. SPSS 19.0
was used for all analyses.

The Keele Assessment of Participation, Social Stfarvey, PF10, and
CESD10 each contained some missing data. If 20R#serof a scale’s items were
missing, the sample mean for the missing item wygmited [35] and the total scale score
was computed as usual. Data was imputed into 28ssaad involved 23 participants.
The scales were the Keele Assessment of Partigip@di participants), Social Support

Survey (13 participants), PF10 (3 participants) @xbD10 (8 participants). If greater
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than 20% of a scale was missing, the total scaleeseas not computed and the variable
was considered missing. Participants with missiagables were dropped from the
analysis. Twenty-one participants were excludedtdurissing data on one or more of
the analysis variables and the final sample indugiz7 participants. Differences between
included and excluded participants were comparewugests for continuous variables
and chi-squared tests for categorical variables.ifbluded and excluded participants
did not differ significantly on any demographiclegalth characteristic or study variable.

The regression models involved up to 9 predictorabdes. With a power of 0.80
and a level of significance of 0.05, 204 subjeatsenrequired to detect small/medium
effect sizes (&=0.08) [36].

Results

Characteristics of the Sample

Table 1 shows the characteristics of the sample.sBimple included slightly
more women than men. Participants reported a vadge of income levels and roughly
half the sample had a household income of less$4ar000 per year.
Participation and Social Support

The relationships between satisfaction with pgréiton and the four types of
social support and social network size were fixstn@ined using Pearson correlation
coefficients (Table 2). Participation was signifidg related to all types of social support
at similar levels and to social network size atwadr level. Participation was slightly
higher among people with a spouse or partner cosdparpeople without (t-test p=.01,

difference=0.2 points/5). All types of social supgpwere higher among people with a
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spouse or partner compared to people without {tpe@.05, differences=18-30
points/100. Table 3 shows the results of the mlelfipear regression. Model 1 indicates
that tangible support and positive social inteatsupport predicted participation when
all types of support were considered together.tRessocial interaction support
predicted more than twice the amount of particgrathan tangible support. Model 1
explained 23% of the variance in participation.

When the covariates age, gender, and number ohhconditions were
considered (model 2), the standardized effectrgditde support and positive social
interactions on satisfaction with participation ssed minimally (0.01 and 0.05
respectively). Age and gender were not signifigaetlictors of participation in this
model, while the fewer chronic conditions a perkad, the higher the satisfaction with
participation. Model 2 explained 27% of the variamt satisfaction with participation.

When depressive symptoms and physical functior\added to the model
(model 3), tangible support remained a signifiganedictor of satisfaction with
participation at approximately the same value adeh®. Positive social support was
also a significant predictor of satisfaction witrticipation but its standardized value
decreased by half. Both depressive symptoms ansiqgaiyunction predicted
participation, such that as depressive symptomeedse, satisfaction with participation
increases, and as physical function increasesfaetion with participation increases. An
increase of 25/100 points on either tangible supmopositive social interaction support
would lead to a 5% change in satisfaction withipgration (0.25/5 points). When

physical function or depressive symptoms were adgépdrately to model 2 (i.e. one at a
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time), the results were similar to model 3 excaptrelationship between positive social
interaction support and participation was strongje standardized coefficients were
0.25 in the model containing physical function &8R in the model containing
depressive symptoms (results not shown). ModelpBagxed 43% of the variance in
participation.

The variance inflation factors for all predictonsthe model were less than 5.
Plots of unstandardized predicted values againgtuadardized residuals for models 2
and 3 showed similar patterns. There was fairlystamt variance across values of
participation, with a slight decrease in varianceadues approaching the maximum score
(participation =5). The residuals for both modetrevnormally distributed with a mean
of zero.
Social Support and Social Networks

Tables 4 and 5 show the results of two regressnatyses examining social
support and aspects of social networks (presenaespbuse or partner and number of
close friends or relatives). Presence of a spoadsgr and number of close friends both
predicted tangible support (table 4). These ratatiips remained the same when the
covariates age, gender and number of chronic donditvere included in the analysis
and none of the covariates were significant predscof tangible support (model 2).
Presence of a spouse/partner would lead to anaseref 27/100 points in tangible
support and presence of 10 close friends would teaa increase of 5/100 points on the

tangible support scale after adjusting for covasat
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Presence of a spouse/partner and number of clesel$érand relatives also
predicted positive social interaction support @ah). These relationships remained the
same when the covariates age, gender and numbbrasfic conditions were included in
the analysis (model 2). Presence of a spouse/pavinédd lead to an increase of 19
points on positive social interaction support, vihie lower than the benefits of having a
spouse/partner on tangible support. Presence d%e friends or relatives would result
in an increase of 6 points on positive social etéon support. The covariates that
significantly predicted positive social interactismpport were gender and number of
chronic conditions. Men would have a worse supft@h women by approximately
7/100 points. If the number of chronic conditionsreased by one, the social support
score would decrease by 3/100 points.

A plot of unstandardized predicted values againstandardized residuals
showed fairly constant variance across valuesrajibde support, with a slight decrease
in variability at values approaching the maximurarsqtangible support=100). The
residuals were roughly normally distributed witiaan of zero. A plot of
unstandardized predicted values against unstarmardesiduals for positive social
interaction support showed a more marked decreagariability at values close to the
maximum score than for tangible support but stihtively constant variance across
values. The residuals for positive social inte@csupport were roughly normally

distributed with a mean of zero.
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Discussion

This study examined the relationships between tigpas of social support and
satisfaction with participation and the relatiompshbetween characteristics of social
networks and social support. The regression amalyskcated that participants who
perceived greater tangible support and positiveakoteraction support had higher
levels of satisfaction with participation than paipgants with lower levels of these types
of support. A one standard deviation increasengitde support predicted a 0.2 standard
deviation increase in participation, and a onedsgsh deviation increase in positive
interaction support predicted a 0.4 standard dieviahcrease in participation, when
controlling for age, gender, and number of chra@aicditions. Emotional/informational
and affectionate support did not predict satistactvith participation in any of the
regression models.

Presence of a spouse and higher number of claselfior relatives predicted
increased tangible support and positive interadigsport when controlling for age,
gender and number of chronic conditions. Presehaespouse predicted a 27/100 and
19/100 point increase in these types of suppa@peaetively. An increase of one close
friend or relative predicted a 0.5/100 increaskath types of support.

The findings of the analysis of the four types adial support and satisfaction
with participation support previous research tavged that tangible support predicts
participation [5]. The findings add to literature social support by identifying that
positive social interaction support, or the avaligbof other people for companionship,

also predicts satisfaction with participation. &t positive social interaction support had
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a greater impact on satisfaction with participatioan tangible support when adjusting
for age, gender and number of chronic conditioracates. This finding is somewhat
surprising, given that the participation scale uid@s participation types that do not
typically involve companionship (e.g. self-carepednterpretation could be that people
who are satisfied with their social activities alsnd to be satisfied with their self-care
activities. Social support has a small impact upatnsfaction with participation, given
that approximately a 25% increase in tangible @itp@ social interaction support would
predict a 5% increase in participation. No inforimatabout minimum clinically
important change in satisfaction with participatis@vailable, but 5% may be a
reasonable estimate. The study results suggest @66 increase in support is possible
by expanding one’s social network or finding a s@ipartner.

When depressive symptoms and physical function weded to the model along
with age, gender and number of chronic conditiomgeased tangible support and
positive social interaction support remained prexigcof participation. These findings
contrast with a study by Anaby, Miller, Eng, Jaamsl Noreau [37] that found no
relationship between social support and partiogpetor older adults with chronic
conditions, when controlling for physical functiatepressive symptoms, age, gender and
number of chronic conditions. Anaby and collead®&$ defined participation as level of
accomplishment rather than as satisfaction wittigpation, as in the current study.
Level of accomplishment may be more related toifipgahysical impairments for
people with chronic conditions, whereas satisfactith participation may also be

related to social support.
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After depressive symptoms and physical functionevagtded to the model, the
magnitude of the positive social interaction suppoefficient decreased by about half,
whereas the magnitude of tangible support did hahge substantially. Adding physical
function alone or depressive symptoms alone aksalteel in a decrease in the magnitude
of the relationship between positive social intemacsupport on participation. These
findings suggest that depressive symptoms and gdlyfsinction may covary with
positive interaction support or may mediate thatrehship between positive social
interaction support and participation. Tangiblemup may be less related to depressive
symptoms and physical function because this tymipport is most predicted by
presence of a spouse/partner, a condition thattiskely to change with changes in
depression or physical function.

The study results showed that while emotional/imfational and affectionate
support were correlated with satisfaction with jggsation, they did not predict
satisfaction with participation when all types apport were considered together.
Emotional/informational support refers to the aafmility of someone to talk to and
receive advice from and affectionate support ref@tbe availability of affection. These
types of support may be less closely linked toip@#ting in activities than tangible
support, which is related to activities such aslsmanad chores, or positive social
interaction support, which is related to compangmsn activities. These differences in
content may explain the differences in results. [&/hot a significant relationship, a
counter-intuitive finding is that the coefficiemrfthe relationship between

emotional/informational support and satisfactiothwaarticipation is negative.
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Emotional/informational support items address teslability of an advisor or listener.
One explanation could be that people with highlewé satisfaction with participation
have no need or desire for an advisor. Alternagivtble inverse relationship could
indicate that the advice is unwanted and has &nu=sttal effect on satisfaction with
participation.

The study findings relate to theory in that pregeoica spouse/partner had a
much larger impact on social support than numbetasfe friends and relatives. This
finding supports the premise that social suppartlig comes from closer network
members [6]. The findings also showed that preseheespouse/partner and number of
close friends or relatives are more closely reléesbcial support than to satisfaction
with participation. Differences between people vatid without a spouse/partner were
greater for social support than for satisfactiothyparticipation. In addition, number of
close friends and relatives correlated more stsonggh social support than with
satisfaction with participation. These findingseysupport to Berkman and colleagues’
[6] theory of social networks and health, whichesahat social networks lead to social
support, which then leads to better health. Seméalorks can also provide benefits
through mechanisms beyond social support [6] ahdduesearch could examine these
mechanisms.

Presence of a spouse/partner predicted social guppoe strongly than number
of close friends and relatives predicted sociapsup The difference between these two
predictors of support was smaller for positive abriteraction support. This finding may

reflect the fact that providing help with meals amres is more likely to be performed
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by a spouse/partner than by a friend or relatiusida of the home. Companionship can
be provided by both a spouse/partner or a frienelative.

The study results may be limited in generalizapditie to its sample of people
registered at a family health centre who were mgllio take part in a survey. These
individuals may differ from the general populatiorthat they may have better health or
greater resources to access health care. The gautigipants also reported relatively
high levels of satisfaction with participation asatial support. This limited variability
can bias regression coefficients toward zero amtdrastimate the relationships between
variables. The study is also limited by its crosst®nal design because conclusions
about causation cannot be made. Longitudinal reseagarding participation and social
support is needed to determine how each can beuagdr Longitudinal research
regarding social support and health and functieghdmwn mixed results. Among adults
with rheumatoid arthritis, no evidence was fourat thigher levels of social support can
improve physical function or psychological distreser time [38]. Conversely, a study
of older women with heart disease found that higluesitive social interaction support
and emotional support were related to improvedrseé#fd health over time [39]. The
impact of social support on a variety of healthcoates, including participation, needs
further exploration. Finally, the relatively higbreelations between the types of social
support suggest that multicollinearity may havested between these variables and
significant relationships between types of soaigiport and participation may have been

undetected. The variance inflation factor valuegest that multicollinearity was not a
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serious issue, as none of the values exceedetdel8uggested level for identifying
collinearity problems [34].

The findings presented here suggest that ther@éed to focus on building social
networks and social support for older adults whiooic conditions. The networks could
involve people that could offer concrete assistamitle daily living tasks and also people
that could offer and receive companionship. Hepittifessionals working in family
practices, community health centres, or home camlassess social support levels and
provide interventions to improve it. For examplepgort groups can lead to increased
tangible support [40]. Other interventions couldlude education, network building, and
reaching out to people who are isolated.

Within communities, public and community healthfessionals can offer
programs and events within recreation centrespseentres, or community groups to
help residents become more inter-connected andstingof each other. Volunteer
networks could also be created and expanded todaeupport to older adults with
chronic conditions.

Policy could also be implemented that provides mangible support to older
adults with chronic conditions. Support servicestiousehold chores, meals, or errands
could be established or expanded. Often suppartiprovided to individuals with
fluctuating functional difficulties, which are conem among people with chronic
conditions. Changes to policy could provide suppmreople when their symptoms limit

their participation.
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Conclusion

This study filled a gap in research regarding daigport and participation
among older adults with chronic conditions by exang four types of social support.
The results demonstrated the importance of twostgbesocial support in predicting
satisfaction with participation. Targeting and depéng tangible and social interaction
support may help to facilitate satisfaction withitppation for older adults with chronic
conditions. Creating networks for companionship ona@yequally as important as
providing support for daily living needs.

Future studies could examine the influence of $o@awvorks on participation,
longitudinal relationships between social suppad participation, and continue to
examine different types of social support. Sucleaesh could help to determine the

pathways involved in the relationship between datipport and participation.
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Table 1

Demographic and Health Characteristics of Partidipa
Age (Mean, SD) 73 (7.7)

Number of chronic 3.8 (1.8)

conditions (Mean, SD)

Gender (Frequency, %)

Men 96 (42.3)
Women 131 (57.7)
Yearly Household Income ($CDN, frequency,

%)
Less than $20,000 50 (22.0)
$20,000 to $39,000 63 (27.8)
$40,000 to $59,000 47 (20.7)
$60,000 to $79,000 16 (7.0)
$80,000+ 21 (9.3)
No answer 30 (13.2)
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Table 2

Correlations between Study Variables

Participation Tangible Emotional/  Affectionate Positive
support informational social
interaction
Tangible 0.38
Emotional/ 0.39 0.72
informational
Affectionate 0.36 0.63 0.77
Positive social 0.47 0.63 0.84 0.76
interaction
Number of 0.19 0.29 0.33 0.28 0.33

close friends
and relatives

Note: All p<=0.05
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Table 3

Associations between Participation and Social Suppo

Unstandardized Standardized Significanc R®

coefficients Coefficients e

B SE B p-value
Model 1 .23
Constant 3.30 0.14 0.00
Tangible 0.01 0.00 0.19 0.03
Emotional/ 0.00 0.00 -0.13 0.32
informational
Affectionate 0.00 0.00 0.00 0.92
Positive social 0.01 0.00 .46 0.00
interaction
Model 2 27
Constant 3.75 44 0.00
Tangible 0.01 0.00 0.20 0.03
Emotional/ 0.00 0.00 -0.17 0.17
informational
Affectionate 0.00 0.00 0.03 0.76
Positive social 0.01 0.00 0.41 0.00
interaction
Age 0.00 0.01 -0.01 0.91
Gender -0.04 0.09 -0.02 0.70
Number chronic -0.07 0.02 -0.19 0.00
conditions
Model 3 43
Constant 2.64 0.51 0.00
Tangible 0.01 0.00 0.19 0.02
Emotional/ -0.01 0.00 -0.18 0.11
informational
Affectionate 0.00 0.00 0.05 0.57
Positive social 0.01 0.00 0.21 0.05
interaction
Age 0.01 0.01 0.07 0.21
Gender -0.10 0.08 -0.07 0.20
Number chronic 0.00 0.02 0.00 0.95
conditions
Depressive symptoms -0.03 0.01 -0.26 0.00
Physical function 0.05 0.01 0.37 0.00

Note: SE=standard error, gender reference categdeynale
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Table 4

Associations between Tangible Support and Socialvdié Variables

Unstandardized Standardized Significance R

coefficients Coefficients

B SE B p-value
Model 1 31
Constant 50.93 2.63 0.00
Spouse/partner 28.37 3.30 0.48 0.00
Number of close  0.57 0.14 0.23 0.00
friends
Model 2 .33
Constant 35.81 17.50 0.04
Spouse/partner 27.27 3.78 0.46 0.00
Number of close  0.53 0.14 0.22 0.00
friends
Age 0.27 0.22 0.07 0.23
Gender 3.47 3.64 0.06 0.34
Number of -1.29 0.92 -0.08 0.16
chronic
conditions

Note: gender reference category is female.
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Table 5

Associations between Positive Social Interactiopgdut and Social Network Variables

Unstandardized Standardized Significance R

coefficients Coefficients

B SE B p-value
Model 1 22
Constant 60.40 2.48 0.00
Spouse/partner 17.70 3.11 0.34 0.00
Number of close  0.63 0.13 0.29 0.00
friends
Model 2 .28
Constant 58.58 16.10 0.00
Spouse/partner 19.48 3.48 0.37 0.00
Number of close  0.55 0.13 0.25 0.00
friends
Age 0.21 0.21 0.06 0.31
Gender -7.36 3.35 -0.14 0.03
Number of -2.86 0.85 -0.20 0.00
chronic
conditions

Note: gender reference category is female.
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CHAPTER 5: Thesis Discussion and Conclusions
The purpose of this chapter is to summarize ascuds the information from the
previous three chapters. It will summarize theifuigd, draw links between the chapters,
relate the findings to theory, discuss the stremgtid limitations of the line of inquiry,
and make recommendations for practice, policy ataré research. Repetition of
specific information from individual papers will lkept to a minimum and the focus will
be on overall discussion of study results and icapions.
Summary of Findings
This thesis forms the beginning of a line of reskanquiry examining
environmental influences on satisfaction with gapttion among older adults with
chronic health conditions. The purpose of the suppeview in Chapter 2 was to
describe and synthesize research regarding theemfe of neighbourhood characteristics
on participation among older adults with chroniaditions. The scoping review
established the relevance of neighbourhood chaistots to participation in everyday
activities. The review showed that neighbourhoashemic status, amenities, problems,
mobility barriers, cohesion, and safety are reléabeparticipation among older adults and
older adults with chronic conditions. The reviewaafound that the pathways through
which neighbourhood characteristics affect paréittigm are not clear. One study
suggested that social cohesion may mediate theoredaip between neighbourhood
characteristics such as neighbourhood problemgariitipation. Thus, fewer
neighbourhood problems may promote good socialsiohavhich promotes

participation. Theory corresponds with this findingighbourhood characteristics may
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encourage people to spend time in their neighb@da$fionake connections with one
another, and gain social support to participatekBean et al., 2000). Another pathway
suggested by theory is that neighbourhood charatitsrsuch as presence of amenities, a
safe environment, and few physical barriers engrivealking and other forms of
physical activity that may promote health and pgyétion (Glass & Balfour, 2003).
Alternatively, neighbourhood characteristics susla@enities may directly affect
participation, for example, by providing opportuest to participate. The articles included
in the review tended to focus on older adults nathan older adults with chronic health
conditions, used cross-sectional designs, and megh&mitation in or frequency of
participation. Most studies considered individwadtbrs in their analyses but did not
consider the influence of social support. The rec@mdations in the review included
future research that examines neighbourhood clerstots, social support, social
networks, and the individual’s characteristics thge and aspects of participation aside
from frequency and limitation.

The recommendations made in the scoping reviewe weed to develop the
design of the study described in the second maimugGhapter 3). The aim of the study
was to examine the relationships between percepbbneighbourhood characteristics
and satisfaction with participation in everydayhaties among 248 older adults with
chronic health conditions. The specific objectioéshe study were to (1) test a model
regarding the relationship between perceptionseahibourhood characteristics, the
individual’'s social environment and satisfactionthwparticipation in everyday activities

and (2) test the applicability of the model to er#fnt genders and age groups. The
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analysis showed that all variables included inrtteglel had significant relationships with
other variables and revealed the pathways throdgbhaneighbourhood characteristics
may influence satisfaction with participation. Twnadlirect pathways linked
neighbourhood amenities and safety to satisfaetitin participation. These
neighbourhood characteristics predict neighbourhamdeksion, which predicts social
support. Higher levels of social support directtggict increased satisfaction with
participation. One direct pathway linked neighbaath problems and satisfaction with
participation. Neighbourhood problems such asitrafivise, graffiti and litter directly
predict satisfaction with participation and do appear to predict neighbourhood
cohesion. The largest neighbourhood predictor faation with participation is
neighbourhood problems, followed by neighbourhoaldesion and safety. The pathway
from neighbourhood amenities to satisfaction wlntigipation was non-significant. The
model testing also revealed that physical funcisotme largest direct predictor of
satisfaction with participation, followed by depse® symptoms, social support, and
neighbourhood problems. The final model that inethdeighbourhood characteristics,
social factors, physical function and depressivagpms fit both genders and different
age groups well. There were minimal differencethexmodels fitted to these subgroups.

Given the large strong relationship between satipport and satisfaction with
participation, the third manuscript (Chapter 4)rakgd in more detail the relationship
between social support and satisfaction with pgeioon. The purpose of this study was
to determine the types of social support that mtyssngly predict satisfaction with

participation and to examine whether number ofeloends and relatives and presence
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of a spouse or partner predict social support.rébelts showed that tangible,

emotional/informational, affectionate and positsgeial interaction support are

correlated with satisfaction with participation. Whconsidered together in a multiple
regression, greater tangible support and posite&abinteraction support predict
increased satisfaction with participation, whileational/informational support and
affectionate support do not. Tangible and posiieeial interaction support also
remained predictors of satisfaction with participatwhen controlling for age, gender,
number of chronic conditions, physical function agpressive symptoms. Thus the
availability of assistance (tangible support) andilability of a companion (positive
social interaction support) each independently iptesdtisfaction with participation.

Tangible support and positive social interactioppsrt are each predicted by presence of

a spouse/partner and number of close friends dativies.

Main Findings
The main findings of this thesis are summarizethefollowing points:

Chapter 2:

» There is limited research regarding the influeniceeighbourhood characteristics on
participation in older adults with chronic healthnditions.

» Although various studies have identified neighbaadhcharacteristics that are related
to participation, previous research has not idedtithe pathways through which
neighbourhood characteristics affect participation.

» Research regarding older adults generally and @delts with chronic health

conditions tends to use cross-sectional designasume limitation in or frequency of
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participation, and consider individual factors hot social support in their analyses.

These qualities limit the conclusions that can fzawh from study results.

Chapter 3:

Neighbourhood characteristics predict satisfactwtth participation even after
accounting for the effects of the social environi{social support and network size)
and individual limitations (physical function andpgitessive symptoms).

Fewer neighbourhood problems directly predicteased satisfaction with
participation, while higher levels of neighbourhaadety and cohesion indirectly
predict satisfaction with participation. The inditeffect of neighbourhood amenities
on satisfaction with participation did not reachtistical significance.

The strongest predictor of satisfaction with pgpation was physical function,
followed by depressive symptoms, social suppod, regighbourhood problems.

Neighbourhood safety, cohesion and social netwizeklsave similar, small indirect
effects on satisfaction with participation.

Social support predicts satisfaction with partitiga directly. Social support and
neighbourhood cohesion mediate the influence ahmurhood amenities and safety
on satisfaction with participation. This represams knowledge regarding the
mechanisms through which neighbourhood charadteyistay influence participation.
This study also contributes new knowledge by shgwiat a range of neighbourhood
characteristics are related to satisfaction wittligpation, in addition to other studies
that demonstrated links between neighbourhood cterstics and frequency of or

limitation in participation.

122



Ph.D. Thesis — C. Hand; McMaster University — Relitabon Science

Chapter 4:

Higher levels of tangible support and positive abriteraction support predict greater
satisfaction with participation, after controllify age, gender, number of chronic
health conditions, physical function and depressiwaptoms.
The finding that tangible support, or assistanoenfothers, predicts satisfaction with
participation corresponds to social support litemat The finding that positive social
interaction support, or the availability of othergple for companionship, predicts
satisfaction with participation is a new contriloutito social support literature.
Emotional/informational and affectionate supportnad independently predict
satisfaction with participation.
Tangible and positive social interaction suppoet@redicted by the presence of a
spouse or partner and number of close friendslatives.
Presence of a spouse/partner and number of cliesel$/relatives are more strongly
linked to social support than to satisfaction vg#rticipation. This finding
corresponds to theory stating that social netwprkslict social support which in turn
predicts health and participation.

Links between Chapters

The findings of the papers in this thesis can bsted to one another. Chapter 2

described the gaps in research regarding participaiong older adults with chronic

conditions and made recommendations regardingdutsgearch. These

recommendations included more research into neigiiood influences on participation

in older adults chronic conditions; research thxaineines a range of neighbourhood
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characteristics and includes relevant covariateh as the individual’s characteristics
and social environment; and research that exandiinesnsions of participation beyond
frequency and limitation. The design of the stuattChapters 3 and 4 are based upon
incorporated these recommendations.

Chapters 3 and 4 involved different variables amalyses but included similar
models in their results. The final model in Cha@éncluded neighbourhood variables,
social support, social network size, physical fiorcand depressive symptoms and
explained 44% of the variance in satisfaction vaisinticipation. The first model in
Chapter 4 included four types of social supporé, @gnder, number chronic conditions,
physical function and depressive symptoms and exgad3% of the variance in
satisfaction with participation. The strongest peeats of satisfaction with participation
in both models were social support, physical furgtand depressive symptoms. While
these models explained similar proportions of theance in satisfaction with
participation, the model that included neighbouxhwariables provided more
information about predictors of social support &melmodel in Chapter 4 provided more
information about the types of social support thegt predict satisfaction with
participation.

Another similarity in findings between Chaptersrigl&@ is that social networks
predicted satisfaction with participation througitial support in both models, rather
than directly. The modeling process described iapidr 3 did not suggest that social
network size and participation should be linkeedily, and correlation analysis in

Chapter 4 showed that social network size was mstooagly related to social support
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than to participation. These findings are likellated to the fact that the social network
variable focused on close social contacts, whoreme likely to provide social support
than less close social contacts. More casual snetalorks may influence health and
participation without influencing social suppomick as by providing opportunities for
participation or access to other resources sutiealsh care and housing (Berkman et al.,
2000).

The findings described in Chapter 3 can also bd tsexpand the findings of the
scoping review in Chapter 2. The findings in Chatsupport the conclusions of the
scoping review that neighbourhood problems, colmesia safety predict participation.
In Chapter 3, neighbourhood amenities were notrasgy related to satisfaction with
participation as other neighbourhood variables, @, the findings of the scoping
review suggest that a relationship exists. Theitfigelin Chapter 3 also support the
recommendation in the scoping review that socippsu should be considered when
examining neighbourhood characteristics and padtomn. Chapter 3 showed that social
support is a strong predictor of satisfaction vpérticipation and a mediator in the
relationships between some neighbourhood charatitsrand satisfaction with
participation.

Relation of Findings to Theory

This thesis was guided by broad frameworks thdudethe environment,
personal characteristics, and participation: theé i@mework (WHO, 2002b) and the
PEO model (Law et al., 1996). While the ICF is assification framework and not a full

theory, its widespread use and applicability tdialtls of health make it a good tool to

125



Ph.D. Thesis — C. Hand; McMaster University — Relitabon Science

guide research regarding the interdisciplinary afegeighbourhoods and health. Within
the ICF, health is composed of 1) an individuabsly functions and structures, 2)
physical and mental activities that the persoraable of performing, and 3) the
everyday activities in which the person particigatehysical and mental activities may
include lifting or concentrating, while participati includes more complex activities such
as self care or volunteering. Participation isuaficed by body functions and structures
and physical and mental activities as well as leyehvironment, personal characteristics,
and the person’s health conditions. The findingthsf thesis support the ICF’'s premise
that participation is affected by a range of peas@md environmental factors.

The ICF framework (WHO, 2002b), the PEO model (letval., 1996), and Glass
and Balfour’s (2003) model of neighbourhood efferrisaging also include the concept
of person-environment fit. The PEO model expandsdbncept to person-environment-
occupation fit while the other models implicitlyclnde the activity/occupation in which
a person participates. When environment factorgimidie needs of the person, ideal fit
is achieved and participation is optimal. The fiigdi of this thesis identified the
neighbourhood and social factors that can optirpaicipation for older adults with
chronic conditions. The findings of this thesisoathiowed that environment and person
factors can interact. In paper 2, when testingffthe final model to different genders,
participation among women was predicted by neightmad problems whereas
participation among men was not. This finding remeés the idea that person-

environment fit is unique to each person.

126



Ph.D. Thesis — C. Hand; McMaster University — Relitabon Science

Within a universal framework such as the ICF, gayst regarding the
mechanisms through which participation is influehbg personal and environmental
factors. Berkman and colleagues (2000) suggestlbsér social environments have
more influence on health than more distal socialrenments. The findings of paper 2
(Chapter 3) support this assumption, in that nesginlhood cohesion did not directly
predict satisfaction with participation, while salcsupport from family and friends did.
Similarly, neighbourhood physical environments rpagdict participation more than
city-wide physical environments.

The findings of paper 2 also relate to the Chr@ace Model that is used to guide
clinical practice with individuals with chronic H#aconditions (Wagner et al., 2001).
This model places the health system within the camty and states that effective
chronic care requires community resources outdidieeohealth system. These resources
may be community health interventions or sociagpams. While the neighbourhood
resources considered in this thesis are not nedgdsaalth or social services, they are
nonetheless factors that may influence health oméso The finding that neighbourhood
characteristics may facilitate satisfaction witltjggpation suggests that neighbourhood
characteristics could be considered as suppodisrtmic care within the Chronic Care
Model. Broadening the Chronic Care Model in thig/wauld prompt development of
community resources beyond health and social ssttat could improve the health and
quality of life of older adults with chronic healtionditions.

The findings of paper 3 (Chapter 4) support Berkiaaah colleagues’ (2000)

model of social networks and health. Social netwgmledicted social support and social
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support predicted participation, relationships #rat stated in the model. Participation
can be considered part of health within this modkeé findings in paper 3 can help to
expand Berkman’s model by identifying that tangihel positive social interaction
support are most important in predicting partidgatealth among older adults with
chronic conditions. Berkman and colleagues idesdtithree pathways through which
social support may influence health: health behaailp psychological, and physiologic
pathways. Incorporating the findings of paper 8 itte model, tangible support may
promote health behaviours such as help-seekingvimiraand adherence to medical
treatments as well as psychological processesasichping and depression. Positive
social interaction support may promote the headtmalviour exercise as well as the
psychological processes self-esteem and senselldbeveg.
Strengths and Limitations

This thesis describes a systematic approach tmfhe of environmental
influences on satisfaction with participation amahder adults with chronic health
conditions. The first paper reviewed and synthekthe available literature regarding
neighbourhood influences on participation for oldéults with chronic health conditions,
providing a base from which to develop the subsegsieidy. Paper 2 (Chapter 3) built
on previous research by including more relevantrenmental variables in a single
model than previous studies had included. In aaluitihe analysis allowed for all
variables to be considered simultaneously and iitkshpathways through which
neighbourhood characteristics may affect particgmatThis study also formed the basis

of paper 3 (Chapter 4) and involved a measure icgzation that covers all areas of life
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and measures satisfaction, a concept that mayldeareg to more people, especially with
impairments, than level of accomplishment or freguyeof activity. The study also used
valid and reliable scales and used methods to magimresponse rate including invitation
from the person’s physician and reminder post cards

Several limitations of the approach are apparem. Scoping review revealed
mostly quantitative studies with cross-sectionaligies. A qualitative study to explore
some of the issues that were identified in the sgppeview may have helped to identify
more areas to investigate in a quantitative stlithg. sample for papers in Chapters 2 and
3 was drawn from family health centres and hadixaly high satisfaction with
participation. The results may be limited in gefhizedility to people who want to and are
able to access health services and who tend tatlsfiesd with their participation. People
with lower levels of satisfaction with participationay be affected by neighbourhood
characteristics and social support in different svilhan those identified in this thesis. For
example, neighbourhood safety or emotional suppast play a larger role in predicting
satisfaction with participation. The sample alsoorted relatively positive levels of
social support and perceptions of neighbourhoodacheristics. The limited variability
of these responses may have lead to underestinthBngath and regression coefficients
in papers 2 and 3. The cross-sectional designesktitwo papers limits drawing
conclusions about causality. Incorporating diffeérsndy designs may have provided
more complete information about the topic. Findlhe scales used to measure
neighbourhood characteristics were brief and didonovide specific information about

neighbourhood characteristics that predict pariigmn.
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Recommendations
Clinical and Policy Implications

Improving participation among individual clientsdaclient groups is a major goal
for health professionals and public health profassis. The results of this study suggest
several actions that could be taken to improvesfgatiion with participation among older
adults with chronic health conditions. Implementthgse recommendations may also
improve satisfaction with participation in peopleddferent ages and health conditions
or disabilities.

Modify neighbourhood conditions.

The findings of the second paper showed that neigtitood cohesion, safety,
and problems predict satisfaction with participatand that neighbourhood amenities
may predict satisfaction with participation. Citfficials, service groups and health
professionals can work with residents make neightimad changes in these areas
through community based participatory research Bclikrieger, & Galea, 2002) that
could identify specific needs of the community avatk to address those needs. For
example, neighbourhood cohesion could be prombtedigh events and programs
within communities such as health fairs, cultusedrgs, and exercise or leisure programs.

Community members can also work with city officjdtscal businesses, health
professionals and researchers to establish neéaled & their neighbourhoods (e.qg.,
2040 Partners for Health, 2011). Senior centretddok with local businesses to
improve services for older adults. Existing location neighbourhoods could be

developed into amenities and ‘places to go’ byihgstvents at local schools and
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recreation centres (WHO, 2007b). Health care psidesls can also consider offering
services in local neighbourhoods rather than atrakred sites.

Neighbourhood amenities that encourage physicaligcinay also increase
participation in older adults with chronic condrig Characteristics of age-friendly cities
include clean, pleasant and accessible buildinggrgspace and benches, safe street
crossings, well-maintained and accessible sidewalkd reliable and affordable public
transportation (WHO, 2007a). Community memberstaalth professionals can work to
incorporate these features into their neighbourkood

The findings of this thesis could also be usedhtorm policy. A WHO study of
age-friendly cities found that urban planners amthiéects need education about the
needs of older people (WHO, 2007b). The findingthesf thesis could be used in helping
policy makers to understand the factors that impadicipation and quality of life for
older adults with chronic conditions. A curreniaséigic framework regarding people with
chronic conditions recommended that policies bd@mented to create healthy
environments that minimize the effects of chroroaditions (United States Department
of Health and Human Services, 2010). The findingig thesis suggest that healthy
environments include places to go, safety, andgeylems such as traffic and crime.

The findings of this thesis could also be usedrtorte policy regarding
amenities and safety. Policy could support localitesses and create zoning to
encourage amenities to exist close to resident@sa Measures to improve safety could
include security cameras, funds for residents farave their own security, or

organization of community safety groups (WHO, 2007b
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Improve social support.

The findings of the second and third paper highédtthe importance of social
support in facilitating satisfaction with partictpzn, in particular tangible support and
positive social interaction support. Existing hlealervices and programs for individuals
with chronic health conditions could incorporatetinoels to help participants develop
social supports. Social support has been usedresaas to promote physical activity
among midlife women and lead to improved tangiblgp®rt (Peterson, Yates, &
Hertzog, 2008). Despite such programs, a focusoiralssupport is not always present in
health services. For example, chronic diseasensaifagement programs promote
knowledge development, self-efficacy, and self-ng@maent of health conditions (Lorig
et al., 1999; Osborne, Wilson, Lorig, & McColl, 2ZQ0ut not typically the development
of social support. Interventions to develop sosiglport in community members could
include education, network building, and reachingto people through existing
channels such as recreation centres, senior ceatresmmunity groups. Volunteer
networks could be created and expanded to provate support to older adults with
chronic conditions.

Policy could also be implemented that provides mangible support to older
adults with chronic conditions. Support servicestiousehold chores, meals, or errands
could be established or expanded. Often suppodtiprovided to individuals with
fluctuating functional difficulties, which are conem among people with chronic
conditions. Changes to policy could provide suppmpeople when their symptoms limit

their participation.
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Future Research
The findings of this thesis suggest several resedirections. The first is in

exploring additional pathways through which neigltbmod characteristics influence
participation. Potential research could addres$dt@wving questions:
» Do neighbourhood amenities, safety, and fewer prablinfluence participation by

creating more opportunities?
» Do these neighbourhood characteristics lead to mloysical activity and walking,

leading to increased ability to participate?
» Do these neighbourhood characteristics lead teasad social contact and increased

familiarity with neighbours leading to support iarficipating?
These questions may be best answered through $ecisnal research that tests more
complex models than those presented in this tleegtsrough longitudinal research that
can identify causes and effects.

A second line of inquiry is in examining neighboookl amenities in more depth.

While in this thesis, neighbourhood amenities ditlpredict satisfaction with
participation at a significant level, this findingay be due to the brief scale used to assess
amenities. Examining specific neighbourhood amesithat may influence participation,
neighbourhood cohesion, and social support cowddtity significant relationships and
provide more detailed information. This goal cob&lachieved through qualitative
research that identifies a range of amenitiesp¥adid by quantitative research that tests

the hypotheses generated.
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A final area of research that could build uponfthdings of this thesis is
community-based participatory research aimed atging neighbourhood conditions.
This research approach has generated successmofmg physical activity (Suminski,
Petosa, Jones, Hall, & Poston, 2009). Participatesgarch could help to identify
specific neighbourhood problems, for example, tiaat be addressed. Whether a study
aims to improve participation or not, measuringithpact of participatory research on
participation could also provide important informoat

Conclusion

Older adults with chronic health conditions canexignce a range of symptoms
and associated impairments in physical and meuteition. To promote their health and
guality of life, the environments in which theydineed to be developed to support
participation in everyday activities. This thesxplered neighbourhood and social factors
that may influence satisfaction with participatemmong older adults with chronic health
conditions. The thesis built on previous researckxamining neighbourhood, social and
individual variables together, by assessing satigfa with participation, and by
investigating different types of social supportttiveay predict participation. New
knowledge presented in this thesis include thevalg findings: neighbourhood
characteristics predict participation even afteroanting for the effects of social and
individual factors; a potential pathway from neighibhood characteristics to
participation includes neighbourhood cohesion amaibs$ support; and higher levels of

positive social interaction support predict greatisfaction with participation.
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The findings of this thesis suggest that neighboodcharacteristics affect
satisfaction with participation directly, and inglitly, by predicting social support which
predicts satisfaction with participation. Tangiblgport and positive social interaction
support most strongly predict satisfaction withtiggrvation. The findings in this thesis
help to better understand neighbourhood and spurglictors of participation.
Neighbourhood characteristics and social suppartbeatargeted in clinical or policy
interventions to facilitate satisfaction with paipiation. Future research can investigate
additional mechanisms, explore neighbourhood clewigtics in more detail, or create

neighbourhood change to facilitate participation.
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Appendix A: Consent Form

[date]

Dear [participant name],

We are contacting you on behalf of Carri Hand, a PhD student at McMaster
University, and Dr. Mary Law, a professor at McMaster University. They are
conducting a study about older adults who have arthritis, diabetes, heart disease,
or a lung condition, and we think you would be a good candidate for this study.

The following documents were prepared by Ms. Hand and Dr. Law. There is a
description of the study, two consent forms, and a questionnaire.

We hope you will consider participating in this interesting study. Your decision will
not affect the quality of care you receive at our centre in any way.

Sincerely,

[Family Physician’s name]
Family Physician

[Unit Director’'s name]
Unit Director
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A Study of Neighbourhoods and Participation in Everyday Activities
Among Older Adults

Investigators:

Researcher: Carri Hand Supervisor: Dr. Mary Law

PhD Student Professor and Associate Dean
School of Rehabilitation Science School of Rehabilitation Science
McMaster University McMaster University

Hamilton, Ontario, Canada Hamilton, Ontario, Canada
905-525-9140 ext. 21454 905-525-9140 ext. 22666

You are being invited to participate in a research study involving adults age 60
years or more who have a chronic condition, such as arthritis, diabetes, heart
disease or a lung condition. This form gives information about what is involved in
the study and the potential risks and benefits. Please read the information
carefully. If you have any questions, you may contact one of the investigators
listed above.

WHY ARE WE DOING THIS STUDY?

Activities such as getting groceries, exercising, and socializing with friends may
be affected by the resources available in a neighbourhood. We are doing this
study to explore neighbourhood characteristics that affect everyday activities for
older adults with chronic conditions. We would like to find out what changes
governments and communities could make to neighbourhoods to make life better
for older adults with chronic conditions.
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WHAT WILL MY RESPONSIBILITIES BE IF | TAKE PART IN THE STUDY?

If you volunteer to participate in this study, we ask that you complete and return
one consent form and the enclosed questionnaire. It should take about 15
minutes to complete. You may complete the questionnaire over the telephone if
you would prefer, by calling Carri Hand at 905-525-9140 ext 21454.

We will also ask you if we can contact you one year from now for a follow-up. If
you agree, at that time we will send you another questionnaire for you to
complete and return. You can still participate in the study now if you do not want
to be contacted again later.

WHAT ARE THE POSSIBLE BENEFITS FOR ME AND/OR FOR SOCIETY?

We cannot promise any personal benefits to you from your participation in this
study. However, we hope that we will learn more about the factors that affect
everyday activities among older adults with chronic conditions. This knowledge
could help health professionals plan programs and city planners to design
neighbourhoods. You can receive a summary of the study results if you wish.
Choosing not to participate in this study will not affect your care or treatment.

WHAT ARE THE POSSIBLE RISKS AND DISCOMFORTS?

There are minimal risks to participating in this study. Some questions are about
your feelings and may cause some discomfort in answering them.

Your decision to join the study will not affect the quality of care you receive at the
health centre in any way.

HOW MANY PEOPLE WILL BE IN THIS STUDY?

About 125 people from Stonechurch Family Health Centre and 125 people from
North Hamilton Community Health Centre will be in the study.
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WHAT INFORMATION WILL BE KEPT PRIVATE?

Your data will not be shared with anyone except with your consent or as required
by law. All personal information such as your name and address will be removed
from the data and will be replaced with a number. A list linking the number with
your name will be kept in a secure place, separate from your file. The data, with
identifying information removed will be securely stored in a locked office. The
data for this research study will be retained for 10 years.

For the purposes of ensuring the proper monitoring of the research study, it is
possible that a member of the Hamilton Health Sciences/FHS McMaster
University Research Ethics Board may consult your research data. However, no
records which identify you by name or initials will be allowed to leave the
university. By signing this consent form, you authorize such access.

If the results of the study are published, your name will not be used and no
information that discloses your identity will be released or published.

If you volunteer to be in this study, you may withdraw at any time. You have the

option of removing your data from the study. This will in no way affect the quality
of care you receive at this centre. You may also refuse to answer any questions

you don’t want to answer and still remain in the study.

WILL | BE PAID TO PARTICIPATE IN THIS STUDY?

You will not receive any payment to participate. When you return your
guestionnaire, your name will be entered into a draw to receive a $100 gift
certificate at any store you would like.

IF I HAVE ANY QUESTIONS OR PROBLEMS, WHOM CAN | CALL?

If you have any questions about the research now or later, please contact Carri
Hand at 905-525-9140 ext. 21454.

If you have any questions regarding your rights as a research participant, you
may contact the Office of the Chair of the Hamilton Health Sciences/Faculty of
Health Sciences Research Ethics Board at 905-521-2100, ext. 42013.
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Please keep this copy for your records

CONSENT STATEMENT

| have read the preceding information thoroughly and | understand the
information. | agree to participate in this study and will complete and return
the questionnaire and this consent form. | will keep a signed copy of this
form for my records.

Name of Participant (Please print)

Signature of Participant Date

Telephone number (This will be used only regarding the gift certificate draw or if
any questionnaire information needs clarification)

May we contact you in one year regarding a follow-up questionnaire? At
that time you can decide whether to participate in the follow-up study.

[] Yes, you may contact me again. (Please provide contact information below)
[ 1 No, please do not contact me.

Would you like to receive a written summary of the study results?

Yes (Please provide contact information below)
1 No

Street Address:

City: Postal Code:
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Please return this copy to Carri Hand

CONSENT STATEMENT

| have read the preceding information thoroughly and | understand the
information. | agree to participate in this study and will complete and return
the questionnaire and this consent form. | will keep a signed copy of this
form for my records.

Name of Participant (Please print)

Signature of Participant Date

Telephone number (This will be used only regarding the gift certificate draw or if
any questionnaire information needs clarification)

May we contact you in one year regarding a follow-up questionnaire? At
that time you can decide whether to participate in the follow-up study.

[] Yes, you may contact me again. (Please provide contact information below)
[ 1 No, please do not contact me.

Would you like to receive a written summary of the study results?
Yes (Please provide contact information below)
[1 No

Street Address:

City: Postal Code:
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Appendix B: Questionnaire

A Study of Neighbourhoods and Participation in Everyday
Activities among Older Adults

Questionnaire

January 2010

Thank you for taking the time to answer a few questions about your
neighbourhood and your activities. The information collected will help local
governments and communities make changes to neighbourhoods to make
life better for all neighbourhood residents, but especially those who are
older and may have chronic health conditions.

Because everyone’s experience is different, your responses to this survey
are very important. This survey will take about 15 minutes to complete.

If you have any questions, please contact Carri Hand at 905-525-9140 ext.
21454,
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SECTION 1: YOUR NEIGHBOURHOOD

We would like to find out what you think about your neighbourhood (for
example, places within about a 15 — 20 minute walk from your home).

Please circle the response that is closest to how you feel.

Strongly Agree Neutral Disagree Strongly
agree disagree

1. 1 have alotin
common with people 1 2 3 4 5
in my neighbourhood.

2. 1 am good friends
with many people in 1 2 3 4 5
this neighbourhood.

3. I generally trust my
neighbours to look 1 2 3 4 5
out for my property.

4. | would be sorry if |
had to move away
from the people in
my neighbourhood.

5. People in my
neighbourhood are
willing to help each
other out.

6. My neighbours treat
me with respect. 1 2 3 4 5

7. 1 like living where |
live. 1 2 3 4 5

8. It is safe to walk
around the
neighbourhood at
night.

9. Children are safe
walking around the
neighbourhood
during the day.

(King et al., 2003)
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Please circle the number to show how big a problem each issue is in your
neighbourhood.

Very
Not a big
problem problem
10. Traffic 0 1 2 3 4 5 6
11. Noise 0 1 2 3 4 5 6
12. Crime 0 1 2 3 4 5 6
13. Air quality 0 1 2 3 4 5 6
14. Litter and 0 1 2 3 4 5 6
garbage
15. Graffiti 0 1 2 3 4 5 6

(Bowling et al., 2006)

Please enter a number to answer the following questions.

16. How long have you lived in your current home?

years months

17. How long have you lived in your current neighbourhood?

years months
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Please circle the answer that best applies to you and your neighbourhood.
Within walking distance means within a 10-15 minute walk from your
home.

Strongly Somewhat Somewhat Strongly
agree agree disagree disagree

18. Stores are within easy
walking distance of my 1 2 3 4
home.

19. There are many places
to go within easy
walking distance of my
home.

20. Itis easy to walk to a
transit stop (bus, train) 1 2 3 4
from my home.

(NEWS-A, Cerin et al., 2006)
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SECTION 2: YOUR HEALTH AND FUNCTIONING

21. Please circle the number that best describes your answer.
In general, would you say your health is:

Excellent Very Good Good Fair Poor

1 2 3 4 5

22. The following items are about activities you might do during a typical
day. Does your health now limit you in these activities? If so, how
much? (Circle one number on each line)

Yes, Yes, No, not
limited a limiteda limited
Activities lot little at all
a. Vigorous activities, such as running,
lifting heavy objects, participating in 1 2 3

strenuous sports.

b. Moderate activities, such as moving a
table, pushing a vacuum cleaner, 1 2 3
bowling, or playing golf.

c. Lifting or carrying groceries.

1 2 3
d. Climbing several flights of stairs. 1 2 3
e. Climbing one flight of stairs. 1 2 3
f. Bending, kneeling, or stooping. 1 2 3
g. Walking more than one mile. 1 2 3
h. Walking several blocks. 1 2 3
I.  Walking one block. 1 2 3
j. Bathing or dressing yourself. 1 2 3

(McHorney et al., 1992)
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SECTION 3: EVERYDAY ACTIVITIES

Please read each question carefully and circle the answer that comes
closest to the way you have been feeling.

Allof Most Some A None
the of ofthe little of
time the time of the
time the time
time

23. During the past 4 weeks, | have
moved around my home as and 5 4 3 2 1
when | have wanted.

24. During the past 4 weeks, | have
moved around outside my homeas 5 4 3 2 1
and when | have wanted.

25. During the past 4 weeks, my self-
care needs (eg washing, toileting,
dressing, feeding, maintaining 5 4 3 2 1
health) have been met, as and
when | have wanted.

26. During the past 4 weeks, my home
has been looked after, as and 5 4 3 2 1
when | have wanted.

27. During the past 4 weeks, my
things (belongings) have been
looked after, as and when | have
wanted.

28. Do you have any relatives, or other people, who depend on you?
[ ]Yes
[ INo
If no, go to question 29.

If yes, during the past 4 weeks,
were these people looked after, as 5 4 3 2 1
and when you have wanted?

29. During the past 4 weeks, | have
met and spoken with other people, 5 4 3 2 1
as and when | have wanted.
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All of Most Some A None
the of ofthe little of
time the time of the

time the time
time
30. During the past 4 weeks, I, or
someone else on my behalf, have 5 4 3 5 1

managed my money, as and when
| have wanted.

31. Do you choose to take part in paid or voluntary work?
[ ]Yes
[ 1No
If no, go to question 32.

If yes, during the past 4 weeks,
have you taken part in paid or
voluntary work, as and when you
have wanted?

32. Do you choose to take part in education or training courses?
[ ]Yes
[ 1No
If no, go to question 33.

If yes, during the past 4 weeks,
have you taken part in education or
training, as and when you have
wanted?

33. Do you choose to take part in social activities?
[ ]Yes
[ 1No
If no, go to question 34.

If yes, during the past 4 weeks,
have you taken part in social
activities, as and when you have
wanted?

34. During the past 4 weeks, have you
participated in activities that are
important to you, as and when
you have wanted?

(Wilkie et al. 2005)
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SECTION 4: SOCIAL SUPPORT

35. People sometimes look to others for companionship, assistance, or
other types of support. How often is each of the following kinds of
support available to you if you need it?

(Circle one number on each line)

None A Some Most All of
of the little ofthe ofthe the
time of time time time
the
time
a. Some one to help you if you 1 5 3 4 5
were confined to bed.
b. Someone you can count on to
listen to you when you need to 1 2 3 4 5
talk.
C. Someone to give you good 1 2 3 4 5
advice about a crisis.
d. Someone to take you to the
doctor if you needed it. 1 2 3 4 >
e. Someone_who shows you love 1 5 3 4 5
and affection.
f. Someone to have a good time
with. 1 2 3 4 5

g. Someone to give you
information to help you 1 2 3 4 5
understand a situation.

h. Someone to confide in or talk to

1 2 3 4 5

about yourself or your problems.

I. Someone who hugs you. 1 5 3 4 5

j. Someone to get together with 1 2 3 4 5
for relaxation.

k. Someone to prepare your meals
if you were unable to do it 1 2 3 4 5
yourself.

|. Someone whose advice you 1 2 3 4 5
really want.
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(Circle one number on each line)
None A Some Most All of
of the little ofthe ofthe the

time  of time time time
the
time
m. Someone to do things with to
help you get your mind off 1 2 3 4 5
things.
n. Someone to help Wlt_h daily 1 5 3 4 5
chores if you were sick.
0. Someone to share your most
: : : 1 2 3 4 5
private worries and fears with.
p. Someone to turn to for
suggestions about how to deal 1 2 3 4 5
with a personal problem.
g. So_meone to do something 1 2 3 4 5
enjoyable with.
r. Someone who understands 1 5 3 4 5
your problems.
s. Someone to love and make you 1 5 3 4 5

feel wanted.

(Sherbourne & Stewart, 1991)
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Next are some questions about the support that is available to you.

36. About how many close friends and close relatives do you have (people you
feel at ease with and can talk to about what is on your mind)?

(enter number)

37. About how many close friends and close relatives live in your
neighbourhood?

(enter number)

38. Do you have a spouse or partner? (circle one answer)
a. Yes
b. No

39. How many people, other than yourself, live in your household?

(enter number)
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SECTION 5: HEALTH CONDITIONS

40. This section is about certain chronic health conditions which you may
have. We are interested in ‘long-term conditions’ that have lasted or
are expected to last 6 months or more and that have been diagnosed
by a health professional. (circle one answer per question)

Do you have asthma? Don't
Yes No
know
Do you have fibromyalgia? Don't
Yes No
know
Do you have arthritis or rheumatism, Don't
excluding fiboromyalgia? Yes No Know
What kind of arthritis do you have?
a. Rheumatoid arthritis
b. Osteoarthritis
c. Other — Please specify:
Do you have back problems, excluding ;
fiboromyalgia and arthritis? Yes No Don't
' know
Do you have high blood pressure? Don't
Yes No
know
Do you have migraine headaches? Don't
Yes No
know
Do you have chronic bronchitis? Don't
Yes No
know
Do you have emphysema or chronic Don't
obstructive pulmonary disease (COPD)? Yes No KNOW
Do you have diabetes? Don't
Yes No
know
Do you have epilepsy? Don't
Yes No
know
. 5 ;
Do you have heart disease” Yes No Don’t
know
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Have you ever had a heart attack (damage Don't
to the heart muscle)? Yes No KNOW
Do you currently have angina (chest pain, Don't
i 2
chest tightness)” Yes No Know
Do you currently have congestive heart Don't
failure (inadequate heart beat, fluid build-up Yes No K
) now
in the lungs or legs)?
Do you have cancer? Don't
Yes No
know
What type of cancer do you have? Circle all that apply.
a. Breast
b. Prostate
c. Colorectal
d. Skin - Melanoma
e. Skin - Non-melanoma
f. Other — Please specify:
Do you suffer from the effects of a stroke? Don’
on't
Yes No
know
Do you have glaucoma? Don't
Yes No
know
Do you have cataracts? Don't
Yes No
know
Do you have Parkinson’s disease? Don’
on't
Yes No
know
Do you have multiple sclerosis? Don't
Yes No
know
Do you have chronic fatigue syndrome? Don’
on't
Yes No
know
Do you have another chronic disease or condition?
a. Yes (Please
specify):
b. No
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SECTION 7: YOUR FEELINGS

41. Below is a list of the ways you might have felt or behaved. Please
mark how often you felt this way during the past week.

Rarely
or Some or Occasionally
none of a ora Most or
the time little of moderate all of
(less the time  amount of the time
than (1-2 the time (3-4 (5-7
During the past week: 1 day) days) days) days)
a. | was bothered by things 0 1 2 3
that usually don’t bother
me.
b. | had trouble keeping my 0 1 2 3
mind on what | was
doing.
c. | felt depressed. 0 1 2 3
d. | felt that everything I did 0 1 2 3
was an effort.
e. | felt hopeful about the 0 1 2 3
future.
f. | felt fearful. 0 1 2 3
g. My sleep was restless. 0 1 2 3
h. 1 was happy. 0 1 2 3
i. | felt lonely. 0 1 2 3
j. 1 could not get going. 0 1 2 3

(CESD-10, Andresen et al., 1994)

162



Ph.D. Thesis — C. Hand; McMaster University — Relitabon Science

SECTION 6: BACKGROUND INFORMATION ABOUT YOU

42.

43.

44.

45.

46.

What is your age? (enter years)

What is your gender?
a. Male
b. Female

What is the highest level of education you have achieved? (circle
one answer)

Some highschool

Completed highschool

Some college/university or trade school

Completed trade school

Completed college

Completed university

Master’s or doctoral degree

@—~pooow

What category does your household income fall into? (circle one
answer)

Less than $20,000 per year.

$20,000 to 29, 000 per year.

$30,000 to 39,000 per year.

$40,000 to 49,000 per year.

$50,000 to 59,000 per year.

$60,000 to 69,000 per year.

$70,000 to 79,000 per year.

$80, 000 or more per year.

S@roo0oTy

What is your postal code?

Thank you for the time and effort you have taken to complete this
survey. Please return your completed questionnaire and one consent form
in the postage paid envelope as soon as possible. If you have misplaced
the envelope, please return this questionnaire and one consent form to:

Carri Hand
IAHS 403, McMaster University
1400 Main St. W., Hamilton, ON, L8S 1C7
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